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Provider #: 135129

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Lish:

On August 22, 2018, a Facility Fire Safety and Construction survey was conducted at Discovery
Rehabilitation and Living 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
you allege that each tag will be back in compliance. NOTE: The alleged compliance date must
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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 origmals 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 September 12, 2018,
Failure to submit an acceptable PoC by September 12, 2018, may result in the imposition of
civil monetary penalties by October 4, 2018,

Your PoC must contain the following:

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

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

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

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.

» 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 26,
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 26, 2018. A change in the seriousness of the deficiencies on September 26, 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 26, 2018, includes the following:

Denial of payment for new admissions effective November 22, 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 noncomnpliance, 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 22, 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 2 separate formal notification of that determination.

If you believe these deficiencies have been corrected, you inay 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 22, 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.gsov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

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

BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by September 12, 2018, If your request for informal dispute
resolution is received after September 12, 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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The facility is & type V(1) fully sprinkled, single
story structure originally constructed in 1897. Itis
equipped with an interconnected fire
alarm/smoke datection system, which includes
both corridors and open areas. The building is
two-hour separated to the connected Assisted
Living and is eguipped with a Type 1,
spark-ighited prapane Emergency Pawer Supply
System (EPSS) generatar. The facility is currently
licensed for 45 SNF/NF beds with 8 census of 28
on the date of the survey,

The following deficiencies were cited during the
annual fireflife safety survey conducted an August
22, 2018, The faclity was surveyed under the
LIFE SAFETY GODE, 2012 Edition, Existing
Haalth Care Ccoupancy, in accardance with 42
CFR 483.70

The survey was conductad by:

Sam Burbank
Health Faciiity Surveyor
Facility Fire Safety and Construction

K 363] Sprinkler Syatem - Maintenance and Testing K 353
56=F| CFR{s): NFPA 101

Sprinkler Syztem - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspectad, tested, and maintained in accordance
with NFPA 28, Standard for the Ingpection,
Testing, and Maintaining of Watar-based Fire
Protection Systems. Records of systam design,
maintenance, inspection and testing are
maintained in a secure location and readily
avafable.

a) Date sprinkler system last checked

b} Who provided system test

ULTIPLE SORSTRUCTION DATE SURVEY
TEMENT OF %1) PROVIDER/SUPPLIER/CLIA (e M (1)
AN BLAN OF cgg;gcﬁﬁss ) OERTIFICATION NUMBER: A, BUILDING 01 - ENTIRE BUILDING COMPLETED
135129 B WING D228
MAME OF PROVIBER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
DISCOVERY REHABILITATION AND LIVING §00 SHANAFELT STREET
SALMON, ID RA467
' CORRECTION (X5}
{(X4)1D SUMMARY STATEMENT OF DEFICIENCIES [1:) PROVIDER'S PLAN OF combon
IGIEN UST BE PRECEDED BY FULL REGULATORY] PREFIX {EACH GORRECTIVE ACTION SHOULD BE
F?ng (RAGH DERICTS ncfrsg mzmﬁnmm INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 000| INITIAL COMMENTS K 000

i

“This Flan of Correctlon is prepared and submitted as
required by law. By submitting this Plan of Correction,
Discovery Care Center does not admit that the deficiency
lsted on this form exist, nar dees the Certer admit to any
statements, findings, facts, or ¢conclusions that torm the
basis for the alleged deflclency.  The Canter resesves the
tight to thallenge in legal and/or regulatory or
admintstrative proceedings the deficiency, statements,
facts, and conclusions that form the basis for the
deflciency.”

A. Corrective Actions:
The findings listed during the survey pettaining
t6 NFPA 25 and the inspection, testing and
maintenance of the fire suppression system had
not been fully undettaken. i

i

|

LABDRATORY DIRECT{IRS"0F PROVIDER/S, Lfﬁnﬁsammws BIGNATURE [¥e) DRTR
Exer ke, Ditector  9/iofors

