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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Welker:

On April 11, 2018, a Facility Fire Safety and Construction survey was conducted at Clearwater
of Cascadia by the Department of Health & Welfare, Bureau of Facility Standards to determine
if your facility was in compliance with State Licensure and Federal participation requirements for
nursing homes participating in the Medicare and/or Medicaid programs. This survey found that
your facility was not in substantial compliance with Medicare and Medicaid program
participation requirements. This survey found the most serious deficiency to be a widespread
deficiency that constitutes no actual harm with potential for more than minimal harm that is not
immediate jeopardy, as documented on the enclosed CMS-2567, whereby significant corrections
are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
cach 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 comphance 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 May 7, 2018. Failure
to submit an acceptable PoC by May 7, 2018, may result in the imposition of civil monetary
penalties by May 27, 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;

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

s 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.

e 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 16, 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 16,
2018. A change in the seriousness of the deficiencies on May 16, 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 16, 2018, includes the followmg:

Denial of payment for new admissions effective July 11, 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 11, 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 m this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on April 11, 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/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

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

BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
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 incoinplete 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/T
Enclosures
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K 00D INITIAL COMMENTS ¥ oo

The facifity is a single stary type V (111] buliding
built in 1968 with & bazament that houses a
maintenance shop siorage ereas and bofiar
rcom. The facility is pretecied by a compiete
actomatic sprinkier syslem in accordance with
NEPA13. The fira alarm system is inferconnacted
ant was replaced in 2001. Currently the faciily is
ficensed for 8C kexla, with a census of 36 on the
date of the survey.

“The folinwing deficiencies wera dted dudng the
annuat ifz safety cade survey conducied on April
11, 2014, The faciily was surveyead under tha
LIFE SAFETY GODE, 2012 Edition, Existing
Heatth Care Occupaney, in accordance with 431
CFR 48370

The Survey was coaducted by:

Sam Burbank
Health Facifity Survayor _
Farifity Fire Safety and Construciion

K 161 Suilging Construction Type and Height
g5=F CFR(s): NFPA 101

K15t

Ayitding Constryclion Type and Height

2012 EXIETING

Guiiding construcion type and stofias meets
Tahte 18.1.6 1, uniess oiherwise permitted by
1918 2 through 19.06.7

{8154, 19155

Construction Type

K16

1. SPECIFIC ISSUE: :
The facility failed to ensure that the
fire and smoke resistive properties of
the structure were maintained,
Specifically fatlure to geel
penetratinns in rated construction
ArRAS.

O[Ty iR ,
linrées 142, 113323, #1222) Any number of 2 OTHER RESIDENTS:
T!Dnﬂ]}rjﬂkgﬁ!ﬂ’.'d ang All ra‘tidents, staff und’vis%lors are
sprinkiered potentiatly affected by deficient
s practice.
2 {111} One shry
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pihar safeguards pravice sulicient praterbich fa fne patients {3ee instructions. ) Except for mursing hames, the findings ataled above are discingable 57 aaye
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1 SEARLAEY STATTMENT OF DEFCIENCIES D FROVIDERS PLAN OF CHRPEC O L
FREZ  {EACM DEFICIENEY MUST ME PRECEDED B FULLASGULATIAT  PREFX {EAH CORAECTIVE ATTION SHOLILD 38 oM BT
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K151 Continued From page 1 K181 3. SYSTEMIC CHANGES: b

nen-sprinklarad
Maximum 3 sinries
sprinklered

3 HER ) Mat gdowed
nan-gprinkiaced

4 VAL Magmur 2 stosas
sprinkiered

5 IV {ZHH;

g8 VD

7 1112003 Mot affowad
non-sprinkierad

g V {0GD; Mamimum 1 story

spiinklersd
S prinkierzd siorles nwst be sprinkierad
throughaut by an approved, supanvised automatic
system in accardance with section 8.7, (See
13.1.5)
Glye a bitef oescription,.in REMARKE, »f the
construction, the number of siories, including
basements, floors aon which patients ars lacaled,
jocation of smoke or fire barriers and dates of
appioval. Complete skatch or alfach sl floor
pian of the building as appropriate.
This REQUIREMENT is-not met as avidenced
by:
Based on observation and intecview, the faciity
failgd to znsure that the fire and smoke resistive
praperties of the struclurs were maintained.
Fature I maintain rated construction assembiies
hetwsen foors, has the potential 2 allow fire

* sroke and dangersus gases to pass info
unprotected concealed spaces. This deficient
practice potentiaily affected residents staff and
visitors on the ground fiopr of the facility an the
date of the Survey.

Findings inciuda;

Contractor wes conbracted to repair
the hute penetratians in the ceiling of

maintenance shop, madical racotds
and basement hailway by S/{L/18,
Buitding was inspected by
Maintenance Director for any other
wall penetrotions and regaired.

4, MONITOR:
Executive Director or designes will
ensure quarierly audits of potential
smoke pencirafions i compliance
with NFPA 101 thru monthly audits.
Resuits of audits will be teviewed in
QAFL

5. Date of Complianca: S/16/18
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NAME OF PROMOES OR SuPPLIER SYREZT ADORISS CITY STATE ZiF CoUs
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
OROFINO, ID 83544
L0 0T BUKMRIARY STATEMENT OF DEFICIENCIES D FRIVIGEAS PLAN DF CORRECTION XA
PAZFye  (EACH CEFICIENCY GIUST BE PREJEOED BY FULL RESULATORY  PRERX (£A0H CORIECTIVE ASTION SHOLLD BE CIMP_ETN,
T CR LECICENTIFY NG IHF QRMATION: TAG CRO3S-REFERENCED TQ THE APFROPRIATE at
OEFICIENOY;

K181 Continued From page 2 K161
During ihe faciiity tour conducted on Aprit 11, -
2018 from approximately 1130 Akl tg 12:30 PM,
the folfowing unseaaied penetrations were g
revealed in tha pne-hour (ated ceifing
construction of the partial basement:

1; One {1} hole approximatety three feat by bwo
feet and.one (1} hole approximately eight inches
by twelve inches in the cefling of tha mainienance
shop. exposing the unaerside and the floor cavity
bebwyeen joists, of the main flocr above,

2) Ore {1) unsaaled approximately bao foot by
three foot hole in the ceiling of the hall ouiside the b
rrfainiznancs shop in the partfal basameni_
exposing the undarside and the floor cavity
between joists. of the main floor abova

3) Two {2) approgimately twelve inch diameter
holes in the ceiling of the storage area of the
partial hasement, exposing the underside and tha
floor cavily behween jolsts, of the main floor
abaove,

When askad about these unsealed holes, the

POM {Plant Operations Manager] stated the

pravious POM had been working on leaks in the P
floor above.

Actual NFPA standard,

19.1.6 Minimummi Construction Requiremenis,
13.1.6.1 Health care occupancies shal ke fimitad
to the building canstruction types specifiza in
Table 19.1.8.1, unless otherwise permitted by
19.1.6.2 through 19.1 6.7, {See 8.2.1}

8.2 Construclion and Campartmentation.
A.2.1 Cansfruction.
8.2.1.1 Buildings or structures cocupied ar Used

FORM CMS-2587i102-99) Prevdous Yersions Qbsolats CZ5431 # santinuasios sheel Paga 3 5f 15
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K131 Continued From page 3

in accordance with: the individual occuganey
chapters, Chapters 11 through 43, shafl meet the
minimoem censtruction requiremeants of thosa

chaplars,

8 2 2 2 Fire compantments shali be formed with
fire barriers that somply with Section 83

B.3.5 & Merbrane Penatrations

5.35.6 1 Membrane pengiraiions {or cables,
cabie trays. conduits, pipes, fubes. combustion
vents and exhadst veniz wires, and simitar Rerms
to accommedate electrical, mechanical,
plumbing. and communicatians systems that
pass through a membrane of a wall, fuor, or

shaft be protecied by a firestop system
or davige and shall camply with 8.3 5.1 through
8.3.5.5.2.

K231 Emergency Lighting

5g=£ CFR{s) MFPA 101
Emergency Lighting
Emetgency ighting of at least 1-1/2-heur durafion
is provided automakcally in accordance with 7.9.
18.2.8.1,19.2.9.1
This REQUIREMENT s nat met as avidenced
by
Bassd or record review and nbssrvation, the
facility failed to provide emergency lighting in
actardance with NFPA 101, Failure 1o provide
emergency kighting for doors equipped with
delayed egress potentally hinders identification of
exits affacting resident egress during an
emergancy This deficient practice poientially
affected residents, staif and visitors using the
main dining room on the date of the survey.

Findings include:

finoriceding assembly canstructed as a fire bamiar

K 161

K231

K9]

L. SPECIFIC ISSUE:
The facility failed to provide
emcrgency lighting in accordance
with MFPA 101,

7. OTHER RESIDENTS:
All residents, stall and visitors have
the potential 1o be affected by
deficient praclice.

3. SYSTEMIC CHANGES:
Facility has instalied lighting per
WEPA puidelines. Facility has been
inspecied for compliance for proper
emerpency lighting for egress doors

specificatty the side exit door from the
dining halt has been provided with
battery backup emergency lighting.

i
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T SLAALARY STATEMEINT OF DEFCIENZES i PRIADER 3 PLAN OF CORRESTON X5
PREF (EACH REFICIENIY MUSY DE PREZEDED 87 FULLRESLLATIRY  PHERN EATD DOPRECTWE AT SHOLLD BE A
TAS GRS iEN TR 3 INFORAMATION a3 CRASSATTERENCED TO ThE APPRAPRIATE LIS
DEFICIENSY
K 25% Contnued From page 4 K291
Dluring the facifity tour conducted on Apt 11,
2018 fram 1:00 - 3.00 PM, observalion of the
facility 2wt dnors. revealad the side exit doar from 4. MONITOR:
tha dining hal was eguipped with a dajayed Monitoring of this system will be
egrazs component for the magnetit jocking added o the weckly pm",enmgv:
arrangaments Further obsairvation established maintenance check, Additionsd
R AL T3 1o =N + 135 - '
g}; i?;;g::é :‘;;’hzs; F;L?‘iﬁ?%i?ier}’ backup education will be pravided ns’
® o necessary. Results of audif witl be
Actual MFPA, standard: reviewed in PI {o eusure syséems
being, foltowed. Plan to be updated as
15.2.3 Emérgancy Lighling. indicated. Executive Director andfor
192 9 1 Emergency lighiing shaii be providad in designes wiil validate that alf doors
accordance are equipped with appropriate lighting
with Section 7.9, and battery back-np per NFPA
7.0 Emergency Lighting iﬂ;iféinns fut epress monthly for 3
7.9.1 Genesal o
7.2.1 1* Emargency fighting faciliies for means of
eqrass shall be pravided in accordante with 5. DATE OF COMPLIANCE:
Section 7.9 for the Tollowing’ 316,18
(1) Bulldings or structures whera requirad in
Chaptars 11 through 43
¢4y Undergraund and limited access skruclures as
addressed in Seciion 1.7
{3} High-ise buildings as required by pther
sactions of this Cada
{4} Doors equipped with delayed-egress locks
{5) Stair shafts and vestibules of smokeproaf
enclosures, for which e following alsa apply:
tas The stair shaft and vesttule shail be
permitied (o inciude a standby generator that is
ingtalled! far ihe smokeproof enclosure
mechanical ventitation equipmant.
(b} The standby generator shall be peamitied to
be usad for the slair shaf and vestibuie
emergency ighting power supply.
{6} Mew access-controfied egress donrs in
accordance with 7.2.1.6.2.
K 353 Sprinkier Systern - Maintenance and Tasfing K 353
FOFN CMS-2587:07 9% Pravicus Veisiong ORsoizia CISNT: W 2areaben shast Pags & o 15
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K353 Goptinued From page 5 K353 K333 i
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Sprinkler System - Maintanance and Tasting
Autamatic sprinkier and standpipe systems ars
ingpastzd tested and mainiaingd in accordance
with NEPA 23 Sandacd for the Insfaction,
Tasting and Ma»rta;a;ng of Waiar-paszed Fire
Protecton Systems Raoords of system design,
ma:rianance inspecton and tasfing are
maiatained (0 a sacure facation and readily
ayailable.

a} Das sprinkier sysiam last chackad

by Wha provided sysiarm test

cY Watar system suprly saurca

Provida in REMARKS nformakion gn ¢overaga

for any nor-raquirad or pariat automatic sorinkiar

syslem,

075 977 9.7.8 and NFFA 25

This REQUIREMENT is nat met as evidanced
by

Dased on recard review and obsarvation, the
facility failed (0 ensura that fire suppression
systams wers maintainad in accordance with
MEPA 25 Failura fo inspect system companeants
has the patential to hinder systam performanga
during a fira event and/cr tender the fackity not
fully sprinkiered aftar an activation or repair, This
deficient prachice affasted 36 residenis, slaff and
visitors on the date of the survay

Findings include:

1) During review of provided fazift; napectan
and testing recards conductad an 413418 from
830 - 1000 AM, no records were availabla
indicatny the dry system gaugss were inspecigd
on & weskly basis.

