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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Smith:

On May 1, 2018, a Facility Fire Safety and Construction survey was conducted at Avamere
Transitional Care & Rehab - Boise 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 1s not immediate jeopardy, as documented on the enclosed CMS-2567,
whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
each deficiency and state the date when each will be completed. Please provide ONLY ONE
completion date for each federal and state tag in column (X5) Completion Date to signify when
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you allege that each tag will be back in compliance, NOTE: The alleged compliance date must
be after the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to
Correct” (listed on page 2). After each deficiency has been answered and dated, the administrator
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces
provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by May 28, 2018. Failure
to submit an acceptable PoC by May 28, 2018, may result in the imposition of civil monetary
penalties by June 16, 2018.

Your PoC must contain the following:

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

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

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

e 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,

o 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 June 5, 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 June 5,
2018. A change in the seriousness of the deficiencies on June 5, 2018, may result in a change in
the remedy.




Josh Smith, Administrator
May 14,2018
Page 3 of 4

The remedy, which will be recommended if substantial compliance has not been achieved by
June 5, 2018, includes the following:

Denial of payment for new admissions effective August 1, 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 November 1, 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 May 1, 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 IDR Request Form

This request must be received by May 28, 2018. If your request for informal dispute resolution
is received after May 28, 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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44y ID SUMMARY STATEMENT OF DEFICIENGIES ¢ PROVIGER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL { PREFIX (EACH CORREGTIVEACTION SHOULD BE | COMPLETION
7AQ REGULATORY OR LSC IDENTIFYING INFORMATION) | e CROSS-REFERENCED TO THE APFROPRIATE | o
: ; DEFICIENCY) !
E 000 | Initial Comments . ) © E 000!
A : i 1. Emergency Preparedness Program i
The facility construction is Type V { 111) end was I training provided to all staff with
buit in 1978. It is fully sprinklered with a complete posttest completed to demonstrate

, fire alarm/smoke detection system inciuding | i understanding

, smoke detection In sleeping rooms. The facility is N
| currently licensed for 111 SNF/NFE beds, and had 2. Allresidents, staff and visitors had

H
& census of 68 on the dates of the survey, : ! the potentiai to be affected. Staff will
o . I not be permitted to work in facility
' The following deficiencies were cited during the after the date certain without

Aprii 30 - May 1, 2018. The facllity was surveyed
under the Emergency Preparedness Rule

established by CMS, in accordance with 42 CFR
483.73.

receijve this training at general
orlggtation, and the training will be
d;viéded hot less than 1x per year to
SUre annual training is provided,
; » 3" New hire general
% g% A&{ 2’; 5 Emé orientation updated to contain EP
. i training information and posttest. EP
o E?, c-Ill-"y; Fire gafely and Construction %L ;Ea;%g will be added to facllity

0 ralning Pragram AL TTY SR fastér training calendar no less than
55=F | CFR({s}); 483.73(d)(1) bt i , 1x annually. .

{1) Training program. The [facility, except CAHs, { 4 100% of current employees will i
_ ASCs, PACE organizations, PRTFs, Hospices, ; receive EP training and pass posttest. '
{ and dialysis facilities] must do all of the following: i Posttests will be audited against

i |

: _ employee files to ensure all staff

i have received and passed training. EP
i. ' training will be added to the new hire
i

on | H .
Emergency Preparedness Survey conducted ' passing posttest, New hires wil

The survey was conducted by:

Linda Chaney
Heatth Facility Surveyor

I
| (7} initial training in emergency preparedness

f poiicies and procedures to all iew and existing
 staff, individuals providing services under

* arrangement, and volunteers, consistent with their

: check list, Compliance with this plan

. expacted role, g training &l i of correction will be reviewed at next :
l(g;;rg;ﬁjfaﬁ;nergency preparedness training a ! facility QAPI meeting and verified by |

Administrator or desighee,

(iif} Maintain documentation of the training.
5. 5June 2018

(iv) Demonstrate staff knowledge of emargency [

! procedures, !
. Y[For Hospitals at §482,15(d} and RHCs/FQHCs ‘
. i

{ARORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6 DATE
mipistraber _ $/25/2018

Any deficlency statament ending with en asterlsk {*) denotes e deficiency which the ¥isfitutlon may be excused from comecting providing it Is determined that

other safeguards provide sufficiant protection fo the patients. (Ses Instructions.} Exespt for nursing homes, the findings stated above are disclosable 80 days

Tollowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of carrection are disclosable 14
days followiny the date thase documents are made svallable to the facility. If deficlencles ara ciled, an appraved plan of correction Ia requisite to continued

program participation.

Facllity ID: MDSC0{25¢ ¥ continuailun sheei I—Jags;' 1_cu17

FORM cﬁé-zsev{oz-na) Pravicus Versions Qbsolele Event ID; CUTA241
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NAME OF PROVIDER OR SUPPLIER

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC iDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
DEFICIENCY)

E 037 | Continued From page 1 E 037
at §491.12:1 (1) Training program. The [Hospital
or RHC/FQHC] must do all of the following:

(i} tnitial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, and volunteers, consistent with their
expected roles.

(i) Provide emergency preparedness training at
least annually.

(iiiy Maintain documentation of the training.

(v) Demonstrate staff knowledge of emergency
procedures.

*[For Hospices at §418.113(d):] (1} Training. The
hospice must do all of the following:

(i) Initial training in emergency preparedness
policles and procedures to all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles.

(I} Demonstrate staff knowledge of emergency
procedures.

(i) Provide emergency preparedness training at
feast annually.

(iv} Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
others.

*[For PRTFs at §441.184(d).] (1) Training
program. The PRTF must do all of the following:
(i} Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected roles,

FORM CMS-2567{02-80) Pravious Versions Obsolete Event ID: CUTo21 Fagility 1D: MDS001250 If continuation sheet Page 2 of 7
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: ; DEFICIENGY)
E 037 | Confinued From page 2 ‘ EQ37

(il) After initial training, provide emergency

I preparedness training at least annually,

- (iii} Demonstraie staff knowledge of emergency
| procedures.

(iv} Maintain documentation of all emergency
preparedness training.

*[For PACE at §460.84(d).] (1) The PACE

_ organization must do ali of the following:

(i} Initial training in emergency preparedress

policles and procedures to all new and existing |

staff, individuais providing on-site services undar

arrangement, contractors, participants, and .
H

volunteers, consistent with their expected roles,
{i}) Provide emergency preparedness training at
" least annually.

* (fi) Demonstrate staff knowledge of emergency
! pracedures, including Informing participants of : !
what to do, where to go, and whom to contact in ’
case of an emergency.

(iv} Maintain docurmentation of all training.

CORF must do all of the: following:

(i) Provide initial training in emergency

preparedness policies and procedures to ali new

and existing stafi, individuals providing services |

! under arrangement, ang volunteers, consistent

! with their expected roles. :
(i) Provide emergency preparedness training at |

! least annually. !

: (Ii) Maintain documentation of the training.

l {iv} Demonstrate staff knowledge of emergency

! procedures. All new personnel must be oriented ! )

- and assigned specific responsibilitles regarding : :
the CORF's emergency plan within 2 weeks of :
their first workday. The fraining program must

. Include instruction in the location and use of

]

| : :

. ¥[For CORFs al §485.68(d):}(1) Training, The | j
|
|

FORM CMS-2567{02-69) Previous Verstons Obsolete Event ID: CUT021 Fecility ID: MDS001260 If continustion shest Page 3 of 7
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; : : DEFICIENCY)
': !
E 037 ' Continuad From page 3 ,  ED37: :
alarm sysiems and signals and firefighting ;
i equipment, !

*[For CAHSs at §485.625(d):] (1) Training program. :
The CAH must do all of the following: ;
() Initial training in emergency preparedness :
: policies and procedures, including prompt
reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorlties, to ali new and existing staff,
individuals providing services under arrangement,
and valunteers, consistent with their expected

: roles,

(i) Provide emergency preparedness training at
least annually.

| {(ili} Malntain documentation of the training.

I {iv) Demonstrate staff knowledge of emergency
procedires,

- *IFor CMHCs at §486.920(d}:] (1) Training. The

: CMHC must provide initia! training in emergency
preparedness policies and proceduras to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documeniation of the training. The CMHC must :
_demanstrate staff knowledge of emergency |
i procedures. Thereafter, the CMHC must provide |
emergency preparedness iraining at least |
ennualy.

This REQUIREMENT is not met as evidenced
" by:

Based on record review and nterview, it was ;
! determined the facility fziled to impiement an EP :

i training program. Failure to impiement iraining on |
 the new EP plan, has the pofential to hinder staff

FORM CMS-2567(02-99) Previous Versions Obsalele Event ID:CUT021 Faclty ID: MDS001260 If ontinuation sheet Page 4 of 7
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oo | SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION xs)
FREFIX ! (EAGH DEFICIENGY MUST BE PRECEDED BY FULL . PREFX ' {EACH CORRECTIVE ACTION SHOULD BE ' COMPLETION
TAG ' REGULATORY OR LSC IDENTIFYING INFORMATION} : TAG : CROSS-REFERENCED TO THE APPROPRIATE DATE
) | i DEFICIENCY) |
i ! ’ i
E 037 | Continued From page 4 . E037,

response during a disaster. This deficient practice !
- affected €8 residents, staff and visitors on the
] dates of the survey,

i
k3
i {
i .
i
f

i
" Findings include:

i On May 1, 2018, from 10:30 AM to 4:00 PM, : 1
* review of the facllity EP doecumentation revealed a- ! ]
writlen training plan, but there was no ?
documentation that initial training for all new and
existing staff, or individuals providing services .
under arrangement had taken place. Interview of !
the Administrator confirmed the facllity had not I
impiemented their training program for EP. i
|

Reference:

42 CFR 483.73 (d} (1) ; _
E 032 | EP Testing Requirements i E 039, 1. Facility participated in the Healthcare
ss=F ' CFR(s): 483.73(d)(2) EEI/ WebEOC PHAR 2018 Statewide |
functional Exercise on 1 May 2018,

(2) Testing. The [facility, except for LTC facllities,

f
RNHCIs end OPOs] must conduct exercises to { | 2. Allresidents, staff and visitors had
test the emergency plan at [east annually. The T ! the potential to be affected, Facility
gﬁlglfz %::;z%ﬁg RNHCis and QPOs] must do i participated in the Healthcare EE{/
) WebEOC PHAR 2018 Statewide

i [For LTC Facililies at §483.73(d)] (2) Testing. - functional Exercise on 1 May 2018.

