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

Your Plan of Correction (PoC) for the deficiencies must be submitted by 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: 

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

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

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

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

• Include dates when corrective action will be completed. 

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

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

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS) if your facility has failed to achieve substantial compliance by 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 following: 

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 in 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/StateFederalPrograms/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 IDRRequestForm 

This request must be received by May 7, 2018. If your request for informal dispute resolution is 
received after May 7, 2018, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective date of any enforcement action. 

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

Sincerely, 

~ ~' 

Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
Enclosures 
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The facility Is a sioglc stcry typ,, V {111) bi.Jildlng 
built in 1969 with a .basementlhat hous.es a 
mahtenance shop storage areas and bailer 
ream The facilit)I is prc!ecled by a complete 
a•~tomatic sprinkler system in accordance with 
NFPA 13. The fire alarm system is inoorconnecte•~ 
and was replaced in 2001. Currently lhe facility is 
ii~nSed /or 6C teds, ,;,Ith a census of 36 en \he 
date ol the survey, 

The following deficiencies were cited dufing the 
annual life safely code sur,ey conducted on April 
11, 201 a, Toe faci!Ry was surveyed under the 
LIFE SAFETY CODE, 2D12 Edition, Existing 
1-tea!tli Carfr Occupancy. b accordance with 42 
CF~ 483.70. 

The Suf\/ey was conducted by: 

Sam Burbank 
Health Facilit)I Surveyor 
Facility Fire Safety and Construc:1on 

~ 161 8uilaing Construction Type and Helght 
SS=E CFR(s): NFPA 101 

Building Construction Type and Height 
2012 EXIST!NG 
Guiidins con;-truction type and stories meets 
Table 19.1.6 1, unless other.-1ise permitted by 
Hi.1,6 2 through 19:1.6,7 
19.1.SA, 1~,1.6.5 

Construction Type 
1 l (442i, f{J'.!Z), U(212) Any number of 
stories 

non~prlnklered a,d 
sp1hk.lered 

2 11(111) One stnry 

K 161 

,· 

K 161 

L SPECIFIC ISSUE: 
The facility failed to ensure that the 
fire nnd smoke resistive properties of 
the structure were maintained, 
Specifically failure to sen! 
perietm!ions in rated constru~tion 
areas, 

2. OTHER RESIDENTS: 
All residents, staff and visitors are 
potentially affecte<l by deficient 
practice. 

f)iprrL CR PY,IJ'.JlDER.SUPPLiE:R pr:rr.cscJnr,nvE·s siGNATUP.E TffU:: (X!HDATE 

___ .. ~" --------~L 0 -1,,.,., er~ ./? 
.Aini liefloe,,;r:;1 state.mtPt end:ng with a;,·a:;taril'l' t'/ tJenotas ;i def!ctenc) 'A'licf' the ln.s.tihnion :'Tl-~T ta e.:C\!se'1 fr.om COffiJC:Ung priwlding lt ls detet.'11ir1ed lh~ 
oU·,gt safegvaf:13 pf3tJiae §utucieot ;Y.:Jteci1t:h kt :he patlnnts (See lr.!Hructi-Ora.) E~r~ept for llllf'Sii'l!J tu.lrnB'S, the rmt1lng3 st!Ji:ed _above ore discloaable 111 ctnv, 
fotl:l!J\'tng t:-,e da!~ cJ s~rvey •Nf1eth1r t1r not ..s µ\.':Ir, o! comJcfon is prnvided. Fot nurslff9 home!i thQ a~e fmr.lh.g~ and plans of torr~ctian i:tre disrJu1ool11 U 
dafi ;qeowing !hlil dateJrB'iS dowrnr,iNs arn mat1 1;>trnui:ihf~ to ihe facility If doficit!ntrhs 3(1': r.ilod; a-n ~wa•,:art pl.an of correC\lon: is: (t?q1,1islte to co11tinued 
!Jr-ogram pa~1:;;'c:ip;:c· •;;..l __ io_n _______________________________________ _ 

CZSX21 
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K 1a 1 Contin"ed From page 1 
non-sprinklered 

sprinklered 

3 II (0CO) 
noi1~sprink!ered 
4 !1!{211) 
sprr~klered 
5 IV (2HHJ 
s V(111) 

Maximum 3 stories 

Not aflowed 

Ma:d.'17 ur: 2 stor~es 

7 HI {200) Not ai!Cll>ed 
non~sprinldered 
6 V (000) Ma;d:num l stOl'J 
sprlnk!ered 
Spdrkle<e,j s\ories must te sprinklered 
throi:ghQut by a., approved. supervised automatic 
system ln aoccrdance with section 9 7 (Sen 
19.3.5) 
Glye a b,ief OE,scriptio.1, In REMARKS, cf the 
canst.ruction, the nvmber of slorles, indudi7g 
basements, floors on which patients :are bcat.,a, 
JOcatlon of smoka or fire harrlers and dates of 
apprornl. Complete sketch or attach SMa~ floor 
plan of the b~Uding as appropriate. 
This REQUIREMENT is not m~t as evid,,nced 
bv· 
Based on observaljon and interview, t~e fadllty 
failed to ensure that the fire and smoke resistive 
propcf\ies of the stn.cture were maintained 
Faili.lie to maintain rated constrnction assemblies 
bot.veen floors, has !he ooten!ial to allow lire. 

• smoke and dangerous gases to pass into 
unprotected cof\cealed spaecs. This deficient 
practice potentially affect.:,d residents stall and 
visitors on t~e gruund fiopr of !he facility On l~c 
oate of1h~ survey. 

Findings include: 

10 
PRS.rlX 

r.'-" 

ffiO'i.lOEJr!l PL.Ji..'\f OF C-tlR~.E'~'!"Rm 
1E.~CH CORRii.C.TI\I~ ~CTiC~ S.-i{'.!I.JLO t!E 

CF,,.JSS .-REF~RE;-NCE.D 1 C THE Afl'i;,,!~GPntAfE. 
OEPICl,NCY: 

K 161 3. SYSTEMIC CHANGES: 
Contractor wos contracted to,epair 
the huie penetrations in the ceiling of 
maintenance shop, medical record, 
and l:n1sement hallway by 5/11/18, 
Building was inspected by 
Maintenance Director for any other 
wall penetrations nnd repaired. 

4, MONITOR: 
Executiw Director or designee will 
ensure quarterly audits of potential 
smoke penetrations in compliance 
with NFP A l D 1 thru monthly audits. 
Resul!s c,f audits wi\l be reviewed in 
QAPL 

.U; 
;;::~Pre-,~ 

u,;., 

5. Date of CompU1n1ce: 5116/1 B 

C25l\2l 
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K 161 Continued From page 2 
During the facility lour conducted on April 11, 
2018 from approximately 11:30 AM to 12:JO PM, 
the following unsealed penetrations were 
revealed In Iha one-hour rated ceiling 
construction of the pa-tial ba,ement: 

1) One (1J 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 (I) unse,a!ed approximately ~No foot by 
three foot hole in the ceiling of the hall outside the 
maintenance shop In the partial basement, 
exposing tr.e unde~side and the floor ca'lit/ 
be~ween joists. of the main Aoor 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 NFPAstandard, 

19.1.6 M,nimum Construction Requirements. 
I 9.1.6.1 Health cane occupancies shall be limited 
to the building constructio.n types specified in 
Table 19.1.6.1, \mless otherwise permittec by 
19.1.6.2 through 19.1 6,7 (See 8.2.1.) 

B.2 Constnuction and Compartmentatlon. 
8.2.1 Construction. 
B.2.1.1 Buildings or structures occupied or used 

FORM CMS--2567!02·991 Previous \/~rsiors Q~5,)l17te 

K 161 

PE.J\.!Pt:.~ s PS-.\,\/ oi: C-.JRHeSTION 
1.E..;.:'.;H COR~E:CTi\EAS::TiON SH0tL~ BC: 

CRUS.3-REfC~EN.CEW TO THEAPPRCPRJ,\JE 
OEFICJE;>;C'l') 

OZSX21 
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ex;~ 
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K H1 Continued From page 3 K 161 
in accordance w!th the individual occu~ancy 
chapters, Chapte~s 1 I t'lrough 43, shall meet the 
minimum construction requirements of lhosi! 
chapters, 

8 2 2 2 Fire compartments shall be formed w•th 
fire barriers that comply with Section B 3 

8.3 5 6 'ltli:!rnbrane Penetrations 
8,3 5.6 1 Membrane penetrations for cables, 
c.able trays, conduits. pipes, tubes, combustion 
vent:; a:id exhaust vents_ wires, and slmilar.items 
to accammcdate electrical. mechanical, 
plumbing. and ccmrnunical1ons systems that 
pass. through a mambrsne ol'a wall, floor, or 
floor/ce,ling assembl•1 constructed as a fire barrier 
shall be protected by a tirestop sy:sten 
or device and shall comply with 8.3 5. l through 
B,3,5 5 2 

Pi;IJl,lQER, ;;i ?L--\N CF CGAF:£:.,::Y:.Or,. 
\!.:..\,:H C'.CRRS'::Tl'/EA0Ti,":~ S4Ct:;_D 6-S 

c;:i; :,33.r;crE-f;En.;:;-ED 10 Tf-<C APP,~UF''R!A)C 
OE'F'iCIENCTi 

K 29 i Emergency Lighting 
ss~E CFR(s) NFPA 101 

K 291 K29i 

Emergc,ncy Lighting 
Fmerge~cy !ighlir,g cf at le~st 1-112-hcur duration 
is provided automatically in accordance with 7,9 
!62,9 1, 19 2,9 1 
This REQUIREMENT is not met as e•;idenced 
by: 
B.3sed or: reco:-d n:;,1iew a:1d abs.srvat'.on, the 
ffloility failed to provide emerge~cy lighting in 
accordance with NFPA 101. Failure ta provide 
emergency lighting for doors equipped with 
delayed egress potenaallJ hinders identification of 
exits affecting resident egrass during an 
emergency· This deficient practice potentially 
affected residents, staff and visitors using the 
main dinhg room ::m the date of the survey, 

Findings include' 

FORM GMS-25671,)2.gg., Pr• vir,1;5 Ven,1011.'.>·0ts:Jlete: 

l. SPECIFIC ISSUE: 
Th~ facility failed to provide 
emergency lighting in accordance 
with NFPA 101. 

