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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Fackrell;

On April 4, 2018, a Facility Fire Safety and Construction survey was conducted at Promontory
Point Rehabilitation 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 (X5) 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 30, 2018. Failure
to submit an acceptable PoC by April 30, 2018, may result in the imposition of civil monetary
penalties by May 19, 2018.

Your PoC must contain the following;:

e 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;

e 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.

o 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 May 9, 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 May 9, 2018.
A change in the seriousness of the deficiencies on May 9, 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
May 9, 2018, includes the following:

Denial of payment for new admissions effective July 4, 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 terminated on October 4, 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 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 corrected, 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 April 4, 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:
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http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StaieFederal Programs/Nursinela
cilities/tabid/434/Default.aspx

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

BES 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 30, 2018. If your request for informal dispute resolution
is received after April 30, 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 courtesics 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/1j
Enclosures
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K 000 | INITIAL COMMENTS K 000
Promentory Point Rehabilitation is a single-story
Type V {11), approximately 23,000 square foot
skilled nursing facility built In 2010. The facility is
suhdivided into three smoke compartments with a
small mechanical basement and dumbwaiter
used for distary and supply services. The buiiding
is fully sprinklered with complete smoke detection
and manual fire alarm system. Emergency power
is provided by an on-site generator system. The
facility Is licensed for 30 SNF/NF beds, and had a
census of 23 on the date of the survey. This Plan of Correction Is prepared and
) submitted as required by law. By
The following deficlencles were cited at the above submitting this Pian of Correction,
facility during the annual fireflife safety code Promontory Point Rehabilitation does not
survey conducted on April 4, 2018, The facllity admit that the deficiencies listed on the
w5 suveyed inder e LIFE SAFETY CODE, cl 20 oxt oo ey
2012 Edm?“’ Qhap ter 19, Ex1s§mg Heaithcare conclusions that form lh:a basis fc;r the '
Occupancies, in accordance with 42 CFR 483.70, allaged deficiencies.
42 CFR 483.80 and 42 CFR 483.65.
K 291 NFPA 101 Emergency Lighting
The survey was conducted by:
|.Resident Specific: The emergency
Linda Chaney fighting testing was complete by May 3,
Health Facility Surveyor 2018
Facility Fire Safety & Construction 11.0ther Residents: Al residents had the
K291 E?;Egsenﬁg é‘f;‘t'?g K281} potential to be affected by this deficiericy.
58=F s): 01 -
IH.Facility Systems: Education has been
Emergency Lighting provided to the Maintenance Director in
Emergency lighting of at least 1-1/2-hour duration regards to the importance of K 291.
;sspéogvxfefgagthatlcally in accordance with 7.9, B/.Qﬁongqs:tmr? liﬂ“aﬂ‘ie will be mgnitiore ge
P, i sy nce or design
This REQUIREMENT is not met as evidenced o forming audits of the documentation
by: that the annual inspection Is completed
Based on record review and interview the facility quarterly xd. ‘
failed fo provide annual emergency lighting test
documentation. Failure to test the emergency
TITLE (X8) DATE

LABORATORY\EH?!;TZR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

:’4%"1 iyt (’[h"’ I ¥

Any deficiency statemenl ending with an asterisk (*} denotes a deficlency which the institution may be excused from carrecting providing it is determined that
other safequards provide sufficient proteciion to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, ihe above findings and plans of carrection are disclosable 14
days following the date these docurnents are made available to the faciiity. If deficiencies are cited, an approved plan of corraction is requisite to continued

program participation.

FORM CMS-2587(02-99) Previcus Verslons Obsalete

Event 1D:YT0H21

Facflity ID: MDS001633

If continualion sheat Page 10f8
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V.Audit reports will be brought to the

K 291 Continued From page 1 K291| QA meeting.
lighting could hinder egress of residents during an
emergency. This deficient practice affected 23 VI.Compietion date: May 3, 2018

residents, staff and visitors on the day of survey.
Findings include:

During review of the facility emergency lighting
test logs on April 4, 2018, from approximately
9:30 AM to 12:30 PM, no documentation could be
produced for a 90-minute test of the emergency
ifghting in the past 12 months, When asked, the
Maintenance Director stated the facility was
unaware the annual test was overdue,

Actual NFPA reference:

NFPA 101

19.2.9 Emergency Lighting.

19.2.9.1 Emergency lighting shall be provided in
accordance with Section 7.9.

7.9.3 Periodic Testing of Emergency Lighting
Equipment.

7.9.3.1 Required emergency lighting systems
shall be testad in accordance with one of the
three options pffered by 7.9.3.1.1, 7.9.3.1.2, or
7.9.3.1.3.