: The LTC facility must conduct exercises to test - i AAR conducted and findings utilized
mannaunced siat dls using the emergency. | | toenalvefacilties EPP to modify

I - .
orocedures. The LTC faciity must do al of the i g ﬁ:::::g:g:x‘miri‘;s:r";;zc:gt‘t’o
ing: i i

’ fOl!OMnQ.] l : BFS to shaw the participation,
(iy Particlpate in a full-scale exercise that is : - analyzation and modification cycle

. community-based or whan a community-basad has taken place. :

' exercise is not accessible, an individual, » : I
ifacflitynbased. If the [facility] experiences an E : :

H

FORM CM3-2667(02-90) Previzus Versicns Obsolate Event il GUTO21 Facility 1D: MDS00%250 If continuation sha;at Page 5of 7
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} actual natural or man-made emergency that

| requires activation of the emergency plan, the
’ [facility] is exernpt from engaging in a

; community-based or individual, facilify-based

. the actual event.
{ii) Conduct an additional exarcise that may
include, but is not limited to the following;
{A) A second full-scale exercise that is
community-hased or individuai, facility-based,
{B) A tabletop exercise that includes a group
discussion led by a facilitator, using a narrated,

f
|
|

of problem statements, directed messages, or
prepared gquestions designed to challenge an
emergency plan.

{iily Analyze the [facllity's] response to and
maintain documentafion of all drills, tabletop

- exercises, and emergency events, and revise the
! [facllity's] emergency plan, as needed.

*[For RNHCIs at §403.748 and OPOs at
§486.360] (d)(2) Testing. The [RNHCI and OFO]
must conduct exercises to test the emergency
" plan. The [RNHCI and OPO} must do the
foliowing:
; {i} Conduct a paper-based, tabletop exercise at
| least annually. A tabletop exercise s a group
! discussion led by a facilitator, using a narrated,
: clinically relevant emergency scenario, and a set
: of problem statements, directed messages, or
prepared questions designed to challenge an
! emergency plan.
} {ii} Analyze the [RNHCI's and OPO's] response
! to and maintain documentation of all tabletop

' [RNHC's ‘and OPO" s] emergency plan as
' needed.

fuli-scale exerclse for 1 year foliowmg the anset of’

clinically-relevant emergency scenario, and a set -

| exercises, and emergency events, and revise the -

STATEMENT OF DEFICIENCIES [%1) PROVIDER/SUPPLIER/CLIA (X2) MULT{PLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
135077 & Wine 05/01/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIF CODE -
1001 SCUTH HILTON STREET
MERE TRANSITIONAL CAR - E
AVA TIONAL CARE & REHAB - BOIS BOISE, ID B3705
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION ! (x5
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE " COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} I TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
l i : DEFICIENCY)
b I [
: | !
E 039 Continued From page 5 | E 039

3, Facility has joined local health care

emergency coalition and will
participate In community wide as

well as table top drifls no less than
annually. EP tralning will be added to

the facility master training list

4. Training audits will be conducted

than 2x annually and verified by
Administrator or designee.
5. 5lJune 2018

calendar as the events are scheduled.

brought to QAPI committee no less

and

FORM CMS-2587(02-89) Previous Versions Obsojela Event [D:CUT029

Facliity ID: MDS0D1250 Hf continuation sheet Page & of 7
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j .
l : |
E 038 | Continued From page 6 E 039 !
This REQUIREMENT s not met as evidenced i '
: by: i :

i

|

Based on record review and interview, it was |
determined the facility failed to implemant an EP !
testing program. Failure to test the EP plen, has |
the potential to hinder siaff response during a : i
| disaster. This deficient practice affected 68 ‘
‘ residents, staff and visitors on the dates of the

survey.

Findings Include:

Review of the facility EP plan on May 1, 2018,
from 10:30 AM to 4:00 PM, revealed a written EP :
testing program, however, there was ho
docurnentation that specific testing, fo include an .
annuat exercise on the EP plan had been
conducted. When 2sked, the Administrator stated
the faciiity had not yet participated in a

! comtnunity-based full-scale exercise,

Reference,;

42 CFR 483.73 (d) (2)

{
i

FORM CMS-2567{02-88) Previous Versions Obsslete Event ID: CUTO21 Facllity i0: MD5001250 If continuation sheet Page 7 of 7
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
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NAME OF PROVIDER OR SUPPLIER HTREET ADDRESS, CITY, STATE, ZIP CODE

1001 SOUTH HILTON STREEY
TRANSITIONAL G &R -BO
AVAMERE SITIONAL CARE EHAB - BOISE BOISE, iD 83705
(431D SUMMARY STATEMENT OF DEFIGIENCIES o] ' PROVIDER'S PLAN OF CORRECTION P )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE [ cowblemon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
| ' : :
K 000 | INITIAL COMMENTS ' K000 i
The facility construction is Type V {111) and was

* puilt in 1878, Itis fully sprinklered with a complete
" fire alarm/smoke detection system inciuding

| smoke detection in sleeping rooms. The facility is
i eurrently licensed for 111 SNF/NF beds, and had

1 a census of 68 on the dates of the survey.

' The following deficiencies were cited during the
~annual fireflife safety survey conducted on April

1 30 - May 1, 2018. The facility was surveyed under
the LIFE SAFETY CCDE, 2012 Edition, Chaepter
19, Existing Healthcare Occupancies, in
accordance with 42 CFR 483.70, 42 CFR 483.80
and 42 CFR 483.85. J

The Survey was conducted by;

Linda Chaney
Health Facility Surveyor .
Facility Fire Safety & Construction 1. Facility will implement a water
K 100" Generat Requirements - Other K 100 ’ y P "

; i management ptan to mitigate

s8=F CFR(s): NFPA 101
potential of Legionella or other

opportunistic pathogens in building
water systems,

General Requirements - Other

Listin the REMARKS section any LSC Section

18.1 and 18.1 General Requirements that are not ; : :

 addressed by the provided K-tags, but are ; 2. All residents, staff and visitors had
deficient. This information, along with the | the potential to be affected. Water

| applicable Life Safety Code or NFPA standard | management plan implemented in

i citation, should te included on Form CMS-2567. l facility with specific controls

: I;I‘IS REQUIREMENT is not met as evidenced designed to address facilities water

! Based on record review, and Interview, the system pr'e.ven.tative maintenance,

, facility failed to develop and implement a water hazard mitigation and testing to
management plan. Failure to develop and mitigate potential of Legionella or

; Implement a facility specific water management ’ other opportunistic pathogens in _

! plan could increase risk of growth and spread of | building water systems.

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLRE TITLE X6 DATE

%f\ M’/ /@mmish*q for ylf/ 20o/d

~Any deficiency statement enting with an asterisk (*) denotes a deficlency which the Institution may be excused fram correcting providing It is determined that
other safeguards provide sufficient protection to the patients. (See Instructions,} Except for nuising homes, the findings stated above arte discigsable 80 days
fallowing the date of survay whether or not a plan af correction Is provided. For nursing homes, the above findings end plans of correction are disclosable 14
days fallowing the date these docurents are made avaliable to the facilly. If deficiencies are cited, an approved plan of correction s requisite to continued .

program participation.

If cantinualion shest Page E-.nf a0
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (%3} DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(x4) ID | SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION 15)
FREFIX | {EACH DEFICIENCY MUST 8E PRECEDED BY FULL i  PREFIX | (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} YOTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
[ _3 DEFICIENCY) :
| t
i :
K 108 | Continued From page 1 ; K100,
‘ Legionelia and other opportunistic pathogens in -
! bufiding water systems. This deficient practice ‘ * 3. Facility will conduct preventative
; could potentizlly affect 68 residents, staff and : ' maintenance of facility water
visitors on the dates of the survey. ‘ systems to mitigate hazards of

Legionella or other opportunistic
pathogens In bullding water systems.
4. Implementation of water
management system will be brought
to QAPI committee to ensure that ali
systems and process are in piace and

[ Findings include:

! During the review of facility records on Apri 30, |
2018, from approximately 8:30 AM to 12:30 PM, a |
. general dacument outlining the CMS water !
management program requirement was :
produced, but there was na facility specific

documentation of a water management program. occurring per schedule x3 months L
A facility risk assessment, with accompanying and verified by Administrator or i
control measures, and testing protocols could not - designee. |
be produced. When asked, the Administrator i 5. 5 June 18

stated the facility was still working on developing |
a facility specific water management plan,
]

- Actual Standard:

42 CFR § 483.80 Infection contral.

The facility rmust establish and maintain an ; i

! infection prevention and control program

" designed to provide a safe, sanitary, and
comfortable environment and to help prevent the

. development and transmission of communicable

| diseases and Infactions.

