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April 24, 2018

R. Ryan Beckman, Administrator
Grangeville Health & Rehabilitation Center
410 East North Second Street

Grangeville, ID 83530-2258

Provider #: 135080

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Beckman:

On April 10, 2018, a Facility Fire Safety and Construction survey was conducted at Grangeville
Health & Rehabilitation Center 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 compliancé. 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 adininistrator
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 May 7, 2018. Failure
to submit an acceptable PoC by May 7, 2018, may result in the imposition of ¢ivil monetary
penalties by May 27, 2018,

Your PoC must contain the following:

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

» How you will identafy 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,

» TInclude dates when corrective action will be completed.

» The admimistrator must &ipn 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 1o 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 15, 2018,
{Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay the
imposition of the enforcement actions recommended (or revised, ag appropriate) on May 15,
2018. A change in the seriousness of the deficiencies on May 15, 2018, may result in a change
in the rewnedy. :
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The remedy, which will be recommended if substantial compliance has not been achieved by
May 15, 2018, includes the following:

Denial of payment for new admissions effective July 10, 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 10, 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 cownpliance 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 10, 2018, and contmue 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/StateFederal Programs/NursingFa
cilitiesftabid/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
2001-10 IDR Request Form

This request must be received by May 7, 2018. If your request for informal dispute resolution is
received after May 7, 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/
Enclosures
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICGARE & MEDICAID SERVICES OMB NO, 0928-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING D1 - ENTIRE BUILDING COMPLETED

135080 B. WiNG 04/10/2018
NAME GF PROVIDER OR SLIPPLIER STREETADDRESS, CITY, STATE, 2IP CODE

GRANGEVILLE HEALTH & REHABILITATION ¢t 410 EAST NORTH SECOND STREET
GRANGEVILLE, 1D 83530

) SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
K 000| INITIAL COMMENTS K 00D | “This plan of carection is submitled as required under
Faderal and Stale ragulations and sfatutes applicable
. to skilfad nursing facilities. This plan of corraction
The facility s a single story, Type V{111) fully does not constiiute an admission of Hability, and such
sprinklered structure buiit in 1867. it has smake ey s heraby specifically danied. The subiission
Y of this plan does not consiifute agroement by the
detaction thr OUQI?OUE ccfmdors and open spaces. fagiiity that the surveyor's concelusinng are sctarate,
Currantly the facility is licensed for 80 SNF/NF that the findings constifute a deficlency, of fhat tha
heds. scope of severlly mgarding any of the deficlencies
cited are correclly applied,”
The following deficiencies were cited during the Please accapt this plan of carraction ,
annual fireflife safety survey conducted on April as qur credible allegation of complianca.
10, 2016, The facility was surveyed under the
LIFE SAFETY CODE, 2012 Edition, Existing RECEIVED
Health Care Occupancy, in accordance with 42
CFRABT0 MAY - 9 2018
The Survey was conducted by: B
FAGILITY STANDARDS
Sam Burbank
Health Facility Surveyor ) K 160
Facifity Fire Safety and Construction
] Resideni Specifie:
K 10G| General Requirements - Other K 100 )
SS=F CFR(E)I NFPA 101 Piease soe sysiemic changes,
Dther Residanls;
Qenerai ReqUirements - Other Please see syaternic Changes
List in the REMARKS seclion any LSC Section
18.1 and 12.1 General Requirements that are not Systemlc Changas:
addressed b:V t’he pl‘OVldEd K"‘tags; Pm are The facilities Legionalia plan has been reassessed with a figk
deficient. This information, along with the a;wmasgont. A oopy of aur revised Legionelia plan is
applicable Life Safety Code or NFPA standard Attached.
citation, should be inciuded on Form CMS-2567. Manltors:
Thfs REQU}REMENT i5 not met as evidenced This plan has kasn impiemented with internal controls fivted,
by: Adrninistraiar will continue water temparature assessmenls
Based on record review, the faciiity falled to ‘;::rfg MT:fai'a;:ﬁ A ﬂ:if:gjmmﬁnuf
demonsirate Emplementation of a water canducted on aeyaaﬂy beusia. The :lan wili be reviswed more
management program for waterborne pathogens frect;:e?ﬂy as aim.wl( ?{L;hangﬂ n*i anral!;trul:iurii‘; ihag?s of
g wator freatmont or wator frealment probiems w & Cily of
zgghﬂ?)s ll:':gi‘:gelgaéén ::ctoar dfaagcf::;gg;‘dg CSI-;(R Grangevilla, and Exceedingly high or low walar heating
0L, LI nauc 1 1 numbers
asSB'SSITIGI'It, or defined EPPNC&P!E cortrol Administrator wili report findings at QA and meke changes lo
maasures, has the potential to fimit relevant the abova plan of carrection as needead,
facility awareness and expase residents o Date of compliance
. ate 0 N
Legionella and other water source bactarium May Tth 2018
X3 OATE

