
I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
c.L. ~surca~ OTTER- Gowimcr 
RUSSELL s. BARRON-Director 

April 4, 2018 

Corwin Lewis, Jr., Administrator 
Parke View Rehabilitation & Care Center 
2303 Parke Avenue 
Burley, ID 83318-2106 

Provider#: 135068 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

DEBRA RANSOM, R.N.,R.H.l,T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Eijer Street 
P.0.Box83720 

Boise, ID 83720-0009 
PHONE 208"334-w26 

FAX 2011-364-1888 
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LETTER 

Dear Mr. Lewis, Jr.: 

On March 28, 2018, a Facility Fire Safety and Construction survey was conducted at Parke 
View Rehabilitation & Care Center by the Department of Health & Welfare, Bureau of Faeility 
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. 

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 spaees 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 (X5) Completion Date to signify when 
you allege that each tag will be back in compliance. NOTE: The alleged compliauce 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 
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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 17, 2018. Failure 
to submit an acceptable PoC by April 17, 2018, may result in the imposition of civil monetary 
penalties by May 7, 2018. 

Your PoC must contain the followiilg: 

• 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 27,2018 
(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 June 21, 
2018. A change in the seriousness of the deficiencies on May 7, 2018, may result in a change in 
the remedy. 

The remedy, which will be recommended if substantial compliance has not been achieved by 
June 23, 2018, includes the following: 
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Denial of payment for new admissions effective June 23, 2018. 
42 CFR §488.4 l 7(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 terminated on September 23, 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 terminatiou of your provider agreement Should the Centers for Medicare & 
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 corree,ied, 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 indicate, 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 28, 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 are 
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: 

http://hcalthandwelfure.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa 
cilities/tabid/434/Default.aspx 
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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 
2001-10 IDR Request Form 

This request must be received by April 17, 2018. If your request for informal dispute resolution 
is received after April 17, 2018, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective dat() 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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IX1) 10 
PREFtX 

TAG 

SUMMARY STATEMENT Of OEFIOIENOIES 
MOH OSFJOlfNGY' MUST BE PRECEOE:D 8Y FULL fH!GVlATOR'l 

OR LilC IOENTil'YINO INFORMATION) 

K 000 INITiAL COMMENTS 

The facility Is a single stol'/, protected 
non-comhustlblo building originally constructed in 
1863, Anew addition was completed In 1998, 
with cosmetic upgrades to !he lobby and 
administration offices completed In 2015, The 
faclllly Is fully sprinklered with Interconnected 
smoke/fire alarm sy,,tem. There Is a partial 
basement with slorogo, classrooms and 
maintenance shop and Is equipped with an 
emergency generator, currentty, the facitl!y Is 
licensed for 86 SNFINF beds with a census of 67 
on the date of the su1Vey, 

The following deficiencies were cited during tho 
annual Fire/Life Safely ewvey conducted on 
March 26, 2018, The facility was surveyed under 
the LlrE SAFETY CODE, 2012 Edition, Existing 
Health Care Occupancy and 42 CFR 483.70, 

Tho survoy was CQnducted by: 

Sam Burbank 
Health Faoility SulVe)IOr 
Facllily Fire Safety & Construolion 

K 100 General Requirements - Other· 
SS=F OFR(s): NFPA 101 

General Requirements• Other 
List In the REMARKS sootion any LSO Sectloo 
18.1 and 19.1 General R"'!ulroments that are not 
addressed by the provided K-tegs, but are 
deficient This lnformatloh, along with the 
applicable Life Safety Code or Nf'PA standard 
oltatk>n, should be Included on Form CMS-2567, 
This REQUIREMENT Is not met as evidenced 
by: 
Based on record review, !he facll!ly /ailed to 
demonstrate Implementation of a water 
management p~m for waterborne pathogens 

10 
l'REFIX 

TAG 

KOOO 

K100 

PRO\llOER'll•PIAfl Or QOMEOTION 
(ilACH OORREOTl\lli AOTIOH SUOlllO se 

OROSM<EFEREHOEO to rt1EAPPROPRIA'l1' 
OEflCli;NO\') 

