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August 14, 2018

Debbie Mills, Administrator

Wellspring Health & Rehabilitation of Cascadia
2105 12th Avenue Road

Nampa, ID 83686-6312

Provider #: 135094

RE:" FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Ms.. Mills:

On August 9, 2018, a Facility Fire Safety and Construction survey was conducted at Wellspring
Health & Rehabilitation 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 (X5) Completion Date to signify when
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you allege that each tag will be back in conipliance. 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 August 27, 2018.
Failure to submit an acceptable PoC by August 27, 2018, may result in the imposition of civil
monetary penalties by September 18, 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;

s 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,

e Include dates when corrective action will be completed.

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

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

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by September 13,
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
September 13, 2018. A change in the seriousness of the deficiencies on September 13, 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
September 13, 2018, includes the following:

Denial of payment for new admissions effective November 9, 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 February 9, 2019, 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 Strect, 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 August 9, 2018, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:
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http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

(o 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 August 27, 2018. If your request for informal dispute
resolution is received after August 27, 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/j
Enclosures
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ENTERS FOR MEDICARE & MEDICAID SERVIGES

FORM APPROVED

OMB NO. 0938-0391

{%2) MULTIPLE CONSTRUCTION

ATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X3} DATE SURVEY
D PLAN OF CORREGTION IDENTIFICATION NUMHBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135084 B. WiNG 08/09/2018
VAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2105 12TH AVENUE ROAD
VELLSPRING HEALTH & REHABILITATION OF CASCA.DEA NAMPA, ID 83686
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES jin} PROVIDER'S PLAN OF CORRECTION {Xa)
FREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS6-REFERENCED TO THE AFFROFPRIATE pATE
DEFICIENCY)
K 000! INITIAL COMMENTS K 0G0
N RECEIVED
The facility is a single story Type V (lii) structure '
built in 1998 with an addition of 60 beds in March MG 97 900
2001 and a vent unit expansion in 2014, The WG 27 2618
facility s aquipped with two {2) diesel powared - TV A s
emergency generators as par’c) of the fgciﬁty EES FACILITY 8 TANDARDS
{Emergency Elactrical System); one (1) for the
main existing portion of the facility and one (1)
which was added for the vent unit expansion. The
facliity is located in a municipal fire and county
emergency district with full sprinkier protection
throughout and smoke detection coverags in
corridors, sleeping rooms, and open spaces. The
faciity is currently licensed for 120 SNF/NF beds
and had a census of 48 on the dates of the
survey, This Plan of Correction is prepared and
subinitted as required by law. By
The following deficiencies were cited during the submitting this Plan of Correction,
annual fire/iife safety survey conducted on August Wellspring Healih and Rehabilitation of
8-9, 2017. The facility was surveyed under the Cascadia does not admit that the
LIFE SAFETY CQDE, 2012 Edition, Existing deficiencies [isted omn the CMS Form 2567
Heaith Care Qceupancy, in accordance with 42 exist, nor does the Facility admit to any
CFR 483,70 and 42 CFR 483.80. statements, findings, facts or vonclusions
that form the basis for the alleged
The Survey was conducted by: deficiencies. The Facility reserves the
right to chalienge in tegn! proceedings, all
Linda Chaney deficiencies, statements, findings, facts
Health Facility Surveyor and conciusions that form the hasis for
Facility Fire Safety & Construction the deficiency.
K291 | Emergency Lighting K 291
58=F | CFR{s): NFPA 101 K 291 Emergency Lighting
Emergency Lighting Specific isauwe;
Emergency lighting of at least 1-1/2-hour duration Facility faifed to test emergency lighting for
is provided autormatically in accordance with 7.9. thirty seconds during June 2018. No
18.2.9.1, 18.2.9.1 documentation couid be produced or an
This REQUIREMENT is not met as evidenced ?ﬂg?]uﬁl 90 minute test of the emergency
. 1ghting.

by
Praiin g o
r@«ma ORS OR PROVIDER/SUPPLL EPRESENTATIVE'S SIGNATURE

CED

Lok 3

safeguards provide sufficlept protéction to the patients. (See Instructions.} Except for nursk

ng homes, the findings stated above are disclosatle 90 days

ieliciency siatement eadfng;gj::;z asterlsk (*) denotes a daficiency which the institution may be excused from carrecting providing it is iaterméﬁedlthét

fing the date of survay whaeti
foliowing the date these dacuments are

am participation.

CMS-2667{02-68) Praviaus Viersions Qbsotete

Evant ID: CRTS21

not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclusgbie 14
made avadabla o the facifty. i deflalencles are clted, an approvad plan of carrection is requisite to continued

Facity ID; MDS004 200

¥ continuation shest Page 1§ of 17
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, FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - ENTIRE BUILDING GOMPLETED
135004 B. WING 08/09/2018
NAME OF PROVIDER OR SUFPLIER

WELLSPRING HEALTH & REHABILITATION . OF GASCADIA

STREET ADDRESS, GITY, STATE, ZIP GODE
2105 12TH AVENUE ROAD
NAMPA, [D 83686

(%43 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S FLAN DF CORRECTION x8)
FREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY}
K 281 | Continued From page 1 # 291! Other Residents;
Based on record review and interview the facility All residents could potentially be affected
fajled to provide monthly and annual emergency by deficient practice.
lighting test documentation, Failure to test the . _
emergency lighting could inhibit egress of Facility Systems:
residents during an emergency. This deficient Staff educated on or before §/31/18 by
practice affected 48 residents, staff and visitors Executive Director or designee regarding
on the date of the survey. monthly testing of emergency ghting and
annual 90 minute emergency lighting
Findings include: testing.
During review of the emergency lighting test logs Maonitor:
on August 8, 2018, from approximately 11:30 AM Upon completion of education with staff,
to 2:00 PM, records revealed the facility failed to Executive Director and/or designee will
test emergency lighting for thirty {30) seconds monitor the effectiveness of the emergency
during the month of Juna 2018. No lighting testing and provide a repert to
documentation could be produced for an annual QAPI committee for the next 6 months,
ninety (30) minute test of the emergency lighting. Any concerns will be addressed
VWhen asked, the visiting Environmental Services immediately and discussed with the QAPI
Managers stated the facility was unaware the committee.
tests were not completed or documentation
maintained.
Date of Compliance: 8/31/14
Actual NFFPA standard:
NFPA 101
19.2.9 Emergency Lighting.
15.2.9.1 Emergency lighting shall be provided in
accordance with Section 7.9.
7.9.3 Periodic Testing of Emergency Lighting
Equipment,
7.9.3.1 Required emergency lighting systems
shall be tested in accordance with one of the
three options offered by 7.8.3.1,1,7.9.3.1.2, or
7.9.3.1.3.
7.9.3.1.1 Testing of required emergency lighting
systems shall be permitted to be conducted as
foilows:
(1) Functional testing shall be conducted monthiy,
with a minimum of 3 weeks and a maximum of &

FORM CMS-2667{02-99) Previous Varsiohs Obsoleln

Event ID: CRT521

Faciltty 10: MDSOU1260

If coniinuation shaet Page 2 of




o Ays N s i whds Ei e

DEPARTMENT QF HEALTH AND HUMAN SERVICES

WELLSPRING HEALTH & REHABILTATION OF CASCADIA

STREET ADDRESS, CITY, STATE, ZIP CODE
2105 12TH AVENUE ROAD
NAMPA, ID 835686

EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 69380391
 STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (X2} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER; A BUILDING 01 - ENTIRE BUILDING COMPLETED
135094 B, WiNG 08108/2018
NAME OF PROVIDER OR SUPPLIER

required by 7,8.3.1.1{1) and (3).