Additional Referance:

" Centers for Medicare/Medicaid Services S&C !
i Lefter 17-30. i
K 181 ; Building Construction Type and Height |
$5=p CFR({s): NFPA 101 j

K181

|
i
Building Consiruction Type and Hsight :

FORM CMS-2587(02-88) Frevious Veralons Obsalete Event {D: CUTO2t Faciltty ID: MDS001250 If centinuation shest Paga 2 af 30
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STATEMENT OF DEFICIENCIES 1) PROVIDER/SUFPPLI 1A E CONS
AND PLAN OF CORRECTION oD DENTIFICATION NUMBER: fz; gf;;ZLD1C_OEN;Rﬁéc;EtD,NG O P LETRG
138077 B. WING 05/01/2018

"NAME OF PROVIDER OR SUPPLIER
AVAMERE TRANSITIONAL CARE & REHAB - BOISE

STREET ADDRESS, CITY, STATE, ZIP CODE
1001 SOUTH HILTON STREET
BOISE, ID 83705

(X410 | SUMMARY STATEMENT OF DEFICIENCIES : D ; PROVIDER'S PLAN OF CORRECTION ! s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHCULD BE COMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE .,  DATE
| ‘ X BEFICIENGY) !
! ~ :
! K161, ;

K 161 i Continued From page 2
2012 EXISTING
: Building construction type and stories meets
{ Table 18,1.6.1, unless otherwise permitted by
-19.1.68.2 through 19.1.6.7
19.1.6.4, 19.1.6.6

Consiruction Type

' 1 (442}, | (332}, 11 {222) Any number of
' slories
non-sprinklered and
[ sprinkiered
‘2 1 (111) One story

non-sprinklered
Maximum 3 stories

sprinklered
3 11 (00Q) Not allowed
: non-sprinklered
i 4 i (211
sprinklered
5 IV (2HH)

6 V(111) .

Maximum 2 stories

7 i (200)
non-sprinklered
8 V (000)
sprinklered
. Sprinklered stories must be sprinklered

Not aliowed

Maximum 1 story

{ throughout by an approved, superviged automat!c

i system in accordance with section 9.7, (See
i 18.3,5}
Give a brief description, in REMARKS, of the
" construction, the number of storles, fncluding
. basements, floors on which patients are located,
| location of smoke or fire barriars and dates of
approval. Complete sketch or attach small floor
i plen of the building as appropriate.

: 1. Penetration in wall of spa room
. repaired to remave smoke and fire
hazard.

2. The deficient practice affected 4
residents, staff and visitors, It had
the potential to affect any residents,
staff or visitors located in the
adjoining room of penetration.
Penetration repaired to remove
smoke and fire hazard.

Facility environment audit will be
utilized to ensure that there areno
other penetrations are present in .
facility.
4, Facility environment audit will be
utilized 3x monthly and results will
be brought to QAPI committee for
review. Any deficiencies will be
corrected when found, Results of i
audits will be verified by
Administrator or designee.
5. 5lunels

FORM GCM3-2587(02-98) Previaus Versicns Obsalate

Event {D:CUTO21
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FORM APPROVED
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STATEMENT OF DEFICIENGIES
AND PLAN OF GORRECTION

X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

135077

(X2) MULTIPLE GCONSTRUCTION
A BUILDING 01 -ENTIRE BUILDING

B. WING

(X3} DATE SURVEY
COMPLETEQ

05/01/2018

NAME OF PROVIDER OR SUPPLIER

AVAMERE TRANSITIONAL CARE & REHAB - BOISE

STREET ADDRESS, CITY, STATE, ZIF CODE
1001 SOUTH HILTON STREET
BOISE, ID 83708

o4)ID
FREFIX

SUMMARY STATEMENT OF DEFICIENGIES
{EAGH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IOENTIFYING INFORMATION)

[ v]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

X5
(EACH CORRECTIVE ACTION SHOULD BE | GUME’LE)T{QN

DEFIGIENCY)

CROSS-REFERENCED TO THEAPPROPRIATE |  DATE

i

by:

Findings include:

I penetration.
B.2.1 Construction.

i chapters.

sS=E | CFR(s): NFPA 101

K161 Continued From page 3
This REQUIREMENT is not met as evidenced

Based on obsarvation and interview, the facility
failed to ensuse the smoke and fire reslstive
properties of the structure were maintained.
Failure to maintain the fire resistive properties of -
the structure by sealing penetrations In walls,
could result in fire and smoke passing between
compartments during a fire event, This deficient
practice affected 4 residents, staff and visitors on
_ the dates of the survey.

: During the facliity tour on April 30, 2018, from
approximately 1:00 PM to 4:00 PM, observation
. revealed an approximately 4" x 1-3/4" penetration
in the wali behind the tub In the 300 Hallway
Shower Room. When asked, the Maintenance
Director stated the facility was unaware of the

. Actual NFPA standard:

/ 18.1.6 Minimum Construction Requirements.
: 18.1.6.1 Health care occupancies shall be limited
' fo the building construction typas specified in
_Table 18.1.6.1, unless otherwise permitted by
: 19.1.6.2 through 18.1.6.7. {Seg 8.2.1.)

i 8.2 Construction and Compartmentation.

! 8.2.1.1 Buildings or sitructures cccupied or used
: in accordance with the individual ocoupancy

chapters, Chapters 11 through 43, shall meet the
. minirmum construction requirements of thosa

K 211! Means of Egress - General

|
I

K161,

|

FORM CM8-2567{02-09) Previous Versiona Cbsalete

Event ID:CUTO21
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| revealed the gate was broken and raguired lifting
- to move it out of the way to exit. When asked, the ;
i Maintenance Director stated the gate was on &
| work order to be repaired.

f

' Actual NFPA standard;

~NFPA 101

- 18.2 Means of Egress Requirements.

| 19.2.1 General, Every aisle, passageway,

t eprridor, exit discharge, exit location, and access
. shall be in accordance with Chapter 7, unless i

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CLIA {X2) MULTIFLE CONSTRUCTION {X13) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 041 - ENTIRE BUILDING COMPLETED
135077 B. WING 05/01/2018
NAME OF PROVIDER OR SUPPLIER i STREET ADDRESS, CITY, STATE, ZIP CODE
1001 SOUTH HILTON STREET
AVAMERE TRANSITIONAL CARE & REHAB - BOISE BOISE, ID 83705
(K4) 1 SUMMARY STATEMENT OF DEFICIENCIES f {1a] : PROVIRER'S PLAN OF CORRECTION |X5)
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) o TAG CROSS-REFERENCED TO THEAPFROPRIATE | DATE
DEFICIENCY)
1 ]
K211| Continved From page 4 | K211}
: me;”ss g;fé:;:i;gegsfr;ldors exit discharges, | Y Facility will ensure that all means of |
SIS, s , BXI c s : )
exlt locations, and accesses are in accordance Egress,' are fu")’ functional by o i
with Chapter 7, and the maans of egress is , ' affecting repair to gate so that it is
continuously maintained free of all obstructions to : operational and unimpeded.
: full use in case of emergency, unless modified by ! 2, The deficient practice had the
]g’;giza%t;r?”?q 11%”192'11- ‘ potentlal to affect 28 residents, staff
This REQUIREMENT Is not met as evidenced | } andvisitorsin the 200 haliway. The
by: ; ; gate will be repaired and inspected |
Based on observation, operational testing and i to ensure that it can swing freely and |
- Intervtew, the facility failed to ensure that means } unimpeded.
of egress were prqwdgd in accordance with NFPA . 3. Facility environment audit will be
101. Failure to maintain means of egress free of ; lized .
obsiructions has the potential to hinder { utilized to ensure gate Is in proper
evacuation of residents during an emergency. working order and any damagesor |
' This deficient practice had the potential to affect issues will be remedied when i
28 residents, staff and visitors in the 200 Haflway ' : identified.
on the dates of the survey. © 4. Facllity environment audit will be
Findings inciude: ' E conducted monthly %3 and erUght.
i E to the QAPI committee to ensure it is
. Buring the facility tour on April 30, 2018, from i | in proper working order. Results will
approximately 1:00 PM to 4.00 PM, observation be verified by Administrator or
revealed the gate from the caurtyard to the public | desiane Y
way was leaning over, Operafional testing further 5 5e.| g 1;‘
. une

i
it
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otherwise madified by 18.2.2 through 19.2.11.

7.1.10 Means of Egress Refigbility,

" 7.1.10.1* Means of egress shall be continuously
: maintained free of all obstructions or
impediments to full instant use in the case of fire
ot other emergency.

K 325 : Alcohol Based Hand Rub Dispenser (ABHR)
88=p - CFR(s): NFPA 101

1 Alcohol Based Hand Rub Dispenser (ABHR} '
ABHRs are protected in accordance with 8.7.3.1, !
unfess all conditions are met; :
. * Corridor [s at least 6 feet wide

“*Maximum individual dispenser capacity is 0.32 |
gallons {0.53 gallons In suites) of fluid and 18 |
ounces of Level 1 aerosols i
* Dispensers shall have a minimum of 4-foot !
horizontal spacing

- * Not more than an aggregate of 10 gallons of
fluid or 135 ounces aerosol are used in a single
smoke compartment outside a siorage cabinet, |
excluding one individual dispenser per room i
* Storage in a single smoke compartment greater |
than 5 gailons complies with NFPA 30 5
* Dispensers are not installed within 1 inch of an

¢ ignition source ‘
* Dispensers over carpeted floors ars in :
sprinklered smoke compartments

. * ABHR does not exceed 85 percent alcohol

. * Operation of the dispenser shall comply with
Section 18.3.2.6(11) or 18.3.2.6(11)

* ABHR is protected against inappropriate access
18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 460,

1 482, 483, and 485

: This REQUIREMENT is not met as svidenced

KD SUMMARY STATEMENT OF DEFICIENGIES : D PROVIDER'S FLAN OF CORRECTIDN i e
PREFIX ; {EACH DEFIGIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] P TAG CROSS-REFERENCED TO THEAPPROPRIATE & DATE
: DEFICIENCY)
v T '
‘ i 5
K 211 Continued From page § K211! ;

1. |dentified hand sanitizers
' removed/relocated to mitigate fire 1
; hazard. ‘
2. The deficient practice had the i
potential to affect all residents, staff
! and visitors,

K325: a. New {ogs implemented to test for

proper functioning on refill of the
unit,

b. Identified hand sanitizers
removed/relocated to mitigate fire
hazard.