Any deficeficy statement end) wM&la ik () denotes a daficlency which the institution may be excused from sarracting providing it Is deterrained that
other safbguards Teiant pmtamlun to tha patients. {Sea Instructions.) Except for nursing homes, the findings atated ahove are disciozable 50 days
following the dete of aurvey whather or not 8 plan of carmection |5 provided. For nursing homtes, the abowe findinga and plans of correction are disclosable 14
days following the date thase decuments ara mada available to the facilty. If deficlencles are cited, sn approved plan of commaction ls requisits to continued

program paricipation,

FORM CMS-2587(02-08) Pravious Veraions Obsolete

MEGO21 If cominuation shest Paga 1 of 6
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OMB NO, 0938—0391‘ _

o) Water system supply source

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

97,5, 9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
by:

Based on record review, the faclity failed to
angure that fire suppression systems were
maintained in accordance with NFPA 28, Faiiure
to inspect systern compeonents has the potaential
to hinder system performance during a fire event
andfor render the facllity not fully sprinklered sfter
an activation or repair. This deficient practice
affected 28 residents, staff and visitors on the
date of the survey.

Findings include:

1) During rewiew of provided facility inspection
and festing records conducted on 8/22/18 from
8:30 - 10:00 AM, no records were availabla
ndicating the dry system gauges were ingpected
on a weekly basis,

2) During raview of provided facility inapection
and testing records conducted on 82218 from |
B:30 AM - 10:00 AM, no records were available
demonetrating a waterflow alarm test was

conducted during the second quarter of 2018,

Actual NFPA standard:
NFPA 25
6.2 4 Gauges.

§.2.4.2 Gauges on dry, preaction, and deluge
systems shall be inspected weekly to ensure that

STATEMENT OF DEFICIENGIES (1) PROVIDER/SLPRLIERUCLIA (¢2) MULTIPLE CONSTRUGTION 063) DATE SURVEY
AND PLAN OF CORRBECTION IDENTTFICATICN NUMBER: A. BUILDING D1 - ENTIRE BUILDING GOMFLETED
135129 B. WING 08/22/2018
NAME OF FROVIDER OR SUFPLIER STREET ADRRESS, CITY, 8TATE, ZIP CQDE
DISCOVERY REHABILITATION AND LIVING 800 SHANAFELT STREET
SALMON, ID 832467
(i) 1D SUMMARY STATEMENT GF DEFIGIENCIES D PROVIDER'S FLAN OF CORRECTION oo
PREFIX  [[EACH DEFICIENCY MUST 8E PRECEDIED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE AGTION EHOULD BE PLET
TAG OR 1.5¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE
DEFINENIY)
K 353| Continusd From page 1 K 353

B. Identification of others affected and
corrective actions: The facility’s Plant
Operations Manager inspected the Eacility
further and both aspects cited under NFPA 25
did not identify any others as being affected.

C. Measures to ensure that the deficient
practice does not happen again:

The facilify’s Plant Operations Manager bas
conducted both the dry system gauge inspection
as well as the water flow alarm test. The former
will be tested and documented on, a weekly basis
and the latter on a quarterly basis and
docummented.

D. Monpiior corrective actions:

The Executive Director or his designes will
conduect an audit review of the required
scheduled checklist/log for a pericd of one
quarter or three months. The results will be
reported to the QAA cominittee which meets
monthly. The QAA Committes will then
determine if the implemented testing/inspection
systetn is effective to ensure ongoing
compliance.

E. Corrective action(s) were completed
on: 09/04/18

FORM CMS-2567(02-95) Previous Verslons Chrolste

MBGO21 i continuetion shest Pefis 2ol S




Printed: 08/29/2018

DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB KO, 0538-0381
{2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A e F Comeaon [P ETRcATION A, BUILDING 61 - ENTIRE BUILDING COMPLETED
135128 B. WING nar2z2018
NAME OF PRCVIDER OR SUPPLIER STREET ACTIRESS, CITY, STATE, ZIP GADE
DISCOVERY REHABILITATION AND LIVING 600 SHANAFELT STREET
SALMON, ID 83467
WMARY STATEMENT OF DEFICIENUIES D PROVIOER'S PLAN OF CORRECTION {X5]
é’é‘é’é& (EACH DEFI%?ENDY MUST BE PRECEDED BY FLLL REGULATORY F'R[EFIJ( {FACH CORREGTIVE AGTION SHOULD BE BﬂMg;“:“EHON
TAG OR LS [DENTIFYING INFORMETION) TAG cnoss-nﬁr-"ahsmeg ';3 THE APPROPRIATEE
K 353| Contnued From page 2 K 353
normal air and walar pressures are being
maintained,
5.3.3 Waterflow Alarm Devices.
§.3,3.1 Mechanical waterflow atarm devices -
including, but net Tlimited to, weter motor gongs,
shall be tested quarterly.
K 511| Utilites - (3as and Electric K 511
as=0| CFR(s). NFPA 101