{H) Written records of visual inspections and tests
shall be kept by the owner for inspection by the
authority having jurisdiction.

7.9.3.1.2 Testing of required emergency lighting
systems shali be permitted to be conducted as
foliows;

(1) Seif-testing/self-diagnostic battery-operated
emergency lighting equipment shali be providad,
{2} Nat less than once every 30 days,
self-testing/self-diagnostic

batiery-operated emergency lighting equipment
shall automatically

perform a test with a duration of a minimum of 30
secontds and a diagnostic routine,

{3) Self-testing/self-diagnostic baftery-operated
emergency lighting equipment shall indicate
failures by a status indicator.

{4} A visuai inspection shall be performed at
intervals not exceeding 30 days.

{5} Functional testing shal be conducted annually
for a minimurm of 1-172 hours.

(6) Self-testing/self-diagnostic battery-operated
emergency lighting equipment shail be fully
oparational for the duration of the 1-17?2-hour test,
{7) Whritten records of visual inspections and tests
shali be kept by the owner for inspection by the
authorlty having jurisdiction.

(%} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEF{CIENCY)
K 291 Continued From page 2 K 291| Facility Systems:
weeks between tests, for not less than 30 Staff educated on or before 8/31/18
seconds, except as otherwise permitted by l’egardipg hazardous areas enclosure by
7.9.3.1.1(2). Executive Director, Room 526 door closure
(2)*The test interval shall be permittad to be installed.
extended beyond 30 days with the approval of the
authority having jurisdiction. Monitor: ‘ )
{3) Functiona! testing shall be conducted annually Executive Director or designee will ensure
for a minimum of 1-172 hours if the emergency all corridor doors are audited for
lighting system is battery powered. compliance of NFPA 101. Audits will be
{4) The emergency lighting equipment shall be presented to QAP] committee for the next 3
fully operational for the duration of the tests months. 8/31/18

FORM CMS-2587(02-80} Pravious Versione Obsoiete

Event {D: CRTEZ1

Faciity ID: MOSU0t2a0

If continuation shaet Page 3 of 17




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

~ FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND FLAN OF GORRECTION

(%1} PROVIDER/SUPPLIER/GUA
IDENTIFCATION NUMBER:

1350594

(X2) MULTIPLE GONSTRUCTION
A. BUILDING 01 - ENTIRE BUILDING

B. WING

{X3) DATE SURVEY
GOMPLETED

08/09/2018

NAME OF PROVIDER OR SUPPLIER

WELLSPRING HEALTH 8 REHABILITATION OF CASCADIA

STREET ADDRESS, CITY, STATE, ZIP COOE
2108 12TH AVENUE ROAD
NAMPA, ID 83686

(X4)1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING (NFORMATION)

D PROVIDER'S FLAN OF CORRECTION
PREFI% {EACH CORREGTIVE AGTION SHOULD BE

TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

5
COMPLETION
DATE

K 281

K321
S5S5=0

Caontinued From page 3

7.9.3.1.3 Testing of required emergency lighting
systems shall be permitted to be conducted as
follows:

{1} Computer-based, seif-testing/sel-diagnostic
pattery-operated

emergency lighting equiprment shail he provided.
(2) Not less than once every 30 days, emergency
lighting equipment

shall automatically perform a test with a duration
of a minimum of 30 seconds and a diagnostic
autine,

(3) The emergency lighting equipment shaf
automatically perform annuatly a test for a
minimum of 1-17?2 hours,

{4) The emergency lighting equipment shall be
fully operational for the duration of the tests
required by 7.9.3.1.3(2) and (3).

(5) The computer-based system shaii be capable
of providing a report of the history of tests and
faltures at all times.

Hazardous Areas - Enciosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9.
When the approved automatic fire extinguishing
system option Is used, the areas shall be
separated from other spaces by smoke resisting
partitions and doors in accordance with 8.4,
Doors shatll be self-closing or automatic-closing
and pemitted to have nonrated or fieid-applied
protective piates that do not excesd 48 inches
from the bottom of the door,

Describe the floor and zone locations of
hazardous areas that are deficient in REMARKS,

K 291

K az21| K321 Hazardous Areas — Enclosure
Specific Issue;

Facllity failed to ensure corridor doors
entering hazardous areas would fully close

and laich when activated. Reom 526 was
converted to storage space that is greater
than 200 square feet in aize and housed
combustible storage was not equipped with
self-closing device.

Other Residents:
The deficient practice affected 20 residents,
staff and visitors on the date of the survey.

FORM CRS-2587{02-00) Previous Varsions Obsolete

Event Ty GRTS24

Facility iD; MRS001260

i continuation shest Page 4 of 17




v 0o FUK MEDIGARE & MEDICAID SERVIGES

OMB NO. 0938-0381

\TEMENT OF DEFICIENCIES (%1} PROVIDER/SUFPLIER/CLIA {42y MULTIPLE CONSTRUCTION ¢ 53) gg{:; ESTREVI;EY
) PLAN QF CORRECT!ON IDENTIFICATION NUKMBER: A, BUILDING 04 « ENT%RE BUILDlNG
135094 B. WING : 08/09/2018
AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zif? CODE
2105 12TH AVENUE RDAD
VELLSPRING HEALTH & REHABILITATION OF CASCADIA NAMPA, ID 83688
0 .SUMMARY STATEMENT OF DEFICIENCIES i0 PROVIDER'S PLAN OF CORRECTION [,
é-);z‘gl:];x {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOM[';A-_EJION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFPRIATE
DEFICIENGY)
K 321 Continuved From page 4 K 321

18.3.2.1,18.3.59

Area Aufomnatic Sprinkier
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries {larger than 100 square feet)

¢. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gailons)

f. Combustible Storage Rooms/Spaces

{over 50 square feet)

g. Laboratories (if classified as Severe
Hazard - see K322}

This REQUIREMENT is not met as evidenced
by:

Based on observation and operational testing,
the facility fafled to ensure corridor doors entering
hazardous areas would fully close and iatch when
activated. Failure to protect hazardous areas
could allow smoke, fires and dangerous gases to
pass into corridors, hindering egress during a fire.
This deficient practice affected 20 residents, staft
and visitors in on the date of the survey.