A Wi ipentpr S/ P SE

endirg with an asterisk (*} dencles a deficiency which Lhe institulion may be excused fram corracting previding 11 s defermined thai
de sufficient pratection to the patiens. (See Instructions.) Except for nursing homes, ihe findings stated above ere disclosable S0 days
following the datpbf survey whether or nol a plan of comrection ia pravided. For nursing homes, the above findings and plans of correclion are disclosable 14
days foilowing date these documaents are made avaiisble lo the faciiity. if deficiencies are cited, an spproved plan of correction s requidlte to continued
program pariisipation.

FORM CMS-2567¢{02-29) Previous Versions Obsalgte 444K21 Heoninualion shest Faga 1 of7

LABORATORY DERECYOE’S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any defizigncy stste
other safeguards p:




DEPARTMENT OF HEALTH AND HUMAN SERVICES

mCﬂgNTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 04/16/2018
FORM AFPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(1) PROVIDER/SUPPLIER/CLIA
IDENTIFIGATION NUMBER:

135080

{X2) MULTIPLE CONSTRUCTION
A, BUILGING 01 - ENTIRE BUILDING

8, WING

. 0838-0391

{%3) DATE SURVEY
COMPLETED

04/1072018

NAME OF PROVIDER OR SUFPLIER
GRANGEVILLE HEALTH & REHABILITATION C

STREETAODRESE, CiTY, STATE, ZIP CODE

410 EAST NORTH SECOND STREET
GRANGEVILLE, ID B3530

(%41 D
PREFIX
TAG

!( SUNMARY STATEMENT OF DEFICIENCIES
EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]
OR LSC IDENTIFYNG INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHCULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(%8}
COMPLETION
DATE

K100

K 374
58=E

Continued From page 1

based on incanclusive data, This deficient
practice affected 42 residents, staff and visitors
on the date of the survey.

Findings include:

During review of provided water management
documentation conducted on 4/10/18 from
approximately 8:30 - 10:00 AM, documentation
failed to demonstrate implementation of a water
management plan for the transmission of
watsrborne pathogens such as Legionella by
conducting a rick assessment that accounted for
components of the facility complex water system
and subsequent implementation of controd
measures as determined by evaluation of that
system.

CFR siandard:
42 CFR 483.80

§ 483.80 Infection contrat,

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
transmission of disease and infection.

Additional referance:
Center for Madicaid/Medicare Services S& C
letter 17-30

Subdivision of Building Spaces ~ Smoke Barrie
CFR(s): NFPA 101

Subdivision of Bullding Spaces - Smoke Barrier
Doors

2012 EXISTING

Doors In smoke barriers are 1-3/4~inch thick solid
bondad wood-core doors or of construction that

K100

K 374

K 374

Resideni Spacific:

Pleass see aystsmic changes.

Other Reskdanis:

Ploasze see sysiemic Changes

Systemic Changes:

Fusibie finka sai to be inspected on May 14 by Fisher
Systems, Annual inspeciions have been addsd to Fishar
Systems scheduls as wel.