7.9.3.1.1 Tasting of required emergency lighting
systems shall be permitted to be conducted as
follows:

(1) Functional testing shall be conducted monthly,
with & minimum of 3 weeks and a maximum of 5
weeks between tests, for not less than 30
seconds, except as otherwise permitted by
7.9.3.1.1(2).

{2)*The test interval shall be permitted to be
extended beyond 30 days with the approval of the
authority having jurisdiction.

(3) Functional testing shall be conducted annually
for a minimum of 1-1/2 hours if the emergency
Event ID; YTOH21 Facility iD: MDS001633 If continualion sheet Paga 2 of 8
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K 291 Continued From page 2 K 291
lighting system is battery powered.
{4) The emergency lighting equipment shali be
fully operational for the duration of the tests
required by 7.9.3.1.1(1) and (3).
{5) Written records of visual inspections and tests
shall be kept by the owner for inspection by the
authority having jurisdiction.
7.9.3.1.2 Testing of reguired emergency lighting
systems shall be permitted to be conducted as
follows:
(1) Self-testing/self-diagnostic battery-operated
emergency lighting equipment shall be provided.
K 345 | Fire Alarm System - Testing and Maintenance K 345| K 345 NFPA 101 Fire Alarm System
§s=F | CFR(s): NFPA 101 1.Resident Specific: Omni Systems lested the fire
alarm system by May 3, 2018.
E;ﬁ :;?;Tmsgféfgn'get’:ggegdznn%Mma;';'fgiggg?n 110ther Residents: Al resdens have the poteia
A . tob led,
accordance with an approved program complying o he atbele
with the requirements of NFFA 70, National I1L.Facility Systems: Education was performed with
Electric Code, and NFFA 72, National Fire Alarm the Malntenar]ce pireclor on the impertance of the
and Signaling Code. Records of system fire alarm testing in regards to K345.
acceptance, maintenance and testing are readily IV.Monitors: Compliance will be menitored by the
available. Director of Maintenance ar designee perforlming
0.6.1.3, 9.6.1.5 NFPA 70. NFPA 72 _audils qf th_e documentation that the annua
) ] : Iy x4.
This REQUIREMENT is not met as evidenced inspection is compleled quariery x
by: V. Audit reports will be brought to the QA meeting.
Based on record review and interview, the facility .
failed to ensure fire alarm systems were VI.Gompletion dale: May 3, 2018
maintained in accordance with NFPA 72, Failure
to maintain fire alarm systems could resultin a
lack of system performance during a fire event.
This deficient practice affected 23 residents, staff
and visitors on the date of the survey.
Findings include:
During review of the facllity inspection records on
Aprit 4, 2018, from approximately 8:30 AM to
Facifity ID: MDS001633 if contlnuation sheet Page 2 0fB
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K345

Continued From page 3

12:30 PM, no documentation for a current annual
Inspection of the fire alarm system was available.
The most recent Inspection was dated February
2, 2017. When asked, the Maintenance Director
stated the facility was not aware the annuat
inspection was due,

Actual NFPA standard:

NFPA 101

19.3.4 Detection, Alarm, and Communications
Systems.

19,3.4.1 General. Health care occupancies shall
be provided with a fire alarm system in
accordance with Section 9.6.

9.6.1.3 A fire alarm system required for life safety
shall be installed, tested, and maintained In
accordance with the applicable requirements of
NFPA 70, National Electrical Code, and NFPA 72,
National Fire Alarm and Signaling Code, unless it
is an approved existing installation, which shail be
permitted to be continued in use.