Findings include;

During the facility tour conducted on August 8,
2018, observation and aoperationa! testing of the
doors entering room 526 was found not to be
equipped with seif-closing devices. Further
observation of the room revealed it had been
converted to a storage space that is greater than
200 square feet in size and housed combustible
storage. *Note: This is a repeat citation from the
previous survey on January 4, 2018.*

Actual NFPA standard:

CMS-2587{02-98} Previous Verstons Obsoleta

Event ID: CRT524

Faclity iD: MDS001260 if continuation shaet Page 5 of 17
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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FORM APPROVED

STATEMENT OF DEFICIENCIES 1y PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

135094

(X2) MULTIPLE CONSTRUCTION
A BUILDING 01 - ENTIRE BUILDING

B. WING

COMB NO. 0938-03061

(X3} DATE SURVEY
COMPLETED

08/0912018

NAME OF PROVIDER OR SUPPLIER

WELLSPRING HEALTH & REHABILITATION OF CASCADIA

STREET ADDCRESS, GITY, STATE, ZIP CODE
2108 12TH AVENUE RCAD
NANPA, ID B3686

(%43 1D
PREFIX
TAG

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

iC
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION

DEFICIENCY)

{EACH CORRECTIWE AGTION SHOWULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

{8

K 321

K 3563
§58=0

Contnued From page &
NFPFA 101

12.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shail be provided
with an automatic extinguishing system in
accordance with 8.7.1.

19.3.2.1.F Hazardous areas shal! include, but
shall not be restricted to, the following:

(1} Boller and fuel-fired heater rooms

{2} Central/bulk laundries larger than 100 f2 (9.3
m2}

{3) Paint shops

{4} Repair shops

{5} Rooms with sofled liner in volumne exceeding
64 gal {242 L)

{6) Rooms with collected trash in vojurne
axceeding 84 gal {242 L}

{7) Rooms cor spaces larger than 50 /2 (4.6 m2},
including repair shops, used for storage of
combustible supplies and egquipment in quantities
deemed hazardous by the authority having
jurisdiction

{8} Laboratories employing flammable or
combustibie materials in quantities fess than
those that would be considered a severe hazard

19.3.2.1.3 The doors shail De self-closing or
automatic-ciosing.

Sprinkler System - Maintenance and Testing
CFR{s}: NFFA 101

Sprinkier System - Maintenance and Testing
Autornatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Watar-based Fire

K321

K353 K 353 Sprinkier System

Specific Issue:

pendants.

Facility failed to ensure fire suppression
system sprinkler pendants were maintained
properly. Theater Room and Shower Room
showed signs of paint on sprinkler head

FORM CMS-2857{02-09) Prévious Viergions Obsolsie Event IIn CRTE21

Faclify I0: MDSG04280

1€ continuation sheet Page 6o



b s F AIEALL T AN FUMAN SERVILES FORM APPROVED

ENTERS FOR MEDICARE & MEDICAID SERVICES OB NO, 08380391
TEMENT OF DEFICIENGIES (X1} FROVIDERISUPPLIER/CUA (%2) MULTIPLE CONSTRUCTION (%3} gg;%fg?gg‘f

O PLAN OF CORRECTION DENTIFIGATION NUMBER: A, BUILDING D1 - ENTIRE BUILDING

JIARSE: OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP OODE

2105 12TH AVENUE RDAD

NELLSPRING HEALTH & REHABILITATION OF CASCADIA NAMPA, iD 83866

' X CTiON £X5)
o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRE
r%glm {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE AGTION SHOULD EET - COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIA
DEFIGIENCY)
K 3531 Centinued From page 6 K 353!  Other Residents:
Protection Systerns. Records of system design, This deficient practice affected residents,
malntenance, inspeclion and testing are staff and visitors utilizing the Theater Room
maintainad in a secure location and readily and the shower room on the date of the
available. survey.

a) Date sprinkier system last checked

Facility Changes:

Maintenance Director will have affected
sprinkler heads replaced by contractor as
well as an audit of other sprinkler heads by
8/31/18. Maintenance Director will educate
assistant to NFPA 25 to ensure during

painting sprinkler heads are protected from
paint.

b) Whe provided system test

¢) Water system supply source

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

9.7.5,9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, the facility faiied to ensure
fire suppression system sprinkler pendants were
maintained properly. Failure to perform propar Annuaf inspections will be completed by
maintanance of suppression systermn has the contractor and reported fo the QAPY
potential to hinder system response and leave the committee 8/31/18
building unprotected during a fire. This deficient '
practice affected resldents, staff and visitors
utilizing the Theater Room and the shower room
on the date of the survey.

Monitor:

Maintenance dircctor will inspect sprinkier
heads manthly and report findings to the
QAPI committee for the next 3 months.

Findings include:

During the facility tour conducted on August 8,
2018 from 11:30 AM - 2:00 PM, observation of
the Theater Room and the Shower Room
adjacant to room #5602 showed signs of paint on
the sprinkler head pendants.

Actual NFPA standard:
NFPA 25

5.2* Inspection.
5.2.1 Sprinklers.

M CMS-2567{02-98) Previous Varstons Obsaiste Event i0: CRT&21 Faility i0: MDS001260 ¥ continuation sheet Page 7 of 17
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PREFIX
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SUMMARY STATEMENT OF DEFIGIENGIES
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PREFIX
TAG
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K 353

K363
58=D

Continued From page 7

5.2.1.1* Sprinkiers sha#! be inspected from the
floor level annually.

5.2.1.1.1* Sprinklers shail not show signe of
leakage; shall be free of corrosion, foreign
materials, paint, and physical damags; and shali
be instalied in the correct orientation (e.g.,
upright, pendent, or sidewali.

5.2.1.1.2 Any sprinkier that shows signs of any of
the fellowing shall be replaced:;

(1) Leakage

(2} Corrosion

(3) Physical damage

{4) Lose of fluid in the glass bulb heat responsiva
glement

{5)*Loading

(6) Painting unless painted by the sprinkler
manufacturer

Corridor - Doors

CFR({s): NFPA 101

Corridor - Doors

Droors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas resist the pessage of smoke
and are made of 1 3/4 inch solid-bondad core
wood or other material capabla of resisting fire for
at least 20 minutes. Doors in fully sprinklered
smoke compariments are only required to resist
the passage of smoke. Corridor doors and doors
to rooms containing flammabie or combustible
materials have positive latching hardwara, Rofler
latches are prohibited by CMS regulation. These
requirements do not apply to auxillary spaces that
do not contain flammable or combustible material.
Clearance between bottorm of door and floor
covering is not exceeding 1 Inch. Powered doors
camplying with 7.2.1.9 are permissible if provided

K 353

K 363 K 363 Corridor — Doors

Specific Issue:

5/8* gap between the door and frame.
Other residents:

affect 4 residents, staff and visitors,

Facility Systemas:

closure and seal by 8/31/18.