1. SPECIFIC ISSUE
Facility failed to ensure that fire
suppression systemis wefe maintained in
aceardance with NFPA 25,

2. OTHER RESIDENTS
All residents, staff and visitors haye the
potertial to be affected by deficient
practice.

3. SYSTEMIC CHANGES:
Weekly task on Tels is in place for dry
systeni guages, Fire Sprinkier
Company tested fire system and
provided proper documeniation for
quarterly inspection, Facility obtained
proper amouni of extra sprinkler heads
per NFPA 25, Urdered 4 sprinkler
heads for e total of 12. Post Indicator
Valve (P1V) handie was secured and
locked.

4. MONITOR:

Executive director and/or designce will
vatidate propér docorrentation of round
to check sprinkier heads are free of paint
afler new paint projects, and validate
proper amaun: of sprinklers are onsite
for nse monthiy lor 3 months,
Additional education will be provided as
uecessary, Rosults of sudit will be
reviewed in P} to ensure systems being
followed. Plan to be updated as
indicated. Monitoring of this system will
, be added 1o the preventative |

" maintenance sheck,
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K351 Gontrwed From gage b

interview of the POR reveaizd he was nof awars
Df this requirgmaant.

21 Dusipg raview of provided facilty inspaston
and tasing racards conductad on 4'11/18 Bom
5.0 ARl - 10°00 AM o records ware gvaiable
for 3 of 4 guanarly inapechens o dale.

3y During he fasidy tour Tonducted on 411713
from 1.00 - 300 FA, otsarvatien af tha spare
spsinkier pendanis at the main fiser ravaaled only
gight (8¢ spasg pandants.

43 During Mg Faciy tour conducted an 411748
from 1. a0 - 300 FM. chservation of the outsidz
Fost indicaior Valva (PH/) ravealad the valve was
ot sacured.

Achial NFFA standard:
MNFFA 25

5.2.4 Gauges.
572.4.2 Gaugas an &y preactien. and d=luga
sysiems shall be m:.pr-ci:gd weekly o ensyrz that
normal air and water prassiures are bieing
maintainad

£.3.3 Watarfiow Aamn Hevides,

5 3 3.1 Mzachanical watarflow ajarm davices
Including but noi limited o, water molor gongs,
shati be tesied quarderly.

5.4.% § The stock of spare sorinkiers ghall inchude
2% typies and ratings instafied and shalt be as
fobiows:
{1; For projectad fadiines having under 300
!-p{'nklers - no fewer than 6 sprnklers

{2; Fre protecind facilites having 30C o 10a0

5. DATE OF COMPLAINCE;
5716418

FOFh CH5

SaheR0.a9. Pressonss Versiang Ohsabeie

CERA2Y
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Pazny
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SLANART STATEMENT OF LERCENIES
(EADR DERUGENGY MUSTRE PRECEDED IV FLLL REGLLATOEY
CR 32 IDENTIF VS BeRIP LA TION

:
PREFX
TAG

T OPEDVIDERS PLAN OF CORRES TN
CEASH SOARSITAM ALTION BT BE
CRIBERESERINIED T [HE APPRIPHIAT
DEFICIENGY-

K 333 Continued From paga 7
sprinkiers - no fewer than 12 sprinklers
{3y Far pretected facifities baving over 1000
sprinklers - no fawer than 24 speniiers

13.3 Control Valvas in Wa'ar-Based Fire
Protaction Systams.
13 3.2 Inspection,

13 3.2.2* Tre vaive inspettion snaf verify that the
vaives are In the folowing condiEion.

{1} in tha normal open or clesad pasifian
12ySaaled. locked. or supenvisen

{3} Accessible )

{41 Providad with carrect wrenches

{5} Frez from extarnat leaks

(43 Provided with applicable identficaton

Subdvision of Building Spaces - Smavz Bamia
CFR{sy MFPA 101

Subdivision of Bullding Spaces - Smoka Barrier
Daors

2012 EXISTING

Doofs in smake barriers are.1-3/4-inch thick solid
hondad wood-core doors ar of consiruciion. that
reaiats firz for 20 minutas. Nonraed protachve
plates of unfimitad haight are parmitted. Daors
are permittad to haves fixad fire window
assemtlkes per 8.5 Doors a2 seff-closing or
avtomatic-cinsing. do noi require iatohing. and
are Nt raquired (o swing in the dirsétion of
egraas bravel Door opening pravides a minimwm
clear width of 32 inches far swinging or horizontal
doors. ’

19.3.76,193.7.6 19378

This REQUNREMENT is not et as avidenced
=8

Basad on obsgrvation and operational testing. the
farility falled to ensure that smaka bartier doors
would resist the passane of smoka. Fajlure for
smiokz tamer doors ta resisi the passage of

K 353

K. 374

K374

1. SPECIFIC ISSUE:

The facility failed to ensure that
smoke barrier doors would resist the
passage of smoke,

2. OTHER RESIDENTS:

Al residents, stoff and visitors are
potentially nffected by deficient
practice.

3. SYSTEMIC CHANGES:

Facility will bave its annoal Fire
Daoor inspection by 5/16/18 by
licensed contractor. [nspection will
include a detailed check that the
smoke barrier doors will resist the
passage of smoke and shall be self-
closing or automatic ¢lesing in

accordance with NFPA 101,

FO ferd CM3-19RT 0295, Presmnis Vasans Oosizia
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OERNITHIZNT OF HEALTH AND HULIAN 328, JES Fymi s
CENTERS FORMED.CARE A MEDICAD 35RVCES OB R 0o
BTITEVENT 05 0IF TENDES BN 02E LIRS €3 51 BMLLIILE INETRLT T Wi TATER
AN ALAY, OF QOFEE S0 IDENTIR A Oy bk LB 0 - ENTIRE BUILOING S frem
1315048 3 N 04/11/2013
NAGHE mF PR OLIDER OF Sube|BR STUEET ANIATLRG (T §TATE 2 OODE
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
OROFINO, 1D 83544
(i SULBIARY STATELIEST OF CEFCEMIIES HM FROLIDER S PLAN OF CORASSTION
PREFIX  (EA0H DEFICIENCY AJST BE PHICEDED 5 FULL RSGULATORY  pagaiy EAZHTIRRECTIVE ASTHIN SHOULD B3
™3 CR LB IBENTH (NG MFCRMATION, TAS CRIS3-REFEAENCED T ThE 3PPROSKATE
GEFIGIENCYY
K374 Continuad Fram paga 8 K374 4. MONITOR:
smokz could altow smoka and dangerous gases Executive Director or desighee will
ta pass betwaan smoka campariments during a ensure that the i ;
firz, eliminating tha ability to defend in place This cortectio nspet;tmn and
dsficient practice affacted 23 residents, staf: 3nd ns are compieted by
visitors in 2 of 4 smoke corpartments on the 3/16/18. Smoke barrier doors will be
data of the survey, [~ checked for compliance during
o guarterly inspection. Any issues will
Findings include be reported in QAPIL,
During tha fadility tour candictad on Apri 11, 5 Date of
2018 from aoproximately £:0G - 3:00 PM, - Date of Complinnce; 5/16/18
pEsarvation and oparational testing of the smoke
barder doors separating “C" Hall fo the main
nusse's station and "A” hall, revealed a gap
betyeen the two donrs measunng approximately
1-1/2 inchas when the doors ware fully activatad
Actual NFPA standard:
19.3 7.8" Doers in smake barriers shail comply
with 8.5 4 and all of the foitowing:
(1) The dnors shalt be selfclosing or
automatic-closing in accordance with 198.2.2.2.7.
(2) Latching hardware shail not be reguired
{3; The daors shall net be required ta swing in the
dirzction of egress traval
8.5.4 1* Doars in smoke barriers shall close the
opening leaving only thé minimum cledrance
necessary for proper operation, and shall be
withaut louvers or grifles The clearance under
the battom of a new doar shall be a maximum of
3.4in. {19 mm).
K 917 Electrical Systems - Other K911
TEen CFR{s) NFPA 101
Etdctrica] Svet oth i, SPECIFIC ISSUE;
detrical Systems - Other i Eiby Fal . . .
Listin the REMARKS section any NFPA 93 qu'lht‘y ﬂu!cci to ensure the E_sserjlfzal EleFtracaE
Chépter & Electrical Systems requiraments that System (EES) generator was equipped with a man
aré not addressad by the provided K-Tags, but rewote stop station tn accordance with NEPA 110

FORG CMS-

3557:92-597; Pravious Versions Qlsnieia

G252 -Iortnuaten sraet Pags 9 of 15
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3 1: HLUARIAAY ZTATENEN"Y DF Ei’.’f’\sCh"‘ftf I 36 PLAM OF Onpez, "Tpi‘-éz
pravy  LEACH DEFRIENDY MUSTBE PRESECED B Pulb S0 AT2EY pazeal EATHE ASTON SHOLLD 38
i OR LO2 RENTE (il PRI AL REMTEN T THE APPRIFRATE
DEFICIENTY:
¥ 51t Continved Frompage 8 K B
are daficient, This informatan; sfong with the
appheatie Life Safaly Coda or NFPA standard
citatan. should be includad on Form CAG-2587,
Chaptar § {NFPA 39}
Thiz REQUIREMENT s not mét as evidanced
s om cbsaraton and e, e iy 2. OTHER RESIDENTE:
saratio; &3 o dEal . " .
bxed bo ensure he Essenbal Eleciical System Th;f" deficient prnctlc':e‘affci,ted 36
(EES: generator was equipped with 2 remole residents, staif and visitors.
msnual 5:0p staton in agcocdance with NFFA
110 Fadure to provide a remale stop focated 1. SYSTEMIC CHANGES:
autsida of he roum housing the pime mavays Facilify has contracted {or the
poleninily hindars staff abifity la shut down the installagion of the remnté ranun]
aanarstor if raquied duning an emergensy [his e CIROE MATLUG
caficiont practice abastad 36 rearenis sted ard stop for the Essential Eiecirteal
vishore, paba.clalis aliba-guaey System Generator,
Fiﬂd}ﬂgﬁ inplude 4. MONTTOR:
+ . 4 X ; 4 v
Durng tha fasity tour conducrad r 471118 froim I:x%‘cutw_f. EJectUr ar designee will
approximataly 1.00 - 2.00 Péd, a remoe manua! }’E‘Fd\“?ﬁ ﬂ'lﬂf the remote mam'nai gtop
stap for the EES generator was nat iccated. 1s in compliance standards with
. NFPA 110 monthly for 3 months.
H N b | o - ~ . &
Aciual NFRA stendard. Monitoring of this system will he
MFPA 110 added to the preventive maintenance
' check and reportad to QAPI monthly
5.6.5 5* At installations shall have a remote for 3 months.
maqaual ston station of a iype Lo preyant
nadredent or unintentional operation facated 5. Date of Complinnce: S/16/18
gutside the room housing the pame mover, whare ' '
5o instalied. or elszwhera on the preamises whafe
the prima maver is iecated viitside the buiding.
5 6 581 The ramate manual sfop siafion shali be
labeiad. A
(-?E Elestrical Systams - Essentat Elactric Syste Kok o '
CFR st NFPA 13 -
Fiectrical 5ystams - Essantial Electric System co
Alar Annunciaios
f;;—_u.’%;gm G-255702.9, Pradnus Yergoes Lbaslate CZEp2s Eoieteoae shawe Dygs 1100 15
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parerating foom in a lecalion readily absarvad by
operatng personnal Tha amncaciaberis
hard-aived o indoate alanm ceadiions &1 the
preaeercy pasLed s2ucce A contralized samputer
s/afom (39 bulding nfarreaton syaemyis not
to be substituted for the alarm annunckdtor.
B41.117.64.41.175 {_NFF‘AQ‘B;

Tiis AEQUIREMEMT is noi met as evidenced
b!w

Based on okazrvatan tha faciit, faiksl 10 angure
tha Essentix Elechicat S““i«:m (EE S was
eFsippad wi 2 remeie annunc@iar in
assordance with MPPAGSY Fadurs o provida a
rameta garngneiaisr oould resuiin Riach of
awaraness o system fadures dwing a povier
cutags or othar emarganey whan his sysiem is
reciuired This daficient praclice aﬂeyiad 24
ceaidents, stal and visitars oo the dak of the
IUTVEY

Findings inciude:

During tha fazls; our condueted an Aprd 1+, 201
froin appregimately 1.00- 3 00 PM 2 remots
anaurciaior for the EES was nol locatad at any
acrmaily staMed loation,

Arctual NFPA staadard.
HEPAE]

6 4.1.1.17 Alarm Arrunciater A remoie
annunciator that is storags battery powarad shalt
be provided to nparate auiside of the generating
room in a iacation readity abserved by aperating
parscnrel at a reguiar wark station {ses 700,12 of
MNFPA 70, Nafiena! Elecirical Code’, Tha
annwnciator shall be hard-wired to ingdicalz alarm

R BLLEALRY STATEMENT OF CEFQIENCE 3 e @
FASFN - EATH CESDENS Y MUST B8 MRECEDEE B RESULATIAY  CPREEN £ E ACT 0N SHOLAD B2
T DRSS IDERTEY™ 3 SO Tad ENCED TO THE APEE IO ZATE
E“P;rzs.,:a . 3
K ¢15 Continusd Fram page 14 P K&i 5 r——
A rzmoie annunciaior that s siorage battary
powarzd is provided to operale oulside of the I SPECIFIC ISSUE:
de H 2

The iaciliy Tailed to ensure the
Essential Blecsrieal System (EES)
penerator was equipped with a remote
anmnociator in accordance with WFPA
99,

(JOTHER RESIDENTS:
All regidents hove petential to be
allfected by deficient practice.