3. Facility environment audit will be
utilized to ensure that no ABHR
dispensers are mounted about an
ignition source in facility and any :
deficiencies wifl be corrected when |
identified. Inspection logs will be
maintained and audited to ensure
that ABHR units are inspected in
accordance with manufactures i
guidelines. i

4. Facility environment audit will be
canducted monthly x3 and brought
to QAPI committee to ensure no
ABHR are mounted above ignition
sources. Inspection logs will ba
brought to QAPI committee to

f ensure ABHR units are inspected in

E accordance with manufactures

by . } guidelines,
| Based on record review, obsetvation and i | 5. 5June1s
FORM CMS-2667(02-68) Previous Versions Obsolete Event 10:CUT021 Facliity ID: MDS001250 if eontinuation sheat Page 8 of 30
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04y ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION L )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ° (EACH GORRECTIVE ACTION SHOULD BE . COMPLETION
TAG .  REGULATORY OR LSG IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APFROFRIATE | DATE
: i . DEFICIENCY) i
. ; ;
i .
K 325 { Continued From page 6 i K325,
!

?'Intervlew, the facility failed to ensuse Alcohol

" Based Hand Rub Dispensers (ABHR) were
insialled and maintained in accordance with
NFPA 101, Failure fo instzll, test and document
the operation of ABHR dispensers in accordance % :
with the manufacturer's care and use instructions !
could result in increased risk of fires. This

: deficient practice affected 6B residents, staff ang
* visitors on the dates of the survey.

Findings inciude:

1.} During the review of facility records on April

30, 2018, from approximately 8:30 AM to 12:30

PM, no records were available indicating ABHR

dispensers were tested in accordance with

" manufacturer's care and use instructions when a

new refill is installed,

2.) During the factlity tour on Aprll 30, 2018, from

approximately 1:00 PM to 4:00 PM, abservation

of the ABHR dispenser in the Laundry room

" revealed it had been installed directly over an : ,

" outiet. Additionaliy, in the office of the Director of .

; Nursing, an ABHR dispenser had been installad

i directly over an in-wall light.

When asked, the Maintenance Director stated the |

facility was not aware of the dispensers inslatled |

l directly over electrical ignition sources or the !
requirement to test ABHR dispensers sach time a i

new refill is installed. ;

i

Actual NFPA standard:

| NFPA 101

' 18.3.2.6" Alcohol-Based Hand-Rub Dispensers.
: Aleohol-based hand-rub dispensers shall be ,
protected in accordance with B.7.3.1, unless all of | , i

" the following canditions are met: | ! ;

FORM CMS-2567(02-98) Pravious Vareions Obsolale Event §D; CUTD21 Fadliity |D; MBE001260 if continuation sheet Page 7 of 30
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DEFICIENCY)

1
|
!
- ;
K325 Continued From page 7 K 326!
| {1} Where dispensers are Installed In a corridor, '
the corridor shall have a minimum width of 6 ft
(1830 mm).
{2) The maximum individual dispenser fluid
capagity shalt be as follows:
(a) 0.32 gal (1.2 L) for dispensers in rooms,
| corridors, and areas opan to corridors ;
(b) 0.53 gal (2.0 L) for dispensers in suitas of 1
rooms ]
1

(3) Where aerosol containers are used, the

. maximurn capacity of the aerosol dispenser shall

be 18 oz. {0.51 kg) and shall be imited to Level 1

aerosols as defined in NFPA3OB, Code for the ‘

Manufacture and Storage of Aerosal Products.

(4) Dispensers shall be separated from each

other by horizontal spacing of not less than 48 in,

{1220 mm).

{5) Not more than an aggregate 10 gai (37.8 L) of

alcohol-based hand-rub solution or 1135 0z (32.2

: kg) of Level 1 aerosols, or a combination of

liquids and Level 1 asrosols not to exceed, in

total, the equivalent of 10 gal (37.8 L) or 1135 oz

{32.2 kg), shall be in use outside of a storage

cabinet in a single smoke compartment, except

- s otherwise provided in 19.3.2.6(E). : ;
(6) One dispenser complying with 19.3.2.6 (2} or - i

. {3) per room and located in that rcom shali not be : :

| included in the aggregated quantity addressed in ; !

! 19.3.2 B(5).

: {7) Storage of quantities greater than 6 gal (18.9

i |.) in & single smoke compartment shall meet the
requirements of NFPA 30, Flammable and

' Combustibie Liquids Code.

1 (B} Dispensers shall not be installed in the

I following locations:

! {a) Above an lgnition source within a 1 in. {25

* mm) horizontal distance from each side of the

- ignition source . :

(b} To the side of an Ignltion source withina 1 ; i

FORM CMS-2567(02-09) Previous Versions Obsalete Event iD: CUT021 Facility (D: MS001250 if continuation sheet Page 8 of 30
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,f |
K 325 Continued From page 8 | Kazs!
in. (25 mm} horlzontal distance fram the Ignition ! :

source : i
(c) Beneath an ignitich source within a 1 in. i
. (25 mm) vertical distance from the ignition
source
(9) Dispensers installed directly over carpeted
floors shall be permitted onfy in sprinkiered
smoke compartments.
{10) The alcohol-based hand-tub solution shafi
: not exceed 95 percent alcohol content by volume.
(11) Operation of the dispenser shall comply with
 the foliowing critenia:
(a) The dispenser shall not release its
contents except when the dispenser is activated,
either manualfly or automatically by touch-free -
| activation. :
{b) Any activation of the dispenser shall cccur :
; only when an object is placed within 4in. (100
: mm) of the sensing device,
i {c} An object placed within the activation zone

and left in place shali not cause more  than one

activetion. §
(d) The dispenser shall not dispense more i

solution than the amount required for hand
i hygiene consistent with label instructions.
: (&) The dispenser shall be designed,
i constructed, and operated in a manner that
i ensures  that accidental or malicious activation -
| of the dispansing device Is minimized. . : :
' {f} The dispenser shail be tasted in ) : |
accordance with the manufacturers care and use :
. Instructions each time a new reflll is installed.
K 347! Fire Alarm System - installation K 341 :
85=0 | CFR(s): NFPA 101 :

Fire Alarm System - Instellation
A fire alarm system is Installed with systems and
components approved for the purpose in

i
3
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4D | SUMMARY STATEMENT OF DEFICIENCIES b ! PROVIDER'S PLAN OF CORRECTION T
FREFIX , {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE ! coMpLETION
TAG &  REGULATORY OR LSC IDENTIFYING [NEORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE |  DATE
i i DEFICIENCY)
5 H 1
i

K 341 Continued From page 9 i K341 , . o

+ accordance with NFPA 70, National Electric Code, | 1 Mls_slng _smOke detectlonlpotufucat:on ‘

 and NFPA 72, National Fire Alarm Code to : devices in laundry and maintenance

| provide effective warning of fire in any part of the shop installed and integrated into '

| building. in areas not continuously occupled, facility fire/smoke monitoring

: detection Is installed at each fire alarm control . system.

unit, In new occupancy, defection is also installed ; .
| at nplification appliance clrcult power extenders, : 2. The deficlent prawc'_e ?ﬁecmd 26
and supervising station transmitting equipment. |I residents, §taff and visitors. l.t had

_’ Fire alarm system wiring or other transmission | ‘ the potential to affect all residents,

- paths are monitored for integrity. ! | staff and visitors. Missing smoke '

: 18.3.4.1, 19.3.4.1, 9.6, 8.6.1.8 I detection/notification devices

i installed in identified areas, ?

3. Onceinstalied, missing equipment

 This REQUIREMENT s not met as evidenced
by:

Based on record review, observation and
Interview, the facility falled to ensure fire alarm
systems ware installad and maintained in
accordance with NFFA 72, Fallure to install

i hinder system and staff response during a fire
event. This deficient practice affected 28
residents, staff and visitors on the dates of the

survey ‘
_' . | and results verified by Administrator |
. Findings inciude: | or designee. |
* 5 S5lunels

1 During review of facility inspaction records on
: April 30, 2018, from approximately 8:30 AM to
' 12,30 PM, review of the annual Inspection

" documents revealed missing smoke

detection/notification devices in the laundry and

i maintenance shop. During the facility tour later

i

smoke detection in sil areas of the building, could

!
|
|

; that day, from approximately 1:00 PM to 4:.00 PM,

! observation revealed the smoke detection
. Inctification devices had been removed In both

4. Facility fire/smoke detection and

will be inspected in accordance with
facility smoke/fire monitoring system
maintenance schedule.

monitoring systeins records will be
audited quarterly x1 year to ensure
that all inspections are compieted |
per regulatory schedule. Results witl :
be brought to the QAP} committee

the laundry and maintenance shop. Interview of . ;
Event I CUT0Z1 Facility in: MDS001250
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oD | SUMMARY STATEMENT OF DEFICIENCIES in | PROVIDER'S PLAN OF CORRECTION 1)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX | {EACH CORRECTIVE ACTION SHOULD BE . COMPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) COTAG CROSS-REFEREMCED TO THEAPPROPRIATE .  DATE
g DEFICIENCY)
K 341 Continued From page 10 K 341 5
the Maintenance Direclor revealed the facility :
became aware the detection/nofification devices

. had been rernoved when local jurisdiction
"identified the deficiency.

