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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER 
LETTER 

Dear Mr. Smith: 

On April 25, 2018, a Facility Fire Safety and Construction survey was conducted at Caldwell 
Care 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 21, 2018. Failure 
to submit an acceptable PoC by May 21, 2018, may result in the imposition of civil monetary 
penalties by June 10, 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 30, 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 30, 
2018. A change in the seriousness of the deficiencies on May 30, 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 30, 2018, includes the following: 

Denial of payment for new admissions effective July 25, 2018. 
42 CPR §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 25, 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 25, 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 CPR §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/Pro_yidersFacilities/StateFederalPrograms/NursingFa 
eilities/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 Infom1al Dispute Resolution Process 
2001-10 IDR Request Form 

This request must be received by May 21, 2018. If your request for informal dispute resolution 
is received after May 21, 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 dnring 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 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENl'ERS FOR MEDICARE & MEDICAID SERVICES 

STATEMf:NT OF DEFICIENCIES 
ANO PLAN OF CORRECTION 

()(1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

135014 
NAME DF PROVIDER OR SUPPLIER 

CALDWELL CARE OF CASCADIA 

(X4) 10 
PREFIX 

TAG 

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

REGULATORY OR LSC IDENTIFYING INFORMATION) 

·K 000 INITIAL COMMENTS 

The facility is a single story Type V(111) building. 
The facility is fully sprinklered with a fire alarm 
system. 'fhere is a mechanical room in a lower 
level where the water heaters are located. The 
facility was built in 1947 and currently licensed for 
71 SNF/NF beds, 

The following deflciencl.es were cited during the 
annual fire/life safety survey conducted on April 
25, 2018, The facility was surveyed under the 
LIFE SAFETY CODE, 2012 Edition, Existing 
Health Care Occupancy, In accordance with 42 
CFR483.70, 

: The Survey was conducted by: 

Sam Burbank 
, Health Facility Surveyor 
Facility Fire Safely & Construction 

K 353 Sprinkler System - Maintenance and Testing 
SS=F CFR(s): NFPA 101 

Sprinkler System - Maintenance and Testing 
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 

; Testing, and Maintaining of Water-based Fire 
' Protection Systems. Records of system design, 
' maintenance, Inspection and testing are 

maintained In a secure location and readily 
available. 

a) Date sprinkler system last checked 

b) Who provided system test 

c) Water system supply source 

PRINTED: 05107/20' 
FORM APPROVE 

0MB NO, 938-03, 
()(2) MULTIPLE CONSTRUCTION 
A. BUILDING 01 • ENTIRE BUILDING 

()(3) DATE SURVEY 
COMPLETED 

B, WING 04/25/2018 
STREET ADDRESS, CITY, STATE, ZIP CODE 

210 CLEVELAND BOULEVARD 

CALDWELL, ID 63605 

ID 
PREFIX 

TAG 

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

CROSs-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

{XS) 
COMPLET!Ofl. 

KOOO 

K353 

CORRECTIVE ACI10N 

As noted in the CMS-2567, the 3rd quarter fire 
suppression inspection was missed when the facility 
changed vendors. Subsequent inspections have been 
completed and the fire suppression system is . 
functional. The facility will ensure that the 
automatic_sprinkler and standpipe systems are 
inspected, tested and maintained through quarterly 
inspections. 

The facility has purchased four spare sprinkler 
heads to bring the total count to 12 to meet the 
requirements ofNFPA 25. 

DATE 

--~VI DER/SUPPLIER REPRESENTATIVE'S SIGNATURE ;;~ (X6) OATIS 

Any fi ,ency statement ending With an asterisk(') denotes a deficiency which the lnstltu!ion may be excused from correotlng providing it Is dole lned that 
other safeguards provide sufficient protection to the patlenlll. (See Instructions.) Except for nursing homes, the findings stated above are dis closable 90 days 
followlng the date of su,vey whetber or not a plan ofcorreclion Is provided, Fornurslng homes, the above findings and plans of cormctlon are dis closable 14 
days followlng the date lhese documents are made available to tbe facirity, If deficiencies are cited, an approved plan of correction is requisite to continued 
program partlc!patlon. 