SYSTEMIC CHANGEY
Facility has contracted foe the

insraiiation of the remote onnunciator

for the Essential [lectrical System
Creaeratur,

MONITOR

Executive Director wnd/ or desipnec
wili validate that the rerote
anmunciator is in compliance
standards with NFFA 599 manthly for
3 menths. Monitortag, of this system
wiil be added tu the preventive
maintenance check and reported to
QAPL manthly for 3 months,

DATE OF COMPLIANCE

31618

FOIRRMCAES PEST:52.05, Previpus Yasniens Dhsoleta
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CLEARWATER OF CASCADIA

1204 SHRIVER ROAD
OROFING, §D 83544

Eoanis v STATENENT OF CEF IENCIES
(EATR DEFCIEN DY AUST 8B PREJEDED §Y Fu b REGIHA™D3T
CRLSLITES T FieE T IAMAT

PRE
T13

3 3 PLAN OF CORVEST.OM
CHNE AT S0 8E
SIED IO P-E AR ATE

CEFCHEHNEY

K823
33=0)

K515 Conlinued Fram page 1

conddtons of the emeargaency oF 2UXiiary powar
saurcg as foliows:

{1} Individual visua! s.gnals shal indicale the
foflowing:

{ayVWhen th2 emargenty or utiary prver
gaurze i aperaling to sugply phwarts inad

{0 Whan the batiary charger is maifunctioning
{1 individual visual signais plus g soimman
audible signal iowamn of an engina-genaralor
garm cond:tion shafl mdicatz the following

{a; Low iubricating oit preasure

() Low watar femparatyrs (helow tha! required in
54 1.1.11)

(o) Excassive watar temparatuca

{chy Low Ryt whan tha main feal siorage tank
gontaing fess thas a 4-haur operaking Supply
(=) Ovarcrank {faijed b stan;

if; Dvargpesd

Gas Equipment - Cylinder an¢ Contalner Starag
CFR{s): NFPA 101

Gias Equipment - Cyiinder and Container Starags
Greater than of equal to 3,002 cubie fae

Sicaga weabons ar designed. conskuctad. and
vantlatad in accordance with 5 1.3 3 2 and
1333

»>300 bt <3 000 eubis feat

Sioraga iccabions are ouldonfs in an enclesurs of
within 1 anciased interior spaca-of nan- o
limited- combustible conatruttai, with door {or
gates nutitoers} that can be secured Oxidizing
gages are not stured wth flammables and are
sepacated from combusblbies Yy 20 fest (5 faat if
sprinkiered; or enciosed ina cabingt of
noncombusiibie consiucon having a smérimuom
1/2 he fire protection raling

L=as than or equa: @ MU0 cubic feet

in a sigle smake compadment, individus
tyfindars available far immadiaia use in patiant
care arzds with an aggregate volume of jess hap

K 81¢

K 521

L.

SPECIFIC ISSUE:

The Facility failed to cnsure cryogenic cxygen
cylinders were secured in accordance with NFPA
99,

OTHER RESIDENTS:

All residents, staff and visitors dre al

risk 1o be aifeated hy deficient

praciice,

SYSTEMIC CHANGES:

The cryngenic oxygen cylinders
were immedintely secured by chain
foflowing survey in acgardance with

EGEIN DRG-295 70T 89 Franeds Varsions Of iseta

NEPA 99,
Y Y ¥oootpraan geasl Bage 13 of 13
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of equal to 300 eubic feat are not required fo ba
aforad i an enchsure. Cylinders must ba
handied 41k precaitons as specifizdin 11,6 2

A precaviionary s@gn readable from 5 izetis on
g3ch danr ar gate of 3 oylindar storaga wem,
whara tha g inciurdes the wording 33 3
minimam "CAUTION DXIDIZING GASES)
STIRED WITHIM &0 SMOKIMG "

Storags s plannad so cyindars are used in nidar
of which they are received from the suppiier,
Empty cyhnders dare segragaied fram fuf
tylindars Vwhen faciity ernploys tyfindgrs with
inlegral prassurs gauge. a thrashoid pressurs
considersd emply i3 estabished. Empty cyfindecs
aa mated 1o avoid confusion. Cylindars starad
in tha opan ara protected from weather

1131, 11372 1133 1§34, 11.6 5 {MFPAGY]
This REDQUIREMENT i35 not mat as evideaced
by:

Aased on obsarvation and intzrview, e faciy
failed to ansure cryngenic oxpgen cylinders were
secufad in acconiancs with NEFFA Y9, Failure lo
sacure hquid oxygan cyiinders has the potential
for cyfirder damage from faling. increasng the
risk of fres and explosions This deficient prackice
afactzd staff and visiiors an the data of the
sLMYEY

FFindings includz

During the facifity oy conductad on 441118 fram
1.00 - 3010 PM, observalion af the cxygan
storage raom at the rear of the faciily. revealed
thres (3; LOX {Liquid Oxygen; eviindars
unsecurad by aither a cart. ek o chained.
Intepdew of the Flant Oparations Manager
reveglad he was unawzre of tha requiremeant or
seciring LXK oylindars,

Actual NFEA s{andard:

135”43 ERR i e ]-.'41 1520“3-
WA DF PRI RED I SRR ER FYSERTADCRESA v STATE L7 oab ' '
- CLEARWATER DF CASEADIA 1104 SHRIVER ROAD
OROFING, 1D 83544
_ _SMEMRY STUEVENT OF LESZIEN O o PR TACEA S FLAN OF SIPRECTON %
SEASH DEFAERTY MRAT BE PRATEDSST 37 Fugl HEJLGATIFY  pazax EA0H UIRETIATAE 407 SR EHILID BR CAELEY oy
CR LSS IDENTIFY I3 B FIRMATY N T3 I8 REFEAINCED TS THE APRRIPIATE aTE
CEFICIENTY:
K8:3 Candnued From pags 12 K223 4, MOXITOR; o

Cxeviitive Director and’ or designee
will vatidate that the cryngenic
pxypen cylinders are secured and in
complisnee standards with NFPA 99
maonthiy for I manths. Manitaring
of this sysfern will he added to the
revensive maintenance check.

5. Date of Compliance; 5/16/18

075121
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1 _ SURIART STATEMENT OF DEF JiEs FRIGICER & PLAN OF 00925 1 F oy
PaEEY  EASK IEF.CENIY AMUST BE FREJELFU H il ik EoTWEANTON 3 1T 8
0] OF L3TIDENT R ING 2P ORI .

CROZENIFERENIED 10 TAE S3Sl PRRIATE
CEFICIENIY

K &23 Continved From paga

1.7 Liquid Qxygan Equipmani,
11 7.3 Containgr Storaga. Use, aad Operation.

11 7.2 Liduid owygen hasa esseryof comane s
shatl be sanurad by ona of tha Sdiowig maibad s
whilg in storags o use o pravent JEping over
cassad by cortacy, vibration. 0 seisrmic actvity’
{1; Saturing tu a fizd object with cne or maore
restraints

{7} Sacurng within a framework, stand, or
Aasambiy dasigned fo resist contanier movemeant
{3 Rastrawring by placing the container against
ka0 peints of contast

¥ 525 Gas Equicmant - Quatfications and Training
S5zF CFR{s) NFPA 101

(Gas Equipment - Quatifcalons and Traning &f
Persanngt

Parsonnsf concarned wiln $he apoicalon,
maintenance and handing of madinal gasas and
cvlindars are frainad on the risk. Fagiities
pravidz continuing education. incluting safety
guidelines and usaga reéquiremants Equipment i
serviced oniy by personfel ranedin the
mainienance and cpération of eqaipment,
11.5.2 1 INFPA §9)

This REGUIREMEMNT is not mat as evidenced
by

Biasef:j an record review and inferview. the faciity
failed v @nsure toniinding education and staff
training was proviced on the dske assncliaied with
the storage. harding and use of medical gases
and their cylinders. Failure Lo provide training of
safaty and the risks associated with medical
gases. prientiaiy increases rsks associated and
hinders staff esponse with the wse and handiing
of piygen. This deficlent praciice potentialy
altectad axygen dependant residents, staff and
visilors on the dake of e survey

K 526 K 926

1. SPECIFIC ISSUE:
The Facility failed to ensure continuing eduration
and stafl waininz wos provided on the risks
associnted with the sipeage, handling and vse of
medical gases and their cylinders,

2. OTHER RESIDENTS:
All residents, staff ard] visitors arc at
risk 10 be affecied by deficieni
practice.

PR O EPEE T O 3%, Pripdious Waraiory Qosolere
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PRALIE D PR YODED WD R T s STREET ADCRESR OTY STAVE 7o 000E
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
OROFIND, 1D B354
X SUMAARY STATEVEN OF DESIIEY2ES in PEOLTER § PLAN OF D=
| shub-FPy TESZIEN Y NS T AR P COBY FLLLRE T AT 0N R SIREESTLE AT ON i
% S ICENTF {83 B SEAST O S35 REFIRINCED TO THE APFA
DEFIGIENCY,
K&25 Cantnuad From page 14 K828
Findings include. 3. SYSTEMIC CHANGES:
(POINg= InEILEE Facility educatian calendar updated
During review af providad fraining records en to include apouai training of
411743 from & 24 - 10 00 AN, ne recaords wars spplication, niaintenance and
£ :.:’j‘?;‘i faransia 57‘73”:“133'*;@ Intarviza of 3 Randiing of medical pases and
of 3 efal’ memgers on 4 1715 from 1245 -139 eylinders including associated risks,
P ravaalzd none had paticicatad i any Additionally. th frain;
eontinuing education pfogam an iha rigks i%iOLl{i Y, the same r?”f?{“g
associatzd with the storage, handfing ar us= af pragram is updated for fucitity
meadical g3sas orientation of new employees.
ot NEPA ord Staft Development Coordinator
e i P stangarn p . :
Aaia: SANGHE educated by Executive Directar on or
MEBA €5 befmte 5716718 o ensure DXygen
11 5 2 Gas2sin Cyfindars aod Liguafed Gasasir traiming and edvention of above
Containers mentioned requirements are provided
11521 Quatficaton and Traning of Persorne! upon -orientation and annuaily to
115211 Parsornel concernad with the empiovess
applicaiion and maintenance of medical gasas pioyees.
end ¢thers who handie medizal gases and the
e/indzrs that contain the madical gases shall be 4. MOXNITOR:
trainad cn the risks assaciated with thelr handling Executive Director or designee witl
and uge BB ety Arentath A ¢
e ) audit faeility ortentation and annuat
115 2.1.2 Health care facilites shall provide L “y kv x 3 ¢ thiv
programs of continuing education for thair rmngs weekly X 5 Hen monthly X
persannel 3 to ensure ongoing compiiance.
11.6.2.1.3 Cuntinuing educaton prograrns sha Results will be reviewed at monthly
includa padiadi raview of safety guidalines and QAPI meetings and addressed.
usayga raquiraments for medical gases and their
cyfinders.
5. Date of Compliance; 3167138
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DEBARTHMaM T OF HIALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAD SERMICES

Frinted  B422:20018
FORM APPROVED
QL8 MO 09.)8-D361 i

STATEMEN T &7 CAFIL ENDES %, FROVEER 3LPPLIZ LA Rl MLATIPLE CO8 ST 5t DATE SU
A FL-\E:‘?CF ES&RSC?;\}H ;;ZZE}&H?}CA'I?{DN ,‘s‘A?BE:”«"f A pUADES . e g;;;f;#f‘f :
’ 3 F BN E
£15048 3wy 04411/2010
MaELE OF BROVEER CA SUPPUE(R STEEETAJLRESE CITY BIATE 2O
CLEARWATER OF CASCADIA 1204 BMANVER RDAD
. ’ OROFING, iD 83544 j
g, i SUAMARY STATEMENT OF DEFICIENCIES e FRIVIDES S PLam OF CORAECTION §551
FREFR  (EACK DOFEIENTY MUST 0E PRECEGED 8Y FULL RESULATORT  puTFix (AT CORRECTIVE ACTION SHOULD A GUNFLE LM i
TAG Cft LR BIEXTIFTING i ORMATION, TAS SRS REFERENCED TO THEAPPROPRIATE DAYE g
DEFICIENGY)
E 00D inital Gomments E 000 ?
Tha facility is a singia story type V {111} building ?
buiit in 1569 with 2 basement that houses a :
maintenance shop sorage araas and bailer
room. Tna facility is projected hy g compleie
autornatic sprinkler systen in accordance with g
NFPA13. The fire aiarm system is interconnected
and was replaced in 2001, The facility is located !
in & riiral fire district with both public and §
volymtaer resources evailable. Currently the
tacility is fizensed for 80 beds, with a census of
3& an the datz pi the survey,
Tha faliewing deficiencies were cited during the
2margency prepaizdness survey conducted on :
Apid 11, 2018, The facility was sarveysd under
e Emergency Praparedness Rule establishéd
by CME, in accordance with 42 CFR 43373
The: Survey was conductad by:
-Sam Burbank
Heslth Faciily Surveyor
Facilty Fire Safety & Canstruction
E D07 EP Progeam Paiigni Populatian E (07
58=F CFR{s}y 483.73(a)(3)
1. SPECIFIC ISSUE. :
f{a) Emergency Plan. Tna {faciiity] must davelop Clearwater Health and Rehabilitation of
ard mainiain an emergency preparadaess plan - : i
that must b raviewed, and updated at least Cascadia's Emergency Management Plan was
annually The plan must do the foflowing ] reviewed and updated on or belore 5/16/18 by
{3} Address patienticient paputaton, including, facility QAP commitiee and comimunily
but net bmited to, persons ab-risk; the typa of emergency personmnel ko address resident
sarvices fhe [facitly} has the aniity io provide in papuation including persons at risk, staff
anemerqency; and continuity of operations, . . ) . ] o
inchiding detegations of aulhority and suszession succession planning, delegation of authority,
plais.** and facility's abifity to provide services in an
*Note: ['Persons at risk” Juss nol appy o° ASE, Bmergency.