Monitars:

Adminigtrator wiil malntain record of jnspection for drop dawn
fire door, Adminisiraine will add drop down fire door

inepection te regular schaduled maintenance list for building
and ansure thaf annually achaduted inspeclions are complefs

Administrator wii report findings at QA and make changes to '

tha nbove plan of someclion as needed.
Date of compliance:

May f4th 2018

FORM CMS-2557({02-90} Previous Versions Obsolete

444X21

if conlnuallon shest Page 2 of 7



Printed: 04/23/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISYPPLIERIGLIA {X2) MULTIPLE CONSTRUCGTION %3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE BUILDING COMPLETED
135080 B. WiNG 04/10/2018
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

GRANGEVILLE HEALTH & REHABILITATION €} 410 EAST NORTH SECOND STREET
GRANGEVILLE, ID 83530

x4y iD SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN QF CORRECTION 5]
PREFIX  [(BACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY, PREFIX (EACH CORRECTIVE ACTION SHOULD BE 60”&.550?*
TAG OR LSC MENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
K 374} Conilnued From page 2 Kar4
resists fire for 20 minutes, Nonrated protective

plates of unfimitad height are permitted. Doors
are permittad to have fixed fire window
assemblias per 8,5. Doors are self-closing or
automatic-closing, do not require fatching, and
are not required to swing in tha direction of
egrass travel. Door opening provides a minimum
clear width of 32 inches far swinging ar horlzontal
doors.

19.3.7.6, 19.3.7.8, 19.3.7.9

This REQUIREMENT s not met as evidenced
by:

Based on record review and observation, the
facility faifed to ensure smoke and fire barriers
were maintained to imit the transfer of smoke,
fire and dangerous gases between
compartments. Failure to meintain instafied fire
rated assemblies that limit transfer of combustion
praducts, has the potentlal to hinder egress and
the abifity to shelter in placa. This deficient
practice potentially affected residents using the
main dining, staff and visitors on the date of tha
survey.

Findings include;

1) Buring review of facility maintenance and
inspection records conducted on 4/10/18 from
approximately 8:30 - 10:00 AM, no records were
provided indicating automatic roll-down fira doors
equipped with fusibla links wera inspacted and
tested annually in accordance with NFPA B0
guidelines.

2) During the faciity tour conducted on 4/10/18
from 2:45 - 3:30 PM, observation of the pass-thru
door at the Kitchen revealed the door was
equipped with a fusible link and tagged as to the
requirement of annual testing in accordance with
NFPA 80.

FORM CMS-2567{02.99) Previous Verslons Obsolete 444524 I continuation sheet Page 3of 7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDERISUFPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED

135080 B.WING 04/40/2018
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '

GRANGEVILLE HEALTH & REHABILITATION ¢! 410 EAST NORTH SECOND STREET
GRANGEVILLE, ID 83530

X4) D SUMMARY STATENMENT OF DEFICIERCIES D PROV]&ER‘S PLAN OF CORRECTION i 25

PREFIX {{EACH OEFICIENCY MUST BE PRECEDEO BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG OR LSC [DENTIFYING INFORMATION;) TAG CROSS-REFERENCEO TO THE AFPROPRIATE
DEFICIENCY}
K 374 Continued From page 3 K374 |
Actual NFPA standard; |

19.3.7.7 Resarved.

198.3.7.8* Doors in smoke barriers shall comply
with 8.5.4 and all of the following;

{1) The doors shall be self-closing or
automalic-closing in accordance with 19.2.2.2.7,
{2) Latching hardware shal! not be required

{3) The doors shall not be required to swing in the
direction of egress fravel,

8.5.4.4" Doors in smoke barriers shall be
sell-closing or automatic-closing in accordance
with 7.2.1.8 and shall comply with the provisions
af 7.21.

7.2.1,15.2 Fire-rated door asgembiies shall be
inspectad and tested in accordance with NFPA
B0, Standard for Fire Doors and Other Opening
Protectives. Smoke door assemblics shall be Kot
inspecied and tested in accordance with NFPA Resident Spacific:
105, Standard for Smoke Door Asgambties and
Qther Opening Protectives,