Utilities - Gas and Electric

Edquipment using gas or related gas piping
complies with NFPA 54, Mational Fuel Gas Code,
electrical wiring and equipment complies with
NFPA 70, Natlonal Electric Code. Existing
installations can gontinue in service pravidad no
hazard ta life,

18.6.1.1, 19.51.1, 2.1.1, 2.1.2

This REQUIREMENT is not met as svidenced
by:

Based on cbservation and interview, the facility
failad o maintain safe electrical nstallations in
accerdance with NFPA 70 and equipmant listing.
Use of multiple plug adapters {MPA=) to supply
power fo heat-producing appliances such as
mirrowaves, has been historisally finked to the
increased potentfal of arg fires, This deficient
practice affected 4 residents in 1 of 3 smoke
compartmants, staff and visitors on the date of
the survey.

Findings include:
During the facility tour conducted on B/22/18 from

approximately 1:30 PM to 3:30 PM, observation
of the Nurse's station, revealed a mjorowave

FORM CMS-2567(02-00) Previous \feralang OUbgnleta

M&EGEN21
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Printed: 08/20/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NG, D528-0381
& DEFIGIENCIES 1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION [(3) DATE SURVEY
AL%TPEE‘A?SP Eonnecﬂocrlc: "0 IDENTIFICATION NUMBER: A BUILGING 61 - ENTIRE BUILDING tOMPLETED
135128 B. WING 08/22/2018
HAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
DISCOVERY REHABILITATION AND LIVING 600 SHANAFELT STREET
. BALMON, ID BA4ET
¥4) D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION tﬁ) ion
;REF‘IX (EACH DEFICIENGY MUST BE PREGEDED BY FLLL REGULATORY|  PREFIX {EAGH CORRELTIVE AGTION SHOULD BE COMPLES
TAG QR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T4 THE ARPROPRIATE
DEFICIENGY)
K 511 Continued From page 3 K511
plugged into a surge-protected multiple plug
adapter (MFA).

Interview of the Maintenance Director revealed he
was not aware the microwave wag plugged info a
MPA. Additional interview with the nurse present
at that time revealed the miciowave was used to
warm up soeme types of liquids nesded for
medications for resident care,

Actual NFPA standard:
NFEATO

110.2 Approval. The conductors and equipment
required or penmitted by this Cede shali be
accaptable only if approved.

Informational Note: See 90,7, Examination of :
Equipment for Safety, and 110.3, Examination, |
Idenfification, Installation, and Use of Equipment.
Sae definitions of Approved, Identified, Labeled,
and Listed.

110.3 Examination, Identification, Installation, and
Use of Equipmeant.

{A) Examination. In judging equiprnent,
considerations such ag the following shall be
evaluated:

(1) Suitability for installation and uss in conformity
with the provisions of this Code Informational
Note: Suitability of aquipment use may be
identified by a description marked on or providad
with & product to identify the suitability of the
product for a specific purpoze, envitonment, ar
application. Special conditions of use or cther
limitations and cthet pertinent informeation,
Suitability of equipmeant may be evidenced by
listing or labeling.

{2) Mechanical strength and durahility, including,

FORM TMS-2567(02-59) Provious Varalons Dbsolote MEGH27
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Printed: 08/28/2018