LA GURATORT GHIECT :"%j% OF PROFIDERSUPPLIEN REPRESENTATIVE'S SIGNATURE

L ) AN

TiTLE

<N

XS DATE

-
g 7

Ay Jaficiensy statenan] siing win,

an agterish {7 Jodotes a geficiency which the insliuion may be edsuszn fiom Eofracling providing

# ig detarmined that

pkher salegupids provide suficient sraiectsa o the nalenis {Suw instruciions § Except for nuciing homes, thee fiadings stated dbove are diaclouabiz 99 days
Iligwing. the daie of survey whether or a0l 3 plan of owechon s pioviden  For swrsing homes e above ndings and phans of cortechon ae diciosabia il
days falloiving tha date Hursa daguments aie mada avaliabla to the faciily. H deficiencies are cited. an approved giar of coreciion is requisila to pontinyed
progan parkicipation.

FORECM5-2R67(02-997 Previaus Marsiens Obsolete
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DEPARTMENT OF HEALTH AND HUMAM SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

Prntad: 04;23/2018
FaRM APPROVED

OME NO_0938-0391

hospice, PAGE, HHA, CORF, CMCH, RHC,
FQHC, or ESRD facilities.}

This REQUIREMENT is not met as evidancad
by:

Basad on recod review, it was delzeminad the
facility faled ta providd an emergancy plan,
policies and procedures, addressing tha resident
popitation, including persons ai risk and the
types of senvices the facility has the ability io
provide during an emergancy Failure to address
the facility’s at-risk papuiation and bypes of
sarvices available, has the potential to hinder
continuity of carg and emergency management
response during an emargenty. This deficient
practica affected 36 residents, staff and visltors
on fha date of tha survey.

Firdings includs.

QOn 4/t1#18-from B:30 AM - 3:00 PN, review of
provided emargency pian, pelicies and
procedures, revealed the plan failed to define
what iypes nf services the facility had the ability to
provide during an emergency, or specify as to the
unigue vuinerabilifies’ of the rasident popuiation in
the event of a disaster,

Refarence’
42 CFR 483.73 (a3 {3)

F 009 Local, State. Tribal Colfaboration Process
55=F CFR{s) 483.73{a}4)
f{a) Emergency Pian, Tha {facility} must develop
and maintain an emergency preparedngss pian
that must be reviewed, and updaled at least
annually The plan must do the following']

{43 Include a process for cooperation and
collaboration with local, tribal, regional, State, and
Federal emergancy praparedness officials’ efforts

STATEMENT OF DEFICIENTIES At PROVICEASUPPLERLIA KA MULTPLE CONSTRUC T X3 BATE SUAVEY
AR PLAN OF CORAEITION ICENTIFICATION MIVEER A BUILDING ’ ‘CDMF’LE‘II'E.D
135048 3 WS 04/11/2018
NAME OF PROVIDER O3 S.PPLIER STESEN ADRREAS CITY, STATE Z:2 COOF
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
OROFING, ID 83544
€04 1D SUNMMARY STATEMENT OF DERCIENTIES D PROVIDER'S PLAN OF CORREC TION 5
FREFX  {EACH DEF.CHEMCY MUST DE PRECEDED 87 FULL REGLLATORY  pasFi {EACH CORRECTIVE ACTION SHCJ:.'ILU-EIE aca.l;axlfaf"rzcs
TAG. LA LSS IDENTHYING INFORMATION ™o CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFCIENCY}
E 007 Conlinitad From page 1 E 007

2. OTHER RESIDENTS:

All residents, staff and visitors are potentially
affected by deficient practice.

3. SYSTEMIC CHANGES:

Plan was updated to address unique vulnerabilities

pf the resident poplation including residents at risk
facility's ability as well as types of services provide
in the event of an emergency. Staff will be educatdd
on or before 5/16/18 by Executive Director and/or
designee.

4, MONITOR:

Upon completion of initiai education with staff,
Executive Director and or designee will monitor
the effectiveness of the emergency management
pian through staff inierview and provide outcomes
to QAP] committee monthiy for the next 3 months
Additlonal education will be provided as ngcessary.
Plan {o be updated as indicated and reparted to
QAPI.

5. DATE OF COMPLIANCE: 5/16/18

[l

E 009

FORMCRS-2387102-9%9; Frevious Yersions Dbaniste
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DEEARTMEN T OF HEALTH AMD HURAN SERVICES
CENTERS FOR MIDICARE & MEDISAID SERVICES

Printad. 04/21,2013
FORMAPPROVED

QMBND 0933-0391

to maintain an integrated response during a
disasier or emergency situation, inciuding
documentation of the facility's aRarts o contact
such oficials and, when appficabie, of its
padicipation in cofiaberative and cooperative
planning eflors.

*{For ESRD facilities only at §494.62{a)4)}: (4)
Include a process for cooperationand
collaboration with iccal, fikal, regional, State, and
Faderal emergency preparedness officials! effaris
to maintain an iklegrated respanse during a
disaster or emaergency situation, including
documenation of the dialysis facitity's efiors to
contast such officials and, when applicable, of its
participation in collabaraive and cooperative
planning efforts, The dialysta facikly muis{ contact
the locat emergancy preparedness agancy at
ieast annually to confirm that the agency is aware
of the dialysis fackity's needs in the eventof an
emergency.

This REQUIREMENT s not met as evidencad
by

Based on record revdew, it was determined the
facility failed to document coflatboration with lacal,
tribal, regionaj, State and Federaf EP officials and
infegrated emergency response efforts. Faijure
to develop a collaborative planning effort with
rmuti-jurisdictional antities, has the potential to
fimit the facilities options during a disaster. This
deficient practice afiected 38 residents, sta¥f and
visitors on the date of the survey.

Findings include,

On 4/11H8 from 8.30 AM - 3:00 PM, review of
provided policies, procedures and the emergancy
plan, no documentalion was provided indicating
coflaborative invelvernent with local, tribat,
regionat Slale and Federal EP officials, including

STATEUENT 9F DEACIENDIES A1 PROVIDER SUPELIER.CUA A2 MULTIPLE CONSTRUCT.CM X3 GAT -
AND BLAM DF CORRICTHOM IDENTIFICATION SUMDER A BUILDING " }m;fg’ffg“* ’
135043 B MiNG ;
" 04/11/2018
MAME OF PROVICEA DR SUPPLIER SYREET ADDRESS CITY, STATE 2iP CODE
CLEARVYATER OF CASCADIA 1204 SHRIVER ROAD
OROFINO, ID BY544
(Ui m SUARARY STATEMENT OF DEFICIENDES ) FROVIOER'S PLAN OF CC o :
PREFK  (EACH QEFICIENCY MUST BE PRECEDED 87 FULL AESULATORY  pRosx {EACH COHHECTI‘J‘E Acnauﬁgﬁgsﬁ:u“ag mbé;gwn
TAG OR LEZ DENTIFYING INFORMATION] TAG CROB3-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
E 009 Ccniirued From page 2 E 0na

1. SPECIFIC iSSUE:

Clearwater Health and Rehabilitation of Casacdia’s

Emergency Management Plan was reviewed and

updated on ar before 5/16/18 by facility QAP

committee emergency personnel to include

comprehensive collaboration with mutti-jurisdictiona

antities and will include dacumentation of the facilitie

efforts to contact such officials.

2. OTHER RESIDENTS:

Alf residents, staff and visitors are affected by

deficient practice.

3. SYSTEMIC CHANGES:

Palicies and procedures were updated to include a
hazard risk assessment including collaboration with
lacal emergericy authorities. Such coliaboration will
be documented. Staff will be educated on or before
5/16/18 by Executive Director and/or designee,

4, MONITOR:

Upaon completion of initial education with staff,
Executive Directar and/ar designee will monitor the
effectiveness of the emergency management plan
through staff interview -and provide outcome ta
QAPT committee monthly for the next 3 months.

Additionai education wiil be provided as necessary.
Plan will be updated as Indicated.

iF

FORM CMS-2557(02-99; Pravicus Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN BER
CEN {TERS FOR MEDTARE L LIEDIT A Sm

%’“{::,

Prnted 42322018
 FORMAPPROVED
SME NG 0933-0901

STATELENT O 4o oy s AN MULTIPLS CONGVRUL D% e PAE o

ANT Han OF -c. Ei:"iih S s S LW - "‘52;,';35?53”
135048 BOWING 2018
MNAME DF FAOVIDER DR 5UPPLIER SYREET ADDAESES CITY, STATE 24P LOUE
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
QROFIND, 1D 83544
4510 SUBMARY STATEMENT OF DEFIDIERDES 10 PROVIDER'S PLAN DF CORRECTION e
FREfiL  (BACH DEFCENCY MUST BE PRECEDED BY FULL REGUAATORY PREFR {EALH COARECTIVE ACTION SHULLD BE EARPE £ TN
Ag O LSS IDENTIEYING iR ORMATIO N A4 CROS3 REFEREMOED T THE APEROPIEATE ATE

DEFICENCY}

Ep09 Continuad From page 3
sucht involvernant as padicipation in cdinly EMS
or regional healtheare coalition maatiags,

Reference: _
42 CFR 4083.71 (a} (4}

E D8 Provedures for Tracking of Siaff and Patients
55=C CFR{s} 4B3.73{b}2)

f{b} Policies and procedures. The (facilties] must
develep and implameitt emaigenty praparedness
policies and procedures, based on [he
emargancy pian se1 forth in paragraph {a) of this
sacticn, rise =ssessment al pafag:'aph {a}1jof
ihis section, and the gammurication plan at
paragfaph {n} of this section. The pckcies and
procedur=s miust be reviewed and upfated at
feast annually.} A a ninimum, the pa%ucze% and
procedures mun?addaess the folfowing )

{2) A syatem ta lrack the location of o :l»duty gtaff
ant] skeltared patizngs in the {fackiy's] care
during an emargency. {f onwduiy staff and
shefterod patienis are refogaled during the
emargency. tha [aaiidy] must document the
specilic name and focalion of the receiving facitity
or ather iacabtion.

#For PRTFs at §441.184(h}, LTC at §483.73b),
ICFAIDS at §433 475(b}, FACE &t §450.84{b)1
Palicies and procedures. {2} A sysiem ta irack the
iocation of on-duly staff and sheitered residents in
the [PRTF's, LTC_ ICF#40 or PACE] zare during
snd afer an emergency. if on-dugy stal and
shefiered residenis are reiocated during Whe
emeryency, the PRTFg, LTC, [CFAIL or PACE]
mus! document the specific name and logation of
e raceiving facifity or other locatan.

"Ear inpatient Hogpice at §413. 113(b}i6}:]
Palicies and procadufes

E 009
5. DATE OF COMPLIANCE: &/16/18

E013

1. SPECIFIC ISSUE:

Clearwater Health and Rehabiitation of Cascadia’s
Emergency Management Plan was reviewed and
updated on or befare 5/16/18 by facility QARI
committee and community emergency parsannel to
update site-specific policy and procedures 1o inciud;
a staff and resident tracking system to be used durls
an emergency.

2.OTHER RESIDENTS:

All residents, staff and visitars are potentially
affected by deficient practice,

3.5YSTEMIC. CHANGES:

Policies and procedures have heen develcped lo
include a tracking syslem for staff and residents,
Staff wilt be educated on or before 5/16/18 by
Executive Directar and/or designes regarding
facility's updated policies regarding fracking system
for both residents and staff during an emergancy
which will include but not limited to evacuation and
shelter-in-place scenarios.

5]

R CMS-2597(02.45; Preaoy s Yessons Obsaiste
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DERPARTEINT OF R

LTH AN HUSAN BERVICED
CENTERS FOR MZDICARS d MEDNSAD BEAVICES

Fristad. (49237040
FORR ARPPROVES

QMB NO. 0938.0331

{it} Safe evacuation from the hospice, which
inciudes consideration of care and {reatment
naads of ayacuees; staff responsibiities;
tanspontation, identifization of avaryation
focasionis] and primary and ailernaiz maans of
coNuTGNIatn with extersdi Sources of
assisiance.

