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Dear Ms. Zimmerman: 

On March 22, 2018, a Facility Fire Safety and Construction survey was conducted at Aspen 
Park of Cascadia by the Department of Health & Welfare, Bureau of Facility Standards to 
determine if your facility was in compliance with State Licensure and Federal participation 
requirements for nursing homes participating in the Medicare and/or Medicaid programs. This 
survey found that your facility was not in substantial compliance with Medicare and Medicaid 
program participation requirements. This survey found the most serious deficiency to be a 
widespread deficiency that constitutes no actual harm with potential for more than minimal harm 
that is not immediate jeopardy, as documented on the enclosed CMS-2567, whereby significant 
corrections are required. 

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing 
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided 
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer 
each deficiency and state the date when each will be completed. Please provide ONLY ONE 
completion date for each federal and state tag in column (XS) Completion Date to signify when 
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must 
be after the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to 
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator 
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces 
provided and return the originals to this office. If a State Form with deficiencies was issued, it 
should be signed, dated and returned along with the CMS-2567 Form. 

Your Plan of Correction (PoC) for the deficiencies must be submitted by April 12, 2018. Failure 
to submit an acceptable PoC by April 12, 2018, may result in the imposition of civil monetary 
penalties by May 2, 2018. 

Your PoC must contain the following: 

• What corrective action(s) will be accomplished for those residents found to have been 
affected by the deficient practice; 

• How you will identify other residents having the potential to be affected by the same deficient 
practice and what corrective action( s) will be taken; 

• What measures will be put into place or what systemic changes you will make to ensure that 
the deficient practice does not recur; 

• How the corrective action(s) will be monitored to ensure the deficient practice will not recur, 
i.e., what quality assurance program will be put into place; and, 

• . Include dates when corrective action will be completed. 

• The administrator must sign and date the first page of both the federal survey report, Form 
CMS-2567. If a State Form was issued as well, it should also be signed, dated and returned. 

All references to federal regulatory requirements contained in this letter are found in Title 42, 
Code of Federal Regulations. 

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS) if your facility has failed to achieve substantial compliance by April 26, 2018, 
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay the 
imposition of the enforcement actions recommended ( or revised, as appropriate) on April 26, 
2018. A change in the seriousness of the deficiencies on April 26, 2018, may result in a change 
in the remedy. 
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The remedy, which will be recommended if substantial compliance has not been achieved by 
April 26, 2018, includes the following: 

Denial of payment for new admissions effective June 22, 2018. 
42 CFR §488.417(a) 

If you do not achieve substantial compliance within three (3) months after the last day of the 
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must 
deny payments for new admissions. 

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your 
provider agreement be tenninated on September 22, 2018, if substantial compliance is not 
achieved by that time. 

Please note that this notice does not constitute formal notice of imposition of alternative 
remedies or termination of your provider agreement. Should the Centers for Medica_re & 
Medicaid Services determine that termination or any other remedy is warranted, it will 
provide you with a separate formal notification of that determination. 

If you believe these deficiencies have been conected, you may contact Nate Elkins, Supervisor, 
Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder Street, PO Box 
83720, Boise, ID 83720-0009, Phone#: (208) 334-6626, option 3; Fax#: (208) 364-1888, with 
your written credible allegation of compliance. If you choose and so jndicate, the PoC may 
constitute your allegation of compliance. We may accept the written allegation of compliance 
and presume compliance until substantiated by a revisit or other means. In such a case, neither 
the CMS Regional Office nor the State Medicaid Agency will impose the previously 
recommended remedy, if appropriate. 

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will 
recommend that the remedies previously mentioned in this letter be imposed by the CMS 
Regional Office or the State Medicaid Agency beginning on March 22, 2018, and continue until 
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid 
Agency may impose a revised remedy(ies ), based on changes in the seriousness of the 
non-compliance at the time of the revisit, if appropriate. 