2. OTHER RESIDENTS: 
All residenrn. staIT and visitors have 
the potential lo be affected by 
deficient practice, 

3. SYSTEMIC CHANGES: 
Facility has installed lighting per 
NFPA guidelines, Facility has been 
inspected for compliance for proper 
emergency lighting for egress doors 
specificaUy the side exit door from the 
dining haHha.s been provided with 
battery backup emergency lighting, 

CZSiL1 .,,, 
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K 29 ! Continued From paga 4 
During the facility tour conducted on April 11, 
2,J1B from , :DD - J:OD PM, ot:ser,3tion of the 
fadlity exit duors. re•;ea!ed th~ side ex,it duor from 
the dining half was equ;pped with a daJayeed 
egrass cor."ponent far the magnetic locking 
arrdnseme11ta Further obs~~•/a!ian e;tab!ished 
the facihty was not prov!ding ba1lery bac,~up 
emergency lighting far this e><t 

Actu,1 NFPA standard 

19 2 9 Emergency Lightrng 
1·3 2 9 1 Emer9':Nlcy ligt'iJOg shali be provid~d ln 
accodaric:e 
with Se,:tion 7.9 

7 9 Emerg,;,ncy Lighting 
7,9, 1 Gs~eral 
7,9, 11' Emergency lightlng facilities !or moans of 
egrass shall be provided In accordance with 
Section 7.9 for the Tollawlng· 
(1) Buildings or structures where required In 
Chapters 11 t11rough 43 
(2) Underground ~nd limited access structures as 
addressed in Section 11 7 
(J) J-ligh..;ise buildings as required by oth,ar 
sections of this Cade 
(4) Doors equipped with delayed-egress locks 
(5) Stair shafts and vestibules ol smoKeproot 
enclosures, /Dr which tile fallowing also apply: 
(a) The stair sha~ ancl vesUbuie sha1il he 
permiUed to include .a standby generator that is 
installed for the smakaproof enclos.ure 
mechanical ver,ti!ation equipmenl 
(b) The standby g~~erator shall be permitted to 
be used for the si,,ir sha~ and vestibule 
emergency lighting power supply, 
(6) New access-controlled eg1ess doors in 
accordance with 7.2, 1.6.2, 

K 353 Sprinkler S1stem - Maintenaoce and Testing 

ID 
P~E~!X 

f,.l,,3 

K291 

K 353 

PRJ',CCE:R 3 PL.<\N OF CON.~E;T;C·N 
;E:,-.\~t, C~P.2:2".;TS!= A.::f·D;-, ilrll':"t.l.. C- BE. 

CRJS.S--.:1'~::'r.:.~E~CCO TO T-,2. Ar'PR-.)PRL\TE 
DEFI-CtE~C'r 

4. MONITOR: 
Monitoring of this system will be 

added lo th~ weekly preventative 
m~inlenance check, Additional 
etlucation. will be pravided rrs 
necessary, Results of 11iu!it will be 
reviewed in Pl to ensure systems 
being followed. Plan to be updated as 
indicated, Executive Director and/or 
dcsignee will validate that all doors 
are equipped with appropriate lighting 
and buttery back-up per NFP A 
guidelines for egress monthly for l 
mourh,. 

5. DA TE OF COMPLIANCE: 
s:16:ts 

czs:« t 



O":,=P_jc,:~T?,iENT t~F' p, ,.,ttl J ,J,t 21 2,J t 3 

Di;_NTEfl~JF::;·,1)!:!rlJ,1l.c,

1
-~-~c.::~~i!:.£2~~:.2'2:c.L..c:E.i1-__ ,---------------,--"C!£,,\c'.!3;u:~1..,).),UJ:i/.;'1J2.,t_:, 

I
,.· ~•-u~e.2, 

c.:~,l~\ e :-~J 

;~R-'.l 

s·r--'c:.::::•.';':.',"" ->':' ct=,:,::::,i:,r:a 
--\..]"C-- .:';.,"-;>,1 ;:,>' -~ ,"::F:,';_~ ~ ~ _:c,, 

. 
- :. ,_' .;"'.' ,:.~, ,,_ 1):i!:::: 

135043 j 04i1112•1B 

CLE,\RWATER OF CASCADIA 1204 SHRIVER ROAD 
OROFINO, ID BlSH 

(X~ :o 
P~'.:F,.:< 

p,,_:r 

SUJ..lM.\RY:STA,IEJ.IENT OF C£;;'.CiEt1,::1:t.S 
,E-li-:'.:rl CEi;C!EN.::::Y MUST BE PRE:;C:C!E:- Sf° !'UL",. R.2:.3UL-\-;}R,'1 

CN, LSC :DE,\iT;?Ylt-,-:; tr>,F.J!;\\t~:':-Ch 

K 353 Gont.nued From page 5 

ss~F CFR(s) NFP/\ 101 

Sprinkler System ... Maintenance and Testing 
Automatic sprinkler ar:d standpipe s1stems ara 
inspected, tested ar,.::J rr,aintaii:-ted in accrir:1.anca 
1•Ah tl!°'PA 23. S:.an-j1rd (or !ta lcs~ect:cn. 
T~stlng and Mairtaming of\\·3te:-J:,a5e1j rir2 
Protect!on S)'Sto2ms Reco"ds of system dd.sigr1, 
ma;n:l~nanco lnspect1on and testing are 
ma'.fltlined tn a s2c1..ue. !ccaticn and rea,jiiy 
a,;ailable, 

a) Date sp.-inl<ler system last chacke.j 

b J 1,N:10 ~rovided sys tarn test 

c} \r'f3ter s·1sterr. supply ,si)ur~ 

?rovide in REMARKS infurmaijon on cover3g~ 
for any non-required or partlai ;:iutamatic sprink!~r 
system 
9 7.&, 9 7.7. 9.7.8. and NFPA 25 
This REQUIREMENT is not rnel as e'lidenced 
b,· 
G~s...:l on record review and observation, the 
facili~j fail8d to ensuri' that fire suppression 
s,,stcm~ wcr~ malr.t:;r!ned tn accordance with 
~iFPA 25 Failure to inspect system ccmpon,?nts 
has the potential to h;nder system performance 
dcrlng a fire event and!cr render th~ fadlit'/ r,ol 
Juliy sprinklered a~er an act:vation or repair. This 
deficient practice att;,cted 36 resict~n!s. staff and 
visitors on the date of the survey 

Flndmgs Include: 

1) During review of pm•,ided fa~ili11 11speclmn 
and tastin-g records conducted on 4/11118 from 
8.30 • to ao AM. no records were a'larlable 
indicating the dry system gaug~s were inspect~d 
on a weekly basis 

1D 
PRE.F!X 

T~U 

Frl:)ir 1DER S PLJ,?; Or C0~;.iE-:r,JN 
9:'.;f-i .::O~r{S.Cr,1.F J.,::r;,,-_·,;,.1 SHC.,LO 3::c; 

C~ ;'S$-P.2:f'"f.~~,l:~,:ED l:.l Tf-lE ,j,_?PRCPE:A".'E 
DE~lc;E-scY: 

K 353 K353 

1. SPECIFIC ISSUE 
Facility failed lo ensure that fire 
suppres&ian sys1ems were maintained in 
accordance with NFPA 25. 

Z. OTHER RESIDENTS 
AU residents, staff and ~isitnrs have the 
potential to be affected by deficient 
prattkc. 

3. SYSTEMIC CHANGES: 
Weekly tusk on Tels is in place for dry 
system gu3ge!. Fire Sprinkler 
Company tested firn system and 
provided proper d~Umentation for 
quarterly inspection. Facility obtained 
proper amount of c;tjrn sprinkler heads 
pee NFPA 25. Ordered 4 sprinkler 
heads for a total of 12. Post ]ndicator 
Valve (PIVJ handle was secured and 
locked. 

4, MONITOR: 
Executive director and/or designee wHI 
validate proper documentation of round 
~J che<:k sprinkicr heads are free of paint 
all er new paint projects, and validate 
proper umaunt of sprinklers are • nsite 
for nse monthly for 3 months. 
Atlrlitl•nal education will be provided as 
u,x;cssmy. Results of audit wilt be 
reviewcrt in Pl to ensure systems being 
followed. Plan to be updated as 
indicoted. Monitoring of this system will 

, be added to the preventative , 
' · maintenance ehc-ck, 

czsx21 
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Interview ,:,f the POM reveal,;,j he was net aware 
of this rnquirerraot 
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5. DATE OFCOMl'LArNCE: 
5/I6/l8 

' ' I 

2} [h..rnng ravlew of provided facilit<; im;~ectio, 
and tasting recor:b cor:ducti?n en 4.111/16 fmm 
8.3() AM• 10 00 .AM r,o records ware a1~ilab!e 
for 3 of 4 q•1a'l.erly !Fspacbcns to da:e '. 
3J D;Jr~nt;; U1e fac:~hty tour c~nducted or1 4.'1H1B 
from i.OG J 00 Fl\.!, ot;s;,cvaticn pf the spare 
sprinkler pendants at tne main rtsor ravealed •ni1 
eight (3/ spare pendants. 

4i During tie fac1llly tour eonducted cc. M·11118 
froi, 1_00 ~ J:00 P\l, observ':ltion of tha 01.:tside 
Pns! indica:or Valve ,P!V) r~'lealil<l ttie valve was 
not s:ecured 

Actual NFF A standard 

NFFA25 

5.2.4 Gauges. 
5 24.2 Giluges an ar1 preacticn and deluge 
systams shalJ be :11spoc~cid weel(,ty to emn,;fe thBt 
normal air and W!ter pre.saDms afe bebg 
malntaineo 

5.3.3 \Naterilo" A,am, IJevu:es, 
5 3 3.1 Machanical watertlow alarm devices 
ind~dmg but no! limited to. watar rno!or gorg,, 
sha~ be tested qua1erly. 