This Plan of Correction Is prepared and 
submitted as required by law. By 
submitting this Plan of Correction, Parke 
View Rehabllltatlon & Care Center does 
not admit that the deficiency listed on 
this form exist, nor does the Center 
admit to any statements, findings, facts, 
or conclusions that form the basis for the 
alleged deficiency, The Center reseives 
the right to challenge lh legal and/or 
regulatory'or administrative proceedings 
the deficiency, statements, facts, and 
conclusions that form the basis for the 
deficiency, 

FlEGEIVED 

APR , 7 20\8 
FAC\I.\TY STANDAFiDB 

1, The water management program was 
updated to Include the water fountain, 
the fire suppression system, and the 
boiler, Control measures were also added 
2. All residents have potential to be 
impacted by this practice, 
3. lnservlce to be provided regarding the 
water management program risk 
assessment and control measures, 
4, At the annual review of the water 
management program, a checklist will be 
used to monitor risk assessment and 
control measures, 

WIORATORY Ol~':5'r'" r~Olll0Ell/SUPP'1ER ~EPRESENTATIVE'S Sl<lNATURla A TITLE f'i ~ 
{ / .LI,,,,,,_,.,,,;~ V/::,_y 

An', detlclen tatamerit enQlng wlth an nstetlsk {~) \fenotes a dafloloncy whteh the Jnsl!Mf.m may b9 axQl.l!:led from conec.Ung provldklg It ls chl.erml ad that 
olher saf arde pro vi~ suffiolanl prolooOon to lh8 paUoo~. (See Instructions.) Exolij)t far m.1tsln9 homei;1 the, ffndlngs staled abovf.l are ~clo&abls 90 daya 
fo!lowlnQ Iha dala of au Ney whGtiu,r ot not a plan of eorrecUon Is provided, For nu rains homes, the e,boY8 t1ndiriga and plans of eon-ecliol"I et& dl~etoeebte 14 
daY$ following tha date thes.8 documents ar$ made available to the facility. If deilolen,.cles are cR.ed1 an apptoved p\on of correotfon Is reqtJl$lto to conUriued 
progr~m partllJ!psllon, 
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PROV!OER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS.REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K 100 Continued From oage 1 K 100 
such as Legionella, In accordance with 42 CFR 
483.80. Failure to conduct a facility based risk I assessment or defined, applicable control 

I measures, has the potential to limit relevant 

I 
facility awareness and expose residents to 
Legionella and other water source bacterium 

i based on inconclusive data. This deficient 

I
i practice affected 67 residents, staff and visitors 
on the date of the survey. 

Findings include: 

During review of provided water management 
documentation conducted on 3128118 from 

I approximately 8:30 -10:00 AM, documentation 

I-failed to demonstrate implementation of a water 
. management plan for the transmission of 
I waterborne pathogens such as Legionella that 
I included a risk assessment and identified control 
I measures as determined by evaluation of the 
I system, 
I 

I Further review of the provided water 
I management plan for the control of waterborne 

I
' pathogens such as Legionella revealed the 
following: 

i The risk assessment did not identify the inside 
I fountain located In the atrium. 
/ The rtsk assessment did not address the fire 
, suppression system. 
I The risk assessment did not identify the installed 
boiler. 

I 
The risk assessment was not in alignment with J 

the described water system for the facility, 
Control measures were not Identified for stored II 

water systems, point of use, or inactive systems 
as applicable, / 

I 
I 

FORM CMS~2567(02-99) Previous Versions Obsolete 

' 
I 
l 
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K 100 Continued From page 2 
CFR standard: 
42 CFR 483.BC 

§ 483.80 Infection control. 
The facility must establish and maintain an 
infection control program designed to provide a 
safe, sanitary, and comfortable environment and 

. to help prevent the development and 
I transmission of disease and Infection. 