The facility failed to maintain doors that
protect corridor openings. Doors leading to
rooms #110, #520 and #532 did not close
and seal properly leaving approximately

This deficient practice had the potential to

Maintenance Director and Assistant will be
educated to NFPA 101 on or before 8/31/18
by Executive Director. Doors #110, #3520
and #532 will be repaired to ensure proper

FORM CMS-2567{02-08) Previous Versieng Obsolets
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TEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
) PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135094 B. WING 08/09/2018
\ME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2105 12TH AVENUE ROAD
'ELLSPRING HEALTH & REHABILITATIO
ILITATION OF CASCADIA NAMPA, ID 83686
X4) ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION x5
SREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING {NFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
K 363 | Continued From page 8 K 363 Monitor ' _
with a device capable of keeping the door closed Mamtc;nanr_ciwﬂl audit door.ciosures
when a force of 5 Ibf is applied. There is no monthly wit ‘pre'\;tlarétwe main egagxct:h
impediment to the closing of the doors. Hold open program. This wi ” © momto;e yth ¢ 8/31/18
devices that release when the door is pushed or QAPI committee for the next 3 moniths.

pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door frames
shail be labeled and made of steel or other
materials in compliance with 8.3, unless the
smoke compartment is sprinklered. Fixed fire
window assembilies are aliowed per 8.3. In
sprinklered compartments there are no
restrictions in area or fire resistance of glass or
frames in window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485
Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc,

This REQUIREMENT is not met as evidenced
by:

Based on observation, operational testing, and
interview, the facility failed to maintain doors that
protect corridor openings. Fallure to maintain
cofridor doors could allow smoke and dangerous
gases to pass freely, preventing defend in place.
This deficient practice has affected four (4)
residents, staff, and visitors on the date of survey,

Findings include:

During the facility tour on August 8, 2018 from
approximately 11:30 AM to 2:00 PM, observation
and operational testing of the doors leading to
resident room #110, resident room #520, and
resident room #532 revealed the doors did not
close and seal properly leaving an approximately
5/8" gap between the door and the door frame.

CMS-2567{02-08) Previcus Versions Obsotete Event ID; CRT521 Facility ID: MDS001260 if continuation sheet Page 8 of 17
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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STATEMENT OF DEFiCIENCIES {1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONETRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135004 B, WING — Q8/09/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
2105 12TH AVENLE ROAD
WELLSPRING HEALTH & REHABILITATION OF CASCADIA NAMEA, 1D 83685
o4y 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 1%5)
PREFI {EACH DEFICIENCY MUST DE PRECEDED BY FULL PREFIX (%AGSHR%OHRESTWE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR L5SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 363 | Continued From page 8 K 363
Actual NFPA standard:
NFPA 101
12.3.6.3" Corridar Doors.
19.3.8.3.1" Doors protecting corridor openings in
other than reguired enclosures of vertical
openings, exits, or hazardous areas shall be
doors constructed to resist the passage of smoke
and shail be constructed of materials such as the
following: (1) 1374 in. (44 mm) thick,
solid-bonded core wood (2) Material that resists
fire for a minimum of 20 minutes
K 521} HVAC K521l Ksz1 HvAC
58=F | CFR(s): NFPA 101
Specific Issue;
HVAGC cHic Is ) ,
Heating, ventllation, and air conditioning shall gﬂcmty failed to Ehcfw corre the.aamns
¢ : om a fire damper inspection dated 3/2/18
comply with 9.2 and shall be instalied in showing deficiencies
accordance with the manufacturer's g '
et 18521, 02 Other Residents:
2.2.9,19.5.2.1, 8. This deficient practice has the potential to
uffect al! residents, staff and visitors,
Facility Systems:
This REQUIREMENT s not met as evidenced Maintenance is working with contractor to
by: repair datnpers in systems 2,3,6,7, 11, 12,
Based on record review the facillty faiied to show and 13 on or by 10/1/18
corrective actions from a fire damper inspection Monitor:
dated March 2, 2018, Failure to correct deficient B omitor: . ,
fire dampers couid allow the spread of smoke/fire “xecutive Director will monitor to ensure
from the space of fire origin to other repairs are made to system. Maintenance
compartments. This deficient practice has the dircctor will ensure that darmpers are tested
pot;ahntjgi tto af'ffect ail residents, staff, and visitors Efnd inspected | year after installation and
on the date of survey, every 4 years. 8/31/1:
Findings include:

FORM GME-25G7{02-89} Prevlous Vereions Obsolate
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ATEMENT OF DEFICIENCIES (X1} PROVIDER/SURPLIERICLLA (X2) MULTIPLE CONSTRUGTION {X3) DATE SUREVEY
[ PLAN OF CORRECTION SOENTIFICATEON MUMBER: A, BUILDING 01 - ENTIRE BUILDING COMPLETED
135094 B. WiNG 08/09/2018
AME OF FROVIDER OR SUPPELIER STREET ADDRESS, CITY, STATE, ZIP CODE
DA 2105 12TH AVENUE RQAD
VELLSPRING HEALTH & REHABILITATION OF CASCAD NAMPA, ID B3686
A% D SUMMARY STATEMENT OF DEFICIENCIES iD PRO\J’IDER'S PLAN OF CORRECTION [.5)]
;;E}FSX {EACH DEFICIEMCY MUST BE PREGEDED BY FULL FREFiX : {EACH CORRECTIVE ACTION SHOULD BE CDM;A-_][:ETJDN
TAG REGULATORY OR L'SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
K 521 | Continuad From page 10 K 521

1} During the review of facility inspection records
on August 8, 2018, found an inspection recard for
the fire damper testing dated March 2, 2018
showing deficiencies in the foliowing areas that
were not correctad.

System 2 and 3 - Found return damper installed
in tha wrong direction

Systamn 6 and 7 - Found chain section and needs
to be repiaced with correct fusible link

System 11, 12, 13 - Found return damper
instalied in the wrong direction

Actual NFPA standard:

NFPA 101

19.5.2 Heating, Ventilating, and Air-Conditioning.
19.5.2.1 Heating, ventilating, and air-conditioning
shall comply with the provisions of Section 9.2
and shall be installed in accordance with the
manufacturer's specifications, unless otherwise
modified by 18.5.2.2.

9.2 Heating, Ventilating, and Air-Conditioning.
9.2.1 Ai-Conditioning, Heating, Ventilating
Ductwork, and Related Equipment.
Air-conditioning, heating, ventilating ductwork,
and related equipment shall be in accordance
with

NFPA 80 A, Standard for the Installation of
Air-Conditioning and Ventilating Systems, or
NFPA 90B, Standard for the instaliation of Warm
Air Heating and Air-Conditioning Systems, as
applicabie, uniess such installations are approved
existing installations, which shalf be permitted to
be continued in sarvice,

NFPA S0 A
5.4.8.1 Fire dampers and ceiling dampers shal

W CMS-2567{02-09} Previous Verslons Obsclata Evend ID: CRT52¢ Faclfity {D; MDSO01260 If continuation shest Page 11 of 17




DEFARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTEL Gd/ia/2uits
FORM AFPROVELD

Draperies, Curtains, and Loosely Hanging Fabrics
Draperies, curtains including cubicle curtains and
loosely hanging fahric or films shall be in
accordance with 10.3.1. Excluding curtains and
draperies: at showers and baths; an windows in
patient sieeping room located in sprinklered
campartments; and in non-patient sleeping rooms
in sprinkiered compartments where individuai
drapery or curtain paneis do not exceed 48
sguare feet or total area does not exceed 20
percent of the wall.

18.7.5.1, 18.3.5.11,19.7.5.1, 19.3.5.11, 10.3.1
This REQUIREMENT Is not met as evidenced
by:

Based on record review and inlerviaw, it was
determined the facility failed to provide
documentation for flame rating for loosely
hanging fabrics. Failure to treat ioosely hanging
fabrics increases tha charring and decomposition
of the material when exposed to flame or high
temperature. This deficienl pracfice affected

residents, staff, and visitors that utilize the theater
room.

OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
125084 B. WiNG 08/09/2018
MAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, ZIP GODE
2105 12TH AYENUE ROAD
WELLSPRING HEALTH & REHABILITATION OF CASCADIA NAMFA, ID 83686
Xdy ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENDY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULU BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
K 521 | Gonlinued From page 11 K 521
be maintained in accordance with NFPA 80,
Standard for Fire Doors and Other Opening
Frotectives,
5.4.8.2 Smoke dampers shall be maintained in
accordance with NFPA 105, Standard for Smoke
Door Assemblies and Other Opening Protectives.
NFPA 80
19.4.1 Each damper shall be tested and
inspected 1 year after installation.
12.4.1.1 The test and inspection frequency shall
then he every 4 years, except in hospitals, where
the frequency shall be avery 6 years.
K 751 Draperies. Curtains, and Loosely Hanging Fabr | K781} 551 praparies, Curtains and Laosely

Hanging Fabrics

Specific Issue:

Facility fajled to provide documentation for
flame rating for loosely hanging fabrics. No
records could be produced to provide
gvidence the hanging curtains in Theater
room met the flame propagation
performance criteria contained in NFPA701

Other Residents:
All residents are potentially affected by

deficient practice that utilize the theater
room,

Facility Systems:

Maintenance will ensure the fabric in the
theater room is treated to meet flame rating
criteria contained in NFPA701. Treatment

shaf] be completed and documented by
8/31/18

FORM CMS-2567(02-29) Provious Verslons Obsolste
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STATEMENT OF DEFIGENCIES

{(X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135094 B. WING 08/09/2018
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZiP COLE
2105 12TH AYENUE ROAD
WELLSPRING HEALTH & REHABILITATION OF CASCADIA NAMPA, ID 83686
(4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DIATE
DEFICIENCY)
K751 Continued From page 12 K751, Monitors
Treatment wiil be reported to QAPI 8/31/18
During the record review on August 8, 2018 from Committee. Executive Director or
5:00 AM ~ 10:00 AM, no records were maintained Maintenance to monitor any drapes or loose
to provide evidence the loosely hanging curtains fabric instalied shall meet the standard.
in the Theater room met the flame propagation
performance criterla contained in NFPA701,
Standard Methods of Fire Tests for Flame
Propagation of Textiles and Films.Upon further
tbseirvation during the tour it was determined that
no tags or other markings on the curtains
contained information of flame spread rating.
Actual NFPA standard:
10.3 Contents and Furnishings.
10.3.1* Where required by the appficable
provisions of this Code, draperies, curtains, and
other similar loosely hanging furnishings and
decorations shail meet the flame propagation
performance criteria contained in NFPA701,
Standard Methods of Fire Tests for Flame
Propagation of Textiles and Films.
K 814 Electrical Systems - Maintenance and Testing K514
s8=F { CFR(s): NFPA 101 K914 Electrical Systems —~ Maintenance

Electrical Systems ~ Maintenance and Testing
Hospital-grade receptacles at patient bed
locations and where deep sedation or general
anesthesia is administered, are tested after initial
installation, replacement or servicing. Addifional
testing is performed at intervals defined by
documented performance data, Receptacies not
listed as hospital-grade at these locations are
tested at intervals not exceeding 12 months. Line
isolation monitors (LIM), if installed, are tested at
intervals of less than or equal to 1 month by
actuating the LIM test switch per 6.3.2.6.3.6,

i

and Testing

Specific [ssue:
Facility failed to provide records of testing
hospital grade outlets.

Other Residents:

The residents, staff and visitors in rooms
400 and 500 halls had the potential to be
affected,

ORM CMS-2667{02-90) Previous Versions Obsolata
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135084 B. WING 08/09/2018
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DEFICIENCY)
K 914 | Continued From page 13 K914} Facility Systems:
which activates both visual and audible alarm. For Maintenance will test hospital grade outlets
LIM circuits with automated self-testing, this on 400 and 500 halls on or before 8/31/18.
manual test is performed at intervals less than or Testing shall also be performed after initial
equal to 12 months, LIM circuits are tested per installation, replacement or servicing of the
6.3.3.3.2 after any repair or renovation to the device. Maintenance director and assistant
electric distribution system. Records are will be in serviced to NFPA 99 on or before
maintained of required tests and associated 8/31/18 by Executive Director,
repairs or modifications, containing date, room or
area tested, and resulis. Monitor;
6.3.4 (NFPA 99) Maintenance will present in i :
This REQUIREMENT is not met as evidenced to QAPI committelz: by 8/31/?;.(:“0“ outlets 8/31/18
by: ]

Based on record review and interview the facility
faiied fo provide records of testing the hospital
grade outlets. Failure fo the minimum acceptable
documentation should identify what was tested,
when it was tested, and whether it performed
successfully could result in failure in achieving
maximum reliability affecting 14 residents in the
400 and 500 wings, staff and visitors on the date
of the survey.

Findings inciude:

During review of facility maintenance and
inspection records provided on August 8, 2018
from approximately 11:30 AM fo 2:00 PM, no
records were provided indicating hospital grade
outlets in resident rooms of the 400 and 500
wings were inspected and tested. Upon further
observation of the facility electrical instaliations in
resident rooms revealed the facllity was equipped
with hospital grade outlets in the 400 and 500
wing rooms.

Actual NFPA standard:

NFPA 99
6.3.4.1 Maintenance and Testing of Electrical

FORM CMS-2587(02-99) Previous Versions Obsolete Event ID: CRT521 Facility ID: MDS001280 if continuation sheet Page 14 of 17
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K 214} Continued From page 14 K 514

Systemns

6.3.4.1.1 Where hospital-grade receptacles are
required at patient bed locations and in ocations
where deep sedation or general anesthesia is
administered, testing shall be performed after
initial installation, repiacement, or servicing of the
device,

£.3.4.1.2 Additional testing of receptacles in
patient care rooms shall be performed at intervals
defined by documented performance data,
6.2.4.1.3 Receptacles not listed as
hospital-grade, at patient bed locations and in
locations where deep sedation or general
anesthesia is administered, shall be tested at
intervals not exceeding 12 months, .
K 918 | Eiectrical Systems - Essential Electric Syste Kotg| FO18 Electrical Systems
ss=F | CFR(8): NFPA 101

Specific Issue:

Electrical Systems - Essential Electric System The facility failed to provide weekly .

Maintenance and Testing generator inspection logs f‘or 4 weeks in

The generator or other alternate power source April and May. Also missing were monthly

and associated equipment is capable of supplying load tests for March, April and May.

service within 10 seconds. If the 10-second ;

criterion is not met during the rmonthly test, a Other }lesldents: ..

process shall be provided 1o annually confirm this All res‘;dents, staffand visitors had the

capability for the life safety and critical branches. potential to be affected.