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies 
through an informal dispute resolution process. To be given such an opportunity, you ai-e 
required to send your written request and all required information as directed in Informational 
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at: 
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http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograrns/NursingFa 
cilities/tabid/434/Default.aspx 

Go to the middle of the page to Information Letters section and click on State and select the 
following: 

BFS Letters (06/30/11) 

2001-10 Long Term Care Informal Dispute Resolution Process 
2001c10 IDR Request Form 

This request must be received by April 12, 2018. If your request for informal dispute resolution 
is received after April 12, 2018, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to us during the survey. If you have any questions, please 
contact us at (208) 334-6626, option 3. 

Sincerely, 

~~· 
Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
Enclosures 
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K 000 INlflAL COMMENTS 

The facility I& a single-story Typa V (111) building, 
with two partllll b~semenlll. Tna facility iij Mly 
~prlnklerad, vnlh smoke dataetor~ In CQrrldoT$ and 
open spaces, fl was b\1111 In 1BB5, ia currentty 
licen~ed for 70 SNFINF beds, and had a cen~~~ 
of 4$ on Iha oates of !he survey, 

The following deflclanclei; were oiled at tho obove 
racllity during llle annual Jira/life sahll)' code 
ourv~y conducted on March 21 • 22, 2018, ihe 
facility was auNeyed Under lhe LIFE SAFETY 
CODE, 2012 Edition, Chapter 19, Existing 
Healthcare Occupancies, In accord,1nce with 42 
(:FR 483, 70, 42 CFR 483,B0 and 42 CFR 483,65, 

I The survey wao conducted by: 

1 l.lnda Chaney 
Health f'~clllty Surveyor 
Facnity Fire safely 8. Construction 

K 324 Cooking Fac111lles 
ss-o CFR(s): Nf PA 101 

Cooking Faclttues 
Cooking equipment Is proleoted rn accordance 
with NFPA 95, Standard for Ventilation Control 
and Fire Protection or commercial Cooking 
Operations, urileg": 
'residential ooQklng equipment (I.e., &m~ll 
appllanws such as microwaves, hot plate~. 
taao\Ors) ~r~ used for food warming or lir'l\ited 
cooking in accordance with 18,3,2,5.2, 19,3.2.5.2 
• cooking racillties open to the corridor In smoke 
ccmpnrirnents with 30 orfewer p~tients ..omply 
with th<! c.onditions under 18,3,2,6,3, 10,3,!1-S,3, 
or 
• cooklrig facl\lUe& In smok.i compartmenls with 

420 ROWE STREET 

MOSCOW, ID 0304~ 

K324 

PROV/QERS RAN OF CORA!!CTION 
jl!ACH CORREG1'1VE ACTJON SHOULD OE 

C~OSS,REFEftENCED TO TH"EAPFROPRIATe 
OiiFlCl!aNCr) 

•• > I 

J( 324 

I. SPF.:CJFlC ISSUE: 
Faeility fbikd to ensure cooking equipment was 
pl'otected io nceordance with NFPA 96. 

2. OTHER RESIDENTS: 
All stuff and visitor5 in the kitchen 
weri., potenti!!lly aITecte,;l by defident 
ptaoti,e. 

fX&)CATE 

Any de!'iclen· J itat me ndlng th £In amnrok {") denol~s II defl,tenoy whlc ,e In:t , utlo y be: ,xcu&ed from oo,~oling providing It 1, datarm/ood that 
01hs1 aafagusrd9 pMvldlf vffloi~ protection lo the J)affi,nh;. (Slla fnglrudkin,,) E"®Pt for111,1rulng hornllJ, lhe finding• lt..at~ 4b.o¥4 are <lt11¢lo1u~bte ~a a~ya 
folla\l,,inl} the dale of survey e,, or not a i:,lari {)f c.orreotion l:s provfded,, Fm· n1,1r;ll'J9 h¢<n,n, lh& ebow fimllnns and p!~ws of t::Of((JC\/cm are dlsc!o5able 14 
d-!\y$ ro11o'c'tinn lhe dalo thesa documents a~ made avrtllab/o lo the faclflly. If denCltlncles are cited, an oppft'l\,e1 phm of a,11ractton Is requl!he to eondnu~a 
prosfllm pmllr.;tpatlun, 

If continuallon stieel Paga 1 oftl 
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30 or fewer patients comply with conditions under 
18.3.2,5.4, 19.3.2.5.4. 
Cooking facilities protected according to NFPA 96 
per 9.2.3 are not required to be enclosed as 
hai:ar<lous areas, but shall not be open to the 
corridor. 
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 
19.3.2.5.5, 9.2.3, TIA 12-2 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and interview, the facility 
failed to maintain the kitchen hood system, 
specifically, grease filters, in accordance with 
NFPA 96. Failure to maintain grease filters could 
increase the risk of fires due to excessive 
build-up of grease laden vapors. This deficient 
practice affected staff and visitors In the kitchen 
on the dates of the survey. 