Additional reference: 
Center for Medicaid/Medicare Services S & C 
letter 17-30 

K 291 Emergency Lighting 
SS=F CFR(s): NFPA 101 

Emergency Lighting 
Emergency lighting of at least 1-1/2-hour duration .

1 
is provided automatically in accordance with 7.9. 
18.2.9.1, 19.2.9.1 , 
This REQUIREMENT is not met as evidenced i 
by: , 
Based on record review and observation, the I 
facility failed to provide emergency lighting in 
accordance with NFPA 101. Failure to provide 
emergency lighting for doors equipped with 
delayed egress potentially hinders identification of 
exits affecting resident egress during an 
emergency. This deficient practice affected 67 
residents, staff and visitors on the date of the 
survey. 

Findings include: 

i During the facility tour conducted on March 28, I 
2018 from 1 0:C0 AM - 3:00 PM, observation of . i the facility exit doors, revealed 7 of 7 exit doors I 
documented throughout the facility were equipped I 
with Wanderguard and a delayed egress • 
component for the magnetic locking J 

FORM CMS-2567(02-99) Previous Versions Obsolele 

ID 
PREF!X 

TAG 

K 100 

PROVIDER'S Pt.AN OF CORRECTION 
(EACH CO~RECTtVt:ACTION SHOUtO BE 

CROS~EFER,ENCEO TO THE APPROPRIATE 
DEFICIENCY) 

K 291 1. Emergency lighting installed at 
delayed egress doors. 
2. All residents have potential to be 
impacted by this practice, 
3. lnservice to be provided to 
maintenance staff that emergency 
lighting must be at delayed egress doors. 
4. Administrator or designee will 
conduct an audit of all delayed egress 

I doors that will be done with the annual 
I 90 minute emergency lighting test. 

I 
i 
I 
I 

I 

JXJ!) I COl.lPlETION 
i DATE 

! 
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K 291 Continued From page 3 
arrangements. Further observation established 
the facility was not providing batteJY backup 
emergency lighting for these exits, 

Actual NFPA standard: 

19.2 9 Emergency Lighting, 
'.9.2,9, 1 Emergency lighting shall be provided in 
accordance 
with Section 7, 9. 

7.9 Emergency Lighting. 
7,9.1 General, 
7 ,9.1, 1 * Emergency lighting facilities for means of 

I egress shall be provided in accordance with 
, Section 7,9 for the following: 
/ (1) Buildings or structures where required In 

I Chapters 11 through 43 
(2) Underground and limited access structures as 
addressed In Section 11,7 
(3) High-rise buildings as required by other 
sections of this Code 
(4) Doors equipped with delayed-egress locks 
(5) Stair shafts and vestibules of smokeproof 
enclosures, for which the following also apply: 
(a) The stair shaft and vestibule shall be 
permitted to Include a standby generator that is 
installed for the smokeproof enclosure 
mechanical ventilation equipment. 
(b) The standby generator shall be permitted to 
be used for the stair shaft and vestibule 
emergency lighting power supply, 
(6) New access-controlled egress doors in 
accordance with 7 .2, 1,6. 2, 

K 521 HVAC 
SS=F CFR(s): NFPA 101 

HVAC 
Heating, ventilation, and air conditioning shall 
comply with 9,2 and shall be Installed in 

i 

ID 
PREFIX 

TAG 

K 291 

PROVJDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS,REFERENCED TO THEAPPROPR!ATE'. 
DEFICIENCY) 

K 521 1, Fire dampers to be tested 
2, All residents have potential to be 
impacted by this practice, 
3, Fire dampers to be added to schedule 
of equipment testing (Continued) 

(X&) 
COMPLETION 

DATE 
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I 
I 

accordance with the manufacturers 
specifications. 

i 18.5,2.1, 19.5.2,1, 9.2 

I 

This REQUIREMENT is not met as evidenced 
by: 
Based 011 record review and interview, the facility 
failed to ensure HVAC (Heating Vacuum and Air I 
Conditioning) systems were malnlained In . 
accordance with NFPA 101 Failure to maintain I 
HVAC fire dampers has the potential to allow fires I 
and dangerous gases the ability to communicate I 
between smoke co:ripartments. This deficient I 
practice affected 67 residents, staff and visitors I i on the date of the survey. · 

i Findings Include: 
I 
j During review of facility maintenance and 
I inspection records conducted on 3/28118 from I 8:30 - 10:00 AM, No records were available for 

1 
the testing of installed fire dampers. 