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES aMB NO. 0938-0391
STATEMENT OF DEFICIENCIES  |(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE BURVEY
ANDO PLAN OF CORRECTION IDENTIFICATION WUMBER: A.BUILDING 01 - ENTIRE BLILDING COMPLETED
135129 B. WING 08/22/2018
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE. 2IF CODE
DISCOVERY REHABILITATION AND LIVING 600 SHANAFELT STREET
SALMON D 83487
oaln | EUMMARY STATEMENT OF DEFICIENCIES o PROVIGER'S PLAN OF CORRECTION o
PREFIX [{EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATQR’Y PREFIX (EAGH CORHECTIVE ACTION SHOULD BE ""’M;A‘ﬁ_. ON
TAG OR L0 IDENTIFYING INFORMATICN) TAG CROBS-REFERENGED TO THE APFROPRIATE WATE
BEFICIENGY)

for parts designed to enciose and proteot other
equipment, the adsquacy of the protection thus
provided
{3) Wire-bending and connection space
{4} Electrical insuiation
{5) Henting effects under normal conditions of
use and also under abnormal condiflons fikely k
arise in service
(6) Arcing effects
(7) Classification by type, size, voltage, current
capaclty, and specifia vse
(8) Other factors that contribute to the practical
safeguarding of persons using or likely to come in
‘; contact with the equipment
! (B) Installation and Use, Listed of labeled
equipment ghall be installed and used in
1 accordance with any instructions included in the
! listing or labeling,
i

C. Measures to ensure that the deficient

The facility’s Plant Operations Manager
promptly removed and relocated the microwave
in accordance with NFPA 70,

B. Identificatiom of others affected and
corrective actions:

The facility’s Plant Operations Manager
subsequently inspected the upit and identified
no further (MPA) issues or others affected.

practice does not happen again:

The facility’s Plant Operations Manager will
add a outine monthly safe electrical installation
inspection (MPA) to his monthly checklist. Thiz
to safeguard against such type of sifnations in
the future. The outeome will be

documented accordingly for continved
compliance.

. Monitor corrective actions:

The Executive Director or his designee will
conduet an audit review of the required
scheduled checklist/log for a period of one
guarter or three months, The results will be
reported to the QAA committes which meets
monthly. The QAA Committee will then
determine if the implemented testing/inspection
systemn is effective o ensure ongoing
compliance.

E. Corrective action(s) were completed
on: 08/23/18 |

FORM CMS-2667(02.99) Pravicys Varsions Obselate

MBSDR1 i continvation sheet Fape 5of 5




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L "BUTCH" OTTER ~ Govemor TAMARA PRISOCK- ADMINISTRATOR
RUSSELL S, BARRON- Director DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, R.MN.RH.LT., Chief

BUREAU OF FACILITY STANDARDS

3232 Eider Sireet

P.0. Box 83720

Boise, ID 83720-0008

PHONE  208-334-6626

FAX 208-364-1888

August 30, 2018

Steve Lish, Administrator
Discovery Rehabilitation and Living
600 Shanafelt Street

Salmon, ID 83467-4261

Provider #: 135129

RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Mr. Lish:

On August 22, 2018, an Emergency Preparedness survey was conducted at Discovery
Rehabilitation And Living by the Department of Health & Welfare, Bureau of Facility
Standards to determine if your facility was in compliance with 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. 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,
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.
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Your Plan of Correction (PoC) for the deficiencies must be submitted by September 12, 2018.
Failure to submit an acceptable PoC by September 12, 2018, may result in the imposition of
civil monetary penalties by October 4, 2018.

Your PoC must contain the following:

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

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

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

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

¢ TInclude 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 September 26,
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 26, 2018, A change in the seriousness of the deficiencies on September 26, 2018,
may result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
September 26,-2018, includes the following:

Denial of payment for new admissions effective November 22, 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.
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We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on February 22, 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 22, 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/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

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

BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form
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This request must be received by September 12, 2018. If your request for informal dispute
resolution is received after September 12, 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




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

Printed: (8/29/2018
FORM AFPROVED
OMB NO, 0838-0391

55=0| CFR(s): 483.73(2)(3)

[(a) Ernargency Plan. The [facility] must deveiop
and maintain an emergency preparedness plan
that must ha reviewed, and updated at least
annuafly, Tha plan must da the following:]