Actual NFPA standard:

1
NFPA 101 g
19,3.4 Detection, Alarm, and Communications i
. Systems. ’
18.3.4.1 General. Health care occupancies shail }
be provided with a fire alarm system in t
accordance with Section 8.6. l
i

8.6.1.3 A fire alarm system required for life safety
shall be installed, tested, and maintalned in
accordance with the applicable requirements of

- NFPA 70, Nationai Electrical Code, and NFPA 72,
; National Fire Alarm and Signaling Code, unless it i
Is an approved existing installation, which shall be : {
parmitted to be continued in use,

9.6.1.7 For the purposes of this Code, a complete
i fire alarm system shall provide functions for .
. initiation, notification, and control, which shall |
perform as follows: |
(1) The initiation functiort provides the input signal .

to the system,

(2) The nolification function is the means by
which the system advises that human actton is
required in respanse to a particular condition.

; (3) The control function provides putputs to

i control building equipment to enhance protection

i of life,

. 9.6.2.9 Where a total (complete) coverage smoke
i detection system is required by another section of .
! this Code, avtomatic detection of smoke in

" accordance with NFPA 72, National Fire )
. Alarm and Signalfing Code, shall be provided in all . : )
- pccupiable areas in environments that are : ;
| suitable for proper smoke detector operation. | { ;

i
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; g DEFICIENGY) ;
' ' ;
K 341 | Continued From page 11 : K 341
9.6.3.1 Occupant notification shall be provided to ; . :
! afert occupants of a fire or other emergency I

where required by other sections of this Code. : ;
NFPA 72 : |
14.2.1.2.2 System defacts and malfunctions shall |

i be corrected. : ‘
" 14.2.1.2.3 If a defect or malfunction is not ’ \
I cosrected at the conclusion of systam inspection, | ’
] testing, or maintenance, the system owner or the
| owner's designated representative shalf be

| informed of the impairment in writing within 24

{ hours,

K 353 | Sprinkler System - Maintenance and Testing * K 353
88=F . CFR(s): NFPA 101 ; :
Sprinkier Systern - Malntenance and Testing ; ; i
Automatic sprinkler and standpipe systems are | 1. Fulitrip t,e st of the facility dry fire ,
 inspected, tested, and maintained in accordance : suppression system preformed to
with NFPA 25, Standard for the inspection, | ensure proper functioning. Missing |
Testing: and Maintaining of Water-based Fire i escutcheon rings replaced and !
rir:fﬁcetr:gafgsi;esrggc ?::‘;T; tg];.tsiyzlzr:a design, : checked for proper fit/function.
s n ’ { -
maintained in a secure iocation and readily ! | 2. The deflc:ent practice had the
available. i | potential to affect all residents, staff {
a) Date sprinkler system last chacked l and visitors. :
i i a. Missing test of dry fire suppression |
b) Whe provided system test 7 system conducted.

b. Missing escutcheon rings replaced.

¢) Water system supply source

: Provide In REMARKS Information on toverage for!
i any non-required or parlial automatic sprinkier
system,
8.7.5, 9.7.7, 5.7.8, and NFPA 25
{ This REQUIREMENT is not met as evidenced ! i
by:
Based on record review, observation and ’
i i : i
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: . DEFIGIENCY)
’ |
K 353| Continued From page 12 {  Kas3' )
interview, the facility failed to inspect, test and | , ;
 malntain the fire suppression sysiam in i - 3. Once con.ducted, test %ogs of fire )
; accordance with NFPA 25. Failure to maintain fire | suppression system will be ;
: suppression systems could hinder system | , malntained by Maintenance Director. |
performance during a fire event. This deficlent ? Tests will be conducted per
practice affected 68 residents, staff and visitors regulatory guidelines. If vendor for
on the dates of the survey. : . i ;
! said test is unable or unwilling to i
' Findings Include: | conduct test in accordance to :
i l ‘ regulator guidelines, test will be
; b) gg:iggfthe review of fa;:ilfitysrg%om on &pglé | ; conducted early and schedule of ’
, , from approximatefy 8: o 12: | i ;
PM, last known three-year full trip test of the dry ! future tests will be changed .
syster was January 2015, No documentation ) : accordingly or another vendor wiil be
; could be produced for a full trip test in January ! utilized. Physical Environment audit
. 2018. When asked, the Maintenance Director ; i will be utilized to ensure that all
gtated tthe facllity watsdawa_rrt-:;l the fgil ‘:lrip fest of the i escutcheon rings are in place and any
ry system was past due. The sprinkler company | - - )
moved the full trip test from January 2018 to July : f:leﬂu‘e.rmles will be reminded once
2018 to ensure the weather was warm enough to | . identified.
prevent freezing. i 4, Facility fire suppression system
'D the fadilty Aprl 30, 2016, ; records will be audited quarterly x1
2.) During the facility tour on April 30, , Trom i ear to ensure that all inspecti
approximately 1:00 PM to 4:00 PM, ohservation ; :re completed per r Iss: ctons
revealed two missing escutcheon rings in the 200 : ] P per .egu alory
hallway, one in each of the clean linen closets. | ; schedule, Results will be brought to
' When asked, the Maintenance Director stated the ! the QAPI committee and results
t fgcilit_v was not aware of the missing escutchacn i verified by Administrator or
rings. i designee. Physical Environment
Actual NFPA standard: | : audit will be utilized and brought te
i QAP committee and results verified
| NFPA 25 by Administrator or designee.
" 1.)13.4.4.2.2.2* Every 3 years and whenever the i
 system is altered, the dry pipe vaive shall be trip | ! 5. 5lJune18 i
i tested with the control vaive fully open and the | ;
+ quick-opening device, if provided, In service. i !
+ 2.} 5.2.1.1.4 Any sprinkfer shali be replaced that ;
i has signs of leakage; is painted, other than by the | ; :
FORM CMS-2567(02.88) Previous Vemslons Obsalels Event 10: CUT021 Faclitty ID: MDS001250 If continuation sheet Page 13 of 30
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. Corridor - Doors

Doors protecting cotrider openings in other than

required enclosures of verlical openings, exits, or

hazardous areas resist the passage of smoke

and are mada of 1 3/4 inch spiid-bonded core

| wood or other material capable of resisting fire for

- at least 20 minutes. Doors In fully sprinklered
smoke compartments are only required to resist

| the passage of smoke. Corridor doors and doors
to rooms contalning lammable or combustible

i materials have positive latching hardware, Roller
latches are prohibited by CMS regulation, These

~ requirements do not apply to auxiliary spaces that
do not contain flammable or combustible material.

Clearance between bottom of door and floor ,

covering Is not exceeding 1 inch. Powered doors

complying with 7.2.1.9 are permissible if provided

. with a device capable of keeping the door closed

. when a force of § Ibf is applied. There is no ;

| impediment to the closing of the daors. Hold open !

devices that release when the door is pushed or

pulled are permitted. Nonrated protective plates

of unlimited height are parmittad. Dutch doors

meeting 19.3.6.3.6 are permitted. Door frames |

i shall be labeled and made of steel or other i
materials in compliance with 8.3, unless the |

smoke compartment is sprinklered. Fixed fire i

* window assemblies are gllowed per 8.3, In

. sprinklered compariments there are no

" restrictions in area or fire resistance of glass or

; frames in window assemblies.

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE BUILDING COMPLETED
135077 B. WING 05/01/2018
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1061 SOUTH HILTON STREET
ERE TRANSITIONAL G, HAB - BOISE
AVAMER ARE & RE IS BOISE, ID 83705
{(4}ID : SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX | {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL {  PREFIX (EACH CORRECTIVE AGTION SHOULD BE | caMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
E . , DEFICIENCY)
: ' [ }
K 353| Continued From page 13 . K353 f
sprinkler manufacturer, corroded, damaged, or | L
! loaded; or Is in the improper orientation, ;
: {See Table E.1 Examples of Classifications of _
Needed Corrections and Repairs) ; .
K 363 | Corridor ~ Doors K 363 .
SS=E | CFR(s): NFPA 101 ; :
1. A.Brush guards removed from dining

room doors and replaced with
fire/smoke rated bulb seal to
mitigate smoke inhalation risk.

h. Rubber threshold removed and
replaced with low profile metal
transition to alfow door to self-tiose,
self-latch. |

¢. Rehang door in resident room 115 to !
reduce distance between face of
door and frame of door to less than
PR

d. Move striker plate down to allow
door to latch when closed,
2. The deficient practice had the

potential to affect residents utilizing
the dining rooms, residents in room
115 and 305, staff and visitors. The
practice had the potential to affect
any restdents in rooms with doors
that were not sealed properly, would i
not close or would not latch. Facility
will utilize Facility Environment audit
to ensure that no other doors were
unsealed, un-closable or un-latch
able as needed per regulations.

FORM CMS5-2567{02-88} Pravious Versions Chsolela

Event ID: CUTOZ]

Faciiity tD: MDS001250

If continuation sheet Page 44 of 30




208 345 2998

From:Avamere

05/25/2018 15:26 #511 P.O23/038

PRINTED: 05/11/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09358-0391
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oD | SUMMARY STATEMENT OF DEFICIENCIES I i3] PROVIDER'S PLAN OF CORRECTION P sy
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL ' pREFIX ! (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
Tag | REGLULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
. ' DEFIGIENCY)
] [y
K 363 | Continued From page 14 K 363 !
‘. ?
' 19.3.6.3, 42 CFR Paris 403, 418, 480, 482, 483, : et , i
fi and 485 3. Facllity will utilize Facility
i Show in REMARKS details of doors such as fire ‘ Environment audit monthly x3 to ,
; p:otecﬁon ratings, automatics closing devices, ; ensure that all doors meet regulatory |
etc. ! requirements and any defici :
This REQUIREMENT is not met as evidenced | e peomenys and any deficiencles
by: : o . . ’
Based on observation, operational testing, and | ] 4. Facility Environment audit results will i
! interview the facility failed to maintain doors that be brought to QAP! committee and
. protect corridor openings. Failure to maintain results verified by Administrator or ;
: corridor doors could allow smoke and dangerous designee. :
gases io pass freely, preventing defend in place. 5. 5June i8

This deficient practice has the potential to affect
residents ufilizing the dining rooms, residents in
raom #115 & #305, staff, and visitors on the dates
of the survey.