Maintenance and testing of the generator and .

fransfer switches are performed in accordance Facility Systems: . . V
with NFEA 110, Maintenance director and assistant will he
Generator sets are inspected weekly, exercised educated to NFPAL10 before 8/31/ 1,?‘
under load 30 minutes 12 times a year in 20-40 Maintenance director or designee “’if
day intervals, and exercised once every 36 ensure that the generator is inspecte
months for 4 continuous hours. Scheduled test weekly and load tests completed monthly.

under foad conditions include a complete .

simulated cold start and automatic or manual Monitor: . L

transfer of all EES loads, and are conducted by Generator inspections and testing will be 8/31/18
competent personnel. Maintenance and testing of presented to the QAP committee monihiy

for the next 6 months.
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IATE OATE:

Ka18

Continued From page 15

stored energy power sources (Type 3 EES} are in
accordance with NFPA 111, Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenarce and testing are maintained and
readily available, EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of darnage of the emergency power
source Is a design consideration for new
instaliations.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFFA

111, 700.10 {NFPA 70)

This REQUIREMENT is not mel as evidenced
by:

Based on record review and interview, tha facility
failed to ensure tha generator for the EES
(Essential Electrical System) was maintained in
accordance with NFPA 110, Failure to inspect and
test EES generators could result in 2 Jack of
system reliability during a power loss. This
deficient practice affected 48 residents, staff and
visitors on the dates of the survey,

Findings include:

During review of the facility genarator inspection
and testing records on August 8, 2018, from
approximately 11:30 AM to 2:00 PM, the faciiity
failed to provide weekly generator inspection logs
for the weeks of 4/15/18 - 4/21/18, 4/22/1& -
4/28/18, 4/29/18 - 5/5/18, and 5/20/18 - 5/26/18.
They were also missing monthly load tests for
March, April, and May of 2018, When asked, tha
Administrator explained the previous
Environmental Services Manager had neglected
many of his responsibilities, and was terminated.

K318
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é’é"éé& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE :
DEFICIENCY)
K 818! Continued From page 18 K918

Actual NFPA standard
NFPA 110

8.4 Operaticnal inspection and Testing.
8.4.1* EPSSs, including all appurtenant
components, shall be inspected weekiy and
exercised under load at least monthly,

8.4.2" Diese! generator sets in service shall be
exercised at least once manthiy, for a minimum of !
30 minutes, using one of the following methads:
{1) Loading that maintains th& minimum axhaust
gas temperatures as recommended by the
manufacturer

(2) Under aperating temperature conditions and
at not less than 30 percent of the EPS nameplate
kW rating

8.4.2.3 Diesel-powered EPS instaliations that do
not meet the requirements of 8.4.2 shall be
exercised monthly with the avaiiable EPSS load
and shall be exercised annually with ’
supplemental loads at not less than 50 percent of
the EPS nameplate kW rating for 30 continuous
minutes and at not less than 75 percent of the
EPS namepiate kWrating for 1 continuous hour
for a total test duration of not less than 1.5
continuous hours,

M CMS-2567{02-03} Previous Versians Obsaete Event I0: CRTS24 Facllity i0: MRSD01260 It continuation sheet Page 17 of 17



IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER — Govemor TAMARA PRISCCK— ADMINISTRATOR
RUSSELL S. BARRON- Director DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, RN.,RH.LT., Chief

BUREAU OF FACILITY STANDARDS

3232 Elder Street

P.0. Box 83720

Boise, ID 83720-0009

PHONE 208-334-6626

FAX 208-364-1488

August 14, 2018

Debbie Mills, Administrator

Wellspring Health & Rehabilitation of Cascadia
2105 12th Avenue Road

Nampa, ID 83686-6312

Provider #: 135094

RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Ms. Mills:

On August 9, 2018, an Emergency Preparedness survey was conducted at Wellspring Health &
Rehabilitation of Cascadia by the Department of Health & Welfare, Bureau of Facility
Standards to determine if your facility was in compliance with Federal participation requirements
for mursing 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. 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 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,




Debbie Mills, Administrator
August 14, 2018
Page 2 of 4

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.

Your Plan of Correction (PoC) for the deficiencies must be submitted by August 27, 2018.
Failure to submit an acceptable PoC by August 27, 2018, may result in the imposition of civil
monetary penalties by September 18, 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;

o 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,

e Include dates when corrective action will be completed.

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

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

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by September 13,
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
September 13, 2018. A change in the seriousness of the deficiencies on September 13, 2018,
may result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
September 13, 2018, includes the following:




Debbie Mills, Administrator
August 14, 2018
Page 3 of 4

Denial of payment for new admissions effective November 9, 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 February 9, 2019, 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 August 9, 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:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa
cilities/tabid/434/Default.aspx




Debbie Mills, Administrator
August 14,2018
Page 4 of 4

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 August 27, 2018. If your request for informal dispute
resolution is received after August 27, 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/]j
Enclosures
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CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0838-0391
" TATEMENT QF DEFICIENCIES X4 PROVIDER/SUPPLIER/CLLA {X23 MULTIPLE CONSTRUCTION {X3) DATE BURVEY
WD PLAN OF GORRECTION {DENTIFICATIDN NUMBER: A BUILDING COMFLETED
135084 B, WiNG 0B/08/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Bl {ON OF CASCADIA 2105 12TH AVENUE ROAD
WELLSPRING HEALTH & REHARBILITATION OF C ADi NAMPA, ID 83686
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8}
PREFIX {EAGH DEFICIENGY MUST BEE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM;:_II_EJHJN
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE
DEFICIENCY)
E 000 | Initial Comments E 000

The facility is a single story Type V (ili) structure
builtin 1988 with an addition of 80 beds in March 2
2001 and a vent unit expansion in 2014, The

facility is equipped with two (2} diese! powered

I
ermergsncy generators as part of the facitity FES AlG 27 2888

(Emergency Electrical Systern); one (1) for the £ TV QAN AT
main existing portion of the facility and one W) FAGILITY STANDANDS

which was added for the vent unit expansion. The
facility is located in a municipai fire and county
emergency district with fulf sprinkler protection
throughout and smoke detection coverage in
corridors, sleeping rooms, and open spaces. The
facility is currently licensed for 120 SNF/NF beds,
and had a census of 48 on the dates of the
survey,

The following deficiencies ware cited during the
amergency preparedness survey conducted on
August 8-9, 2017, The facility was surveyed
under the Emergency Preparedness Rule
established by CMS, in accardance with 42 GFR
483.73.

The Survey was conducted by:

Linda Chaney

Health Facility Surveyor SPECIFIC ISSUE:

Faciiity Fire Safety & Construction Eoos| Wellspring Health and Rehabilitation
E uoe glég(gisfgso%‘?;‘)g?f{g’)ds Risk Assessment of Cascadia’s all hazard risk
§8=F 483, assessment was reviewed and

{(a) Emergency Plan. The [facility] must develop updated on or before 8/31/18 by

and maintain an emergency preparedness plan facility QAPI committee to include

that must be raviewed, and updated at least

A strategies for response with current
annually, Tha plan must do the following:]

and comprehensive palicy and
(1) Be based on and include a documented, procedures.