541 S The stock of spare sprinklers ,hall include 
an types and ratings installed and shall Mas 
fofows· 
(1) For prolected.facilit,es ha•1in9 under 300 
sprinkler, • no fewer than 6 sp.iriklers 
(2) Fnr proter;tod facilit1e,~ ha•1!ng JOG le \000 

' 
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K 353 Continued From paga 7 
sprinklers• no Fewer than 12 sprir,k!ers 
{3) For protected facilities ha•,ing over 1000 
sprinklers - no fc1wer than 24 sprinklers 

13 3 Control Valves In Water-Based Fn, 
Prntection Systerr:.(;i. 
13 3 2 lnspectron 

13 3.2.2' The valve inspection sha!I verlr/ that the 
valves sre In the following condlfion. 
(1) In tl1e normal open or closed positon 
(2)'Seale,t !ocked. or supervised 
(3) Accessible 
(4 ! Provided with correct wra~ches 
(5) Free from external leaks 
(8) P:-Jv'de,j with applicable identr!icarion 

Kr 4 su:id-vision of Build,,~g Spaces . SnCJkB Bacr:e 
SS=F CFR(s) MFP/\ 101 

Subcrvision of BLlilcing Spaces • Smoke Barrier 
Dao;s 
2012 EXISTiMG 
Darn's In smoke barriers are 1-314-inch thick solid 
bonded wood-core doors or of construc!ion that 
resists firs for 20 minctes. Nonra::ed pratectiva 
plate, of uniimfted haignt are permitted Doors 
ar2 ~srmit!ed to have fixed fire window 
assemblies per 8 5 Dcors are self-closing or 
wttomatic-closing do not require latcrrng. a~d 
are oot required to swing in the direction of 
egr-3ss travel Door opening provides a minimum 
clear width of 32 inches for swing:ng or horizontal 
dnors, 
19.3.7.6, 19 3 7,6, 19.3 7.9 
This REQUIREl\,IENT is notrnetas a·1idenced 
by: 
Ba~ed or. observation and operat1onaitesting the 
faoiliW failed to ensure that smoke barrie; doors 
would resist the passage of smoka. Failure for 
smol<~ barrier doors to resisl the passage pf 

ID 
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K 374 K 374 

L SPECIFIC ISSUE: 
The facility failed to ensure that 
smoke barrier doors would resist the 
passage of smoke, 

2. OTHER RESIDENTS: 
All residents, st~ff and visitors are 
potentially uffoeted by deficient 
practice, 

3, SYSTEl.vlIC CHANGES: 
Facility will have its annual Fire 
Doorinspection by 5/16/l 8 by 
licensed contractor, Inspection will 
include n detailed check that the 
smoke barrier doors will resist the 
passage of smoke and .shall be self. 
closing or automutic closing tn 
accordance with NFPA 101. 
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K 374 Continued From paga 8 
smo~e could allow srnoka and dangerous gases 
to pa.33 bet'Neen smok.e compartments durin_fl, a 
fir", elimina!ing the abi!it'I to defend in place This 
deficient practice affected 23 residents. stah and 
v!s:tors In 2 of 4 smoke corf,partrr.er;t; an I.J-re 
d3~~ of the S'JN'::j , 

Findings ir.cluda 

During the facilir/ t• U' conducted on April 11, 
2018 irarn approximately 1 00 - 300 PM, 
obsatvaticn and operational testi11g of tha Silloke 
barrier doors separating "C" Hall to the main 
nurse's station and "'A' hall, r2vealed a gap 
bet11een the rNo door~ rreasurins approximately 
1-1/2 inches when the dears were fully activated 

Actual NFPA standard 

19.3 7.8' Doers In smoke barriers shall comply 
with BJi.4 and all of the following 
(1) The doors shall be self-dosing or 
automatic-closing in accordance with 19.2.2.2.7. 
{2) Latching hardware shall not be required 
(3) The doors shall not be requited ta swing In the 
direction of egress tra'lel 

6.5.4 t• Doors in smoke barriers shall close the 
opening le:Ning only the minimum clearance 
noces,ar/ for proper operation, and shall be 
without louvers or grilles The clearance under 
the bottom of a new door shall be a rnaxirnum of 
3.4 in. (19 mm). 

• K 911 tfectrical Systems • other 
~ ..;FR(s): NFPt\ 101 

Electrical Systems - Other 
List in the R.EMARKS section any NFPil 99 
Chapter 6 Electrical S;stems requirement, that 
are not addressed by the pro'i!ded K-Tags but 

lD 
P.CJ.:S~i;{ 

T-\,3 
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K 374 4. ~IONITOR: 

K 9ll 

Executive Director or desigtJ.ee will 
ensure that the inspection and 
corrections are completed by 
5/16/18. Smoke barrier doors will be 
checked for compliance during 
quarterly inspection. Any issues will 
be repotted in QAPI. 

5. Date of Comptlnnce; 

I, SPE:CIFIC ISSUE: 

5/16/18 

Facility failed to ensure the Essential Electrical 
System (EES) generator was equipped with a man 
r~mok stop station in accordat1ce with NF PA l 10 

CZSX21 
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K S1 l Continued From page 9 K 911 
are :iaf;dent This lnforrn:!l!ion, along with tlle 
appllcable Ufa Safa!'/ Coda OJ NF PA standard 
cila:1rn1 s:iauld te lnclud~d o~ Form Ct\,IS-2567, 
Chapter 6 (NFP~ \!19) 
Thi~ REOUlREM2NT is not .-n.il 11; e·,ld,;flced 
by-
E\:a:;ad on obsar«a::-;on a,1d mtaf\'1ev.-, tna facih!'; 
ta:•ed to ens~r;; !h;, Es5,,ntial Elec'.tical System 
(EESJ g,,r..erator w:,., equipped with a r~mote 
manual s:op sta•,nn in acCOfdance l/,ilh N•PA 
110 Fa;l;,,ie to pro'i:d2 a remute stop located 
:.n.t~5!da of the r"aom housrflg the prime rn;l\i~f, 

~ol2nt,ally h1rtd.ir3 sta:f abli•y ta shut d~wri the 
g~r.~:a~,v if t.Stquii"e-d dunng an emerJ~ni:y [his 
C:1iic'.c:1t pr1etice 3.ff3-;t~d 36 rcrs.:~~nt~ st~i ~r .. ? 
visi~cr~ . .;.,n ti>? d2'w G4" tP:: sttn.r~~ 

Dur;;;g the facmt1 tour c:.nduct:eC on 4111/18 frt,Jrrt 

app::iximstel;· 1: 00 , 3 00 PM. a remo,,o man ua! 
stGp for \he EES gener,itor was not localed. 

Actual .'IFPA standard. 

NFPA 110 

5.6 5 f' All instal!a:ions shall hR':e a rerrsite 
manual s!oo sta!lon ol a type to prnv:'lit 
lna,i.,ertent er unintentional opnration localed 
out:aid~ Ute roan: housing the pctme move;, w,arc 
so installed or e!,ccwhere on t.'le p,e.-nlses Where 
tt:e prime mover is lcc~ted out•lde tt,e building 
5 6. 5 6.1 The remote manual slop statiQfl shall be 
labeled. 

6(grnElecMcai S1,:ems • Essential Electric Systu 
W CFR(s}: 'JFPA 101 

Electrical S,1sterns • Essential Electnc s,stem 
Afor:11 Ann11nci:atm 

K 91'3 
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OTHER RESIDENTS: 
This deficient practice affected 36 
residents, staff and visitors. 

SYSTEMIC CHANGES: 
Facility has contracted for the 
installation of the remote manual 
stop for the Essential Eiectricrd 
System Generator, 

MONITOR: 
Executive Director or designcc will 
vnlidate that the remote manlll!I stop 
is in complianc~ standards with 
NFPA 110 m;:inthly for 3 months. 
Monitoring of this system will be 
ndded tu the preventive maintenance 
check and r~ported to QAPI monthly 
for 3 months. 

o~te of Compllnnce: 

' . 

5/16!18 
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!< 913 Contlnuerl Fearn page IQ 
A raf'loie annunciator that ,s storage battery 
power~d is provided to operat~ outsice of the 
ger.eratng room in a loca'.irr. ra~dily ~I.Jserved b, 
operat,ng psrsonr.el The annc,1eiator i• · 
ha,-:r.•Mre:.Hc fr,tf.:ata a!arrn ccndit:r;n1 o~ U-1e 
e!::~ ... g>e: ... cc/ •<~'-.1, ~( s~'.:":::e f., cc:'!tr:a'.iz~d ~nrni,~i,~, 
s1&to:rj (~ g tui\jir.g ir,fi:Jrrr-a:ion sys,em} is not 
to be suhs:ituted for !he alar:n annuncio'or. 
6 4 1.1 H 6 4.1.1 17.5 (NFPA g•~, 
This REQU!REll.1EMT is not met as ev!rlcr.ced 
b, 
Based on ot-S~iVi!:On the fo:~itit-1 f;nte,J to e~s:Jre 
the Essent;c, El<!ctdr.ai Syst.m iEES) was 
eq•.J~pped 1hr~ a ri~-ncte annu~ciatpr in 
3~cordm~ce w1th N:=rA 99 F a;iur,e to y;rcvid~ a 
tz>r"lC-t-:? a:;1~;.;ncia'.:'.!!' cotifd rcZJtlt ~! rtlaci of 
a•,v:ir::rie.u to syste"rl fai!i.1re'.: dutlqj a pow~r 
cl.tag-a nr ~t~,ar erner1~ncy ~n: this Sy'Jt?m is 
require-:i Tt;ls deficient practice alfecfaq 36 
residents, s".a:i :and visitors en the d()ti of the 
surve-1 

Findings indude 

'J•Jring tha ladllt; tour conducted on AprH 1 L 201 
lrn,, api:-roiima:ert 1 00 • 3 00 PM a recnot,, 
an,ur.c;iator for the EES was not locat,d al any 
7orma,1y staffed klcat1on. 

Actual NFPA standard. 

NFPA99 

6 4. U 17 Alarm A1munciator A rerno\e 
annunciator t~a! is storage battery p• \vered shall 
be provided ta opera!• OL!sid~ of the senera!ir.g 
room m a location r-:r~di!J· observed by opemtl~ 
personnel at a regular wor~ station (see 70ll 12 of 
NFPA 70. National E!E~irical Code). The 
anm.iociator s']aU be Hard.-w!ret:1 to indicate alarm 
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/. SPECIFIC ISSUE: 
The facilltyfai!ad to ensure th,; 
Es,en!ial Electrical System {EES) 
generator was equlppi,c with a remole 
arui,,ncfotor in accordance with NFPA 
99, 

2. OTHER RESIDENTS: 
All residents l1ove pc!<:ntial to be 
affected by deficient practice. 

j, SYSTEMIC CHANGES 
Fadlity has contmcted for the 
installation of tho remote unnuociatcr 
for the Essential Illi:ctrica! System 
Oenerntor. 