Plense see systemic chengas,

Ofher Residants:
NFFPA B0 Please see systermic Changes
i 53¢ il'lSPEGliCIFIS. Systamie Changes:
5.2.1* Fire door assemblies shall be inspectad Annuncietor panef wilh semole manual stop te be inslalisd by
and tested not less than annually, and a written Cummins on May 14th 2018 at the nuras’s slation.
' It addilional meterals sequized for install wii instail as scon
record of the inspection shali be signed and kapt as ftems anive,
for inspection by the AHJ. .
K 911 Monitars:
K 811] Electrical Systems - Other
N Slafl wiii be in serviced on function and use of the new
88=F CFR(S)- NFPA 101 ennunciatofsiop syslem, Alarm systom will ba monitored
during regular in houss gensraior losls as well as reguiarly
Eiach.ica] Systems - Other acheduied mainienance by Cummina,
List in the REMARKS section any NFPA 99 Admintstrala: will report findings at GA and moke shanges 10
Chapter 6 Electrical Systems requirements that the above plsn of corraction as neaded,
are not addressed by the provided K-Tags, but Date of Compliance;
are deflcisnt. This information, afong with the May 15th

FORM CM5-25687(02-89) Previous Varsions Obsolete 444%21 i conlinuation shael Page 4 af7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES ~ |(X1) PROVIDER/SLPPLIERICLIA 1X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING 01 - ENTIRE BUILDING COMPLETED
135080 B, WING 04/10i2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIi* CODE
GRANGEVILLE HEALTH & REHABILITATION C| 410 EAST NORTH SECOND STREET
GRANGEVILLE, ID B3530
{X4)ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX ((EACH DEFICIENCY MUST BE FRECEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE ACTION SHOULD BE e
TAG OR LSC IDENTIFYING INFORMATION) TAG cnoss-aﬁfsnsngégl&) ggs APPROPRIATE
D
K 911 Continued From page 4 K g11
applicable Life Safety Code or NFPA standard
citation, should be included on Form CMS-2567.
Chapter 6 {NFPA 29)
This REQUIREMENT is not rmet as evidenced
Based on observation and interview, the facility
falled to ensure the Essential Efectrical System
{EES) generator was equipped with a remote
manual stop station in accordance with NFPA
110. Failure to provide a remote stop potentially
hinders staff ability to shut down the generator if
required during an emergency. This deficient
practice affscted 42 residents, staff and visitors
on the date of the survey.
Findings Inciude:
During the faciiity tour conducted on 4/10/18 from
approximately 1:30 - 2:30 PM, obssrvation of the
faciity and the generator location failed to reveal
a remote manuai stop station for the EES K916
generator. When asked, the Maintanance Reaidont Sooc
Director stated he was not aware of the location eedont Speclic
of a remote manual stop for the generator, Please ses systemic changes,
Actual NFPA standard Ctar Restiont
ndard:
Pleeso see sysiemic Changes
NFPA 110 Sysiemic Changes:
5.6,5.6; P;ﬂ insttaatlfatior}s stl;all r::\re a rertnote éﬂ&“ﬁ?ﬁi‘iﬁ"ﬁ:?‘;ﬁ‘ EETaDt:f ?‘Zn:iﬁpﬁt?ﬁ"mﬂd i
manual stop siation or a type o preven I addificnal matarials required foy install will install as soon
inadvertent or unintentional operation located oc fleme arthve.
outside the room housing the prime mover, where Monitos:
so instailed, or eigewhere on the premise:_a where Stafi Wil ba in sendced on funclion and use of the new
the prime mover is located cutside the building. annunciator/stop system, Alsrm systan: wil ke monilofed
5.6.5.6.1 The remote manual stop station shali be :gggguzguiﬂglhhﬂ':j:aﬁh“y"g?n‘:;fi:ﬂs b well og regulaiy
labeled. meen ™
K918 Efeclrical Systams - Esgential Elsctic Sysio K B16 | fra above pran of semccton mompcdodr oo Chenges
$8=F Ris): A Data of Compliance:
May 15th

FORM CMS-2567{02-0) Pravious Versions Obsolate
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Printed: 04/18/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION (X3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135080 B, WinG 04/10/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE, ZiP CODE
GRANGEVILLE HEALTH & REHABILITATION € 410 EAST NORTH SECOND STREET
GRANGEVILLE, ID 83530
X310 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORRECTION (%5)
FREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE CU”;ALTE; 1GN
TAG OR L5C {DENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 918| Centinued From page 5 K916

Electrical Systems - Essential Electric System
Alarm Annunciator

Aremaota annunciator that is storage battery
powered s provided to operate oulside of the
genarating reom in a location readily obsarved by
operaling personnel. The annunciator is
hard-wired {o indicate atarm conditions of the
emergency power source. A cenfralized computer
systern {e.g., building information system) is nat
to be substituted for the alarm annunciator,
8.4.1.1.17, 8.4.1.1.17.5 (NFPA 99)