{¥} A system fa track tha jocation af haspice
empioyees or-duty and sheltered patients in he
koseine’s care chaing an emergency Ifthe
on-duty emiployers or shelferad patients ara
r=focatad during the emsrgency, the hoapice
must desurnant the spesific name and bocatian of
the receiving faciity or othar Incation,

=07 CRIHGS a1 §405.920{by | Polictes and
procadures (2] Sale evacuation from the CMHG,
v:hich inciuges consideration of care and
reatmani needs of evacuees; staff
raspansibiliies; ransportation; identification of
evacualion locaion(s} and primary and afternate
means of comrumnication with external spurces of
assisiance,

HFor OPOs ai § 486.360{b}.{ Foicies and
rrocedures. (2) A system of medical
decumentation that preserves potential and
achal denor infarmation, protects confidentialily
of patartiol and actual donoer informaticn, and
sacures and mainiains the avadability of recbrds

“(For ESRD at § 494.52(b);| Policies and
procedures, {2) Safe evacuwation from the dialysis
facHity, whinh Includes staff responsibllities, and
neeis of the patients.

This REQUIREMENT 15 nat metl as evidenced
by

Based o record review, it wag detarmined the
facility failzd to provide a policy for tracking of
staff and sheltered residents during an

STATEMEYT 37 DR A " S RPFLER LG A BALTRLE S TRLL T O A3 DATE 3UREY
AND PeAN F SORAEIN0N A B COMPLETED
3 i
Pt 14414/2049
NAME OF PRAVICER R SUPPLISR STREETADORESS LY. BIATS. 7P COGE "
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
OROFIND, 10 PAS44
[T n] SLi'siMA:ﬂ'T' S’fﬁfﬁ}\’gNT 07 PEFH:-}EPQ:IE:; Hal PAOVIDER'S PLAN OF BOBRES TN G
PRsux  (EACk DESCIEMDY \UST BE FRECEUED 3¢ FULL AEQULATGRY  PREFN (EACH CORRECTIVE ACTION SHOWD OF CCMPLETION
TG CR LSC QENTIFYING N8 ORNATION, TAG CROS3-REFEMENGED D THE APPANGRIATE 2ATE
GEFICIENCY?
EDis Coringed From page 4 ENid

4. MONITOR;

Upon compietion of initial education with staff,
Executive Director and/or designee will monitor the
effectiveness of the emergency management plan
through staff interview and provide outcomes to
QAP committee monthiy for the next 3 months.
Additionai educalion will be provided as necessary.
Plan will he updatad as indicated.

5. DATE OF COMPLIANCE: 5/16/18.

FDRM CM5-2567102-99; Previcus Varsions Qttolela
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OF HUMAN S3SRVICES
JEDIDAID SERVIDES

Péintad m’laf,?ﬂia
FORALABPROVED
OB N0 D833.0391

i{t) Palicies and pracedures. The [facilites] mus:
develop angd implement emargency piecaredne2ss
policias and pracodures, based on the
smenyenry plan set farth in paragraph (a) of this
section, risk assessment at paragraph {a){1) of
this section, and (he communication gian at
parageaph te) of this secbon. The policies ard
practduras musibe reviewsd and updalpd a2
ieast aanyally. ALa minimum, the policies and
procedyres must addiess ine foliowing:]

{d} Ameans to sheler n piace for pa'ienza staff,
ard valunteers who remain in the gh I fidror
{2).(31(5,.6)] A mears to shelier in piacs' for
ratienis, staff, and volulesrs who remain i e
Thacitity}

“Fer inpatiant Hospices at 5418 113{by | Policies
and pronedures.

TOER IR St LA S ARAT PLE CONSTRICTON | DATE 1R
GE ST ITATON ALLEER & UL DG O e STy
1315048 £ vuiles b4172D18
AT CF PAIVITER T BUPPLER SYREEY ADDAEST Oy S7ATE Lifoop
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
DRGOFING, D 1544
T FUARMRESTATEMINT OF QBFICIENDIES i PROVIERS PLAN OF aﬁéﬁs{&;ﬁneﬁ M
PAERR  EAGHDEFWCIENGT NUST B2 PRECEDED 8Y FULL REGULATIYY  PREFN {FAZH CORRAECTIVE ACTHON SHOULD 88 i.v-%ﬂ"z‘ﬁ;vrl
Th CHLST IDENTFYES NP ORMATION: a3 CROSLREFERENCED 141 Trid SPPAIPRIALE BaE
DEFEIENTY}
Edi2 Continued From page § E0i8
emergency. Lack of § iracking poficy for sheikred
gtaf end residents has the potential fa hinder
continuily of case and essartial servicey dusing
an emergency This dadnient praclica has the
potenial \o affect e A8 residants, siaff and
vigitoss in the [2city on the dale of the zurvay.
Findings include:
On 449718 from 2.30 AM - 3:C0 PM. raview o
providat emergeiicy plan, policies and
procauras. fajled i damonstralz the faciiy had
in pface a svstem o rack e lecation of on-duly
s1aF znd residonts shehared in the facifty dudng
an ememancy,
Hefarence:
47 CFR 483.73 (13 {3
£027 Poilcies/Pracedures for Shelleding in Place E 622
g8=F CFR{) AR TN 1. SPECIFIC ISSUE:

Cleansater Haalth and Rehabititation of
Cascadie’'s Emergency Management Pian was
reviewed and updated on or before 5/16/18 by
faciliity QAP committee and community emergency
parsonngi to include policies and procedures that
insure plans for sheitering are in place,

2. OTHER RESIDENTS:

Al residents, stafl and visitors are potentially
affected by deflcient practice.

3. SYSTEMIC CHANGES:

A pian, policy and procedure has been developed
that address sheitering, including provisions for
yesources neaded ta continue cere during an.
RMETGenCy.

FORM CAI5-256T{HL4Y9; Pravivus Waraiong Obsolate
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DIEPAATMENT OF HEALTH AND HRS ARG EERVICES

Proted  (4/2372048

CENTERS FOR MEDIGARE & LIEDIGAID SERY CES | ) MR S ED
STATELENT Of DESIENSIES Nt PHONDELSUPRLES £k EHARITPGE QORI TRLLT N e &y ;
AkD AN {;E“ ’“«;M;?@W LT ;Ai” ON RIBIEER A BULDNG Xa}éﬁ%ﬁ;‘é“nﬁ
135049 0 owWing 041152018
AGAS OF BRIVIDES OF &1 P00 SYSEETATURISE GTv SIACE 26 DOCH i
CLEARWATER OF CASCADIA 1204 SHRIVER ROAD
ORGFIND, il 83544
iy i SUAARY §TAVERENT OF OEFICIENGIES e P P ; ;
PRERY,  [EACH CERDIENLY ifidﬁl' B PRECETTO BY FULL REGUAATIRY pn%;‘;pgx {EADH z%:éqg(;%kg&‘;;g 5;335? Bz Leg,géi; on §
TAQ TR LICDENTIF ¥ivG INFOTUASEIN, 1AS CROSS-BEFERENCED TO ThE APPROPIGATE 0ATE ;
) GEFICIENGY)
E 022 Congnued ¥rom page § EDog o
{i} The fnflowing are addiicnal raquiraments fior y {
hospice-operaied inpatent cace facilifes arly conﬁm'{ed from pg. B , .
The pelicies and proceduces mos: address e Staff will be aducated on ar beflore 5(16/18 by Exscftive |
Tnifawing: ! £ i ; ; Hitv'e 1niinted |
: ‘ Jireciar sndfor designee regarding facility's updste .
{1 Ameans to shelidr in place far patiends, Dir L ) g 3 g \{5 gj '
hospice empioy2es wha remiin in the hospice. policias and procadures for sheitering residents |
This REQUIREMENT is nat mei as evidenced dJuring an emergency.
by: -
Sased an record review, it was determined s 4, MONITOR: ;
facility fafed to pm'..'ide a pokcy procedurd or : _ ; . :
plan for shellarieg in m st Fatues b pravide a Upon complegion of initial edUu,:aiEDn w;i’h staft}. :
ptan for sheitzring In place has the petenlal t Exacutive Diragior andior designee will monitor the
teave residents and 5'aff without resourzes o effectiveness of the emergency manaygement plan -
canfinus care duing an emesgancy. This _ . . P
daficlent practice afested 16 fasidents, staf ang  through staff inferview and provide oufcomes 1o -
visitars on the date of the suray. QAP! commitiee manthly for the next 3 months. |
Findings include Additional education will be provided as necessary,
. Plan to be updated as needed. :
On AA3HD fromn 830 AM o 300 PN, review of CE &
provided emzrgency plan. policies and 5. DATE OF COMPLIANCE: §/1B/18,
procadures, failed g ravaal iaformation far ‘
sheftedng in piace.
Referénca:
42 CFR a82.73 {n) {4; :
E 010 Names ard Copgact informatian E 030
5520 CFR{s} ¢23.73(cy1}
> " 1. SPECIFIC ISSUE:
;m? TP"E é;ﬂﬁ?gi‘ﬁ E-‘tépf Eg”i_?ss ?mﬁﬂpﬁcﬁga Claarwater Heaith and Rehabiltatian of Cascadia’s
ransplant tepters, ard MHAS] must develop and i
maintain an emergency preparedness Emergency Management Flan was ‘:%WBWEG and
communication plan that comiplies with Federal,  updated on ar befare 5/1 6/18 by facitity QAR
State and local lows and must be eviewad and : 3 :
g m i ergenc sgnnat !
updated at icast annualy. The Communicaion f:ommsttee and ca ijnty em‘ rgency per‘qn‘n o |
plar must include 2% of e fodowing | inciude updated and S;teespgc;ﬁc cantact st that
] , - includes staff, enlities providing services, patiant
{13 Names and zpnlact infermaiion for the - i d vol =
fafiowing: physicfans, othar facilities, and voiunieers. |
i Siaff.
FORM CNS 2587252 99; Previols Versiong (usolela
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OEPARTMENT OF HEALTH AND HUMAN SERWCE
CENTERS ?{Z}Q MEDICARE & MEBICAID SR

Aratad, 047302049
_ FORM APFROVED
CRIE Moy Dalanast

AFnr RNHCIs at §181.74&cy} The
communication plam mist snciude alf of the
Foltowiny

{1} Mamas aad eontact infarmation for the
falowing:

fi) Siaff,

{4y Entities providing sanvies under arrangement
{1 Naxt of Kin, guardian, o custedian,

{iv) Olhixs HNHCls.

{v} Voluntears

*[For ASCTs at 5415 45(5)} The ctmmunsicaiian
plan must inciuds at of e (cllowieg
{13 Names ahd cr,;nlaci informatun far the
fallowing:
{iy Stalf.

(i) Eniities groviding services under wrrangarmient
[iiiy Patients’ physkeians.
{iv} Votunteess.

*[For Hespices at §410.11%e}} The
cammunigation olan must include ait of the
follwing:

t1} Names and conlact information for the
follwing:

{i? Hospice employees.

{ii; Enliies pmvjdfng samvices under arrangement,
{ia) Patienis' physicians

{1} Olher haspices.,

*For OF(s at §456.260(ck] The cummunication
plan must include o of the foliowinyg.

{1t Names and cenlait informaticn for the
following:

#1 Staff.

. ] o A LT Dopeg THoeh
STATEVENT OF DEFLIENDE S 51 PRIWDER JUFPUEL S gf“?‘ ARLTIPLE SN R %1 DATE BRY
BHET L aB OF COARTI TN ICENTEITAT N MIMAER b Bannmd i b EY
i
115045 5
: e : e - : 0441972018
NALE OF PROVIDER 7 SURPLIER STREET ACDRESS Ty STATE 217 CORE —
CLEARWATER OF CASCADIA 1704 SHRWVER ROAD
ORQFING, ID B3544
10 SUMALARY STATEMNT OF REFICIERCIES "y PROVIER & PLAN OF CORREE T1 e
PREFL  (SATK DEACIENSY MUST B2 PRECEOLD 0 £1AL REGULATLAY  FaLiig (EACH CORRECTIVE _;ussfg}zaﬂg’ﬁgé?arﬁaﬁ conbiEnen
TG DR FEATEN T YNNG mEGRMAT AN TAS SROSS-REPERENCED TO THE APPAOPTHATE A
DEFICIENGY]
£ 135 Ceniisued From paga 7 E 0as
{#) Entilles providing sarviras under arrangemant.
ity Fatents physicians 2. 00THER RESIDENTS:
E“?é’iﬁgé?;’gresr All residents, slafi and visi{urs are potentialiy
VWGl 5. . .
affected by deficient practice. ‘

3, SYSTEMIC CHANGES:
A commurication pian has been developed ta inchuds
cantact tist ihat wiii include 2l pertinent contact

information including staff, rasident physiclans and

other LTC faciities, Staff educated an or befare 5/16:18

by Executive Director and/or designee regarding

facility's updated communication pian and contact #si.

4, MONITOR:

Upon compietian of initial education with staff,
Executive Directar andfar designee will manitor the
efectiveness of the emargency management plan
through staff interview and review of contact st to
validate numbers are current. Qutcomes wit be
provided ta OAP! commitise manthly for the next 3
monihs. Plan wiil be reviewed annually there after.
Additicnat education wilt be pravided as necessary.
Flan wi¥ be updated as indicated.