4. MONITOR 
E,cecutive Directur und/ or desigru:c 
will validate thal the remote 
a11nunciatc,r i• in compliance 
standards with NFPA 99 monthly for 
3 months. Mooitoring of this system 
wiil be added trJ the preventive 
maintenance check and reported to 
QAPl monthly for 3 months. 

s. DATE OF COMPLIANCE 
5il6/!8 
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condttmns o·f th.e em'2'rgt?-ncy m aux:ilary power 
s;:iurce as tollo...,s· 
(1) lndividu.a: vlsua: s:gn,,!s shair indica!a the 
ionowing: 
(a} \/'then tha emergency or a·J:,:Jt!Jr1 pu\1.er 
s:Jur{;e is ope;a!Jng tu Si..lpPlJ po1,ve:·to lead 
(OJ W~en the battary charger is maift,nct,oning 
{?j individual vi~ual siq-na!.i plus a ccrnmon 
audible s\gna! to w~~n of en en9tn~-g{!,"'!Ql3.tor 
:carm cond;Uon shaif ir,dicata the foUowJr.g 
(a) L,:,w lubricatf0,g oil pressure 
(bl Lo'N w::1t~r ternparjtJr:1 (belCf'>tl< tr't~! r~q..1Jr2d in 
6411.11) 
(:::} Ex::;e:islve w1ter tempemtur~ 
{tl-J Lo\\/ f1,1~! vvh~ri u,,, rna 1n t.Ja! stor:a't~ tank 
car.tains less ttia:1 a 4-~our opera?~r«J s11p~t·1 
( e) Ov-ercrank ( failed tc star.; 
/f) (l~e!'lpeefJ 

K ~2J Ga, Equipment Cylinder and Canta""'' Starag 
SS=D CFR(s): NFP"- 101 

Gas Equipmen; - Cylinder and Cc!'ltaiaer Storng,e 
Gra;;t1!< !han or oqual to 3.••JO cubic F;,e: 
Storage 1cicaum,s are :k:slgn1:!d. tonstn;ct3d. and 
ventilat~ In acccraa-1ce wHh 5 1_3 3 2 and 
fi.1.3 3.3 
>3CO but <3,000 cunh:; feet 
Stot.3ge lc•cat;ons a,e out-doors in an snc:losur1= t;; 

withfn Wl,£:!1cbse1 intelio(sp~,::a cf non, or 
lirni!Bd- c• rnbusTib!e consiructk:h, with door (ar 
gates outdocrs) that car he secured Oxidizing 
oases are not store,1 with fla:,meblce and are 
separ3tsd from cnnbustibles by 20 lee, (5 !eel ii 
spnnKlered) or enc!ose~ ,1 a cabinet of 
noncombus.,t~ble construdlo1 ha,ling a m;nimurn 
1i2 hr rue pmtec!iun ratiniJ 
Less U,an or equa, ;o 3•0 cubic reet 
ln a sirlgls smoke compartrnant, lndivjdlla1 
cy!i1dern B'lai!ablc ''Jf immediat" usa in patient 
care areas with an a,;;igregale volu;ne of less than 

~, 
p;:,_,2:;:.; 
n.a 

?:--:~t:: ! -0413 ·::0 1 ::: 

f·JR.:) 4,~"'.:.~,p:::,, ?:,""'-

"\~ ;_· ;~:;; ,:-._c;; .;;·, 
._;.:.;1= -!Z. :--;;::,. 

p;:z;::',Cf?I. S PL~:'-1 .j; i'.:(?->:E,;;"f_,:,.1; 
tA:'.:cL.l 2J-"r!.E:<~ r ,',(-: a\,:r,:-.i, .s,.,.:,,l,~o 3; 

CP~:S:?.-!1,2h\~S-~L'.:Ei: f,') f-iE Vf';:t,::'.?R,..\Y:':_: 
rn:r .c;c-~C't-\ 

K Sic 

K 923 

L SPEClFIC ISSUE: 
The Facility failed to cn3ure cryogenic oxygen 
cylinders were secured in accordance with NFPA 
99, 

2. OTHER RESLDEJ'\"I'S: 
All residents, staff and visitors are at 
risk to be affected by deficient 
pructice. 

3, SYSTEMIC CHANGES· 
The cryngenic O:\ygen cylindcrs 
were immedioti!ly secured by chain 
fu!iowing sul'.Vey in accordance with 
N!'PA 99. 
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K 923 Cont:iued f'rorn pa,le 12 K 923 4, l\10:XlTOR: 
or equai !w 3CLI cubic f~e, sr;, nut required to ce 
s~ored ;nan enclosura. Cylinders must t~ 
ha0d!ed 'li\h pn,cau,,::,r.s as sp.,c,f'i'd ir, 11 .6 2 
A p;a,;acticnarJ s,g, r.eadable f,~ m 5 I.et 1s on 
-ti!'lih ct:;c.r or ga:a or a cy!indar stor-ag~ teem. 
w~a;~ t'.'e s'.:;-'1 ir.cJud~s tt~ 1,'.-'-\;rj!,tz.,; ai a 
micirr,,11 "C/l,UTIOfl 0,'(l!'liZ\NG G,A,S,[S1 
STORED WITHIN NO S"-lDKi'lG" 
Storag-J is piann~d s,:, cy!lnijers arc: used in Drd~r 
of which the~ are received from the ,suop!ier. 
Empt/ C'fi;rt.:l8ru "'" segrnga:ect from fu, 
t·rUnd~rs \"V1en fa;:;iilt, employs cy!ir,d~rs w•rh 
integral pressure gauge. a threshold pressure 
cJ:1sidarsd err,or, is esl.abilshej, Empt, clinoers 
a_·e rnatke(f ta a·;:lid con~""':.ior., Cy-lind~rs t;tcred 
in th~ op;;n a'"::} prot6Cted from ~aL'l~r 
1131, 11.32, 1133 1134_ 1165(f!FPA99J 
T'Tis REOUtREt,,IENT I$ not me\ as evltlenc~~ 
by: 
Based en observation a~d intervi~w, t'le farnlil, 
faik,d to ensure cryugenic oxygen cyl,rd;?rs were 
secured In accordance with Nff'A 99. Failure to 
sl)cure hqu:d oxygen cylinders ha, th" pPtenlia' 
fur cy!irder da'."age from fo!!lng. increasirig the 
ri:.!< :f ties and expk:sion'i This deficient ptaclice 
alfectz:l ,la'! and visHors an th~ oat<> of the 
survey 

Finding; Include 

During t'le facility t<'~" cocduct;id on 4111118 from 
1.00 - l !l() PM, observ,uoo af tha cxygen 
storage mom at tne o= .. --ar cf the-facility, ~vealed 
three (3; l.OX {liquid Oxryen) cylinders 
lmsecured by either a cart, rack or ch_alned 
loter✓iew a' !he Plant Op,,r;,tions M.3oager 
rev~aied he was Ul1a'N~;e d the requi~hlent for 
securing LOX cylinders 

Executive Dire~tor a11d1 or designee 
will validate tl:iat the cryogenic 
o:,:ygen cylinder,; are; secured and in 
complfane<: standards with NFPA 99 
monthly for J month,. l\fonitaririg 
of ihis system will be added to the 
prcv~miv, 1llilinti,11anc~ check. 

5. Date ofCompli.1nce: 5/16/18 

l 

I 
I 
l 
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K 92J Continve.J From pa,ie IJ K 923 

i1.7 Uquid Oxygan Equ;prn,ar.t 
1 i 7 .J co~taine; Stor:age, Usz, ai'd 0p-Br3t!ort 

11 7 3 :l' Lk;:1id oxy,eo bas~ resen,'Ji, con1~;n~"s 
sJ,a:t bd s~r:ur~1 by cr-:1::! o~ th~ f,::,llow½,g rr-e~t••'J'::ii 
Vthi!~ lr'- ~t.ira_je er us~ t.:, pr;;vent tipplflg ov~r 
caJsed by ccntact. v!bratinn or _seismic actlYify. 
(1) Secu,.rr.g to~ f:xad obje;_i w;th enc or morce 
restraintli. 
(2J S.acvnng Yf1th~n a frn,Tie'.•1-~rk, s@11d_. or 
assamtJ1 d,zrslgr:ad to resist ccnta:ner muv'?rnent 
(3) Rastra,rlr.g by p!adng tile container against 
t,yo pcir,ts ot conl-dct 

K 926 Gas Ei:r ... ip1~cnt ~ Qm1'(fica~kms a::d Tra;r\ng 
SScE CF:<(sJ NFPA Hl I 

Ga;; ET.,1pr~ent ~ OvnBf;car.or.s and TtH1ing o! 
Personnel 
Persorinel concar'Jed wltn th2 ap,cl!l::a~un, 
rnaint;;-nance a1d h:.mdhn~ of rr;edtr..ai gases and 
cvlinders an; tra,naci on th~ rl~k. Facll!ties 
r,rov!de continuing edLlcaF,cn, incl;iding saiety 
guidelif\AS a1d usagt1 req!Jirements E~uipment is 
servicea only by pe,'Si:inMI tra,oad ir the 
main~nance and Cp-E:ration of eq;Jipme,t 
l l.5.2.1 (NFP.", 99) 
This REOUIREME~ff is not mel as evidenceo 
Cy 
Base-'1 ~n record review and interview the facilit1/ 
failed to ensure conUn~ing education and sta(l 
trairt!ng was provl.ded on u,e nsks as3(}datcd win: 
the stornge handling aoa use of medical gases 
aod their.cyh;,;lers Failure to proside !raining cf 
safa!y llnd the ris!<, associated w1t1> n1ed1cat 
ga:Je:i. potef'ltialt'.f increa$eS ri21ii-s assxiated and 
hinders staff response w!!ti t'>e cse and handling 
of oxygen Thts deficient pradiee pcitentiaily 
aftectad oxygen ctepenaent mside,t,i, staff and 
visilot"S on the dab, .. ~ of Uie su1,·ei 

KS26 K 926 

I. SPECIFIC ISSUE: 
The Facility failed tc en9!!re continuing education 
and staff training was pmvided on the risks 
associated with the storage, handling and use of 
medical gases and their cy\inders, 

2, OTHERRF.SIDENTS: 
All residents, staff ar.d visitors 91'\! at 
risk to be affected b)I deficient 
practice. 
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Fir,dings include: 

During n.h'C',\- of prJ1,11dad trair:ing racords co 
4'11113 frwrn 8 ZO. 1J CO M,L r.o recordsv.Bre 

f:r :.l~.-;L~; o.'t:j';':::"' tr3::;;r:_g l:;te'."11±:A of 3 
of 3 st .. ~f! me,rnCers. on4. l1lfg frcrn 12 45 -1 30 
P~.i. r2"'ta31ed no11e hc3.j particir.a:a-,j 1r: any 
contin,.:!ng ed1..:ca~:on pr:Jg:am all tne ris~3 
a;;scciat~d w:tn tht storage. handling ar us2 at 
madical g3Ses 

MFPA% 
11 !:i 2 Ga:3~3- a1 Cyi:,"l~~--;; a=r.J Uq~1~f;~1 G33.e~ ir 
Ccntain,2rs 
1-J 5 2 1 Q,Jglifiq,:ori a1.i Tnrricg cf P2rsorr~1=! 
11.52, 11 'Persorne! concemed with tho 
app!lcatlort arid rnaint.enance of rntdical gases 
and others who h~ntUe medteal g~s.es a~rl tht!! 
cylinder; that contain !he medical ga,es shall be 
trg;ned en t,1-i~ risk::; as:;cciated wit!i thcfr ha.idll':g 
and 40a 
11 5 2.1,2 Health care facibties shaH trnvfde 
programs of continuing education for tt':elr 
personnel 
11,5 2, 1.3 C,ntinuing educat:on prograrns shai' 
!ncludB ~criodfr; re'/iew of s.afet1 guk!e!ines and 
u;age raqukernants for mediGa! gase$ and their 
cyfi.nde~-

K 926 

FF!J•,•cE:R s-;,L.l..~1 :,r ::.,:;;,.7s.:r.c1-. 
r~c~;e1 :,:;(;F;?".E;'.;T-'. E -.&.;T 0-'i ~•~,:;l:..C' i::i:. 