I 

I Interview of the Environmental Services Director 
. revealed the facility HVAC system was equipped i with fire dampers, but she was not aware of the 
I requirement to test these, or the last time the 
I testing had been conducted. 

i Actual NFPA standard: 

I II I 19.5.2 Heating, Ventilating, and Air-Conditioning. 

I i 
j 19.5.2.1 Heating, ventilating, and air-conditioning I 
j shall comply with the provisions of Section 9,2 
I and shall be Installed in accordance with the 
j manufacturer's specifications, unless otherwise 

FORM CMS~2567(02--99) Previous Versions opsolete 

ID 
PREFIX 

TAG 

K521 

PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPR.OPRlATE 
DEFICIENCY} 

4. Fire damper testing is to be done 
every 4 years. TELS recurring task 
initiated to schedule inspection within 4 
years of previous inspection. 

(X.) 
COMPUiTION 

DAlE 
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K 521 Continued From page 5 

modified by 19.5.2.2. 

·119.5.2.2* Any heating device, other than a central 
heating plant, shall be designed and installed so 
that combustible material cannot be Ignited by the 
device or its appurtenances, 
and the following requirements also shall apply: 
(1) If fuel-fired, such healing devices shall comply 
with the following: 
(a) They shall be chimney connected or vent 
connected. 
(b) They sha!I take air for combustion directly 
from the outside. I 
(c) They shall be designed and installed to I 

r provide for complete separation of the ' 
I combustion system from the atmosphere of the 
I occupied area. I (2) Any heating device shall have safety features 
i to immediately slop the flow of fuel and shut I 
I down the equipment in case of either excessive 
I temperature or ignition failure. I 
I ! 
, 9.2 Heating, Ventilating, and Air-Conditioning. 
I 9.2.1 Air-Conditioning, Heating, Ventilating 
I Ductwork, and Related Equipment. 
1

1 

Air-conditioning, heating, ventilatlng ductwork. 
and related equipment shall be In accordance ,~ ,. 

j NFPA 90A, Standard ror the Installation of 
I Air-Conditioning and Ventilating Systems, or 
, NFPA 90B, Standard for the lnstal!ation of Warm I 
I Air Heating and Air-Conditioning Systems, as 
j applicable, unless such installations are approved · 

I existing installations, which shall be permitted to 
I be continued In service. 

I NFPA90A 
14.3.9 Fire Dampers. 

1

. 

I
' 4.3.9.1 Approved fire dampers shall be provided I 
as required in Chapter 5. 

I 

10 
PHEPIX 

TAG 

K521 

I 
I 

I 
I 
I 
I 

PROVIDER'S PLAN OF CORRC:CTlON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS~EFERENCEO TO THE APPROPRIATE 
DEFICIENCY) 

{X5) 
COMPLEYION 

l>AlE 
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K 521 Continued From page 6 

5,4,B Maintenance, 
5,4,8, 1 Fire dampers and ceiling dampers shall 
be maintained In accordance with NFPA 80, 
Standard for Fire Doors and Other Opening 
Protectives, 

NFPA80 
Chapter 19 Installation, Testing, and Maintenance 
of 
Fire Dampers 

19,4* Periodic Inspection and Testing, 
19A 1 Each damper shall be tested and 

I inspected 1 year after Installation, 
'! 19,4, 1 1 The test and inspection frequency shall 

I 
then be every 4 years, except In hospitals, where 
the frequency shall be every 6 years, 

K 926 Gas Equipment - Qualifications and Training 
SS=E CFR(s): NFPA 101 

II Gas Equipment - Qualifications and Training of 
Personnel 

I Personnel concerned with the application, 
[ maintenance and handling of medical gases and 
I cylinders are trained on !he risk, Facilities 
I provide continuing education, Including safety 