Findings include: 

During the facility tour on March 22, 2018, from 
approximately 1 :30 PM to 3:30 PM, inspection of 
the hood system revealed one baffle filter was 
broken, allowing grease laden vapors to enter the 
duct system unfiltered. When asked, the 
Maintenance Supervisor stated the facility was 
unaware the grease filter was broken. 

Actual NFPA standard: 

· NFPA96 

14.1 General. 
I 4.1.1 Cooking equipment used in processes 
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K 324 
3. SYSTEMIC CHANGES: 

All baffle filters in the kitchen hood 
system were inspected and the 
broken baffle filter was replaced on 
or before Ji/12/18. 
The facility will maintain the 
kitchen hood system, specifically 
grease filters, in accordance with 
NFPA96. 
Dietary and Maintenance staff 
educated by Executive Director or 
designee on or before 4/12/18 to 
ensure monthly inspections of 
kitchen hood system are within 
NFP A 96 guidelines. 

4. MONlTOR 
Executive Director or designee will 
audit kitchen hood inspections 
monthly for 3 months. 
Executive Director or designee will 
ensure monthly inspection and 
maintenance is completed. 
Results of audit will be reviewed in 
QAPI to ensure systems being 
followed. Plan to be updated as 
indicated. 

5. Date of Compliance: 

(XS) 
COMPLIITION 

DATE 

4/26/18 

Facility 10: MDS001500 If continuation sheet Page 2 of 8 
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K 324 Continued From page 2 
producing smoke or grease-laden vapors shall be 
equipped with an exhaust system that complies 
with all the equipment and performance 
requirements of this standard. 
4.1.2 All such equipment and its performance 
shall be maintained In accordance with the 

. ,· requirements oflhis standard du,ing all periods of 
operation of the cooking equipment. 
4.1.3 The following equipment shall be kept in 
working condition: 
(1) Cooking equipment 
(2) Hoods 
(3) Ducts (if applicable) 
(4) Fans 
(5) Fire-extinguishing equipment 
(6) Special effluent or energy control equipment 
4.1.3.1 Maintenance and repairs shall be 
performed on all components at intervals 
necessary to maintain good working condition. 
6.2.3 Grease Filters. 
6.2.3.2 Grease filters shall be of rigid construction 
that will not distort or crush under no,mal 
operation, handling, and cleaning conditions. 

K 353 Sprinkler system - Maintenance and Testing 
ss~F CFR(s): NFPA 101 

Sprinkler System - Maintenance and Testing 
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based .Fire 
Protection Systems. Records of system design, 
maintenance, inspection and testing e,., 
maintained in a secure location and readily 
available. 

a) Date sprinkler system last checked 
I 

I-b~)~W-,...ho-pr-0-vi~d-ed.,.s_y_s.,..te_m_test 
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K324 

K353 

K353 

1. SPECIFIC ISSUE: 

I 

I 
I 

I 

Facility failed to ensure fire suppression system 
sprinkler pendants was maintained in accordance 
with NFPA 25. 

2. OTHER RESIDENTS: 
All residents are potentially affected 
by deficient practice. 

i l 
Facility 10; MDS0015DO If contmuat1on sheet Page 3 of 8 
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c) Water system supply source 

Provide in REMARKS information on coverage for 
any non-required or p;;irtial automatic sprinkler 
system. 
9,7,5, 9.7.7, 9.7.8, and NFPA25 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation .ind Interview, the facility 

failed to ensure fire suppression system pendants 
were maintained free of obstructions such as 
p;;,int or corrosion. Failure to maintain fire 
sprinkler pendants free of obstructions could 
hinder system performance during a fire -event. 
This deficient practice affected 48 residents, staff 
and visitors on the dates of the survey. 