.;;t:.J~S·-~::'.f2:R:':~-C:EO T 0 fl-1£ -l?Ff-.:.?;;:1~\ii: 
DEii"CiE:}l'.::Y i 

3. SYSTEMIC CHANGES: 
Facility education. calendar updated 
to include annual training of 
opplication, main.tcnance aud 
handling of medical gases and 
cylinders including assocfoted risks, 
Additionally, the same training 
program is updated for facility 
orientation of new employees. 
Stuff Development Coordinator 
educated by Executive Director on or 
before Sil 6/l 8 ltJ ensµre oxygen 
training and education of abon 
menti[lned requirement, are pr9vicled 
upon orientation and annually to 
employees, 

4, MONITOR: 
Exccuti \'C Director or designee will 
audit facility orient~tion and 11.nnua! 
trainings weekly x 3 then monthly x 
3 to ensure ongoing compliance. 
Results will be reviewed at monthly 
QAP[ meetings and address(d, 

5, Date of Compliance: 

CZSX21 
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SUMMARY HUE,'i!ENl OF DfflCla,\kiLS 
tEA~li OLF!:CIEl,eY MU$1'_~€ PRECEt:EU,S.Y F.Jt•, P.EGULl.fDiH 

Cfl LSCl;;il::.1'tnF't'lM:'.l !NFOR,\LlT!Q~ 

E 000 Initial Comments 

The facaity is a slng,e st• "! type V (111) building 
built In 196il with a basement thal houses a 
maintenance shOp slorago areas and boiler 
room. T:1a facility is protected by a complet, 
automatic sprlnk./er system fn accordance with 
NFPA 13. The fire alarm system is Interconnected 
and was replaced in 2001. The faclltty is localed 
in a rural fire district wilh both public and 
volunteer resources evsilable. Curren!ly the 
faduty 1s ikensed for 60 beds. with a ceisus of 
36 on !he date of lhe soryey. 

T'le follow.ng deficiancies were cited dwing the 
ern-3tgcncy preparedness survey coflducted on 
Apr,111, 2018. The facilityw3s sJrvey,,d under 
t11e Emetge'.1::;y Pr~paredness RtJ!t astabUshed 
by CMS, in accordance wiih 42 CFR 4a3.73 

The Sur✓ey was conducted by: 

Sam B~rbank 
Health Facility Surveyor 
Facility Fire Safaty & Construction 

E 007 EP Program Patient Popul@tlor; 
SSoF CFR(s) 48J.D(a)(3) 

[(a) Emergency Plan. The [lac!lityj must d;ive!op 
and rnahl3,n an emergency prepa,·;,dness plan 
that must b¼ reviewed, and updated a: feast 
annualiy The plan must do the following] 

(3) ,\ddreso paLient/c!ient population, including, 
but not lifllited to, persons at-;'sk; the typn of 
sarv:ces lhe [faciJ.~/l has tha ability ,o provide In 
an -emergen~y~ af';d contfnu!ty of cpera(mns, 
inc!Uding de!egaUons of at,lhority and succession 
plans:· 

'Note: !"Persons at ris\<" does not apply to· ASC. 

10 
?REF1X 

TAG 

Pfi:,\iJO!:i:rs f'tAN OF CC!R8Ji:CTIC!H 
(!:,\C~i OORl1EGTIV€ACTtON SHOULD th!; 

CfiiJSS,r!E;::ERE~EO ro THf.APPROPR!).ii; 
DEHClENC'Y) 

,r.:n 
COMP!.bf,ON .,_ .. 

E 000 

E 007 

1. SPECIFIC ISSUE; 
Clearwater Health and Rehabilitation of 
Cascadia's Emergency Management Plan was 
reviewed and updated on or before 5/16/18 by 
facility QAPI committee and community 
emergency personnel to address resident 

population including persons at risk, staff 

succession planning, delegation of authority, 

and facility's ability to provide services in an 

emergency, 

TITL£ 

£ A_-:--c_~,J_,..-=-d_-,..:.,ftu... 
An11efll°:l~nr;y stsJem~nt a-i;•~ing 'fli!:n_~n o-tten>!.l-a. r•; rJo•_IQft;s a-1• fii:i!l(lCJ' !h1c'l th<.! iM!i!ution rtJJJ be e.{C:!.isec! f~O•~ eoirec.llng providing ii is delnrmlned thal 
other g3!e~<Ji!-rds prov,de sdfo:1ent p-c:i;;e!:l,1:,:1 to :he f!J!te11ls {StzB instr;.,ct1ons j face pf lvr nvtJl_ntJ homes, the fbdtngs staled above are dl!!.C!osabie 90 days 
b!ioWirw;i !he date ~r sur.te~ whe1he-r or ncl a pl3n of con::edmn J$ pwv1r:fed Fornorslng hon·ms !he ;1bove Ji11dinga,, 2nd piaoH1f corcectioJli ;He diiclosati!e 14 
days fo!lowing tha _date lheso documents are :n:ada Zl'iatlabtu to the f.1cilil~- !f deficle11cla1. are ci!ed, an apprnvsd pl,m of correction is requis!le to J!OOlifll/ej 
progrwn pi3rtlcip11l!c:R 

CZSX21 
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E DtJ7 Continued From page 1 
hospice, PACE, HHA, CORF, CMCH, RHC, 
FQHC, or ESRD facilities.] 
This REQUIREl'tENT is not met as evidenced 
by: 
Based on record review, it was· determined the 
facility fa !ed to provide an emergency pla,1, 
policies and procedures, !lddressing th2 resident 
population, including persons at risk and the 
types of services the facility has Iha ability to 
provide dJ.iring ail emergency Fai!u're to addre;;;.s 
the facility's a!-risk pop1Ilation and ~/pes of 
sef'/ices available, has the potential to hinder 
continuity of cars and emergency management 
response during an emergency. This deficient 
practice atfected 36 residents, staff and visitors 
on the date of the survey. 

Findings include. 

On 411'1/18 from B:30 AM • 3;00 PM, review of 
provided emergency plan, policies and 
procedures, revealed the plan failed to define 
what types of ser,ices the facility had the ability to 
provide during an emergency, or specify as to the 
unique vulnerabiJi!ie5' of the resident population in 
the event of 8 disaster, 

Reference: 
42 CFR 483.73 (a) (3) 

E 009 Local, State. Tribal Collabora\Jon Process 
ss~F CFR(s): 463, 73(a)(4) 

!(a) Emergency Plan, The {facility) must develop 
and maintaln an emergency preparedness pian 
that must bH reviewed, and updated al le,ist 
acnually The plan must do !he following·] 

(4) Include a process for cooperation and 
collaboration with local, tribal, regional, State, and 
Federal emergency preparednl;lss officials' efforts 

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 vulnerabilitie, 

pf the resident poplation including residents at risk 
facility's ability as well as typos of services provid€ :l 
in the event of an emergency. Staff will be educat, d 
on or before 5116/18 by Executive Director and/or 

designee. 
4. MONITOR: 
Upon completion or initial education with staff, 
Executive Director and or designee will monitor 

the effectiveness of tho emergency management 

plan through staff interview and provide outcomes 

to QAPI committee monthly for the next 3 months 
Additional education will be provided as necessar 

Plan to be updated as indicated and reported to 

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

E 009 
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E 009 Continued From page 2 
to maintain an Integrated response during a 
disaster or emergency situation, including 
documentation of !he facility's efforts to contact 
such officials a11d, when app!ic;ab!e, of its 
participation in collaborative and coopera'.ive 
planning efforts. 

• [For ESRD facililles only at §494,62(a)(4)!: {4) 
Include a process for cooparalion and 
collaboration witr, local, tribal, regional, State, and 
Facleral emergency prei;:ared:iess officials 1 efforts 
to maintain an 1r.t~grated rasponse during a 
disaster or emergency situation, lncludlng 
documentalion of the dialysis facilitis efforts to 
contact s,ch officials ar.d, when applicable, of its 
participation in collaborative and cooperative 
planning efforts, The dia~Jsis fadli\y mList conlact 
the local emergancy preparedness agency at 
!_east annua!!y to confirm that the agency is aware 
of the d1a!ySis facility's needs in the ever.t 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 loali, 
tribal, regional, Slate and Fedora! EP officials and 
Integrated emergency response efforts, Failuro 
to davelop a collaborative planning effort with 
muW-jltrisdictional • ntlties, has the potential to 
limit the facilities options during a disaster. This 
deficient pract;ce affected 36 residents, staff and 
visitors on the date of the survey, 

Flndir,gs include, 

On 4/11.'1 B from 8.30 AM - 3:00 PM, review of 
provided policies, procedurns alld the emergency 
plan, no docurnental1Dn WilS provided indicating 
collabora!i'le involvement with local, tribai, 
regional Stale and Federal EP officials, including 

FORM CMS,2557(02-9'3; Pre'liaus Versions Ob5olete 

ID 
PREFDC 

TAG 

E009 

PR.0vl•.ER'S FL~N DF CORRECTION 
{E.-\CH CORKECTI\JE A.CTJON SHOULD BE 

CR.083-REFE:RENCE.D TO THE.AP-PROPRfATE 
DE:F!CIENC'I') 

1, SPECIFIC ISSUE: 

tXO• 
COt.!Pll:JJON 

OAT£ 

Cleaiwater Health and Rehabilitation of Casacdia's 

Emergency Management Plan was reviewed and 
updated on or before 5/16/18 by facility QAPI 
committee emergency personnel to include 

comprehensive collaboration with multi-jurisdictionic 
entities and will include documentation of the facilltl ,s 
efforts to contact such officials, 

2, OTHER RESIDENTS: 

All residents, staff and visitors are affected by 

deficient practice. 
3, SYSTEMIC CHANGES: 
Policies and procedures were updated to include a 

hazard risk assessment including collaboration will 

local emergency authorities, Such collaboration will 
be documented, Staff will be educated on or before 

5/16/18 by Executive Director and/or designee, 

4. MONITOR: 
Upon completion of Initial education with staff, 
ExecutiVe Director and/or designee will monitor th1 

effectiveness of the emergency management plan 

through staff interview and provide outcome to 

QAPI committee monthly for the next 3 months, 

Additional education will be provided as necessar: . 