I 
guidelines and usage requirements, Equipment is 
serviced only by personnel trained In the 

I 
maintenance and operation of equipment 
11,5,2, 1 (NFPA 99) 
This REQUIREMENT is no! met as evidenced 
by: 
Based on record review, and interview, the facility 
failed to ensure continuing education and staff 
training was provided on the risks associated with 
the storage, handling and use of medical gases 
and their cylinders. Failure lo provide training of 
safety and the risks associated with medical I 
gases, potentially increases risks associated and I 

i 
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K 521 

K 926 1, lnservice for staff Involved with 
application, maintenance, and handling 
of medical gases to be provided on risks 
associated with the storage, handling 
and use of medical gases and their 
cylinders, 
2. All residents have potential to be 
Impacted by this practice, 

I 3. Annual lnservlce on medical gas safety 
I to be changed to Include risks associated 
I with the storage, handling and use of 
! medical gases In their cylinders, 
i 4. Administrator or deslgnee will audit 
: that staff Involved with application, 
I maintenance, and handling of medical 
, gases has been completed. 
I 
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hinders staff response with the use and handling 
of oxygen. This deficient practice potentially 
affected oxygen dependent residents, staff and 
visitors on the date of the survey, 

Findings include: 

During review of provided training records on 
3/28/18 from 8:30-10:00 AM, no records were 
provided for annual oxygen training. Interview of 3 
of3 staff members on 3/28118 from 10:00 -11:30 
AM, revealed none had participated in any 
continuing education program on the risks 
associated with the storage, handling or use of 
medical gases, 

Actual NFPA standard: 

NFPA99 
11.5.2 Gases In Cylinders and Liquefied Gases In 

1 
Containers, 

j 11.5.2.1 Qualification and Training of Personnel. 
j 11. 5,2, 1. 1 • Personnel concerned with the 
' application and maintenance of medical gases 

and others who handle medical gases and the 
cylinders that contain the medical gases shall be 
trained on the risks associated with their handling 
and use. 
11.5.2.1.2 Health care facilities shall provide 
programs of continuing education for their 
personnel. 
11.5.2.1.3 Continuing education programs shall 
include periodic review of safely guidelines and 

1 

usage requirements for medical gases and their 
cylinders. 

FORM CMS~2567(02~99} Previous Versions Obsolete 

ID 
PREFIX 

TAG 

K926 

PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSSTREFERl::NCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPUT!ON 

OATE 

51JK21 If continuation shoe! Page ll i;,f 8 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS'FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

135068 

APR O 6 2018 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING 

B.WING 

Printed: 04/04/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

03/28/2018 

NAME OF PROVIDER OR SUPPLIER 

PARKE VIEW REHABILITATION & CARE CENT 

STREET ADDRESS, CITY, STAlE, ZIP CODE 

2303 PARKE AVENUE 
BURLEY, ID 83318 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATOR' 

OR LSC IDENTIFYING INFORMATION) 

E 000 Initial Comments 

The facility is a single story, protected 
non-combustible building originally constructed in 
1963, with a subsequent addition completed in 
1998, along with cosmetic upgrades to the lobby 
and administration offices completed in 2015. It is 
fully sprinklered with an interconnected fire 
alarm/smoke detection system. The building has 
a partial basement with storage, classrooms and 
maintenance shop. The facility is equipped with 
an emergency generator and is located in a 
municipal fire district. The facility is currently 
licensed for 86 SNF/NF beds and had a census 
of 67 on the day of the survey. 