Findings include:

~ During the facilify tour on April 30, 2018, from
approximately 1:00 PM to 4:00 PM, ohservation
and operational testing of cortidos doors
throughout the facility revealed the following:

1.) The double dooers at the two (2) dining rooms ‘
. had damaged/missing brush guards creating
: gaps between the doors that would not resist the
. passage of smoke. At the larger dining room, the
i first set of doors had approximately two inches of
" missing brush guard at the top of the doors. The
. second set of doors had approximately one inch |
{ of missing brush guard. The smaller dining room
i had only one set of double doors with
" approximately three inches of missing brush
guard. When asked, the Maintenance Director
stated the facility was not aware of the missing
. brush guard,
f
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H
:

DEFICIENCY) :

: closed.

not fatch.

! NFPA 101

i as the following:
> wood

- minutes

3.) Resident room #115 had an approximately
5/8" gap beftween the face of the door and the
frame of the door when fully closed, When asked,
the Maintenance Director stated the facility was
not aware that the maximum distance betwaen
the face of the door and frame is 1/2" when fully

" Actual NFPA Standards:

“{1) 1-3/4 in. (44 mm) thick, solid-bonded care

K 363 | Continued From page 16

2.} The doar at the 200-hallway storage room

: could not self-close and latch due to a large

; Fubber threshold on the floor. When removed

from the magnetic hold open device, the door

caught on the rubber threshold while closing,

leaving an approximately three-inch gap. When

- asked, the Maintenance Director stated the
facillty was In the process of replacing the rubber

. thresholds with metal ones that would not restrict
the door from clesing.

- 4.y Resident reom #305 would not laich when fully
closed. When asked, the Maintenance Director
stated the facllity was not aware the door woujd

16.3.6.3* Carridor Doors,

1.-3.) 19.3.8.3.1* Daoors protesting corridor
- openings in other than required enclosures of
» vertical openings, exits, or hazardous areas shall
: be doors canstructed to resist the passage of
; smake and shali be constructed of materials such

(2} Material that resists fire for a minimum of 20

K363
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| s DEFICIENCY) :
i i % ;
K 383 Continued From page 16 POK 353I ' ,
! a
' 4.) 19,3.6.3.5* Doors shall be providedwitha | , :
means for keeping the door closed that is ! i i
acceptable to the authority having jurisdiction,
{ and the following requirements also shall apply: | : i
| {1) The device used shall be capable of keeping ;
the door fully closed if e force of 51bf (22 N)is | :
applied at the latch edge of the door. 3 ; ‘
 (2) Roller latches shall be prohibited on corridor ! : ;
| doots in buildings not fully protected by an : !
| approved automatic sprinkler systern in i ;
; accordance with 19.3.5.7. - | :
K 511} Utilities - Gas and Electric : K511 ‘ 1. A. Scale in “sawtooth Dining” cord
55=F | GFR(s): NFPA 101 . removed and scale moved to battery
! Utilities - Gas and Electric . E"";e" , ]
; Equipment using gas or related gas piping | B tordrunning through wall removed |
| complies with NFPA 54, National Fuel Gas Code, | and wall repaired. ,
. electrical wiring and equipment complies with ! i c. Muiti-plug adapter in room 217
E NFPA 70, National ElECtriC Code, Existlng ! i removed. .
. ras;gﬂgtégr;;ecan continue in service provided no d. Zip cord in Recreational Therapy E
18.5.1.1, 19.5.1.1,9.1.1, 8.1.2 | i officeremoved. !
! ] e. Oxygen concentrator in room 213 i
! plug moved to wall outlet, i

f.  Zip cord in room 305 removed.
g. Rooms with RPTs had RPTs moved,

:
! This REQUIREMENT is not met as evidenced >
removed or maounted as sltuationally |

by: :

% Based on cbseryvation and interview, the facility i appropriate. ;
. fatled to ensure that electrical systems were | !
" installed, maintained and used in accordance with | . .
" NFPA 70. Faiture to ensure proper electrical , |

i mstallatxons and follow manufacturer i ;

! recommendations for intended use could result in |
“alectrocution or fire. This deficlent practice . l !

» affected 68 residents, staff and visitors on the ! |

* dates of the Burvey. ! !

i !
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K 511! Continued From page 17 . KSM. :
: i 2. All residents, staff and visitors had '
Findings include: : the potential to be affected. Facility
Durin fhe facilty Aol 30, 2018, 1 | will conduct full building auditfor |
uring the facility tour on Aprii 30, , from i ' these deficiencies and any {ssues will

approximately 1:00 PM to 4:00 PM, observation ; :

of the facllity revealed the following: i be remedied when identified.

* 1.) The scale In the "Sawtooth Dining" was ; - Education will be pravided to staff
plugged into an ocutlet inside of an adjacent ' regarding plugging DME inta wall
closet. The power cord was running underneath outlets and never ints RPTS.
the closed closet door. i 3. Facility will utilize Facitity

2.) A power cord was plugged into the bathroom | . ;
! outlet and running into the wall at the storage ' Environment audit to ensure that alt
- room in the 200 hallway, power cords are used in accordance
i 3.} A multi-plug adapter was in use in resident , with regulatory requirements and
room #217. . . ! . anydeficiencles Identified will be |
4.} A microwave was plugged in to a "zip died when identified

extension cord at the Recrestional Therapy remedied when Identified.
Office. 4, Facility Environment audit results will -
5.) An oxygen concentrator was plugged intoa | be brought to QAPI committee and
relocatable power tap in resident room #213, ! results verified by Administrator or

6.) A "zip" extension cord was in use, and i designee !
secured around the top of the bathroom doorway : i |
with thumb tacks in resident room #305. ¢ 3 Slune 1y

- 7.) Awall oullet approximately eight inches from

" the ceifing had a relocatable power tap (RP'T)

i dangling from i, supported only by the power
cord or cords plugged into the RPT. This was
observed in mulliple resident rooms in mulfiple
areas of the facility, and appeared to by typical.
When asked, the Maintenance Director stated the
! facility was unaware of the electrical deficiencies :
! in the building. i ;

i Actual NFPA standard:

'NFPAT70 |
| |

H
I

- 400.8 Uses Not Permitted,
: Unjess specifically permitted in 400.7, flexibla
| cords and cables shall not be used for the
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Portable Space Heaters
. Portabie space heating devices shall be
. prohibited in all health care occupancies, except,
unless used in nonsleeping staff and employee
areas where the heating elements do not exceed
212 degrees Fahrenhelt {100 degrees Ceislus),
18.7.8, 19.7.8

i This REQUIREMENT is not met as evidenced
- ! by:

: Based on observation and interview, the: facility

* failed to prohibit portable space heaters in

- sleeping areas of the facility. Portabie space

i heaters are considered a significant risk due to

! the history of fires they have caused. This

" deficlent practice had the potential to affect 4

;' residents, staff, and visitors on the datas of the

! survey.

- Findings Include:

within the resident sleep area had
the potential to be affected. All office
areas will be inspected to ensure that
portable space heaters are not
present,

_{ 3. Facility will utilize Facility

i Environment audit to ensure that all

{ office areas are free from portable

i space heaters and any deficiencies
identified wili be remedied when
identified.

i
|

; j 4. Facllity Environment audit results will

| . ? be brought to QAP committee and I

i ; results verified by Administrator or '

: designee, :
1
!

; !5 5lunels
i H
i ]
1]
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| DEFICIENCY) ;

K11 | Continued From page 18 K511 :

foliowing: ;

. (1} As a substitute for the fixed wiring of a .

: structure :

| (2) Where run through holes in walls, structural

“cellings, suspended cellings, dropped cellings, or ; '

| floors i :

i (3} Where run through doorways, windows, or :

- similar openings )

' (4) Where attached to building surfaces : i
Exception: Flexible cord and cable shall be | :
permitted to be attached to building surfaces in |
accordance with the provisions of 368.8, !

{5) Where concealed by walls, floors, or ceilings - 1. Portable space heater removed from
i or located above suspended or dropped ceilings t Business Mana
N N . i gers office.
(B} Whaere installed in raceways, except as ; 2. aresid -
| gtherwise permitted in this Code i . resi fents, staff and visitors had the -
i 781 - Portable Space Heaters i K781 potential to be affected by deficient i
55=D . CFR{s}: NFPA 101 ; practice. Any residents in rooms |
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! Dunng the facllity tour on April 30, 2018, from
approx:mateiy 1:00 PM to 4:00 PM, observation j :

| revealed a porlable space heater located in the i ;

. Business Manager's office. The office is partofa 7 !

| resident sleeping area. When asked, the )

! Maintenanca Diractor stated facility stziff were |
" aware portable space heaters were not allowed in : : i

. the facllity, and it would be removed immediately. .