NFPA 72

14.3 Inspection.

14.3.1* Unless otherwise permitted by 14.3.2
visual inspections shall be performed In
accordance with the schedules in Table 14.3.1 or
more often if required by the authority having
jurisdiction.

{See Table 14.3.1) -

14.4 Testing.

14.4.5* Testing Frequency. Unless otherwise
permitted by other sections of this Code, testing
shall be parformed in accordance with the
schedules in Table 14.4.5, or more often if
required by the authority having jurisdiction.
{See Table 14.4.5)

K 345

FORM CMS-2567(02-69) Previous Versions Obsolete
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K 712 NFPA 101 Fire Drills
K 712) Continued From page 4 K712 .
K 712 Fire Drills K712; |.Resident Specific. No Specific
ss=£ | CFR(s): NFPA 101 Residents were identified.
Fire Driils Il.Cther Residents: All residents have
Fire drills include the transmission of a fire alarm the ability to be affected. We will have
signal and simulation of emergency fire decumented fire drills on all shifts
conditions. Fire drills are held at expected and quarterly to ensure all the staff have
unexpected imes under varying conditions, at adequate practice and training on what
least quarterly on each shift. The staff is familiar ta doin case of a fire,
with procedures and is aware that drills are part of
established routine. Where drills are conducted 1. Facility Systems: Administrator
between 8:00 PM and 6:00 AM, a caded educated Maintenance Director in regard
announcement may be used instead of audible to the requirement of fire drills being held
alarms. at expected and unexpected times under
19.7.1.4 through 18.7.1.7 varying conditions, at least quarterly on
This REQUIREMENT is not met as evidenced each shift.
by:
Based on record review and interview, the facility IV.Monitors: Administrator will monitor
failed to provide documentation of required fire monthly fire drills conducted and make
drills, one per shift per quarter. Fallure to perform sure documentation is securely stored
fire drills on each shift quarterly could result in electronically and physically indicating
confusion and hinder the safe evacuation of fire drills are performed each shift each
residents during a fire event. This deficient quarter over the course of the next 12
practice affected 23 residents, staff and visitors months,
on the date of the survey. g
V.The results will be reported monthly at
Findings include: our QA meeting for 12 months.
Buring record review on Aprll 4, 2018, from VI.Completion date: May 3, 2018 |
approximately 9:30 AM to 12;30 PM, fire drill |
documentation revealed the facllity failed to |
perform the following drills:
- First shift, second quarter 2017
-~ Second shift, third quarter 2017
- Second shift, fourth quarter 2017
When asked, the Maintenance Director stated the
facility was unaware of the missing fire drills.
Actual NFPA standard:
Event ID: YTOH21 Faciiity {D; MDSC01633 If continuation sheet Page 6 of 8
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K712 Continued From page 5 K712
19.7.1.6 Drllls shall be conducted quarteriy on
each shift to familiarize facility personnel {nurses,
interns, maintenance engineers, and
administrative staff) with the signals and
emergency action required under varied
conditions.
K 927 | Gas Equipment - Transfllling Cyiinders K 927} C 927 Gas Equipment
=D | CFR{s): NFPA 101
SS=D (<) !.Res:ident Specific: No specific residents were
Gas Equipment - Transfilling Cylinders identified.
Transfilling of oxygen from one cylinder to another {1.Other Residents: All Residents have the
is in accordance with CGA P-2.5, Transfilfing of potential to be affected. The fan has been
High Pressure Gaseous Oxygen Used for replaced on 4/13/208 with the original
Respiration. Transfilling of any gas from one equipment.
cylinder to another is prohibited in patient care » L .
rooms. Transfilling to liquid oxygen containers or lIl.Facility Systems: This is the only room in
to portable containers over 50 psi comply with H‘e b‘:ﬂd'”%ihatt"igﬂ'fs Dt’“'('jge"‘ Al residents
conditions under 11.5.2.3.1 (NFPA 99). ave the ability to be aftected.
Transfiliing to liquid oxygen containers or to IV.Monitors: Weekly observation and test of
portable containers under 50 psi comply with the fan will be completed by the Maintenance
conditions under 11.6.2.3.2 (NFPA 99). Director for 4 weeks. The Maintenance
11.5.2.2 (NFPA 99) Director has been educated on the
This REQUIREMENT is not met as evidenced requirements of K 927.
by: N . .
Based on observation and review of faclity }{r";f‘ne 2?;“;2:";;‘110{%95?’:“926‘;:1" r$§o§ the
blueprints, the facility failed to ensure liquid s y 9
oxygen transfilling was conducted in accordance )
with NFPA 99, Failure to transfill liquid oxygen Vl.Completion date: May 3, 2018.
with mechanical ventilation could result in
creating an oxygen rich environment, increasing
the potential for combustion. This deficient
practice affected 13 residents, staff and visitors |
on the date of the survey. J
|
Findings incfude: ‘
During the facility tour conducted on April 4, 2018,
Event ID: YTOH21 Facility 10: MDS001623 If continuation sheet Fage 6of8
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K927