The following deficiencies were cited during the 
Emergency Preparedness survey conducted on 
March 28, 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: 

Sam Burbank 
Health Facility Surveyor 
Facility Fire Safety & Construction 

E 039 EP Testing Requirements 
SS"F CFR(s): 483.73(d)(2) 

(2) Testing. The [facility, except for LTC facilities, 
RNHCls and OPOs] must conduct exercises to 
test the emergency plan at least annually. The 
[facility, except for RNHCls and OPOs] must do 
all of the following: 

'[For LTC Facilities at §483.73(d):] (2) Testing. 
The LTC facility must conduct exercises to test 
the emergency plan at least annually, including 
unannounced staff drills using the emergency 
procedures. The LTC JaC1l]jy must do all of the 
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PROVIDER'S PLAN OF CORRECTION 
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This Plan of Correction is prepared and 
submitted as required by law. By 
submitting this Plan of Correction, Parke 
View Rehabilitation & Care Center does 
not admit that the deficiency listed on 
this form exist, nor does the Center 
admit to any statements, findings, facts, 
or conclusions that form the basis for 
the alleged deficiency. The Center 
reserves the right to challenge in legal 
and/or regulatory or administrative 
proceedings the deficiency, statements, 
facts, and conclusions that form the 
basis for the deficiency. 

RECEIVED 

APR 17 2Gl8 
FACILITY STANDARDS 

1. A community-based exercise has been 
planned for 4/30/18 with the District 5 
Healthcare Coalition and a Tabletop 
exercise for 4/27 /18. 
2. All residents have potential to be 
impacted by this practice. 
3. lnservice to be provided regarding 
documentation requirements and what 
qualifies for emergency plan exercises. 
4. At the annual review of the emergency 
plan, a checklist will be used to monitor 
exercises completion. 

(X6) 
COMPLETION 

DATE 

LABORATORY DIREC

7
TO,..,'~~UP• PLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE A,-1.,,. L- 'fl,.;,r;. 

Any deficiency siafement ending with an asterisk (•) denotes a deficiency which the institution may be excused from correcting providing it is d1te~;.A!ned that 
other safegua'fcfs provide sufficient protection to the patients, (See Instructions.) Except for nursing homes, the findlngs stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are dlsclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation. 
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E 039 Continued From page 1 
following:] 

(i) Participate in a full-scale exercise that is 
community-based or when a community-based 
exercise is not accessible, an individual, 
facility-based. If the [facility] experiences an 
actual natural or man-made emergency that 
requires activation of the emergency plan, the 
[facility] is exempt from engaging in a 
community-based or individual, facility-based 
full-scale exercise for 1 year following the onset 
of the actual event. 
(ii) Conduct an additional exercise that may 
include, but is not limited to the following: 

(A) A second full-scale exercise that is 
community-based or individual, facility-based. 

(B) A tabletop exercise that includes a group 
discussion led by a facilitator, using a narrated, 
clinically-relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan. 
(iii) Analyze the [facility's) response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise the 
[facility's] emergency plan, as needed. 

*[For RNHCls at §403.748 and OPOs at 
§486.360) (d)(2) Testing. The [RNHCI and OPO] 
must conduct exercises to test the emergency 
plan. The [RNHCI and OPO] must do the 
following: 
(i) Conduct a paper-based, tabletop exercise at 

least annually. A tabletop exercise is a group 
discussion led by a facilitator, using a narrated, 
clinically relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan. 
(ii) Analyze the [RNHCl's and OPO's] response 
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to and maintain documentation of all tabletop 

I exercises, and emergency events, and revise the 
. [RNHCl's and OPO's] emergency plan, as 
I needed. 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review, it was determined the 
facility failed to participate in any exercises which 
tested the emergency preparedness readiness of 
the facility, Faillire to participate in full-scale or 
tabletop events has the potential to reduce the 
facility's effectiveness to provide continuation of 1 

care to residents during an emergency. This I 
deficient practice affected 67 residents, staff and ! 
visitors on the date of the survey. 

Findings include: 

On 3128118 from 8:30 - 10:30 AM, review of 

1 
provided emergency plan documents, 

I documentation revealed the facility failed to 

I document required full-scale exercises of the 
emergency preparedness policies and 
procedures. 

I 
I 
I 
I 

Reference: 

42 CFR 483.73 (d) (1) 
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