5, DATE OF COMPLIANCE: 5/186/18.
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| NAME OF PROVIDER OR SUPFLIER STREET ADORZSE GFY §TATE, 2P CO0E
CLEARWATER OF CASCADIA 1204 SHRIVER RDAD
OROFIND, ID 83544

[LESY ] SULIMARY STATEMENT OF DEFILIENCIESR
pREEE {EAIH CEFIDENCY MUST B8 FR ZLEDED BY FUIL AEGULATORY
A% CRLEC IEN T Y ST TP QR ATCM!

o PRGVIOER'S PLAM OF CORRECTION §Xir
PRESIX {EACH CORRESTIVE ACTION SHOULD BE LTIy
Tad CRO35-AEFERENCEDN T0O THE AFPROFRIATE bate

DEFCIENCT]

‘E b33 Contnued Fromi page
{ii} Entitiers providing services under arangament
{iif} Voluntsers.,
§N} Gther OFOs.
Iv§ Transplant and danor haspitals in the OPO's
:)_onaémn ‘Service Area {DSA}.

his REQLUIREMENT is not metas evidenced

b?
Based an record review, itwas deteitningd the
facility fatled to dogumant a communicafion pian
which inciuded contact information for staff,
resident physicians, other facilities and
volunteers, Faliure to have a cammunicadion pian
which includes contact iInformation fnr those
paries assisting in the-faciity’s respunse and
recovery during a disaster, ka3 the potontial o
hinder both intarnal and exlernal emergency
resonnse effarts This deflcient prastice dffected
36 sesidents, stal and vistiors an the date af the
slrvey

Findings include:

On 4/1H18 from 8:30 AM - 3:00 FM, review nf
provided emergancy plan, palicies and
procedures, failed to reveal a communication
plan that included contact inforrmation for re sident
physicians, staff and other LTC {(Long Term Care
Facififies}

Raference:
42 CFR 48272 (e} {1}

EQ3) Hethods for Shanng information
5S=F CPR{si 483 73(cH4 {5}

{tc) The {faciity} must deveiop and maintain an
emerensy praparedness communication plan
that complies with Federal, State and local laws
aned must be reviewad and updated atieast
annually.] The cormmunication plan must include
ab of the folimaving:

Ed30

E 032
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DEFAR IENT OF HEAUTAND HUM AN SERUICES For AR i
CENTER Ma ik D SERECES i OMB ND 0933039
BEATEASNT O 20 i RIrEhals R% T SRV
ANDLP AN OF LI Emm S } A G B . 33;:;_\?;‘?;;1
2
i 2 AN ;
| ¢ — C4/$1/2018
RSIE OF PROVIDEA (af SUPPLIER STREEVADIRERS Oy STATE. IP COE -
CLEARWATER OF CASCADIA 1244 SHRIVER ROAD
UROFINOD, ID 83544
K4 SUNMARY STATERENT OF BEFRIERCIES in o FROVIDERS PLAN OF CONSED al -
PEEFA  (EACH DEFXIENCY MUST EC FASCEDED BV FULL ATCULATIRT  pafkix {EATH CORAECTIVE AL sanﬁ% HE o %&Lﬁ“"@a
AL OR LSS IDERTEY 30 INFOAALET N T35 CADSH-REFERENCED YO THE AP PMHIRTIATE nare
DEFICIENCY
E 033 ConEnued From page D E 033

{43 Amethad for sharing information 2nd madical

¢lucumentation for patiznts undar the {Tasiliy's]

cara, 8% nacessary, with oiher eaith providers to

mainlain the continuity cf care.

{51 Ameans, in ihe evaniof an ovacuation, lo

raidass paiiant informatan s peim itiad under 43

CFR 184, 510(0¥1){ii). [This pravision is no
requirad far HHAs under§48d 22{c}, COHFg
under §435 AB{c) and RHGCs/FQHES undar
5491 12ic) |

{83 {{8) ar {3}}A maans of providing information
abaut tha gereral eondilion and lacation of
pafienis urder (he [lacility'scarg as pesmmetiod
under 45 CFR 164 510¢b{di

*[For RNHCts ai §403,748{c] 1 {4) A mathad for
sharing tfarmation and care dacumentatios o
patients under the RNHCI® care, as necessary,
with care providers (0 maiaiain the continuity of
carg, basad on the wriven eferiian statement
made by e patent ot his or hers i8gal
represeniaive.

{For RHCs/FOIHCS at §491.12{c}k] {4} Ameans
of providing information about tbe gznerat
randition and focation of palents under ihe
Facility's care as permiled undes 45 CFR
164.5G¢hi(4).

This REQUIREMENT i3 no{ met a5 eyidancad
by’

Basad on recond feviey, § was datermined the
facifity faled ta donument 2 pian demenstraiing
e method for sharipg infarmation Judhg an
ermcigency. Faidure o ghareg information with
ather haath care praviders has the palaniial ig
hinder the facsiity's oriity fo cantinue care during
a disaster This deficien; practice affected 26

effectiveness of the emergency management pian

1, SPECIFIC {3SVUE:

Clearwate’ Health and Rehabliitation nf Cascadia’s
Emergency Management Flan was reviewed and
updated on or before 5/18/18 by facifity QAP
committee and community gmergency personng! o
inciude updated and site-specific pokicins regarding
method of sharing information and medical
documentation with other healthcare providers in the
even{ of an emergency, the relzase of patient
infarmation including general condition and transfer
location, if indicated.

2.0THER RESIDENTS!

All residents are potentially affected by deficient
praciice.

3. SYSTEMIC CHANGES:

Fian has been updaled to address the sharing of
patient information with ather healthcare providers,
Staff wilt be educated on or before 571 8/18 by Execut
Director and/or designee regarding facility's policy for

sharing information regarding patient condttion,
location ano method of sharing information with ather
healthcare providers,

4. MONITOR.:

Lpon compietion of initial education with staff,
Execulive Diractaor and/or designea will monitor the

through staff interview,

ENid CNS -5 708 Paodnus Varssmm dbdskln
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133040 ]I‘\ NG I 0411972018
. N - f T
NAME OF PROVIGER OR SUPPLIER BTREETADDATSS CITY STATE, 2P CODE
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X4 D TURINARY STATERENT OF CEFCERTIES o PROWDER'S PLAN ©F CORRECTICIN X
PREFYX (FASHDZFIUENCY AUIST DI PRECECES Br FULL REGIAATORY  BREF (EACH QUARECTIVE ACTIIN SHOULD DE SOMPLETION
A DR LEC {CENTIF 1IN INF GRALATIIN) Tag CROSSREFERENCED (T THE APPROPHIATE pare
DEFICENCY
E 033 Curdinued From page 12 E 033

rasidenis, staX and visiors un the date nf the
BuUrvdy,

Findirigs inciuds.

On Qi3 form 830 A o 2000 PM, review of
pravidad emarganey pian, policios and
procetures, referenced iT securily and faied o
dempastrate a nedicy which idanified how the
Faciiity would share information far the care of
residanis with other haaithcars providers, only tha
policies and proceddras. as reiaed o the secunty
of data and equipniant gssignad or Jeleunted o
company stakf.

Referance:
42 CFRA83.73 {5} (33-{F)

See alc E-0034

£ 034 infonmation oa Qfcupanty/Needs
55=F GFR{sy 433.73(eX7)

fc} The [faciily] must daveiop Bnd maintuin an
emetgency praparedness cammunicatian plan
tat compelios with Fedeval, State and local laws
and rmusi be reviewed and umiated 2! least
arnuady ] The communication pian mus! includa
ali of the {olawmg:

{73{{5; or {63] A maans of providing informaton
shinut the fracility's] ncocupancy, needs, and is
abiity lo provide assisiance, (o the autaorhy
having junsdictian, the ihcident Command
Cenier, or designes,

“For ASCs ot 418,54l {7 Ameans o
previding informubinn about the ASC's neeas, and
fts. ability to provide assistance, to the authar
harding jursdiction, the Incident Command
Cender, or designae.

continued from pg 10,

Qutcomes will be provided to QAP committee
ronthly for the next 3 monihs. Additional education
wilt be provided as necessary. Plan will be updated
as indicated.

DATE OF COMPLIANCE: 51618

E 034
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CENTERS PR MISTHOARE & BEDHOAD SERVIGES OB N 038,048 1
iy 3.0 g
BTATENENT OF & : Vv 33 ARLLEPLE COMSTRUITION 1 DAEE SEY ;
ANDPLAN OF CIRREITON A BLABNRD . : © ng;:}:ﬁqr?r% ‘ |
115748 & W3 0412018
WAME (F PRONITER SR BLAMER - § SIIEY ATORESS TTY §TATR PP IALE ‘
CLEARWATER OF CASTADIA i 1704 SHRI U’ER ROAD
CROFING, 1D #3544
WXy IO S iasty STNTELENT OF CEFRGIENGES [in} FRPAMERS PLAN JF CORAECT 10N Ah i :
PRZFS ﬁ: aZHDE F‘\fﬁJﬂT MLSY AE ?ﬁu\zﬁbtf_c Iy FULL RESLLATIRY FEEFE {E ACH L GRAEDTIVE ,gvg;\‘:g SHOL L" 13 LB Velon H :
T G LS IDEM IEYINIMFOASA T 1% CADES-ACFERSMCED TO THE APPROFRIATE oA ;
DEXCEHOY) ! i
E034 Gonbnued Fram page 11 E 034 '
. ) . 1. BPECIFIC ISSUE:
“{For inpauent Hozpice at §430.130:]1 (/) A means ! . . - ;
of providing infacmation ahout the hospice's Clearwater Health and Rehatifitation of Cascadia's |
hpa?;ﬂi- oCLUpAncy, r%ehedsy ?nd 5 abiify {o Emerpency Management Plan was reviswed and :
pravida assistance, o the aulhordly haxing ' y £ i
furisdiction, e Incident Coswnand Centér, o7 updated on or hefore 5/16/18 by faciity (24P
dasignee. committee and eommunity emergency personnel to
3 H A gk : 3 e P . . 1 ¥
;:’5 REQUIREMENT is not mat a3 evidsnced include updated and site-spécific policies regarding
Aased on recerd review, e faciity faled b means of providing information about the faciiities
pimvide 3 communicalion nias far shating occupancy, needs and/or abiiity to provide
informaton an paeds, potupancy and is abildy io X . . de .
provids asgistance with emergancy managament assistance with Incident Commander of designee.
officiais. Fajura fo previde a plan o share 7 OTHER RESIDENTS:

infarmazion with emesgancy persenngl on tha _ o _ o
facilily's negds and ahiifies Y provide assisionce Al residents, staff and visitors are potentially

during a tisasier, has he potental te binder affectzd by deficient praclice. i
respansd assistanea and continuaban of care for ' . 3
e 30 rewdents housed on ke date of the 3. 8YSTEMIC CHANGES: f
SUMVEY. Plan has been updated in include how the iacility
Findings inciude; would share information as weli as the needs ar

_ _ capabiiites when communicating with emergency
On A/ ]lr.mf’“ .10 A e 3'99[!'3'\*‘1 review of management officials. Staff will be educated on or
provided policias, procadures asd eTergenty
piang faied io indicata what methad the faciity kefora 5116718 by Executive Director and/or designee
would 15 f shars information o {is neads or regarding faciiity's procedure to provide information
capnbliifes when communicating with emergancy _— ) S :
managsment olficials. Provided infarmation on to incident commander or designee.
informatian Technclogy, referred only to thosz 4. MONITOR:
procedures far sacurirg da'a and equipment such — pon completion of initial education with siaff,

as jagtops issued or delegated fo stafl, . . , ) .
P iss g Executive Director and/or designee wilt monitor the

Reference: effectiveness and provide outcomes to GAPI
42 CFR483.713{c} {7) cormmittee monthly for the next 3 months. Addificna
Gee Alsot E-0033 sducalon witi be providad as necessary. Pian Wi b?

updated as indicatad.
5. DATE OF COMPLIANCE: 5/16/18.
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A. BUILDING 01 - ENTIRE BUILDING

135048 B. WING 04/11/2018

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1204 SHRIVER ROAD

CLEARWATER OF CASCADIA OROFINO, ID 83544

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

The facility is a single story type V (111) building
built in 1969 with a basement that houses a
maintenance shop storage areas and boiler
room. The facility is protected by a complete
automatic sprinkler system in accordance with
NFPA 13. The fire alarm system is interconnected
and was replaced in 2001. Currently the facility is
licensed for 60 beds, with a census of 36 on the
date of the survey.

The following deficiencies were cited during the
annual life safety code survey conducted on April
11, 2018. The facility was surveyed under the
LIFE SAFETY CODE, 2012 Edition, Existing
Health Care Occupancy, in accordance with 42
CFR 483.70.