FORM CMS,,2567(0:Z."9) Pn,vlous Versions Obsolete Event 10: 047X21 Fac!llty ID: MOS001100 lfcontinuaUon sheet Page 1 of 3 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CEN'fERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIOERISUPPUERICUA 
IDENTIFICATION NUMBER: 

135014 

NAME OF PROVIDER OR SUPPLIER 

CALDWELL CARE OF CASCADIA 

(X4) ID 
PREFIX 

TAG 

K353 

SUMMARY STATEMelllT OF DEFICIENCIES 
(EACH DEACIENCY MUST BE PRECEDS> BY FULL 

REGULATORY OR LSC IDENTIFYING IIIIFORMAT!ON) 

Continued From page 1 
Provide in REMARKS information on coverage for 
any non-required or partial automatic sprinkler 
system. 
!l.7.5, 9.7.7, 9.7.8, and NFPA25 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review and observation, the 

facility felled to ensure that fire suppression 
systems were maintained In accordance with 
NFPA25. Failure to maintain the fire suppression 
system has the potential to hinder performance 
during a fire event and/or render the facility not 
fully sprinklered after an activation or repair. This 
deficient practice affected 60 residents, staff and 
visitors on the date of the survey. 

Findings include: 

1) During review of provided facility Inspection 
and testing records conducted on 4/25/1 B from 
B:30 AM - 10:00 AM, no records were avallable 

, for quarterly inspection during the third quarter of 
'2018. 

Interview of the Maintenance Supervisor revealed 
he was aware of the requirement, but believed 
the inspection was missed due to a change in 
vendors. 

2) During !he facility lour conducted ·on 4/25/18 
from 1 :DO - 3:00 PM, observation of the spare 
sprinkler pendants at the main riser revealed only 
nine (9) spare pendants . 

. Actual NFPA standard: 

NFPA25 

5.3.3 Waterflow Alarm Devices. 

FORM CMS.2567(02-88) Pnivloos Ve1>lons ObS<llete Event ID; 047X21 

PRINTED: 05/07120 
FORM APPROVE 

0MB NO. 0938-03! 
0(2) MULTIPLE CONSTRUCTION 

A, BUILDING 01 • El'ITIRE BUILDING 
(X3) DATE SURVEY 

COMPLETED 

B. WlNG 04/25/2018 

JO 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

210 CLEVl;:LAND BOULEVARD 

CALDWELL, IP 83605 
PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

K353 

OTHER RESIDENTS: 
All residents are potentially affected by deficient 
practice. 

SYSTEMIC CHANGES: 
Maintenance Director has been re-educated by the 
Administrator on quarterly inspections of the fire 
suppression system and the volume of required 
additional sprinkler heads to be kept on premise. 
The preventative maintenance schedule has been 
updated to include the quarterly inspection of the 
fire suppression system, as well as the count of 
sprinkler heads. 

MONITOR 

(Xhl 
GOMPLETIOl 

DATE 

The Administrator, Maintenance Director, and/or 
d~signee will review quarterly to ensure compliance 
with the standards. The results will be documented 
in the preventative maintain logs. Any concerns will' 
be addressed immediately and discussed with the 
QAPI committee. 