This REQUIREMENT is not met as evidenced
by:
Based on observation, the faciiity failed to ensure
the Essential Electricat Systom (EES) was
equipped with a remote annunciator readily
abserved at a regular work station in accordance
with NFPA 89. Faflure to provide a readily
observed remote annunciator has the potential to
hinder staff awareness to system faijures during a
power outage or other emergency. This deficient
practice affected 42 residenis, staff and visitors
on the date of the survey.

Findings include:

During the facility tour conducted on April 10,
2018 from approximately 2:45 - 3:30 PM, no
focation was found for a remote annunciator far
the EES generator.

Actual NFPA standard:

NFFA SS9

6.4.1.1.17 Alarm Annunclator, A remote
annunciator that is storage battery powered shall
be provided to operate outside of the generating
room in a location readily observed by operating
persannel at a regular work station (sea 700.12 of
NFPA 70, National Electrical Code), The

FORM CMS-256T(02-89) Previous Varsions Obsolete

444X 21

i conlinuallon sheet Page Bof 7



Printed: 04/18/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A. BUILDING 01 - ENTIRE BUILDING COMPLEYED
135080 8. WING 04/10/2018
NAME OF PROVIDER OR SUPPLIER STREETAUDRESS, OITY, $?ATE, ZiP CODE
GRANGEVILLE HEALTH & REHABILITATION C 410 EAST NORTH SECOND STREET
GRANGEVILLE, ID 83530
(4310 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
PREFIX HEACH DEFICIENGY MUST BE PRECEDED BY EULL REGULATORY,  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 818| Continued From page 6 K 916

source as follows:

following;

{a)} Low lubricating oi! pressure

8.4.1.1.11)
{c) Excessive waler temperature

(e) Overcrank (failed to start)
(f) Ovarspeed

annunciator shail be hard-wired to indicate alarm
conditlons of the emergency or auxiiiary power

{1) Individual visual signals shall indicate the

{a) When the emergency or auxiliary power
soures s aperating to supply power to load
{b} When the baltery charger is malfunctioning
(2) Individual visual signals plus 8 common
audible signal to warn of an engine?generator
alarm condition shall indicate the following:

{b) Low water temperaturs (below that required In

{d) Low fuel whan the main fuel storage tank
contains less than a 4-hour operating supply
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E 000/| Initial Comments E 000
RECEIVIED
The facility is a single story, type V(111) structure
originaily constructed in 1967. It is fully
sprinklered with an interconnected fire E 006 MAY 14 24 i8
alarm/smoke detection system. The building has FACILITY &
a partial basement housing the boiler, fire Resident Specific: STANDARDS
supression system riser and transfer switch to the
emergency generator, The facility is located in a Please see systemic changes.
municipal fire district with both voluntary and
community served responders. The facility is Other Residents:
currently licensed for 60 SNF/NF beds and had a .
census of 42 on the day of the survey. Please see systemic Changes
The following deficiencies were cited during the Systemic Changes:
Emergency Preparedness survey conducted on . . N
April .?0’ %18. 'lehe facifity was st’lrveyed under Reviewed county multi-hazard mitigation plan

with Jerry Zumait (Ildaho County Disaster
Management Coordinator). He agreed with
our threat analysis based on geographic
location with the exception of possibly
increasing severe weather's threat level.
Both Severe weather and High winds have
been moved to top five risk scale and
highlighted in our policy.

the Emergency Preparedness Rule established
by CMS, in accordance with 42 CFR 483.73.

The survey was conducted by:

Sam Burbank
Heaith Facility Surveyor
Facility Fire Safety & Construction

E 006| Plan Based on All Hazards Risk Assessment E 006 | Monitors:
88=F| CFR(s): 483.73(a}{1)-(2)

Maintaining membership in the North |

it Central Healthcare Coalition and open !
[(a) Emergency Plan. The [facility] must develop eel - |
and malntain an emergency preparedness plan communications with the ldaho Courty
that must be reviewed, and updated at least Disaster Coordinator will allow us to maintain

. a more up to date picture for current risk
annually. The plan must do the following’] assesstnt. Riskpassessment will be

reviewed in our QAPI at least yearly to
reevaluate and adjust if needed.