The Survey was conducted by:

Sam Burbank

Health Facility Surveyor

Facility Fire Safety and Construction
K 161 | Building Construction Type and Height K161 5/16/18
ss=E | CFR(s): NFPA 101

Building Construction Type and Height

2012 EXISTING

Building construction type and stories meets
Table 19.1.6.1, unless otherwise permitted by
19.1.6.2 through 19.1.6.7

19.1.6.4,19.1.6.5

Construction Type

1 | (442), 1 (332), 1l (222) Any number of
stories
non-sprinklered and
sprinklered
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

05/08/2018

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (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, the above findings and plans of correction are disclosable 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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CZSX21 Facility ID: MDS001140 If continuation sheet Page 1 of 16
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NAME OF PROVIDER OR SUPPLIER

CLEARWATER OF CASCADIA
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K161

Continued From page 1

2 Il (111) One story
non-sprinklered

Maximum 3 stories
sprinklered

3 11 (000) Not allowed
non-sprinklered

4 I (211) Maximum 2 stories
sprinklered

5 IV (2HH)

6 V (111)

7 Il (200) Not allowed
non-sprinklered
8 V (000) Maximum 1 story
sprinklered
Sprinklered stories must be sprinklered
throughout by an approved, supervised automatic
system in accordance with section 9.7. (See
19.3.5)

Give a brief description, in REMARKS, of the
construction, the number of stories, including
basements, floors on which patients are located,
location of smoke or fire barriers and dates of
approval. Complete sketch or attach small floor
plan of the building as appropriate.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure that the fire and smoke resistive
properties of the structure were maintained.
Failure to maintain rated construction assemblies
between floors, has the potential to allow fire,
smoke and dangerous gases to pass into
unprotected concealed spaces. This deficient
practice potentially affected residents staff and
visitors on the ground floor of the facility on the

K161
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PREFIX
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CROSS-REFERENCED TO THE APPROPRIATE DATE
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K161

Continued From page 2
date of the survey.

Findings include:

During the facility tour conducted on April 11,
2018 from approximately 11:30 AM to 12:30 PM,
the following unsealed penetrations were
revealed in the one-hour rated ceiling
construction of the partial basement:

1) One (1) hole approximately three feet by two
feet and one (1) hole approximately eight inches
by twelve inches in the ceiling of the
maintenance shop, exposing the underside and
the floor cavity between joists, of the main floor
above.

2) One (1) unsealed approximately two foot by
three foot hole in the ceiling of the hall outside
the maintenance shop in the partial basement,
exposing the underside and the floor cavity
between joists, of the main floor above.

3) Two (2) approximately twelve inch diameter
holes in the ceiling of the storage area of the
partial basement, exposing the underside and the
floor cavity between joists, of the main floor
above.

When asked about these unsealed holes, the
POM (Plant Operations Manager) stated the
previous POM had been working on leaks in the
floor above.

Actual NFPA standard:

19.1.6 Minimum Construction Requirements.
19.1.6.1 Health care occupancies shall be limited

K161
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K 161 | Continued From page 3 K 161

to the building construction types specified in
Table 19.1.6.1, unless otherwise permitted by
19.1.6.2 through 19.1.6.7. (See 8.2.1.)

8.2 Construction and Compartmentation.

8.2.1 Construction.

8.2.1.1 Buildings or structures occupied or used
in accordance with the individual occupancy
chapters, Chapters 11 through 43, shall meet the
minimum construction requirements of those
chapters.

8.2.2.2 Fire compartments shall be formed with
fire barriers that comply with Section 8.3.

8.3.5.6 Membrane Penetrations.

8.3.5.6.1 Membrane penetrations for cables,
cable trays, conduits, pipes, tubes, combustion
vents and exhaust vents, wires, and similar items
to accommodate electrical, mechanical,
plumbing, and communications systems that
pass through a membrane of a wall, floor, or
floor/ceiling assembly constructed as a fire
barrier shall be protected by a firestop system

or device and shall comply with 8.3.5.1 through
8.3.5.5.2.

K 291 | Emergency Lighting K291 5/16/18
ss=E | CFR(s): NFPA 101

Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1

This REQUIREMENT is not met as evidenced
by:

Based on record review and observation, the
facility failed to provide emergency lighting in
accordance with NFPA 101. Failure to provide

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CZSX21 Facility ID: MDS001140 If continuation sheet Page 4 of 16
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K 291 | Continued From page 4 K291

emergency lighting for doors equipped with
delayed egress potentially hinders identification
of exits affecting resident egress during an
emergency. This deficient practice potentially
affected residents, staff and visitors using the
main dining room on the date of the survey.

Findings include:

During the facility tour conducted on April 11,
2018 from 1:00 - 3:00 PM, observation of the
facility exit doors, revealed the side exit door from
the dining hall was equipped with a delayed
egress component for the magnetic locking
arrangements. Further observation established
the facility was not providing battery backup
emergency lighting for this exit.

Actual NFPA standard:

19.2.9 Emergency Lighting.

19.2.9.1 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
egress shall be provided in accordance with
Section 7.9 for the following:

(1) Buildings or structures where required in
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
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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 353 | Sprinkler System - Maintenance and Testing K 353 5/16/18
ss=F | CFR(s): NFPA 101

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

a) Date sprinkler system last checked

b) Who provided system test

¢) Water system supply source

Provide in REMARKS information on coverage
for any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
by:

Based on record review and observation, the
facility failed to ensure that fire suppression
systems were maintained in accordance with
NFPA 25. Failure to inspect system components
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has the potential to hinder system performance
during a fire event and/or render the facility not
fully sprinklered after an activation or repair. This
deficient practice affected 36 residents, staff and
visitors on the date of the survey.

Findings include:

1) During review of provided facility inspection
and testing records conducted on 4/11/18 from
8:30 - 10:00 AM, no records were available
indicating the dry system gauges were inspected
on a weekly basis.

Interview of the POM revealed he was not aware
of this requirement.

2) During review of provided facility inspection

and testing records conducted on 4/11/18 from
8:30 AM - 10:00 AM, no records were available
for 3 of 4 quarterly inspections to date.

3) During the facility tour conducted on 4/11/18
from 1:00 - 3:00 PM, observation of the spare
sprinkler pendants at the main riser revealed only
eight (8) spare pendants.

4) During the facility tour conducted on 4/11/18
from 1:00 - 3:00 PM, observation of the outside
Post Indicator Valve (PIV) revealed the valve was
not secured.

Actual NFPA standard:

NFPA 25

5.2.4 Gauges.
5.2.4.2 Gauges on dry, preaction, and deluge
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systems shall be inspected weekly to ensure that
normal air and water pressures are being
maintained.

5.3.3 Waterflow Alarm Devices.

5.3.3.1 Mechanical waterflow alarm devices
including, but not limited to, water motor gongs,
shall be tested quarterly.

5.4.1.5 The stock of spare sprinklers shall include
all types and ratings installed and shall be as
follows:

(1) For protected facilities having under 300
sprinklers - no fewer than 6 sprinklers

(2) For protected facilities having 300 to 1000
sprinklers - no fewer than 12 sprinklers

(3) For protected facilities having over 1000
sprinklers - no fewer than 24 sprinklers

13.3 Control Valves in Water-Based Fire
Protection Systems.
13.3.2 Inspection.

13.3.2.2* The valve inspection shall verify that
the valves are in the following condition:

(2) In the normal open or closed position
(2)*Sealed, locked, or supervised

(3) Accessible

(4) Provided with correct wrenches

(5) Free from external leaks

(6) Provided with applicable identification

K 374 | Subdivision of Building Spaces - Smoke Barrie K 374 5/16/18
ss=F | CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Doors

2012 EXISTING

Doors in smoke barriers are 1-3/4-inch thick solid
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bonded wood-core doors or of construction that
resists fire for 20 minutes. Nonrated protective
plates of unlimited height are permitted. Doors
are permitted to have fixed fire window
assemblies per 8.5. Doors are self-closing or
automatic-closing, do not require latching, and
are not required to swing in the direction of
egress travel. Door opening provides a minimum
clear width of 32 inches for swinging or horizontal
doors.

19.3.7.6,19.3.7.8, 19.3.7.9
This REQUIREMENT is not met as evidenced
by:

Based on observation and operational testing,
the facility failed to ensure that smoke barrier
doors would resist the passage of smoke. Failure
for smoke barrier doors to resist the passage of
smoke could allow smoke and dangerous gases
to pass between smoke compartments during a
fire, eliminating the ability to defend in place. This
deficient practice affected 23 residents, staff and
visitors in 2 of 4 smoke compartments on the
date of the survey.

Findings include:

During the facility tour conducted on April 11,
2018 from approximately 1:00 - 3:00 PM,
observation and operational testing of the smoke
barrier doors separating "C" Hall to the main
nurse's station and "A" hall, revealed a gap
between the two doors measuring approximately
1-1/2 inches when the doors were fully activated.

Actual NFPA standard:

19.3.7.8* Doors in smoke barriers shall comply
with 8.5.4 and all of the following:
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(1) The doors shall be self-closing or
automatic-closing in accordance with 19.2.2.2.7.
(2) Latching hardware shall not be required
(3) The doors shall not be required to swing in
the direction of egress travel.
8.5.4.1* Doors in smoke barriers shall close the
opening, leaving only the minimum clearance
necessary for proper operation, and shall be
without louvers or grilles. The clearance under
the bottom of a new door shall be a maximum of
3.4in. (19 mm).
K 911 | Electrical Systems - Other K911 5/16/18

ss=D | CFR(s): NFPA 101

Electrical Systems - Other
List in the REMARKS section any NFPA 99
Chapter 6 Electrical Systems requirements that
are not addressed by the provided K-Tags, but
are deficient. This information, along with the
applicable Life Safety Code or NFPA standard
citation, should be included on Form CMS-2567.
Chapter 6 (NFPA 99)

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure the Essential Electrical System
(EES) generator was equipped with a remote
manual stop station in accordance with NFPA
110. Failure to provide a remote stop located
outside of the room housing the prime mover,
potentially hinders staff ability to shut down the
generator if required during an emergency. This
deficient practice affected 36 residents, staff and
visitors on the date of the survey.

Findings include:
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During the facility tour conducted on 4/11/18 from
approximately 1:00 - 3:00 PM, a remote manual
stop for the EES generator was not located.
Actual NFPA standard:
NFPA 110
5.6.5.6* All installations shall have a remote
manual stop station of a type to prevent
inadvertent or unintentional operation located
outside the room housing the prime mover,
where so installed, or elsewhere on the premises
where the prime mover is located outside the
building.
5.6.5.6.1 The remote manual stop station shall
be labeled.
K 916 | Electrical Systems - Essential Electric Syste K916 5/16/18

Ss=F | CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Alarm Annunciator
A remote annunciator that is storage battery
powered is provided to operate outside of the
generating room in a location readily observed by
operating personnel. The annunciator is
hard-wired to indicate alarm conditions of the
emergency power source. A centralized
computer system (e.g., building information
system) is not to be substituted for the alarm
annunciator.
6.4.1.1.17, 6.4.1.1.17.5 (NFPA 99)

This REQUIREMENT is not met as evidenced
by:

Based on observation the facility failed to ensure
the Essential Electrical System (EES) was
equipped with a remote annunciator in
accordance with NFPA 99. Failure to provide a
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remote annunciator could result in a lack of
awareness to system failures during a power
outage or other emergency when this system is
required. This deficient practice affected 36
residents, staff and visitors on the date of the
survey.

Findings include:

During the facility tour conducted on April 11, 201
from approximately 1:00 - 3:00 PM, a remote
annunciator for the EES was not located at any
normally staffed location.

Actual NFPA standard:
NFPA 99

6.4.1.1.17 Alarm Annunciator. 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
personnel at a regular work station (see 700.12
of NFPA 70, National Electrical Code). The
annunciator shall be hard-wired to indicate alarm
conditions of the emergency or auxiliary power
source as follows:

(1) Individual visual signals shall indicate the
following:

(a) When the emergency or auxiliary power
source is operating to supply power to load

(b) When the battery charger is malfunctioning
(2) Individual visual signals plus a common
audible signal to warn of an engine-generator
alarm condition shall indicate the following:

(a) Low lubricating oil pressure

(b) Low water temperature (below that required in
6.4.1.1.11)
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(c) Excessive water temperature

(d) Low fuel when the main fuel storage tank
contains less than a 4-hour operating supply
(e) Overcrank (failed to start)

(f) Overspeed

K 923 | Gas Equipment - Cylinder and Container Storag K 923 5/16/18
ss=D | CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet

Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.

>300 but <3,000 cubic feet

Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
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cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty
cylinders are marked to avoid confusion.

Cylinders stored in the open are protected from
weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure cryogenic oxygen cylinders were
secured in accordance with NFPA 99. Failure to
secure liquid oxygen cylinders has the potential
for cylinder damage from falling, increasing the
risk of fires and explosions. This deficient
practice affected staff and visitors on the date of
the survey.

Findings include:

During the facility tour conducted on 4/11/18 from
1:00 - 3:00 PM, observation of the oxygen
storage room at the rear of the facility, revealed
three (3) LOX (Liquid Oxygen) cylinders
unsecured by either a cart, rack or chained.
Interview of the Plant Operations Manager
revealed he was unaware of the requirement for
securing LOX cylinders.