Plan will be updated as indicated, 

CZSX21 
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E ODO Contlnut:d From page 3 
such ii:valvernan( as participatio:--. fn ~Ounty tMS 
or regior.ai heE]fthcarc coo!ilion meetings. 

Reference: 
42 CFR 43J,7J (a) (4) 

E o 18 Prccedur~, rorTra,;king cf Staff and Patients 
ss~c CFR(s): 483 73(b)(2) 

[lb) Policifls and procedures. The [focil>t1es] mus\ 
da .... elcp and irnpl.2,T1ent emergenr:.y prep-arednesi 
poli:ies ;3nd procedt:res, ba!lL?d on ,the 
emergency plan set fcrth In paragraph (3) of this 
saction, risk :,;sessmenl al para9raph (a)(1) of 
this section, and the cornmur,ication pian al 
paragrap:1 (G) of this section. The per.dos and 
procedJr-as must be reviewed and up~ated at 
least .B,1nuaUtJ At amin;1ni.1m1 Hw policies aq;.1 
pmcedcres r:ius!address the f• llawing.) 

(2) A system to ~-"c~ ,he localion of 0,1-duty staff 
antJ shalt~red patient~ in the ffaciiitYs! cara 
duri/lg an emergency, If on-duty stair and 
she\t2I'Zd p.J~ients are rc!oca1ed d"-p·ing La'le 
emergency. tr.e [laciliiy] must document tho 
soecific name and localion of the recelvir.g facility 
or other l•catia n, 

'(Far PRTFs at §4411!14{b), LT C at §4S3,7J(b), 
IC•/IIOs at §49J 475(b), PACE at §460.84(0)'1 
Policies and procedures. (2) A syst~m to !rack tt;e 
location or on-dut,, staff and shattered residents in 
the [PRTF's, LTC, ICFliiO or PACEj care during 
and a ~er an tame~ency, Ii on-duly staff ,ind 
sheltered rEsidents 3re re1ocatgd during the 
emergency, the [PRTF's, LTC, ICF/IID w PACEj 
mus! document the speciric name and locaticn of 
the receiving facility or other location. 

'[Far Inpatient Hospice at §41B.113(b)(6t:J 
Policies and procedures 

E009 

PHJ'.'lDEff-5 !='i.Arll OF·CbRftECTtON 
{F.".-1.CH CQi'U-!:ECTIVE ACntJN SrlOUt,D BE 

CROS3-Rl:F£P.EN:C(D TCl'THE i\?f'"ROffil.-l!TE 
DEFICiENCYi 

5, DATE OF COMPLIANCE: 5/16i18 

E013 

1. SPECIFIC ISSUE: 

\X'S< 
C:iMf'LUff.JH 

0,..(tti. 

Clearwater Health and Rehabilitation of Cascadia's 

Emergency Management Plan was reviewed and 

updated on or befors 511611 B by facility QAPI 

committee and community emergency personnel lo 

update site-specific policy and procedures to inciud 9 

a staff and resident tracking system to be used durl ~g 

an emergency, 

2.OTHER RESIDENTS: 
All residents, staff and visitors are poten!lally 

affected by deficient practice, 

3.SYSTEM\C CHANGES: 

Policies and procedures have been developed lo 

include a tracking system for staff and residents. 

Staff will .be educated on or before 5i1611B by 

Executive Director andlor designee regarding 

facility's updated policies regarding tmcking systems 

for both residents and staff during an emergency 

which will in dude but not llmited to evacu,'ltion and 

shelter-In-place scenarios, 

c2sx21 
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E o 18 Continued From page 4 
(ii) Safe evacuation from !he hospice, which 
i11ciudes cor,5Jderation of care arid treatment 
needs of evacuees, staff respon::.ibilities; 
transport:ttion, identification of avaci;arion 
locatlon{sj ar:d primary ar::d a!temal;; me.:ms of 
r..'DliH11vmct:ito,1 witn e . ..teri1a1 so,.Jr.ce-; o( 
sssistf:lnce, 
(.;) A system ta track the location of hospice 
employee5' on .. du~j and siieUered pali;mts tn the 
rospi~e's care during an em~rge~cy Ii lhe 
on•·dul:'1 emptoyees or sheltered patients are 
reioca~"Jd during H1e em:eignncy, the hospice 
mu3t dcc1,rn-entth: sp.acit::c narne a;1-cl location of 
the receiving fa,:mt/ or other location. 

•(For.CMHCs at §40S,920(b)'.j Policies and 
procedures (2) Safe e•,acuaiinn from tt,e CMHG, 
whjch ine-!udes consideration of care -and 
ttea!m~nt needs of evacuees; start 
rcsponsibilities: lran,portahon; Identification of 
evacuation locatio1(s). and pnmary 'arld a~_emate 
mea8s of cornmunicatior. with external sources of 
essistance, 

'!For DPOs at§ 486.36D(b):j Po~cles aid 
procedures. (2) A system ol medical 
documenla!ion that preser;es potential and 
actuB! donor information, protects confidentlalily 
of potential and actual donor informatian, and 
s~cures and malntair.s the avai!abi.lily of records 

'[car ESRO at § 494.62(b):! Policies anct 
procedures. (2} Safe ev3cuatior1 from ttie dialysi6 
facility, which includes sta~ responsiblllties, and 
needs oithe palieols 
This REQUIREMENT is not met as evidenced 
by: 
Based on record revle..,..-, it was determined the 
facility failsd to prnvice a policy for tracking al 
staff and sheltered residents during an 

E018 

PRJVlOf;;~•s NAN OF COP.f\EGT!ON 
,:aACH COFUi!!CTJ\iE ACT'ON SHOutD DE 

CFh'.}S,3-1,JE:FEJl[NCED ro lH'::. ;l.PPAOPRIATI: 
OEflClESCY: 

4, MONITOR: 

{M, 
CC-MPL!i:T'()H 

!),WE: 

Upon completion 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 
QAPI committee monthly for the next 3 months. 

Additional educaUon will be provided as necessary. 

Plan will be updated a; indicated, 
5, DATE OF COMPLIANCE: 5116118, 

L ________ .,., ________________________ _J 
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E Ole C•n,inLed Frcm page 5 
err1ergency. Lack of a ttaci<.ing po!iq for sh.,l!ered 
cst.aff 2nd ft=sid;.::ints has the pot~ntiai ta 1,/nder 
cnntm:..:1ty ot cafe end es sa:,tiat sarvica'i durfng 
an ei,,ergency This deficie,,t pracl.Jc1:1 has the 
potenl.;af tD attect r;~e 36 res;d;:nts, r.taff and 
vi~ilot! In the [2,;iiit•; en til6 date llf !he survey. 

Findings include: 

O.~ ~11/18 from 3 30 A,',1 • 3:CO PM. review oi 
provi,ied emerg€n,-:y pian, poUdes amt 
procedure~, f.aited le d~mc.nz.t:ata the faclllty had 
in pface a 5ysteif' lo tr::Jek trta lccatlcn of •~•tjuty 
sl3F. and re~i~.:in!S sieltece1J 1n lhe facitlty durin9 
an emergency, 

Reference: 
42 C"'R 483. 73 (b)(21 

E 02.2 Pollcie~/Proceduros for Sheltering in Place 
SS"F CFR(s): 4M3.73(b)(4) 

{(b) Policies and prucedwr:,s. Tile ffaC!lltiesl mus' 
develop and irnploment emergency preparedne,s 
po!lde& ;;inti procodures, based on the 
sme,--gorrcy plan set fort;i In paragraph (a) of this 
section, ri&k assessment at paragraph (a)(1) of 
this se,";llon. and the corr:mun!caUon pisn at 
p~ragraph ic) of this se.::t,on The policies ar:d 
pmceduras m~rst be reviewed and vprlalerJ il~ 
least annually. At a minimum, tha policies nnd 
~mc:r,dures must addrass ine loliowins:l 

{4) A mea,s lo shelter Is place for patient,, staff, 
ar.d volun!aers who riHrdin In the (facility]. !(4) or 
(2J,{3J,{5J.(6)] f\ rnaars to shelter In plaC!? ror 
patients, staff. and vcluoteers w~o. ruma,n in !l,e 
[racili~/l 

1Fcr lnpat:ent Hospices a' §419. HJ(o) l Policies 
a1d ;;rnr;edures, 

ID 
pn:;:Jtl/( 

f,J,J 

E •18 

E 022 

PRil':/l.lJ~f\ S i'L..t,N OF COR,HE:C f!ON 
{f~.\.,:::H CdF.?.ECTlV~ ACiiON SHOULD SE 

c,osS-RE.fE,kE_t<ICQ ft') itfl'.A~CPHIME 
•Ei1C!ENCY} 

1, SPECIFIC ISSUE: 
Clearwater Health 21nd Rehabilitation of 
Cascadla's Emergency Man"lgemeit Plan was 
reviewed and updated on or before 5/16/18 by 
facility Q,l\PI committee and community emergency 
parsonnel to Include policies and procedures that 
Insure plans for sheltering are In place. 
2.0THER RESIDENTS: 
All residents, staff and visitors are potentially 
affected by de!lcient practice, 
3. SYSTEMIC CHANGES: 
A plan, policy and procedure has been developed 
t1'etaddress sheltering, including provisions for 
resources needed to continue care during an 
emergency. 