Findings include: 

During the facility tour on March 22, 2018, from 
approximately 1 :30 PM lo 3:30 PM, observation 
of sprinkler pendants throughout the facility 
revealed many sprinkler heads had been painted 
with non-factory applied paint and/or overspray. 
There were also several corroded sprinkler heads 
throughout the facility. Below is a sampling of 
areas where obstructed sprinkler heads were 
identified: 
1.) Corroded sprinkler heads were found in the 
300 hall shower room, behind the dryers in the 

: laundry room, in the 300 hall storage room (once 
· a shower room), in the corridor outside of room 
304 and in the 100 hall shower room. 
2.) Painted sprinkler heads were found In the 
corridor outside of the 300 hall shower room, in 
resident room 312 and 312 bath, in the corridor 
outside of room 304, in Physical Therapy, the 300 
hall storage room (was once a shower), the 100 
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3. SYSl'EMIC CHANGES: 
All sprinkler pendants were visually 
inspected and those needing 
replacement were replaced on or 
before 2/26/18 by licensed 
contractor. 
Fire suppression system pendants are 
maintained free of obstructions such 
as paint or corrosion in accordance 
with NFPA 25, 
Maintenance Staff educated by 
Executive Director or designee on or 
before 4/26/18 to ensure future 
annual inspections of sprinkler heads 
are within NFP A 25 guidelines. 

4. MONITOR: 
Executive Director or designee will 
audit sprinkler head inspections 
monthly for 3 months. 
Executive Director or designee will 
ensure annual inspection and 
maintenance is completed. 
Results of audit will be reviewed in 
QAPI to ensure systems being 
followed. Plan to be updated as 
indicated. 

5. Date of Compliance: 4/26/18 

I I I 
Facility ID: MDS001500 If continuation sheet Page 4 of B 
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· hall shower room, and the basement stairwell. 
Based on the quantity found in multiple locations, 
the condition was deemed widespread and 
further documentation was unnecessary, When 
asked, the Maintenance Supeivisor stated the 
facility was unaware of the corroded and painted 
sprinkler heads, 

Actual NFPA standard: 

NFPA25 
5.2.1 Sprinklers, 
5.2.1.1* Sprinklers shall be inspected from the 
floor level annually. 
5,2, 1.1 .1* Sprinklers shall not show signs of 
leakage; shall be free of corrosion, foreign 
materials, paint, and physical damage: and shall 
be installed in the correct orientation (e.g,, 
upright, pendent, or sidewall), 
5.2.1.1.2 Any sprinkler that shows signs of any of 
the following shall be replaced: 

: (1) Leakage 
i (2) Corrosion 
(3) Physical damage 
(4) Loss of fluid in the glass bulb heat responsive 
element 
(5)*Loading 
(6) Painting unless painted by the sprinkler 
manufacturer 

K 918 Electrical Sy,;tems - Essential Electric Syste 
ss~F CFR(s): NFPA 101 

Electrical Systems - Essential Electric System 
Maintenance and Testing 
The generator or other alternate power source 
and associated equipment is capable of supplying 
service within 10 seconds. If the 10-second 
criterion is not met during the monthly test, a 
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1. SPECIFIC ISSlJE: 
Facility failed to ensure Emergency 
Power Supply systems were 
maintained in accordance to NFP A 
110, 

(XS) 
COMPLETION 

DATE 

-
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process shall be provided to annually confirm this 
, capability for the life safety and critical branches. 
Maintenance and testing of the generator and 
transfer switohe$ are performed in accordance 
with NFPA 110. 
Generator sets are inspected weekly, exercised 
under load 30 minutes 12 limes a year in 20-40 
day intervals, and exercised once every 36 
months for 4 continuous hours. Scheduled lest 
under load conditions include a complete 
simulate,d cold start and automatic or manual 
transfer of all EES loads, and are conducted by 
competent personnel. Maintenance and testing of 
s·tored energy power sources (Type 3 EES) ·are in 
accordance with NFPA 111. Main and feeder 
circuit breakers are inspected annually, and a 
program for periodically exercising the 
components is established according to 
manufacturer requirements, Written records of 
maintenance and testing are maintained and 
readily available, EES electrical panels and 
circuits are marked, readily identifiable, and 
separate from normal power circuits. Minimizing 
the possibility of damage of the emergency power 
source is a design consideration for new 
installations. 
6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 
111, 700.10 (NFPA 70) 
This REQUIREMENT Is not met as evidenced 
by: 
Based on record review and interview, the facility 