Actual NFPA standard:

11.7 Liquid Oxygen Equipment.
11.7.3 Container Storage, Use, and Operation.

11.7.3.3* Liquid oxygen base reservoir containers
shall be secured by one of the following methods
while in storage or use to prevent tipping over
caused by contact, vibration, or seismic activity:
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(1) Securing to a fixed object with one or more
restraints

(2) Securing within a framework, stand, or
assembly designed to resist container movement
(3) Restraining by placing the container against
two points of contact

Gas Equipment - Qualifications and Training
CFR(s): NFPA 101

Gas Equipment - Qualifications and Training of

Personnel
Personnel concerned with the application,
maintenance and handling of medical gases and
cylinders are trained on the risk. Facilities
provide continuing education, including safety
guidelines and usage requirements. Equipment is
serviced only by personnel trained in the
maintenance and operation of equipment.
11.5.2.1 (NFPA 99)

This REQUIREMENT is not 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 to
provide training of safety and the risks associated
with medical gases, potentially increases risks
associated and 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
4/11/18 from 8:30 - 10:00 AM, no records were

K 923

K 926

5/16/18
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provided for annual oxygen training. Interview of
3 of 3 staff members on 4/11/18 from 12:45 - 1:30
PM, 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:

NFPA 99

11.5.2 Gases in Cylinders and Liquefied Gases in
Containers.

11.5.2.1 Qualification and Training of Personnel.
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 safety guidelines and
usage requirements for medical gases and their
cylinders.

K 926
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The facility is a single story type V (111) building
built in 1969 with a basement that houses a
maintenance shop storage areas and boiler
room. The facility is protected by a complete
automatic sprinkler system in accordance with
NFPA 13. The fire alarm system is interconnected
and was replaced in 2001. The facility is located
in a rural fire district with both public and
volunteer resources available. Currently the
facility is licensed for 60 beds, with a census of
36 on the date of the survey.

The following deficiencies were cited during the
emergency preparedness survey conducted on
April 11, 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 007 | EP Program Patient Population E 007 5/16/18
Ss=F | CFR(s): 483.73(a)(3)

[(a) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least
annually. The plan must do the following:]

(3) Address patient/client population, including,
but not limited to, persons at-risk; the type of
services the [facility] has the ability to provide in
an emergency; and continuity of operations,
including delegations of authority and succession
plans.**

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
05/08/2018

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (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, the above findings and plans of correction are disclosable 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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*Note: ['Persons at risk" does not apply to: ASC,
hospice, PACE, HHA, CORF, CMCH, RHC,
FQHC, or ESRD facilities.]

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to provide an emergency plan,
policies and procedures, addressing the resident
population, including persons at risk and the
types of services the facility has the ability to
provide during an emergency. Failure to address
the facility's at-risk population and types of
services available, has the potential to hinder
continuity of care and emergency management
response during an emergency. This deficient
practice affected 36 residents, staff and visitors
on the date of the survey.

Findings include:

On 4/11/18 from 8:30 AM - 3:00 PM, review of
provided emergency plan, policies and
procedures, revealed the plan failed to define
what types of services the facility had the ability
to provide during an emergency, or specify as to
the unique vulnerabilities' of the resident
population in the event of a disaster.

Reference:

42 CFR 483.73 (a) (3)
E 009 | Local, State, Tribal Collaboration Process E 009 5/16/18
ss=F | CFR(s): 483.73(a)(4)

[(a) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least
annually. The plan must do the following:]
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(4) Include a process for cooperation and
collaboration with local, tribal, regional, State,
and Federal emergency preparedness officials'
efforts to maintain an integrated response during
a disaster or emergency situation, including
documentation of the facility's efforts to contact
such officials and, when applicable, of its
participation in collaborative and cooperative
planning efforts.

* [For ESRD facilities only at §494.62(a)(4)]: (4)
Include a process for cooperation and
collaboration with local, tribal, regional, State,
and Federal emergency preparedness officials'
efforts to maintain an integrated response during
a disaster or emergency situation, including
documentation of the dialysis facility's efforts to
contact such officials and, when applicable, of its
participation in collaborative and cooperative
planning efforts. The dialysis facility must contact
the local emergency preparedness agency at
least annually to confirm that the agency is aware
of the dialysis facility's needs in the event of an
emergency.

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to document collaboration with local,
tribal, regional, State and Federal EP officials and
integrated emergency response efforts. Failure
to develop a collaborative planning effort with
multi-jurisdictional entities, has the potential to
limit the facilities options during a disaster. This
deficient practice affected 36 residents, staff and
visitors on the date of the survey.

Findings include:

E 009
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On 4/11/18 from 8:30 AM - 3:00 PM, review of
provided policies, procedures and the emergency
plan, no documentation was provided indicating
collaborative involvement with local, tribal,
regional State and Federal EP officials, including
such involvement as participation in county EMS
or regional healthcare coalition meetings.

Reference:

42 CFR 483.73 (a) (4)
E 018 | Procedures for Tracking of Staff and Patients E 018 5/16/18
ss=c | CFR(s): 483.73(b)(2)

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies 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 section. The policies and
procedures must be reviewed and updated at
least annually.] At a minimum, the policies and
procedures must address the following:]

(2) A system to track the location of on-duty staff
and sheltered patients in the [facility's] care
during an emergency. If on-duty staff and
sheltered patients are relocated during the
emergency, the [facility] must document the
specific name and location of the receiving facility
or other location.

*[For PRTFs at 8441.184(b), LTC at §483.73(b),
ICF/IIDs at 8483.475(b), PACE at 8460.84(b):]
Policies and procedures. (2) A system to track
the location of on-duty staff and sheltered
residents in the [PRTF's, LTC, ICF/IID or PACE]
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care during and after an emergency. If on-duty
staff and sheltered residents are relocated during
the emergency, the [PRTF's, LTC, ICF/IID or
PACE] must document the specific name and
location of the receiving facility or other location.

*[For Inpatient Hospice at §418.113(b)(6):]
Policies and procedures.

(ii) Safe evacuation from the hospice, which
includes consideration of care and treatment
needs of evacuees; staff responsibilities;
transportation; identification of evacuation
location(s) and primary and alternate means of
communication with external sources of
assistance.

(v) A system to track the location of hospice
employees' on-duty and sheltered patients in the
hospice's care during an emergency. If the
on-duty employees or sheltered patients are
relocated during the emergency, the hospice
must document the specific name and location of
the receiving facility or other location.

*[For CMHCs at §485.920(b):] Policies and
procedures. (2) Safe evacuation from the CMHC,
which includes consideration of care and
treatment needs of evacuees; staff
responsibilities; transportation; identification of
evacuation location(s); and primary and alternate
means of communication with external sources of
assistance.

*[For OPOs at § 486.360(b):] Policies and
procedures. (2) A system of medical
documentation that preserves potential and
actual donor information, protects confidentiality
of potential and actual donor information, and
secures and maintains the availability of records.

E 018
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*[For ESRD at § 494.62(b):] Policies and
procedures. (2) Safe evacuation from the dialysis
facility, which includes staff responsibilities, and
needs of the patients.

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to provide a policy for tracking of
staff and sheltered residents during an
emergency. Lack of a tracking policy for
sheltered staff and residents has the potential to
hinder continuity of care and essential services
during an emergency. This deficient practice has
the potential to affect the 36 residents, staff and
visitors in the facility on the date of the survey.

Findings include:

On 4/11/18 from 8:30 AM - 3:00 PM, review of
provided emergency plan, policies and
procedures, failed to demonstrate the facility had
in place a system to track the location of on-duty
staff and residents sheltered in the facility during
an emergency.

Reference:

42 CFR 483.73 (b) (2)
E 022 | Policies/Procedures for Sheltering in Place E 022 5/16/18
ss=F | CFR(s): 483.73(b)(4)

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies 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 section. The policies and
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procedures must be reviewed and updated at
least annually. At a minimum, the policies and
procedures must address the following:]

(4) A means to shelter in place for patients, staff,
and volunteers who remain in the [facility]. [(4) or
(2),(3),(5),(6)] A means to shelter in place for
patients, staff, and volunteers who remain in the
[facility].

*[For Inpatient Hospices at §418.113(b):] Policies
and procedures.

(6) The following are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:

(i) A means to shelter in place for patients,
hospice employees who remain in the hospice.
This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to provide a policy, procedure or
plan for sheltering in place. Failure to provide a
plan for sheltering in place has the potential to
leave residents and staff without resources to
continue care during an emergency. This
deficient practice affected 36 residents, staff and
visitors on the date of the survey.

Findings include:

On 4/11/18 from 8:30 AM to 3:00 PM, review of
provided emergency plan, policies and
procedures, failed to reveal information for
sheltering in place.

Reference:
42 CFR 483.73 (b) (4)
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[(c) The [facility, except RNHCIs, hospices,
transplant centers, and HHAs] must develop and
maintain an emergency preparedness
communication plan that complies with Federal,
State and local laws and must be reviewed and
updated at least annually. The communication
plan must include all of the following:]

(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under
arrangement.

(i) Patients' physicians

(iv) Other [facilities].

(v) Volunteers.

*[For RNHCls at 8403.748(c):] The
communication plan must include all of the
following:

(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under
arrangement.

(iif) Next of kin, guardian, or custodian.
(iv) Other RNHCls.

(v) Volunteers.

*[For ASCs at §416.45(c):] The communication
plan must include all of the following:

(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under
arrangement.
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(i) Patients' physicians.
(iv) Volunteers.

*[For Hospices at §418.113(c):] The
communication plan must include all of the
following:

(1) Names and contact information for the
following:

(i) Hospice employees.

(ii) Entities providing services under
arrangement.

(i) Patients' physicians.

(iv) Other hospices.

*[For OPOs at §486.360(c):] The communication
plan must include all of the following:

(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under
arrangement.

(i) Volunteers.

(iv) Other OPOs.

(v) Transplant and donor hospitals in the OPOQO's

Donation Service Area (DSA).

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to document a communication plan
which included contact information for staff,
resident physicians, other facilities and
volunteers. Failure to have a communication plan
which includes contact information for those
parties assisting in the facility's response and
recovery during a disaster, has the potential to
hinder both internal and external emergency
response efforts. This deficient practice affected
36 residents, staff and visitors on the date of the
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survey.

Findings include:

On 4/11/18 from 8:30 AM - 3:00 PM, review of
provided emergency plan, policies and
procedures, failed to reveal a communication
plan that included contact information for resident
physicians, staff and other LTC (Long Term Care
Facilities).

Reference:

42 CFR 483.73 (c) (1)
E 033 | Methods for Sharing Information E 033 5/16/18
ss=F | CFR(s): 483.73(c)(4)-(6)

[(c) The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The communication plan must include
all of the following:

(4) A method for sharing information and medical
documentation for patients under the [facility's]
care, as necessary, with other health providers
to maintain the continuity of care.

(5) A means, in the event of an evacuation, to
release patient information as permitted under 45
CFR 164.510(b)(2)(ii). [This provision is not
required for HHAs under 8484.22(c), CORFs
under 8485.68(c), and RHCs/FQHCs under
§491.12(c).]

(6) [(4) or (5)]A means of providing information
about the general condition and location of
patients under the [facility's] care as permitted
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under 45 CFR 164.510(b)(4).

*[For RNHCls at 8403.748(c):] (4) A method for
sharing information and care documentation for
patients under the RNHCI's care, as necessary,
with care providers to maintain the continuity of
care, based on the written election statement
made by the patient or his or her legal
representative.

*[For RHCs/FQHCs at 8491.12(c):] (4) A means
of providing information about the general
condition and location of patients under the
facility's care as permitted under 45 CFR
164.510(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to document a plan demonstrating
the method for sharing information during an
emergency. Failure to share information with
other health care providers has the potential to
hinder the facility's ability to continue care during
a disaster. This deficient practice affected 36
residents, staff and visitors on the date of the
survey.

Findings include:

On 4/11/18 from 8:30 AM to 3:00 PM, review of
provided emergency plan, policies and
procedures, referenced IT security and failed to
demonstrate a policy which identified how the
facility would share information for the care of
residents with other healthcare providers, only
the policies and procedures as related to the
security of data and equipment assigned or
delegated to company staff.
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Reference:

42 CFR 483.73 (c) (4)-(6)

See also: E-0034
E 034 | Information on Occupancy/Needs E 034 5/16/18
Ss=F | CFR(s): 483.73(c)(7)

[(c) The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The communication plan must include
all of the following:

(7) [(5) or (6)] A means of providing information
about the [facility's] occupancy, needs, and its
ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

*[For ASCs at 416.54(c)]: (7) A means of
providing information about the ASC's needs, and
its ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

*[For Inpatient Hospice at §418.113:] (7) A means
of providing information about the hospice's
inpatient occupancy, needs, and its ability to
provide assistance, to the authority having
jurisdiction, the Incident Command Center, or
designee.

This REQUIREMENT is not met as evidenced
by:

Based on record review, the facility failed to
provide a communication plan for sharing
information on needs, occupancy and its ability to
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provide assistance with emergency management
officials. Failure to provide a plan to share
information with emergency personnel on the
facility's needs and abilities to provide assistance
during a disaster, has the potential to hinder
response assistance and continuation of care for
the 36 residents housed on the date of the
survey.

Findings include:

On 4/11/18 from 8:30 AM to 3:00 PM, review of
provided policies, procedures and emergency
plans failed to indicate what method the facility
would use to share information on its needs or
capabilities when communicating with emergency
management officials. Provided information on
Information Technology, referred only to those
procedures for securing data and equipment
such as laptops issued or delegated to staff.

Reference:
42 CFR 483.73 (c) (7)

See Also: E-0033
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