Continved From page 6

from approximately 3:00 PM to 4:30 PM,
observation of the oxygen transfilling room
revealed no mechanical ventilation had been
installed as required. Further review of the facility
blueprints on April 12, 2018, revealed an exhaust
fan was not planned for installation in the room
when ariginally built. The original blueprints
revealed the room was classified as a wheslchair
storage room, which later became an oxygen
storage room. No other communication was
found to show this room was used for transfilling.
When asked, the Maintenance Director
attempted to find a vent, or switch, or anything
that could potentially provide mechanical
ventilation, but none could be located. He then
stated, the facility did not have one.

Actual NFPA standard:
NFPA 99

11.5.2.3 Transfilling Liquid Oxygen. Transfilling of
liquid oxygen shall comply with 11.5.2.3.1 or
11.5.2.3.2, as applicable.

11.5.2.3.1 Transfilling to liquid oxygen base
reservoir containers or to liquid oxygen portable
containers over 344.74 kPa (50 psi) shall include
the following:

{1) A designated area separated from any portion
of a facility wherein patients are housed,
examined, or treated by a fire barrier of 1 hour
fire-resistive construction,

{2} The area Is mechanically ventilated, is
sprinklered, and has ceramic or concrete fiooring.
(3) The area is posted with signs indicating that
transfilling is oceurring and that smoking in the
immediate area is not permitted.

{4) The individual transfilling the container(s) has

been properly trained in the transfilling

Keaz7
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NAME OF PROVIDER OR SUPPLIER
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PROMONTORY POINT REHABILITATION
TTATI AMMON, ID 83406

X4 iD SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)
K 927 | Continued From page 7 K827
procedures.

9.3.7.5,3.2 Mechanical exhaust shall be at a rate
of 1 Lfsec of airflow for each 300 L (1 cfm per 5
{t3 of fiuid) designed tc be stored in.the space
and not less than 24 L/sec (60 cfm) nor more
than 235 Lisec (500 cfm).
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DEFICIENCY)
E 000 | Initial Comments E 000

Promontory Point Rehabilitation is a single-story
Type V (111}, approximately 23,000 square foot
skilted nursing facility built in 2010. The facility is
subdivided into three smoke compartments with a
small mechanical basement and dumbwaiter
used for dietary and supply services. The building
is fully sprinklered with complete smoke detection
and manual fire alarm system. Emergency power
Is provided by an on-site generator system. The
facility is licensed for 30 SNF/NF beds, and had a
census of 23 on the date of the survey.

The facility was found to be in substantiai
compliance during the initial Emergency
Preparedness Survey conducted on April 4, 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

Heelth Facility Surveyor
Facllity Fire Safety & Construction

LABORATORY DIRECTOR: PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

On | An {2 It Y fr0] £

Any deficiency statement ending with an asterisk (*) denotes a deficlenicy which the instifution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patlents. {See instructions.) Except for nursing homes, the findings stated akove are disclosabie 50 days
following the date of survey whether or not a plan of carrection s provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenls are made available to the facility. If deficiencies are cited, an approved plan of correction s requisite to continued

program participatlon,
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