Ll =y : X8} DATE
RORATORY DIRECTORS OR PROVIDER)SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE / ¢ / C?)
4 A iA— ED R fad-//

y deficiency statement ending wilhfanfasterisk () denctes a deficlency which the institution may be axcused from correcting providing it is ﬁéterr?}med{that

or safeguards provids sufficient p tion fo the patients. (See instructians,) Except for nursing homes, the findings stated above are disgiosable ngdafy;s
owing the date of survey whether dehiot a pian of correstion is provided, For nuising homes, the abave findings and plans of cotrection afe disclusable

5 following the date these documents are made available to the facility. If deficlencies arg cited, an appraved plan of carrection is requisite ta continued
aram participatian.
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OMB NQ. 0938-0391

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

STATEMENT CF DEFICIENCIES {X1y PROVIDER/SUPFLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
135094 B. WING 08/09/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ALTH & REHABILITATION OF CASCADIA 2185 12TH AVENUE ROAD
WELL3FRING HE H & REH A : NAMPA, 1D 53698
(X4} ID “SUMMARY STATEMENT GF DEFICIENCIES o PROVIDER'S PLAN GF CORRECTION (X5}
FPREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX {EACGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUILATORY OR LSC {DENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
E 006 : Continued From page 1 E008! OTHER RESIDENTS:
facility-based and community-based risk All residents are potentially affected
assessment, utilizing an all-hazards approach.” by deficient practice.
*For LTC facilities at §483.73(a)(1):] {1) Be based .
on and include a documented, faclity-based and SYSTEMIC CHANGES:
community-based risk assessment, utilizing an Staff educated on or before 8/31/18
all-hazards approach, including missing residents. by Executive Director or designee
*[For ICF/iiDs at §483.475(a){1);] (1) Be based on regarding updated all-hazard risk
and inciude a documented, faciiity-based and assessment.
community-based rlsk assessment, utilizing an
all-hazards approach, including missing clients. MONITOR:
: . Upon completion of initial education
{2} Inciude strategies for addressing emergency Ptg ta(;)t’f I])-E tive Direct :
events identified by the risk assessment, wl . stall, B Xecu :.re lrector 0
designee will monitor the
* [For Hospices at §418.113(a)(2):] (2) include effectiveness of the emergency
strategies for addressing emergency events managerent plan through staff
identified by the risk assessment, including the : : :
management of the conseguences of power interview a.nd provide outcomes to{
failures, natural disasters, and other emergencles QAP I.comlmttee Gna n.l()nthly basis.
that wouid affect the hospice’s ability to provide Additional education will be
care. _ . provided as necessary.
-tI)-)}:']S REQUIREMENT is not met as evidenced Plan 1o be updated ns indicated.
Based on record review and interview, it was . 2/31/18
determined the facility failed to provide strategies Date of Compliance:
for response to alf of the risks identified In the
facility-based/community-based risk assessment.
Failure to provide strategies for response could
hinder the facilities ability to respond in a timely
manner {o disasters and emergencies. This
deficient practice affected 48 residents, staff and
visitors on the date of the survey.
Findings inciude:
On August 8, 2018 from approximately 10:00 AM
to 11:30 AM, review of the facility Hazard
FORM CMS-2587(02-99) Previuus Versians Obsdlete

Event 1D; GRTE21

Facility ID: MDS0H 260
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OMB NO. 0838-0351

TATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF GORRECTION {DENTIFICATION NUMBER: A BUILDING COMPLETED
135094 B, WING 08/09/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GiTY, STATE, ZiP CODE
2105 412TH AVENUE ROAD
WELLSPRING HEALTH & REHABILITATION OF CASCADIA NAMPA, ID 83686
{44) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION s}
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATOQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROFPRIATE DATE
DEFICIENCY)
E 006 | Continued From page 2 E 008
Vulnerability Assessment (HVA) and EP plan,
revealed tha facility had not provided strategies
for facility response to all of the risks identified on
the HVA. When asked, the visiting Environmentaf
Services Managers stated the facility was not
aware of the missing strategies for response.
Raference:
42 CFR 483.73 (a) (1} - (2)
E 035 LTC and ICF/ID Sharing Plan with Patients E 035 SPECIFIC ISSUK:
ss=F | CFR(s): 483.73(c)(B)

[{c} The [LTC facility and ICF/1ID} must develop
and maintain an emergency preparedness
communication plan that complies with Faderal,
State and local laws and must be reviewed and
updated at least annually,] The cammunicatian
plan must include all of the following:

(8) A method for sharing information from the
emergency pian, that the facility has determined
is appropriate, with residents for clients] and their
familias ar representatives,

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to provide current
inforration on the facility emergency
preparedness plan with residents, their families or
representatives. Not sharing information with
residents, their famifies or representatives on tha
EP pian, has the potential to creats confusion and
lack of undarstanding of the facility's response
during a disaster. This deficient practice could
potentially affect 48 residents, staff and visitors
on the date of the survey.

Findings include;

of Cascadia’s emergency

to review on or before 8/31/]18.

discussed upon admission with all
new residents and their advocaies.

discussed ongoing with residents
tduring resident council and
education provided as needed,

OTHER RESIDENTS:
by deficient practice,

SYSTEMIC CHANGES:

Staff educated on or before 8/31/18
by Executive Director or designee
regarding communication of the
ermergency management plan to
visitors and residents.

Wellspring Health and Rehabilitation

management plan will be posted and
available for all visitors and residents

Additionally, emergency plan will be

Emerpency management plan will be

All residents are potentially affected

),

‘R CMS-2667({02-99} Pravious Varsions Obacleds

Fvont |D: CRTS24

Faclity 0 MDS001280

If continuation sheat Page 3of 7




DEPARTMENT QF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: Qd/13/2U14
FORM APFPROVED

OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFFLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETED
A BUILDING
135094 B. WING 08/09/2018
NAME OF PROVIDER DR S8UPPLIER

WELLSPRING HEALTH & REHABILITATION OF CASCADIA

STREET ADDRESS, CITY, STATE, ZIF CODE
2106 12TH AVENUE ROAD
NAMPA, D 83688

{Xd} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{FACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

2]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFPRIATE
DEFICIENCY)}

(X5}
COMBLETION
DATE

E 035

E 041
SE=F

Continued From page 3

On August 8, 2018 from approximately 10:00 AM
to 11:30 AM, review of the facility Emergency
Preparedness (EP) Plan and related documents
revealed the factity did not have a plan to share
information with residenis, families or
representatives about the EP no documentation
was provided demonsirating the facllity policy for
sharing information with residents, their families
or representatives, and no annual review or
update had been conducted.

Interview of the Supervisor for the Living Center
on 11/15/17 from 11:15 - 11:45 AM revealed he
was not aware of any policies or procedures for
sharing the emargency pian with residents, family
or representatives

Reference:

42 CFR 483.73 (c) (8)

Hospital CAH and LTC Emergency Puwer
CFR({s): 483.73(e)

{e) Emergency and standby power systems, The
hospital must impiement emergency and standby
power systems based on the emergency plan set
forth in paragraph (a} of this section and in the
policies and proceduras plan set forth in
paragraphs (b}{1}{{} and (i1} of this sactlon.

§483.73(g), §485.625(e)

{e) Emergency and standby power systems. The
[LTC facility and the CAMH] must implement
emergency and standby power systems based on

the emergency pian set forth in paragraph {(a) of
this sectian.