(1) Be based on and Include a documented,
facility-based and community-based risk

assessment, utilizing an all-hazards approach.” Administrator will report findings at QA and

make changes to the above plan of

*[For LTC facilities at §483.73(a)(1):] (1) Be correction as needed.
based on and include a documented, :

facility-based and community-based risk Date of Compliance:
assessment, utilizing an all-hazards approach,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE Way uth ZU1oTITLE {Xe) DATE

‘== ST

Any deficlency sta:}n‘;fﬂf ending with an asterisk (*) denctes a deficiency which the institution may be excused from comecting providing It is determined that

other safeguards prodide sufficient protection o the patients. (See instructions.) Except for nureing homes, the findings stated above are disclosabla 90 days
followlng the date gf survey whether or nof a plan of correction Is provided. For nursing homes, the above findings and plana of comrection are disclosable 14
days following the'date these documants are made avallable to the facility. If deficiencles are cited, an approved plan of correction Is requisite to continued
program parlicipation,
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E 006

Continued From page 1
including missing residents.

*[For ICF/IIDs at §483,475(a){1):] (1) Be based on
and include a dogumented, facility-based and
community-based risk assessment, utilizing an
all-hazards approach, including missing clients.

(2) Include strategies for addressing emergency
events identified by the risk assessment.

* [For Hospices at §418.113(a)(2):] (2) Include
strategies for addressing emergency events
|dentified by the risk assessment, including the
management of the consequences of power
failures, natural disasters, and other emergencies
that would affect the hospice's ability to provide
care.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to develop an
Emergency Preparedness program that included
a facility based and community based risk
assessment. Failure to use available data for
localized risks from such resources as the local
county all-hazards mitigation strategles, has the
potential to hinder resident continuity of care
during a disaster based on insufficient data. This
deficient practice potentially affected 42
residents, staff and visitors on the date of the
survey.

Findings include:

On 4/10/18 from 10:00 AM - 12:00 PM, review of
the provided emergency plan, policies and
procedures, revealed the facility HVA (Hazard
Vuinerability Analysis} provided information
inconsistent with the local, documented Idaho
County multi-jurisdictional all-hazards mitigation

E 006
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AND PLAN

STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLIA

DF CORRECTION {DENTIFICATION NUMBER:

135080

FORMAPPROVED
OMB NO, 0938-0391
{X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
A, BULDING COMPLETED
B. WiNG 04/10/2018

NAME OF PROVIDER OR SUPPLIER
GRANGEVILLE HEALTH & REHABILITATION €

STREET ADDRESS, CITY, STATE, ZiF CODE

410 EAST NORTH SECOND STREET
GRANGEVILLE, ID 83530

develop and implement emergency preparedness
poticies and proceduras, based on the
emargancy pian set forth in paragraph {a) of this
saclion, rigk assessment at paragraph (a){1) of
this sectlon, and the communication ptan at
paragraph {c) of this section. The policies and
procedures must be reviewed and updated at
least annuatly,

*Addltional Requirements for PACE and ESRD
Facliities:

*[For PACE at §460.84(b):] Policles and
pracedures, The PACE organization must
develop and implement emergency praparadness
policles and procedures, based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, and the communication plan at
paragraph (c) of this saction. The policles and
procedures must address management of
medical and nonmedical emergencies, including,
but not limited to; Fire; equipment, power, or
water fallure; care-related emergencies; and
natural disasters fikely to threaten the health or
safety of the parficipants, staff, or the public. The
policles and procedures must be raviewed and

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
FREFIX [[EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE QW&%’ K
TAG OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)}
E 008| Continued From page 2 E D06
plan deveioped in 2015.
intarview of the Administrator demonstrated the
HVA was developed internally oniy end not with
devsloped information provided by the county
miligation plan,
Reference:
42 CFR 483.73 (a) (1) -{(2)
E (013} Development of EP Policies and Proceduras E 013
88=F| CFR{s): 483.73(b) E 013
(b) Policies and procedures. [Facllities] must Resident Specific

Please see systemic changes,
Other Residents:

Please see systemic Changes
Systemic Changes:

Upon review of tha "Hurricane” policy It is
noted that it is actualiy the “Hurricane/High
wind" policy. High winds is a risk factor that
was taken into consideration under the severg
waathet section of our facility assessment.
The actions and responses under this policy
are accurate for any high wind emergency
situation,

Monitors:

We will continue to include this policy as it
pertains to our facility risk assessment,

Administrator will report findings at QA and
make changes {o the above plan of correction
as needad.