. failed lo ensure the generator for the Essential 
· Electrical System (EES) was maintained in 
accordance with NFPA 110. Failure to inspect and 
test EES generators could result In a lacK of 
system reliability during a power loss, This 

' deficient practice affected 48 residents, staff and 
I visitors on the date of the survey. 
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2, OTHER RESIDENTS: 
All residents at risk to be affected by 
deficient practice. 

3. SYSTEMIC CHANGES: 
Diesel powered Emergency 
Generator will be tested per NFP A 
standards monthly for 30 minutes 
under load 20- 40 day intervals, and 
exercised once ewry 36 months for 4 
continuous hours, including 
documented conditions, ,in addition 
to weekly inspections. 
Facility Maintenance Director 
educated by Executive Director on or 
before 4/12/18 to ensure routine 
testing is completed weekly, monthly 
and yearly. 

4. MONITOR: 
Executive Director or designee will 

! audit facility testing monthly for 3 
months. Results to be reviewed and 
addressed in QAPI meetings. 

' 5. Date of Compliance: 4/26/1 
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Findings include: 

During review of the facility generator inspection 
and testing records on March 21 - 22, 2018, the 
facility failed to provide a 3-year, 4-hour load test 
of the generator for the assigned class. When 
asked, the Maintenance Supervisor stated that 
the facility was unaware of the requirement for a 
3-year, 4-hour load test. 

Actual NFPA standard; 

NFPA 110 

8.4 Operational Inspection and Testing, 
8.4.9* Level 1 ·EPSS shall be tested at least once 
within every 36 months. 
8.4.9.1 Level 1 EPSS shall be tested continuously 
for the duration of its assigned class (see Section 
4.2), 
8.4.9.2 Where the assigned class is greater than 
4 hours, It shall be permitted to terminate the test 
after 4 continuous hours, 
8.4.9.3 The test shall be initiated by operating at 
least one transfer switch test function and then by 
operating the test function of all remaining ATSs, 
or initiated by opening all switches or breakers 
supplying normal power to all ATSs that are part 
of the EPSS being tested, 
8.4.9.4 A power interruption to non-EPSS loads 
shall not be required, 
8.4.9.5 The minimum load for this test shall be as 
specified in 8.4.9.5.1, 8.4.9.5.2, or 8.4.9.5.3 
8.4.9.5.3 For spark-Ignited EPSs, loading shall be 
the available EPSS load. 

4.2• Class. The class defines the minimum time, 
in which the EPSS is designed lo operate at its 
rated load being refueled or recharged. [See 
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The facility is a single-sto,y Type V (111) building, 
with two partial basements. The facility is fully 
sprinklered, with smoke detectors in corridors and 
open spaces. It was built in 1965, is currently 
licensed for 70 SNF/NF beds, and had a census 
of 48 on the dates of the survey. 

The facility was found to be in substantial 
compliance during the initial Emergency 
Preparedness Survey conducted on March 21 " 
22, 2018. The facility was surveyed under the 
Emergency Preparedness Rule established by 
CMS, in accordance with 42 CFR 483.73. 

The survey was conducted by: 

Linda Chaney 
Health Facility Surveyor 
Facility Fire Safety & Construction 
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Any deficiency stat1;1m t e i!'lg wJth atJ te.terisk ( ) denotes a deficien which the institution may be excuse from correcting providing it is determined tha 
other safeguards pro de su 1cient protection to the patients, (See instructions.) Except for nursing home$, the findings stat.ad above are disclosable 90 days 
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days following the dat se documents are made avatlable to th~ facmfy. If deflcier,oies are cited, an approved plan of correction i$ req~h~ite to continued 
program participation. 
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