Date of Compliance 
May 21, 2018 

; 

Facility ID: M08001100 If continuation sheet Page 2 or:: 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CEN'rERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/OLIA 
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: 

135014 

NAME OF PROVIDER OR SUPPLIER 

CALDWELL CARE OF CASCAD!A 

()(4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAO REGULATORY OR LSC IDENTIFYING INFORMATION) 

K353 Continued From page 2 
5,3,3.1 Mechanical waterflow alarm devices 
including, but not limited lo, 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 fac!lilies having under 300 
sprinklers • no fewer than 6 sprinklers 
(2) For protected facllltles having 300 to 1000 
sprinklers - no fewer than 12 sprinklers 
(3) For protected facilities having over 1000 
sprinklers - no fewer than 24 sprinklers ' 

I 

' 

i 
! 
i 

FORM CMS-2567(02•80) Previous versfons: Obsolete Event I0:047X21 

(JC!) MULTIPLE CONSTRUCTION 

A. BUILDING D1 · ENTIRE BUILDING 

8, WING 

PRINTED: 05/07/201 
FORM APPROVE 

0MB NO 0938-039 
()(3) DATE SURVEY 

COMPLETED 

04/25/2018 
STREET ADDRESS, CITY, STATE, ZIP CODE 

210 CLEVELAND BOULEVARD 

CALDWELL, ID 83605 

ID PROVlOER'S PLAN OF CORRECTION lX"I 
PREFIX (EACH CORRECTIVEACTION SHOULD BE COMPLETJON 

TAG CROSS-REFERENCED TO THE APPROPRIATE OATIS 

DEFICIENCY) 

K353 

' 

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

STATEMENT OF DEFICIENCIES 
ANO Pl.AN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CL/A 
IDENTIFICATION NUMBER: 

135014 
NAME OF PROVIDER OR SUPPLIER 

CALDWELL CARE OF CASCADtA 

(X4) ID 
PREFlX 

TAC! 

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

REGULATORY OR LSC IDENTIFYING INFORMATION) 

E ODO Initial Comments 

' The facility is a single story Type V(111) building. 
The facility ls fuily sprinklered with an 
interconnected fire alarm system and an EPSS 
emergency generator system. There Is a 
mechanical rocm In a lower level where the water 
heaters are located. The facility is served by 
municipal fire district and county EMS 
(Emergency Management Services) The facility 
was built In 1947 and currently licensed for 71 
SNF/NF beds with a census of 58 on the date of 
the survey. 

The followlng deficiencies were cited during the 
emergency preparedness smvey conducted on 
April 25, 2018. The facillty 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 Safely & Construction 

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

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

•[For LTC Facilities at §483.73(d):J (2) Testing. 
The L TC facility must conduct exercises to test 
the emergency plan at least annually, Including 

; unannounced staff drills using lhe emergency 
procedures. The LTC facility must do all of the 

PRINTED: 05107/20' 
FORM APPROVE 

0MB NO. 0938-03€ 
(X2l MULTIPLE CONSTRUCTION 
A. BUILDING _______ _ 

(X3) DATE SURVEY 
COMPLETED 

B.WING 04/25/2018 

10 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP COOE 

210 CLEVELAND BOULEVARD 
CALDWELL, ID 83606 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVEACTION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRIATE 
DEFICIENCY) 

EOOO: 

E039, 

!CORRECTIVE ACTION 
iFacility compleied the required table top emergency 
;exercise and analysis of results on May 16, 2018. j 
0

0THER RESIDENTS: 
'All residents are potentially affected by deficient 
practice. 

P"') 
COMPLETtm 

Dl(TE 

LABOAAT ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE 

s- 19 18 
Any deficiency statement endlng with an asterisk(') denotes• deficiency which the Institution may be excused from cweetlng providing It is determined that 
other safeguards provide sufficient protection to !he patients. (See Instructions,) E>cepl for nursing homes, !he findings state<! above are dlsclosable 90 days 
following the date of su,vey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are dlsclosable 14 
days following the date these documents am made avaHable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 

FORM CMS..2567{02M9S) Previous Verslons Obsolete Elfent ID: 047X21 Fscill\y ID: MDS001100 If continuation sheet Page 1 or 3 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIOH 

(XI) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

135014 
NAME OF PROVIDER OR SUPPLIER 

CALDWELL CARE OF CASCADIA 

()(4) ID 
PREFIX 

TAG 

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

REGULATORY OR LSC IDENTIFYlNG INFORMATION) 

E 039 Continued From page 1 
following:] 

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

{A) A second full-scale exercise that Is 
community-based or Individual, faclllty-based. 