E 035

E 041

MONITOR:
Upon completion of initial education
with staff, Executive Director or

designee will monitor the
effectiveness of the emergency
management plan through staff
interview and provide outcomes to
QAPI committee on a monthly basis,
Additional education will be
provided as necessary.,

Plan to be updated as indicated.

Date of Compliance:

Specific Issue;

The facility failed to provide weskly
generator inspection logs for 4 weeks in
April and May. Also missing were monthly
load tests for March, April and May.

Other Residents:
Ail residents, staff and visitors had the
potential to be affected.

Facility Systems:

Maintenance director and assistant will be
educated to NFPA 110 before 8/31/18.
Maintenance director or designee will
ensure that the generator is inspocted
weekly and Ioad tests comploted monthly.

8/31/18

FORN CMS-2587{02-99} Previous Versions Obsolete

Event ID:CRTH2Y
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ATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (X2} MULT!PLE CONSTRUCTION {X3) DATE SURVEY
D PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
135094 B. WING Q8/09/2018
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, Gy, STATE, ZIP CODE
2105 12TH AVENUE ROAD
G
WELL SPRING HEALTH & REHABILITATION OF CASCADIA NAMPA, ID 83686
(<4} D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIOER'S PLAN OF CORREGTION )
PREFIX (EAGH DEFIGIENCY MUST EE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DAT
DEFICIENCY)
E 041 Continued From page 4 E041;  Monitor: 3/31/18
§4821 5(9){1 }| §483.73(E){1 )’ §485525(E‘}(1} Generator !nSpeﬂions and tﬂs‘tiﬂg witt be
Emergency generator location. The generator presented to the QAPI committes monthly
must be located in accordance with the location for the next 6 months,

requirements found in tha Health Care Facilities
Code (NFPA 99 and Tentative interim
Amendments TiA 12-2, TIA12-3, TIA12-4, TIA
12-5, and TIA 12-6}, Life Safety Code {(NFPA 101
and Tentative Interim Amendments TIA 12-1, TIA
12-2, TIA12-3, and TiA 12-4), and NFPA 110,
when a new structure is built or when an existing
structure or building is renovated.

482.15(e)(2), §483.73(=)(2), §485.625(e)(2)
Emergency generator inspection and testing. The
[hospital, CAH and LTC facilityl must implement
the emergency power system inspection, testing,
and maintenance requirements found in the
Health Care Faciiities Code, NFPA 110, and Life
Safoty Code.

482.15(e}(3), §483.73(e)(3}, §485.625(e)(3}
Emergency ganerator fuel, [Hospitais, CAHs and
LTC faclities] that maintain an onsite fuel source
to power emorgency generators must have a plan
for how it wili keep emergency power systems
operational during the emergency, uniess it
evacuates,

*[Far hospitals at §482.15(h), LTC at §483.73(p),
and CAHs §485.625(g):]

The standards incorporated by reference in this
section are approved for incorporation by
reference by the Director of the Office of the
Federal Register in accordance with 5 U.S.C.
5562{a) and 1 CFR part 51. You may obtain the
materiai from the sources listed below. You may
inspect a copy at the CMS Information Rasouice
Center, 7500 Security Boulevard, Baitimore, MD

IM CMS-2587{02-88) Pravious Versions Obsolete Evont ID.CRTS24 Facity |0: MDS003 280 If continuation sheat Page 5 of 7




DEFPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: UBH 35018

FORM APPROVED

or at the National Archives and Records
Administration (NARA). For information on the
avaiiabiity of this material at NARA, call
202-741-6030, or go to:

http:/fwww . archives.gov/federal _register/code_of
_federal _regulationsfibr_locations. htmi.

If any changes in this edition of the Code are
incorporated by reference, CMS will publish a
document in the Federal Register to announce
the changes.

{1} National Fira Pratection Association, 1
Batterymarch Park,

Quincy, MA 02169, www.nfpa.org,
1.617.770.3000,

() NFPA 99, Health Care Facilities Code, 2012
edition, issued August 11, 2011,

(ii) Technical interim amendment (TIA) 12-2 to
NFPA 99, issued August 11, 2011,

(i) TIA 12-3 to NFFA 99, issued August B, 2012.
{iv) TIA 124 to NFPA 99, issued March 7, 2013,
(v} TIA 12-5 to NFPA 99, issued August 1, 2013.
(v} TIA 12-6 to NFPA 99, issued March 3, 2014,
(vil) NFPA 101, Life Safety Code, 2012 edition,
issued August 11, 2011.

{viii) TIA 12-1 to NFFA 101, issued August 11,
2011,

{ix) TIA 12-2 to NFPA 101, issued QOctober 30,
2012,

0 TIA 12-3 to NFPA 101, issued October 22,
2013,

(xi) TIA 12-4 to NFPA 101, issued October 22,
2013.

(xiii) NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 edition, including
TlAs to chapter 7, Issued August 6, 2009,

This REQUIREMENT is rot met as avidenced
by

Based on record raview and interview, the facility
failed to ensure the generator for the EES

OMB NO. 0838-03%,
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A, BUILDING COMPLETED
135094 B. WING 08/09/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
WELLSPRING HEALTH & REHABILITATION 6F CASGCADIA 2108 127H AVENUE ROAD
NAMPA, D 83686
(X3 1D SUMMARY STATEMENT OF DEFIGIENCIES ] PROVIDER'S PLAN OF CORRECGTION A5
PREFIX {EACH DEFICIENCY MUST BE PRECECED BY FULL PREFiX {EACH CORRECTIVE ACT!ION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING [NFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
OEFIGIENCY}
E 0417 Continued From page 5 E 041

FORM CMS-2587(02-80) Previous Versions Obsoliete
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OMEB NO. 0938-0381

TTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
\ND PLAN OF CORRECTION JDENTIFICATION NUMBER:

135094

{(¥2) MIULTIPLE CONSTRUCTION {X3) DATE SURVEY
A, BUILDING

B. WING

COMFLETED

08/09/2018

NAME OF PROVIDER OR SiiPPLIER

WELLSPRING HEALTH & REHARBILITATION OF CGASCADIA

STREET ADDRESS, CITY, STATE, ZIP CODE
2106 12TH AVENUE ROAD
NAMPA, ID 83686

oy 1D
PREEIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
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(Essential Electrical System) was maintained in
accordance with NFPA 110, Failure to inspect and
test EES genearators could result in a lack of
systemn reliability during a power loss. This
deficient practice affected 48 residents, staff and
visitors on the dates of the survey.

Findings inciude:

During review of the facility generator inspection
and testing records on August 8, 2018, from
approximately 11:30 AM to 2:00 PM, the facility
faifed to provide weekly generator inspection logs
for the weeks of 4/15/18 - 47211 8, 4/2218 -
4/28/18, 4/29/18 - 5/5/18, and 5/20/18 - 5/26/18,
They were also missing monthly load tests for
March, Aprii, and May of 2018. When asked, the
Administrator explained the previous
Environmental Services Manager had neglected
many of his responsibilittes, and was terminated.

Reference:;
42 CFR 483.73 (e} (2)
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