Date of Compliance:
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E 013 Continued From page 3 E 013

updated at least annualily.

*[For ESRD Facilities at §494.62(b):] Policies and
procedures. The dialysis facility must develop and
implement emergency preparedness policies and
procedures, based on the emergency plan set
forth in paragraph (a} of this secticn, risk
assessment at paragraph (a){1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least annually. These
emergencies include, but are not limited to, fire,
equipment or power fallures, care-related
emergencies, water supply interruption, and
natural disasters likely to occur in the facifity's
geographic area.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to develop policies
and procedures based on the Emergency Pian,
that aligned with a facility and community based
risk assessment. Development of policies and
procedures based on non-geographically relevant
hazards, creates purposeless facility training of
non-localized events. This deficient practice
potentially affected 42 residents, staff and visitors
on the date of the survey.

Findings include:

On 4/10/18 from 10:00 AM - 12:00 PM, review of
provided policies and procedures revealed
procedures contained in the plan for the risk of a
Hurricane, which Is not geographically relevant to
the facility location and not identified as a risk in
the HVA. Further evaluation of the local county
all-hazard mitigation plan found ne indication the
county EMS (Emergency Management Services)
considered this a fikely occurrence for the area.
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E 013} Continued From page 4 E 013
Interview of the Administrator revealed he was E 036

not aware the policies and procedures included a

plan for Hurricanes. Resident Specific:

Reference: Please see systemic changes.

42 CFR 48373 (b) Other Residents:
Additional Reference:
E - 0006

E 036 EP Training and Testing E 036 | Systemic Changes:
88=C| CFR(s): 483.73{d)

Please see systemic Changes

All Staff in-service on new EOP Manual wag

(d) Training and testing. The [facility] must given on January 5th 2018. All staff were
develop and maintain an emergency trained on contents and location of the new
preparedness training and testing program that is manual. All new staff are instructed on
based on the emergency plan set forth in contents and location of manual on hire and
paragraph (a) of this section, risk assessment at ?mngkfor\“«’rlzrccli 2fr‘;rcm.“;"L:’ﬁ]gﬁﬁ;sfn::{i;:em
paragraph (a)(1) of this section, polic[es.and 'I?haece\rr]:cuatign port?:ael of the drill was test'ei
procedures at paragraph (b) of this section, and

] in January with an unannounced drill. We
the communication plan at paragraph (c) of this also tested the active shooter policy with ouf

section. The training and testing program must Table top drill in October 2017, We have

be reviewed and updated at least annually, also conducted muttiple fire drills testing tha
i f the policy.

“[For ICF/IDs at §483.475(d):] Training and FRAiRL! the P

testing. The ICFAID must develop and maintain
an emergency preparedness training and testing
program that is based on the emergency plan set
forth in paragraph (a) of this section, risk

EQOP will be reviewed quarterly at All Staff J
in-service, We will continue to perform |
random unannounced drills that target

. , alternate sections of the EQP in order to tes{
assessment at paragraph (a)(1) of this section, it. We will also continue to perform at least

policies and procedures at paragraph (b) of this one table top scenario each year to
section, and the communication plan at test our EQP.

paragraph (c} of this section, The training and
testing program must be reviewed and updated at

least annually. The ICF/IID must meet the Administrator will report findings at QA and
requirements for evacuation drills and training at make changes to the above plan of
§483.470(h). correction as needed.,

*[For ESRD Facilities at §494.62(d):] Training, Date of Compliance:

testing, and orientation. The dialysis facility must

Mayrth-2048
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E 036| Continued From page 5 E 036

develop and maintain an emergency
preparadness training, testing and patient
orientation program that is based on the
emergency plan set forth in paragraph (a} of this
saction, risk assessment at paragraph {(a)(1) of
this section, policies and procedures at paragraph
(b) of this section, and the communication plan at
paragraph (c} of this section. The training, testing
and orientation program must be reviewed and
updated at least annually.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to provide a
emergency prep testing program for provided
staff training. Lack of a facility emergency testing
program covering the emergency preparedness
plan, policies and procedures, has the potential to
hinder staff response during a disaster. This
deficient practice affected 42 residents, staff and
visitors on the date of the survey.