H
‘ Actual NFPA standard:

18.7.8 Portable Space-Heating Devices. ! 1. Remote manual stop station instalied
Portable space heating devices shall be : ) on facility grounds and fabeled
* prohibited in all health care uccupancies, unless ; dingl
both of the following criteria are met: | accordingly. ) :
(1} Such devices are used only in non-steeping | 2. The deficient practice had the |
! staff and employee areas. i ! potential to affect all residents, staff |
{2) The heating elements of such devices donot and visitors. Remote manual stop ’
2’1‘;??1(100.,0)_ | station instangi and labeled to ;
K 911 | Electrical Systems - Other i Kg1q]  Mitigate the risk associated with :
SS=F . CFR(s): NFPA 101 ; . deficiency.
| 3. Facility shail add remote manual stop |
Electrical Systems - Other : ' station to generator inspection log to |
List in the REMARKS section any NFPA 89 ensure placement, operation and %
. Chapter 6 Electrical Systems requirements that ) ’ :
. labeting of remote manuaf stop ;

‘ ' are not addressed by the provided K-Tags, but !

; are deficient. This information, along with the station is in place and functional in =~ |

: applicable Life Safety Code or NFPA standard . accordance with regulations and any
citation, should be included on Form CMS-2567. ; deficiencles identified will be |
Chapterﬁ (NFPA 99) . v i ;
| This REQUIREMENT s not met as evidenced remedied when identified. ‘
by i 4. Generator inspection logs will be '
| Based on observation and Interview, the facilty | brought to QAPI committee quarterly |
faaied to ensure the Essential Eiectrlcal System | x1 year and resuits verified by |
(EES) generator was equipped with a remote ‘ Administrator or designee, ;
: manual stop slatfon. Failure to provide a remote - 5. 5 june 18 i

! :
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%4 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGLILATORY OR LSG IDENTIFYING INFORMATION)

iD

PREFIX

TAG

PROVIDER'S PLAN OF CORREGTION . (x5}
! (EACH CORRECTIVE ACTION SHOULD BE , COMPLETION
i CROSS-REFERENGCED TO THE APFROPRIATE DATE

DEFICIENCY)

i Findings inciude:

NFPA 99

{SFE TABLE)
"NFPA 110

Jabeled.

SS=F§ CFR{s); NFFA 101

K 818 | Electrical Systems -

 Electrical Systems -
Maintenance and Testing
- The generator or other aliernate power source

K 211 | Continued From page 20

stop, potentially hinders the ability of staff to shut -

down the generator if required. This deficient

: practice affected 68 residents, staff and visitors
on the dates of the survey,

During the fagility tour on April 30, 2018, from
| approximately 1:00 PM to 4:00 PM, a remote
_manual stop station for the EES generator could
« not be located. When asked, the Maintenance

Director stated the facility was not equipped with
a remote stop station,

Actual NFPA standard:

6.4.1.1.16.2 Salety indications and shutdowns
shali be in accordance with Table 8.4,1,1,16.2,

5,6.5.6* All installations shall have a remote
manual stop station of a type to prevent
Inadvertent or unirtentional operation located
outside the room housing the prime mover, where
soinstalled, or elsewhere on the premises where -
' the prime mover is located outside the building.
5.6.5.6.1 The remote manual stop stafion shall be

Essential Electric Syste

Essential Electric System

i
i

K 911

K a18
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K 918 Continued From page 21 K918

! and associated equipment is capable of supplying ;
. service within 10 seconds. If the 10-second :
- criterion is not met during the monthly test, a ’;
! process shall be provided to annually confirm this |
capabiiity for the life safety and critical branches, -
Maintenance and testing of the generator and
j transfer switches are performed in accordance
" with NFPA 110, !
Generator sefs are inspecfed weekly, exercised
under load 30 minutes 12 times a year in 20-40
; day intervals, and exerclsed once every 36
" months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent parsonnel, Maintenance and testing of
stored energy power sources {Type 3 EES} are in
: accordance with NFPA 111. Main and feeder
clrcuit breakers are inspected annually, and a
program for periodically exercising the
~ components Is established according to |
. manufacturer requirements. Written records of
| maintenance and testing are maintained and :
readiy available. EES electrical panels and
| circuits are marked, readily identifiable, and
- separate from normal power circuits. Minimizing
the possibility of damage of the emergency power :
; source is a desigh consideration for new :
i installations.
:6.4.4, 6.5.4, 6.6.4 (NFPA 88), NFPA 110, NFFA !
“ 111, 700,10 {NFPA 70)
i This REQUIREMENT is not met as evidenced -
| by -
| Based on record review and interview, the facility g

fafled 1o ensure the generator for the EES
{Essential Electrical Systermn) was maintained in
accordance with NFPA 110, Failure to inspact and
; test EES generators could result in a lack of i
; system reliability during a power loss. This o

1. Load bank test preformed and any

identified deficiencies remedied.
The deficient practice had the
potential ta affect all residents, staff
and visitors. Load hank test
preformed and any identified issues
remedied.

Facility shall add load bank test
timing and results of generator
inspection log to ensure generator
tests are conducted in accordance
with regulatory timelines and any
deficiencies identified will be f
remedied when identified.

Generator Inspection logs wili be
brought to QAP! committee Quarterly |
x1 year and results verifieg by |
Administrator or designee.
5June 18

]
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K 918 | Continued From page 22 . Kots, f
deficient practice affected 68 residents, staff and j

 visitors on the dates of the survey.

Findings include:

During review of the facility generator inspection i
* and testing records on Aprit 30, 2018, from :
: approximately 8:30 AM to 12:30 PM, the facility
lailed to provide a three-year, four-hour load test.
When asked, the Maintenance Diractor stated the
| facility was unaware of the required three-year

l inspection and Joad test, : l

: Actual NFPA standard:

NFFA 110 |
8.4 Operational Inspection and Testing. !
8.4.0* Lavel 1 EPSS shall be tested at least once
_within avery 36 months. .
8.4.9.1 Level 1 EPSS shall be tested contlnuousiy j
for the duration of its assigned class {see Section |
4.2). ;
. 8.4.9.2 Where the assigned class s greater than |
' 4 hours, it shall be permitted fo terminate the test |
after 4 continuous hours.
8.4.9.3 The test shall be initiated by operating at
least one fransfer switch test function and then by ;
operating the test function of all reraining ATSs,
- or Initlated by opening all switches or breakers
i supplying normal power to all ATSs that are part
. of the EFSS belng tested.
i 8.4.9.4 A power interruption to non-EPSS loads
shall not be required.
! 8.4.9.5 The minimum load for this test shalt be as
- specifled in 8.4.9.5.1, 8.4.9.5.2, 0r B.4.9.5.3. :
'8.4.9.5.1 Fora diesei-powered EF'S loading shall i
i be not less than 30 percent of the nameplate kW |
! rating of the EPS. A supplemental load bank shall ‘ ‘
! be permitted to be used to meet or | i
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K918/ ] Continued From page 23 L

: exceed the 30 percent requirement.
.848562Fora diesel-powered EPS, loading sha!l H
. be that which maintaing the minimum exhaust { ‘
gas temperaturas as recommended by the . ; :
manufacturer. i !
8.4.8.56.3 For spark-ignited EPSs, loading shall be :
the available EPSS load. : ;
' 8.4.9.6 The test required in 8.4.9 shall be i
permitted to be combined with ong of the monthly |
tests required by 8.4.2 and one of the annual \
tests required by 8.4.2.3 as a single fest, ]‘
8.4.9.7 Where the test required in 8.4.9 is
' cornbined with the annual load bank test, the first
3 hours shall be at not less than the minimum
loading required by 8.4.9.5 and the remaining
hour shall be at not less than 75 percent of the

nameplate KW rating of the EPS. :

K 922 Gas Equipment - Other K 922 Ke22 5/sF
ss=F CFR(s): NFPA101 i 1. Reguired O2 signage placed in areas '
Gas Equipment - Other where supplemental oxygen inuse.

{ List in the REMARKS section any NFPA B9 i 2. The deficient practice had the

| Chapter 11 Gas Equipment reguirements that are i potential to affect all residents, staff i

i

: nol addressed by the provided K-Tags, but are : L . ]
deficient. This information, along with the : and visitors. O2 signage placed in all
applicable Life Safety Code or NFPA standard |

appropriate areas.

citation, should be Included on Form CMS-2567. : 3. Facility will utilize Facllity g

Chapter 11 (NFPA 99) | Environment audit to ensure that all |
_This REQUIREMENT is not met as evidenced | 02 in use signage is in place and any |
| by: I | deficiencies identified wili be

i Based upon observation and interview the facility
{ailed to ensure required signage was present
1 where supplemental oxygen was in use. Failure
"to alert that supplemental oxygen is in use, could | be brought to QAP! committee and
» lead to ignition of an oxygen rich environment. ! . P
This deficient practice affected 68 residents, staff @ ;ESL;HS verified by Administrator or
" and visitors on the dates of the survey. i esignee.
i 5. 5lunel&

remedied when identified. i
4. Facility Environment audit results will |

N
i
1
I

|
3 |
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K 822 ! Continued From page 24 © K92z !
I

Findings include: |

During the facility tour on April 30, 2018, from '

approximately 1:00 PM fo 4:00 PM, observation ' '

of carridors and resident room doors revealed

: none of the residents using supplemental oxygen
had the required signage on or near their room

door. This determination was based on a list of

residents currently using supplemental oxygen : |

supplied by the Director of Nursing. When asked, | ? :

the Maintenance Director stated the facility was

unaware signage was required.

Actual NFPA standard:
" NFPA 09

11.6.3.2* Signs.
11.5.3.2.1 In haslth cara facilities where smoking -
is not prohibited, precautionary signs readable :
from a distance of 1.5 m (5 ft) shali be . !
canspicuously displayed wherever supplemental |
oxygen is in use and in alsles and waikways :
leading to such an area.