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

*[For RNHCls at §403,748 and OPOs at 
§486.360] (d)(2) Testing. The {RNHCI and OPO] 
must conduct exercises to test the emergency 
plan. The [RNHCI and OPO] must do the 
following: 
(i) Conduct a paper-based, tabletop exercise at 

least annually. A tabletop exercise Is a group 
discussion led by a facilitator, using a narrated, 
clinically relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 

FORM CMS•2567(024'9) Previous Veraions Obsolete EventlD:047X21 

(X2) MULTIPLE CONSTRUCTIOIII 
A. BUILDING _______ _ 

B. WING_ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

210 CLEVELAND BOULEVARD 

CALOWELL, ID 83605 

PRINTED: 05/07120' 
FORM APPROVE 

0MB NO 0938-03~ 
()(3) DATE SURVEY 

COMPLETED 

04125/2018 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(i;ACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

f,(5) 
COMPL.ETIOT; 

OATIS 

E039 

SYSTEMIC CHANGES: 
The Administrator and Maintenance Director will 
coordinate two required full-scale exercises 
annually and analyze of the facility response. In 
addition, review of all emergency events will occur. 
The emergency plan will be revised as needed. The 
education calendar is updated to include full-scale 
and tabletop disaster exercises. 

MONITOR 
The Administrator, Maintenance Director and/or 
designee will conduct two drills annually to monitor 
the effectiveness of the emergency management 
plan and provide ongoing training on the disaster 
plan. The results will be documented on in the fire 
and life safety education logs. Any concerns will be 
addressed immediately and discussed with the 
QAPI committee. 

Date of Compliance 
May 21, 2018 

Faclll(y ID: t,lD.$001100 If continuation sheet Page 2 of 3 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENT.ERB FOR MEDIGARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
ANO PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER; 

135014 

NAME OF PROVIDER OR SUPPLIER 

CALDWELL CARE OF CASCADIA 

(X4) iO 
PREAX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
{la/\CH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

(X2) MULTIPLE CONSTRUCTION 

PRINTED: 05/07120' 
FORM APPROVE 

0MB NO. 0938-036 
(X3) DATE SURVEY 

COMPLETED A, BUILDING _______ _ 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

210 CLEVELAND BOULEVARD 
CALDWELL, ID 83605 

10 f PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVEACTION SHOULD BE 

CROSS·REFERENCED TO THE ApPROPRIATE 
DEFICIENCY) 

PREFIX 
TAG 

04/25/2018 

!X5) 
COMPLETtOII, 

DATE 

E 039 Continued From page 2 E 039 
emergency plan. 
(ii) Aoaly.ze the [RNHCl's and OPO'sj response 
to and maintain documentation of all tabletop 
exercises, and emergency events, and revise the 
[RNHCl's and OPO's] emergency plan·, as 
needed. 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review, it was determined the 

facility failed to complete the required full-scale 
exercises which tested the emergency 
preparedness readin·ess of the facility. Failure to 
participate in a full-scale or tabletop exercise 
events has the potential to reduce the facility's 
effectiveness to provide continuatlon of care to 
residents during an emergency. This deficient 
practlce affected 58 residents, staff and visitors 
on the date of the survey. 

Flnqings Include: 

On 4/25/18 from 10:30 -11:30AM, review of 
provided emergency plan documents, revealed 
the facility documented only one (1) of two (2) 
required full-scale exercises, testing the 
effectiveness of the emergency preparedness 
plan, policies and procedures. 

Reference: 

42 CFR 483.73 (d) (1) 

I 
i 
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