! 
! 
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I E 022 Gon!inuec From page 6 
(U) The fol;owing Elre. addit!one! rf~ti!rements_ fur 
hOsplceMopera:~d ~npatient care faciHOes orly 
The pc,licles and procedure's m-LJst address the 
lolfowlng· 

(ii I\ means to sheller in place fm pa,;,,nts, 
hospice employee;i "'~a rernnln m tht;? hosplce. 
This RE.O l!lREMENT fs no! me! as evldenc~d 
by: 
Based •P rec-ord r~view, it was tJeterrnined tf:e 
f,ic,lily fa'1'ld to proliide a pdcy proc~dura or 
pfa'1 fur- shaUer:r,g in pf2ce FoilliiZ tQ provide a 
ptiln for 3helt,:r:rvJ in p!a•::9 has the pr:tunlta'. t..) 
ieaw res!denls and staft \'\ithout rs:.aurc:&s to 
continue can:tduring an emi::tg13;1cy, This 
d.aficient practice afft7cied :16 r~s:fh:rnts. st:ltf and 
visit.:il"S on the dZ!to of tlie survey, 

Findings incluQe 

On 411ll-iD f,cm 8 JO AM lo 3 00 PM,r•vlew ot 
provlclad erne,11ency plan, poicies and 
pr•cadures, failed io re,e.,I lnrormatlon far 
sheHtuing ln plac~, 

Reference· 
42 CFR 48J 73 (b)(4j 

E CJO Name~ attd Contact infonnati~n 
sssu CFR(s); 4aJ.73(c){1) 

f<.c) Tim ifacillty, e,copt Rf,;liCls, hospices, 
!raosplant certer~. ilnd Hli1'sj must dovnlcv aml 
mainiK\!n ari emergency pteparedriess 
cormnuricatlon pia~ teat complies with federal. 
State and l®al raws.a;1:1 mw:,t be revle•J1i'a<i and 
tJpjated a: i~as:l atHiUat'y, The ccmmi;nication 
pl,1r must mclude: au nf the fofowing [ 

(1) Names ;rnd con.l!lct lnfcrmafion tor the 
faliowing· 
(i) Staff. 

------· 

._'.';J; f\Ji:L f:f\.P ¼Wt;.) fR~~f,.tJi't 
-l. St:lUJtl"1J ________ _ 
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continued from pg. 6 
Staff will be educated on or before 5/16/18 by Exec live 
Oireclor and/or cteslgnee regarding facility's update, 
policies and procedures for sheltering residents 
during an emergency, 

4, MONITOR: 
Upon completion of initial education with staff, 
Executive Director and/or designee will monitor the 
effedlveness oflhe e,ne<1,ency management plan 
through sraff interview and pmvide outcomes lo 
QAPI commlttee monthly for the next 3 months. 
Additional education wlll be provided as necessary, 

Plan to be updated as needed, 
5. DATE OF COMPLIANCE: 5/16/18, 

E 030 

1, SPECIFIC ISSUE: 
Clearwater Heaith and Rehabililalion ol Cascadia'• 

Emergency Management Plan was reviewed and 
updated on or before 5116116 by facility QAP! 
comrniltee and community emergency personnel to 
include updated ar,cl site-specific coritact !1st that , 

includes staff, entitles providing services···•· patient I 
physicians, other facilities, and volunteers. 
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E OJ() Ccntiqued From paga 7 
/ii) Entiues pcoviding •~"'~~es under arran2,emant 
(liii Patients· p~ysiciiins 
(iv) O\h~r [faciJif,es}, 
(v) Vo!unleers, 

1Fnc RMHGIS al §403,74tl{C).) The 
cornmunicat:on plan must lntlude air pf the 
'ol!owin-l 
(1) Name.sand contact info;,,,a!ion fer the 
followi;,g 
(iJ Staff. 
(1l) Entitff:s ~ro·-J!Cl:ig S:iL7r\..:es under ~rtangcm~nt 
(iii) Ne,! of kin. ~uardian. or costcdian, 
{iv) Olner RNHGls. 
{v) VolLntear.:i. 

'[FD, ASC; at §413 ~5(c):J Tne cdmm1,1nicascn 
plan rn . .:st indt;d~ a:: i::f th~ fvt!owfr·g 
( 1) N~rnes sod con Lac! infarma~on for {he 
following· 
(i) Slaff. 
(ii) Entities providing services un<le! errangemenL 
(iii) Pat1entii1 p/"lys·1e1ans, 
(iv) Voionleers. 

'[For Hcs~ices at §4111.11 J(c).J The 
c.otnmunicalicn Wan n,ust indude c.1ll of U1e 
fol!owing: 
{1) Names and contac:t information for the 
!o!lov.ing: 
(i) hospice E.11ployees. 
(li) Entities providing services under arrangement 
(ii) Patients' ohysicians 
{i·1) Other hospices. 

·[Fer OPtJs at §486 360(c):l Tt>e cummunicaticn 
plan must inc!ud~ all of !he f0Howir1g, 

"' Ffi'SF::< 
T,AJ 

E OJlJ 

l'fh'.)1.t1nsn S PLAN or CORRSCT\l'.;JN 
lEA~li COO?.,fCTN~.,\::,;ttoN 5HOULO BC 

CftOSS,FtEnfi.:;Nt;.EriTO THE APPRor,MTE 
OEF1Ci£NCYJ 

2..0THER RESIDENTS: 
AU residents, staff and visitors are potentially 
affected by deficient practice. 

3. SY'STEMIC CHANGES: l 
A communicallon plan has been developed to lncludl 
contact list Iha! will include all pertinent contact 
Information including staff, residentphysicians and 
other LTC facilities. Staff educated on or before 5116-\16 
by Executive Director and/or deslgnee regarding 
facmty's updated communication plan and contact lls\. 
4. MONITOR: 
Upon completion of initial education with staff, 
Executive Director and/or designee w!II monitor the 
effectivenoss of the emergency management plan 
through staff lniervlew and review of contact list to 
validate numbers are current. Outcomes wil! be 
provided to OAPl committee monthly for the ne)(t 3 
months, Plan w111 be reviewed annually there after. 
Additional education will be provided as necessaiy. 
Plan wm be updated as indicated. 
5, DATi:: OF COMPLIANCE; 5/16/18. 

(1) Names Md ccotacl lrlforrnaticn for the 
FoN,:,v.iniJ: 

L __ (i_) s_ia_ff_. _______ -------------''------- J 
lf :;Jl'.\ll"".11~!<'Al $l'tP.:!H P&!Jt' S ll 1? 
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T.l,(; 

SLMMARY STATG'.\JE'NT or 0€HC!E'I\CiE5. 
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CR LSC lCtNnfYt.'-,V 1;,.:::::-m.!A1'i~M'. 

E OJu Con!inueu From page 6 
{ii} Entitit:!5 provic:li<tg sv;rvic!=:; under arr:ar.germmL 
(Iii) Volunteers. 
(iv) 0L'1er OPOs. 
M Transplant and de.nor hospitals in !he OPO's 
::ionation SeNice Area (DSA). 
This REQUIREMENT is nat met as e•1idcnced 
by: 
Based on record review, it was determined the 
facility !ailed to doc:iment a communication plan 
which included contact information for staff. 
res!den! physicians, olfier facilities and 
1;o!un1eern. Faliure to have a communication pfan 
which includes contact information for those 
parJes assisting in the facility's response and 
recovery during B di;:;;a!lter, h<;1s the polt:Jntia! to 
hinder both internal and external emergency 
resconse efforts This deficient practice affected 
36 fesidentG, staff and vlsl1ors. on the:- da~ of tt.e 
survey 

Findings Include 

On 4ill/18 frolT' B:JO A,'vi - 3:00 PM; review al 
provided emergency plan, policies and 
procedures, failed to reveal a communlca!icn 
plan that Ir.eluded contact information for res.idenl 
physicians, start .and other LTC (Long Term Care 
Faci!itles}-

Reference: 
42 CFR 483.73 (c) (1) 

E OJl Methods lor Sharing lnformacion 
SS:f CFR(s): 4B3.73(c){4)-(6) 

[ic) lhe {facility] must develop and maintain an 
emergency prep~redness communication plan 
thal complies wtti1 Faderai, State and local laws 
and must be reviewed and updated at least 
annual!~ ] The comm,,,1ication plan must include 
af, of the fofiowmg: 

E 0J0 

E033 

PROVIOE.R'S PlAH OF CORR~cnrn; 
\Er'\CH CORRECTIVE'. ACfiON SHUUlD BE. 

CRUSS-lti:FE?.ZNCfO TO THEAPPROPRJATE: 
OERCIENCY-} 

C2SX2t 
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E OJJ Continued From page 9 

(4) Amelh•d fo1 sraring lnformu~o, and mndical 
documentation for patients under !he !fadliiy'sl 
care, a 5 .n~eessary, v,:ith other heailh providers to 
maintain- the conlinuity cf care, 

{51 A meafls1 in th_e ev-:o!,t cf an uvacuatlo,,, lo 
ra!Bar.e pallent inf_om1ali'-Jll as pe1mittad L:ni:lar 45 
GFR 164.51O(o)(1)(ii). [This provision is not 
requ!ron fat HH,'\S under §484 22(c), COHFs 
under §4a5.5!l(c} ,md RHCs/FQHCs unda1 
§-t9U2(C) j 

(6/ [(4) or {5)jl\ ma ans of pro,ieling informaiion 
aboLi tl1a 9wr:erc1I conc1ition a,io localiun of 
patient, under th" [fadiit,•sj cBre as f)e'cliita<I 
under 45 CFR 164 51Q{b)(4j. 

'[FOi R>;t-!Cts a( §403.74B(c) J(4) A method fol 
'S!iaring i."lforrnation and care doct.:rrmotation fof 
p3tients unde, !he RNHCI'~ car;;, as necessary_ 
with ti!lre.proViders tc1 maint:~ln ttie co,:itinuibJ of 
ccare, based on the \\-rl:en e/ect:on slateoicnt 
made by the patient ot his or hm ieg,:U 
representative, 

'!Fer RHCsiFQHCs at §491.12(c):J ( 4) A mea'S 
of providing inforroalion about !he gGne"iJ! 
condition and location ol patient~ under Iha 
Facility's c~:~ as permitted unae-, 45 CFR 
164 510(b)(4)_ 
This HEQUIHEMEMT is not me! as evidnnced 
by: 
easec on recotd review, it was dGtermined !he 
'~cdity fuijed ta Jor.ument a Plan cJernonstraling 
!~e m,et~od !or sharing init::1malior1 during an 
emorgency f;:iiluro to shnr;, informatio'l wilt, 
oth~r hea!!h cnre orovldcrs has !he polenlial lo 
hinder !he fac,ii!y's ebHity lo ccntmre care during 
a disaster This deficient praclice affected 3G 

E03J 

FR::l\,)i1ER'5 PLAN DF cota,qe,nio",l 
;F;,\C-H CflRilEGTiYE:ACl\ON Srl(lL't.ttl'BF.: 