11,5.3.2.2 The signs shall be attached to adjacent
doorways or to building walls or be supported by
other appropriate means. ‘ :
K 823, Gas Equipment - Cylinder and Container Storag K923.
s85=D CFR{s): NFPA 101 '

Gas Equipment ~ Cylinder and Container Storage :
" Greater than or equal to 3,000 cubic feet :
- Storage locations are designed, constructed, and E
. venfilated in accordance with 5.1.3.3.2 and 1 [
5.1.3.3.3. :
>300 but 3,000 cubic feet i
. Storage locations are outdoors in an enclosure or |
" within an enclosed interior space of non- or i

1
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K 823 j Continued From page 25 K 923!
' limited- combustible construction, with door (or . , 1. Unsecured O2 “E tank secured ;
| gafes outdoors) that can be secured. Oxidizing ! : appropriately in identified room. .
| gases are not stored with flammables, and are i : 2. The deficient practice had the
i ' separated from combustibles by 20 feet (6 festif . : potential to affect 28 residents, staff
i sprinkiered) or enclosed in a cabinet of ‘ : and visitors. Medical gas in-service

noncombustible canstruction having a minimum )
1/2 hr. fire protection rating. : provided to all staff who handle
! Less than or equal fo 300 cubic feat ,‘ medical gas on hire and annually
: In a single smoke compartment, individual ‘ thereafter, Staff in-service held and
cylinders available for immediate use in patient ‘ education provided to all staff who
care areas with an aggregate volume of Iess than | : handi dical d
or equal ko 300 cubic fest are not required to be : € medical gas regarding proper
stored in an enclosure. Cylinders must be : use and storage of O2 gas and
handled with precautions as specified in 11.6.2. i cylinders. Facility inspected to ensure
A precautionary sign readable from 5 feetison no other “E” tanks were unsecured.
each door or gqte of a cylinder stprage room, 3. Facility will utifize Facility
where the sigh includes the wording as a . )
L minimum "CAUTION: OXIDIZING GAS(ES) Environment audit to ensure that all
" STORED WITHIN NO SMOKING " tanks are stored appropriately and
Storage is plannsd so cylinders are used in order any deficiencies identified will be
of which they are received from the supfalier. remedied when identified.
Empty cylinders are segregated from full - . . .
cylinders, When facility employs cyfinders with | 4, Facility Environment audlt.results will
integral pressure gauge, a threshold pressure be brought to QAPI committee and
considered empty is established. Empty cylinders resuits verified by Administrator or
are marked to avoid confusion, Cylinders stored | i designee.
in the open are protected from weather, 5. 5lune 18
11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 89) ,
This REQUIREMENT is not met as evidenced
 by: !
' Basad upon observation and interview the facility i
I failed to ansure oxygen cyiinders were secured |
. and stored in a safe manner. Faliure to secure
* and maintain cylinders can result in physical
. damage to the cylinder and could create an . l
: oxygen eririched atmosphere, This deficient : :
i practice affected 28 residents in the 200 haltway, i
| staff and visitors on the dates of the survey. ! . : a
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)
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DEFICIENCY) ;

K 923 | Continued From page 26
Findings include:

During the facility tour on April 30, 2018, from
approximately 1:00 PM to 4,00 PM, observalion

stated tha facllity was unaware of the unsecuraed
gas cylinder.

" Actual NFPA standard:
NFPA 99

11.3 Cylinder and Container Storags

" Requirernents.

: 11.3.2.8 Cylinder or container resiraints shall
comply with 11.6.2.3.

| 11.6.2.3 Cylinders shalt be protacted from
damage by means of tha following specific
procedures:

{1) Oxygen cylinders shall be protected from
abnormal mechanical shock, which is Fable to
damage the cyiinder, valve, or safety device.

: {2) Oxygen cylinders shali not be stored near

; elevators or gangways or in locations where
heavy moving objects will strike them or fall on
them.

(3} Cylinders shail be protected from tampering
. by unauthorized individuals.

(4) Cylinders or cylinder valves shali not be
repaired, painted, or altered,

 (5) Safety rellef devices in valves or cylinders

- shall not be tampered with,

. (6) Valve outlets clogged with lce shall be thawed
- with warm - not bolling - water.

| (7) Atorch flame shall not be permitted, under
! any circumstances, to come in contact with a
“oylinder, eylinder valva, or safety device,

of resident room #213 revealed an unsecured "E" |
 style oxygen tank sitting unsecured on the floar of |
the room. When asked, the Maintenance Director

K 923;
f

i
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{X4) 1D
TAG

PREFIX '

! SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

FROVIDER'S PLAN OF CORRECTIGN
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
| DEFICIENCY)

D
PREFIX
TAG

(X5}
COMPLETION
DATE

K823

K 926
S5=E

; Continued From page 27

{ (8) Sparks and flama shall be kept away from
cylinders.

: (8) Even if they are cansidered o be empty,

i eylinders shali not be used as roliers, supports, or
l far any purpese ather than that for which the
suppiier intended them.

{10) Large cyfinders {exceeding size E) and
containers larger than 45 kg (100 Ib) weight shall
be transported on a proper hand fruck or cart
complying with 11.4.3.1.

{11) Freestanding cylinders shall be properly
chained or supported in a proper cylinder stand or
cart. |
. {12) Cyiinders shall not be supported by radiators, |
steam pipes, or heat ducts.(12) Cylinders shall I
not be supported by radiators, steam pipes, or |
heat ducts,

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

. i
Gas Equipment - Qualifications and Training of |
Personnel

| Personnei concerned with the application,

' maintenance and handling of medical gases and

. cylinders are trained on the risk. Facilities

E provide continuing education, including safety

guidelines and usage requirements. Equipment is !

servicad only by personnel tralned In the

! maintenance and oparation of equipment,

-11.5.2.1 (NFPA 89)

| This REQUIREMENT is not met as evidenced

1 by:

1 Based on record review, and interview, the

; facility falled ta ensure staff ware properly trained |

. on the risks assoclated with the use and handling !

. of medical gases. Failure to provide an education ;

; program which includes periodic review of safety !

{ guidelines and usage requiremants for medical j

i

K923

ol

K 926 Medical Gas use and handling
1 education provided to all staff who

X handie medical gas, Medical Gas use
and handling education added to
new hire orientation material,
Medical Gas use and handling
education added to facility master
education calendar no less than
i annuatly.

i
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gases and their cylinders, could result in a lifa
threatening or catastrophic accident. This
deficient practice could potentially affect 20 _
_ oxygen dependent residents, staff and visitors on
| the dates of the survey. ;

i Findings Include;

- During the review of facility records on April 30,
2018, from approximately 8:30 AM to 12:30 PM,
no records were available Indicating that the :
facility maintained an ongoing continuing !
education program for staff which includes [
: periodic review of safety guidelines and usage

. requirements for medical gases and their
cylinders. When asked, the Facllity Administrator
stated, the facllity was not aware of the !
requirement for medical gas training and did not ;
1 currently have a documented training program for :
the use and handiing of oxygen. !

Aclual NFPA Standard:

- NFPA 101
. 19.3.2.4 Medical Gas. Medical gas storage and |
. administraticn areas shall be in accordance with
Section 8.7 and the provisions of NFPA 99,

Health Care Facilities Code, applicable to l
administration, maintenance, and testing.

NFPA 99 .
11.5.2 Gases in Cylinders and Liquefied Gases in |
Containers, l
11.5.2.1 Qualification and Training of Personnel. |
11.5.2.1.1* Personne! 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
i frained on the risks associated with their handling ,

I

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANDO PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING D4 - ENTIRE BUILDING COMPLETED
135077 B, WING 05/01/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1001 SOUTH HILTON STREET
EHAR -
AVAMERE TRANSITIONAL CARE & REH BOISE ROISE, ID 83705
oD | . SUMMARY STATEMENT OF DEFICIENGIES D ; PROVIDER'S PLAN OF CORREGTION T
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE ~ © DATE
; ‘ DEFICIENCY) ;
I. ! ,
H : ) !
K926 Continued From page 28 K 926: The deficient practice had the

potential to affect 20 oxygen
dependent residents, staff and .
visitors. Medical Gas use and .
handiing education provided to all :
staff who handle medical gas to

ensure Medical Gas use in )
accordance with regufatory !
‘guidelines. No staff shall be
permitted to work without recelving
education and having a passing
posttest on file by past 5 June 18.
Facility will utilize passing posttests
to track staff on master staff list to
ensure that all staff who handle
medical gas receive education.
Education will then be provided for
appropriate staff upon hire and
annually thereafter. New hires will
receive training as part of general
orientation and have passing posttest
in file upon completion of training.
Education wifl be added to facility
master training calendar no less than
annuafly thereafter,
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xaytn | SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'
PREFIX H(EACH DEFICIENCY MUST BE PRECEDED BY FILL . PREFX | {EACH goﬂgesc?@g%:"n?ggagnﬁ ! combrerion
e | EGULATOHY OR LSC IDENTIFYING INFORMATION,) Y-S CROSS-REFERENGED TO THEAPPROPRIATE | DATE
| ; DEFICIENGY) !
s | |
K 926 l Continued From page 29 K926 5
: and use. . -
' 11.6.2.1.2 Health care faclliies shail provide , , 4. Master staff log which has been
: programs of continuing education for their j matched against passing posttest i
{ personnel. : shall be brought to QAP} committee |

' 11.5.2,1.3 Continuing education programs shall i
* include perlodic review of safety guldelines and to ensure that all staff have received

; usage requirements for medical gases and their this training. New hire paperwork will
| eylinders. : be audited by sample quarterx4to |

ensure that all staff receive
education upon hire. Master training
calendar will be brought to QAP and
checked against in services provided
guarterly x4 to ensure Medical Gas
tralning is provided no less than
annually. Administrator or designee
will verify results and any deficiencies
will be corrected once identified.

5. 5lJunel8

i
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