Findings include:

On 4/10/18 from 10:00 AM - 12:00 PM, review of
provided emergency pian, policies and
procedures, found no documentation
demonstrating the facility had a current testing
program for staff based on training conducted of
the emergency plan.

Interview of 3 of 3 staff conducted on 4/10/18
from 1:45 - 3:00 PM, estahlished staff had not
participated in any specific festing program on the
emergency plan contents.

Additional interview of the Administrator
established the emergency plan was recently
updated and staff had been inserviced as to the
new plan implementation, but no testing over the

FORM GMS-2567{02-99} Previous Versions Obsolele 444%21 i continuatlon sheet Page G of @




Printed: 04/18/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED

135080 B. WING 04/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

GRANGEVILLE HEALTH & REHABILITATION C| 410 EAST NORTH SECOND STREET
GRANGEVILLE, ID 835630

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

E 036| Continued From page 6 E 036
contents of the plan had been conducted.
Reference:
42 CFR 483.73 (d)

E 039! EP Testing Requirements E 039

§8=F! CFR(s): 483.73(d)(2) E 039
(2) Testing. The [facliity, except for LTC facilities, Resident Specific:
RNHCIs and OPOs] must conduct exercises to esident Specific:
test the emergency plan at least annually. The Please see systemic changes.
{facility, except for RNHCIis and OPOs] must do
all of the following: Other Residents:
“[For LTC Facllities at §483,73(d):] (2} Testing. Please see systemic Changes
The LTC facility must conduct exercises to test
the emergency plan at least annually, including Systemic Changes:
unannounced staff drills using the emergency
procedures, The LTC facility must do all of the We have joined the North Central Healthcare
following:] Coalition and our full scale live action

community exorcise with Grangeville,

(i) Participate in a full-scale exercise that is Cottonwood and surrounding area hospitals,
community-based or when a community-based dispatch, EMS, fire, focal police, state police,
exercise is not accessible, an individual, and life flight is scheduled for
facility-based. f the [facility] experiences an Saturday May 12th 2018.
actual natural or man-made emergency that o
requires activation of the emergency plan, the Monitors:

[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,

(i) Conduct an additional exercise that may
include, but is not limited to the followling:

Administrator will continue to work with the
North Central Health care coalition to be
involved in af least yearly full scale
community exorcises.

Administrator wilt report findings at QA and

(A) A second full-scale exercise that Is make changes to the above plan of correctior]
community-based or individual, facility-based. as needed.
(B) A tabletop exercise that includes a group
discussion led by a facilitator, using a narrated, Date of Compliance:
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or May 12th 2018

prepared questions designed to challenge an
emergency plan.
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(iil) 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 RNHCIs at §403.748 and OPOQOs at
§486.360] (d)(2) Testing. The [RNHCI and CPQ]
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.

(iiy Analyze the [RNHCI's and OPO's] response
to and maintain documentation of all tabletop
exarcises, and emergency events, and revise the
IRNHCI's and OPQO's] emergency plan, as
needed.

This REQUIREMENT s not met as evidenced
by:

Based on record review, it was determined the
facllity failed to complete two full-scale exercises
which tested the emergency preparedness
readiness of the facility, Failure to participate in
fuli-scale or tabletop events has the potential to
reduce the facility's effectiveness to provide
continuation of care to residents during an
emergency. This deficlent practice affected 42
residents, staff and visitors on the date of the
survey.

Findings include:
On 4/10/18 from 10:00 AM - 12:00 PM, review of

provided emergency plan documents,
documentation reveated the facility falled to
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E 039} Continued From page 8 E 039
document required full-scale exercises, testing
the effectiveness of the emergency preparedness
plan, policies and procedures,
Reference:

42 CFR 483.73 (d) (1)
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