CAOS'.:Hi!:F-Etl€NC£C 'f1J Th2 Aflf'«.Df'f\lAlE 
OEFIClENa:Yf 

1. SPECIFIC lSSUE: 

,xs1 
c,~.,ivr~-:;Qr,i 1 

0-U-£ j 

Clearwate~ Hoalth and Rehab!litatlon of Cascadl.a's 
Emergency Management Phn was reviewed and 
updated on or before 5/161111 by facility QAPl 
committee and community emergency personnel to 
lndude updal!!d and site-specific policies regarding 
method of sharing infomiation and medical 
documentation with oth1,1r healthcare providers in the 
event of an emergency, the release of patient 
information lnduding general condition and transfer 
location, If indicate<l. 
2,0THER RESIDENTS; 
All residents ar,:; potentially affected by deficient 
practice, 
3. SYSTEMIC CHANGES: 
Plan has been updated to address the sharing of 
patient information with othsr hea!thcare providsrn, 

Staff will be educated on or before 511611 B by Executi e 
Director and/or ctesignec regarding facility's policy for 

sharing information regarding patio1t condition, 
location ana method lJf. sharing information with other 
healthcare providers, 
4.MONIT0R: 
l,Jpon completion of initial education with staff, 
Executive Director '.'ltid/or designeo will monitor the 
effectiveness of the emergency management plan 
through staff interview. 

czs:x21 
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E 033 Continued From pag;; HJ E 033 
rasidents. s\alf and ,isi!ors on the date or the 

C0'llinued from pg 10, 

vm 
{;.(IMPLU!ON 

DATU 

Findirig~ induct~ 

On 1~:i 1113 fr.Orr. V 30 ,N.~ to 3:GO PM, r~•Aaw cJ 
proviU:!d ern-',,Hgancy plan, policies a11d 
prncedure'a, refer~m.:&¾d IT sacurit}1 and failed tcJ 
de,'llunst,ate i, p,,ricy which idaotlfted how the 
fadiily wo:Jkt shm e information fol the care of 
n,s,doots wim alhzr healthcare pravld~rs, only the 
,olicii!s ar.d procedoJras as r~late<I ID \he !iecuri~/ 
of dt'l,ta and equ-ipmant a'.-."i!gn2d or dele9tJted to 
company staff. 

Outcomes will be provided lo OAP! committee 
monthly for the next 3 months. Additional eduGallan 
w!!! be provided as necessary. Plan will be updated 

as indicated, 

Referenca. 
42 CFR 493.73 (c) (1)·{6) 

See aisc: E..QOJ,1 

E OJ4 lnforma!icn M Occupancy/Needs 
SS=F GFR{s)' 433.73(c)i7) 

{(c) T'>e ffacmty] mtisi di!Velop and main rain an 
emergf:ttey prt!patedne'!.s cammunkatian plan 
trial complies wilh Fsdo<al, Stat. and lccal laws 
and must be reviewPl:l Md uptlatlld a! least 
ar.nua!y J The ccmmu,1,cation plan must include 
all of Ille follawlng: 

(') !(5) or (6j) A means cf providing information 
shout lhe {!acility's) occupancy, needs, ano its 
at.!ll!y le p,ovide as~istaoce, to the aut'lOrlty 
h11ving jurisdiction, tho lnc19ent Co;nmand 
Center, or doslgnee, 

'[Fn, ASCs ~t 416.54(c)]: (7) A means of 
prcvld:ng 1nfcrrnatiun about the ASC's n;,eds, and 
its ability to provide assistance, to :,e aulhorlly 
havir:g jurie;diclion, the lnclvenl Command 
Center, or designee. 

DATE OF COMPLIANCE: 5/16118 
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'(For lnpt3,ief\l Ho•?ice at §4 rn.11 J:J (/) A rm,ans 
o/ provk!,ng infmmat,on about \he ho•?ice's 
hpasant oc:cupa~ci, need;, and its ab,ii!y to 
provide assistance, to the autrortty }-iav!n·g 
}urtsdictk:m, U;e ln.ciJ.enl CoF-;mrmd Center, or 
dasig:",ee 
This REQUIREMENT ;s nol m.::I as evidsnced 
by: 
AAsed on tescd review, t!'ie f:Jdlity fatltid kl 
-provide i:1.CC,n"\'n1unk::a~;vn t1ian br shar;n9 
inform,ti"1,:cn on r.,Z:iJd::i, o,-::,~t1pH~cy ar:11 i~ tabiHty lp 
pn:wldo? _as,3istan.;;& Vvi:ti emergency ,-nco.sg~mont 
offidal~- Fallura to prcvidi? a pian b sh ate 
Information with emerg~ncy personnel en the 
fadli!y's !lewd', arc abmti,es tu pravide assiotanc~ 
d<J/i1:g a d,sasl,r. has lh~ potental lo hinddr 
respaosa aa:;ist.1_1iG2 ~rid oontinuafo:,n or care fur 
i!;o 36 ,ees;d~nt, hDLISed on th.e date or !he 
survey 

Findings inc!ud~·. 

On 4.111116 from B 30 AM tc 3 DD PM, ra1lew of 
prnv,ded pollci~s, ~rc•cedums and emergency 
plans failed lo lndkala wh~t rnelhod the faciilty 
would usR to share infor!';1ation on Its needs ar 
capabmtes ~t!en commLnic..ltlng with h":")i:ffga11cy 
miilnage:rnent of!lcial5 Piovided lnformatloo on 
lnbnT;lltion Te.::hnclogy, refelfed 0111)' to those 
pracE:dures tor seC\Jric:g du:a and equipment such 
as laplops lssc,ed or dclega:ed tu staff. 

Refs;ence 
41 CFR 483,73 (c) (7) 

10 
Ft:;?.F1J\'. 

1A;'.} 

E 034 

P-R0'i)0Etrs PL~ :;u:: CCRRE-C T!ON 
(E:A(:J--0: CORHE.t::T!Vt ACTICN sHom;,i SE 

CHUSS,A:E.FEREMCEO TO THEAPPROPfl_1A:tt 
ot.elCJENt.'.Y) 

1. SPECIFIC ISSUE: 

!Ul 
fG\W".,!;"fo(•N 

:04.W( 

Clearwater Heafth and Rehal:Jilitatlon of Cascadia's 
Emerge"cy Management Plan was reviewed and 
updated on or before 5/16/18 bf laciifly QAPI 
committee and community emergency personnel to 
include updated and slte-spsclfic policles regarding 
means of providing information about the facliities 
occupancy, needs and/or abiiity to provide 
assistance with Incident Commander or designee. 

2,0THER RESllJENTS: 
All residents, staff and visitors are potentially 
aliected by deficient practice, 
3, SYSTEMIC CHANGES: 
Phm has been updated to include how the ladHly 
would share inlormallon as well as the needs :ir 
capsbllitles when communicating with emergency 
management ollidals, Staff \'-ill be educated on or 
before 5/i 6/18 by Executive rnrector and/or design 
regarding fedllty's pr::icedure t::i provide information I 
to incident convnander or designee. ' 
4. MONITOR: 
Upon completion or Initial education with staff, 
Executive Director and/or designee wm monitor the 

effecliveness .and provide outcomes to OAPl 
committee monthly for the next 3 rrion!hs. Addl!iona 
educalfon will be provided as necessary. Plan 1.1,m b 
updated as Indicated, 

DATE OF COMPLIANCE: 5/16/18. 

czs,2, 
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

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
SS=E

Building Construction Type and Height
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 I (442), I (332), II (222) Any number of 
stories     

non-sprinklered and 
sprinklered

K 161 5/16/18

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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2 II (111) One story 
non-sprinklered 

Maximum 3 stories 
sprinklered

3 II (000)   Not allowed 
non-sprinklered 
4 III (211) Maximum 2 stories 
sprinklered
5 IV (2HH)
6 V (111)

7 III (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 
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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 
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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
SS=E

Emergency Lighting
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:

K 291 5/16/18

 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 CZSX21Event ID: Facility ID: MDS001140 If continuation sheet Page  4 of 16



A. BUILDING 01 - ENTIRE BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  05/22/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

135048 04/11/2018
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1204 SHRIVER ROAD
CLEARWATER OF CASCADIA

OROFINO, ID  83544

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

K 291 Continued From page 4 K 291
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
SS=F

Sprinkler System - Maintenance and Testing
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  
____________________________
  c) 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:

K 353 5/16/18

 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:
(1) 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
SS=F

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

Subdivision of Building Spaces - Smoke Barrier 
Doors
2012 EXISTING
Doors in smoke barriers are 1-3/4-inch thick solid 

K 374 5/16/18
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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:

 

FORM CMS-2567(02-99) Previous Versions Obsolete CZSX21Event ID: Facility ID: MDS001140 If continuation sheet Page  9 of 16



A. BUILDING 01 - ENTIRE BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  05/22/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

135048 04/11/2018
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1204 SHRIVER ROAD
CLEARWATER OF CASCADIA

OROFINO, ID  83544

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

K 374 Continued From page 9 K 374
(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 
3.4 in. (19 mm).

K 911
SS=D

Electrical Systems - Other
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:

K 911 5/16/18

 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
SS=F

Electrical Systems - Essential Electric Syste
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:

K 916 5/16/18

 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
SS=D

Gas Equipment - Cylinder and Container Storag
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 

K 923 5/16/18
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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

K 926
SS=E

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:

K 926 5/16/18

 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 
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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.
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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
SS=F

EP Program Patient Population
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.** 

E 007 5/16/18

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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E 007 Continued From page 1 E 007

*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
SS=F

Local, State, Tribal Collaboration Process
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:]

E 009 5/16/18
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E 009 Continued From page 2 E 009

(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: 
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E 009 Continued From page 3 E 009

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
SS=C

Procedures for Tracking of Staff and Patients
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 §441.184(b), LTC at §483.73(b), 
ICF/IIDs at §483.475(b), PACE at §460.84(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] 

E 018 5/16/18
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E 018 Continued From page 4 E 018
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.
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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
SS=F

Policies/Procedures for Sheltering in Place
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 

E 022 5/16/18
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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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E 030
SS=D

Names and Contact Information
CFR(s): 483.73(c)(1)

[(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.
(iii) Patients' physicians 
(iv) Other [facilities]. 
(v) Volunteers.

*[For RNHCIs at §403.748(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.
(iii) Next of kin, guardian, or custodian.
(iv) Other RNHCIs.
(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.

E 030 5/16/18
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(iii) 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.
(iii) 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.
(iii) Volunteers.
(iv) Other OPOs.
(v) Transplant and donor hospitals in the OPO'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
SS=F

Methods for Sharing Information
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)(1)(ii). [This provision is not 
required for HHAs under §484.22(c), CORFs 
under §485.68(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 

E 033 5/16/18
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under 45 CFR 164.510(b)(4). 

*[For RNHCIs at §403.748(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 §491.12(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
SS=F

Information on Occupancy/Needs
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:

E 034 5/16/18

 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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