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

| plans.™

STATEMENT OF DERIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
135129 B, WING 08/22/12018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIP CODE
DISCOVERY REHABILITATION AND LIVING 6GD SHANAFELT STREET
SALMON, ID 83487
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES ‘ o | PROVIDER'S PLAN OF GORRECTION 05
FREFIX I([BAGH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY)  PREFIX {EAGH CORRECTIVE ACTION SHOULD BE coMPLETIO
TAG QR LSC IRENTIFYING INFORMATIDN) TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIEMNCY)
E 000 Initial Cemments E 000 .
*This Plan of Correction is prepared and submitted as
The facility is & type V(Ill) fully sprinkled, singla required by law, By submitting this Plan of Correction,
story strudture originally constructed in 1997, ltis Discovery Care Center does not admit that the deficiency
equipped with an Interconnected fire listeel oo this form exist, nor does the Center admit to any
alarm/smaoke detection systam, which includes statements, findings, facts, or conelusions that form the
both corridors and epen areas, The building is basis for the allegad deficiency. The Center reserves the
two-tour separated to the connected Assisted right to challenge In legal and/for FE_E\.ﬂatUW of
Living facility and is equipped with & Type 1 adrninistrative proceedings the deficiency, statements,
g jacility quipp Ype ' fucts, and conclusions that form tha basts for the
apark-ighited propane Emergency Power Supply B : -
System (EPSS) generator, The facility is lecated deficlency.
in 2 rural fire district with both state and federal
EMS support services available. The facility is
currently licensed for 45 SNF/NF with a census of
28 on the day of the survey,
The following deficiencles were cited during the
Emeargency Praparedness survey conducted on
August 22, 2018, The facility was surveyed under
tha Emergency Preparadness Rule established
by CMS, in accordance with 42 CFR 483.73.
The survey was conducted by:
Sam Burbank
Health Facility Surveyor R
Facility Fire Safety and Construction A. Corrective Actions
£ 007| EP Program Patient Population E 007 | The facility has reviewed the existing

emergency plan, policy and procedures and re-
assessed the types of services the facility has the
ability to provide during an emergency.

B. Identification of others affected and
corrective actions:

As noted in the citation, facility residents, staff
and visitors could have been affected in the
event of an actual emergency or disaster. The
facility’s Executive Director has re-evaluated
and identified no others affected at this time.

LABORATORY DIREC Ql PROV}DEg’SUPF‘LI

L
REPRESENTATIVE'S SIGNATURE

. TmE - " {#e) DATE
EXerwtive Il eclor ?//;/Z&CS’

Any daficienoy statemsnt en i aaterigk (*) denotes a deficiency which the Institution may be excusad from corracting praviding it is determined that
x i ' " r@ !

other sa

cient protection teithe patlents, (See instructions.) Except for nursing homes, the findings stated above are diaclosable &0 days

foliowing the date of sirvey whethar or nat & plan of corragtion fe provided, For nursing homas, the abova findings ano plans of cerrection ars digclosable 14
days following ihe date thess docurments are made avallable to the facility, |f deflciencies are oited, an approved plan of correctian is requishte (o continued

pragram pattigipation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed; 08/22/2018
FORM APPROVED
QOMB NO, 0838-0391

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMEER: A. BUILDING COMPLETED
135129 B, WING 0B/22/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
DISCOVERY REHABRILITATION AND LIVING 00 SHANAFELT STREET
SALMON, ID #3467
{X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRELCTION (%5
PREFIX |(EAGH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LEC [DENTIFYING INFORMATIQN] TAG CROSS-REFERENCED TO THE APPROPRIATE
BERICIENCY)
E 007! Continued From page 1 E 007
*Note: ["Persons at risk" does not apply to: ASC, - s
hospice, PACE, HHA CORF, GMCH. RHC. C. M?asures to ensure that th-e ::leficlent
FQHG, or ESRD facilities.] prnctmf: fioes not l-mppen again:
This REQUIREMENT is not met as evidenced The facility plan will be reviewed and updated
by: o _ as necessary but not less than annually in order
gi?lietg foa?lésign;rroev‘;‘:ie: E'iIEIt :ﬁirﬁtﬁé;"},".jﬁ the to avert the potential to hinder the continmty of
policies and procedures which addressed the care, other services and management response
types of services the facility has the ability to during an actual emergency.
provide during an emergsancy. Failure to address .
tt}e t}:jPeShOf ﬁtﬁf‘vfﬂetﬁ ﬂ'tl_e ;?CEFY;‘E!S thet_ab{rti;y tFO D. Monitor corrective actions:
provide, has the potential to hinder continuity o E : : : ; ;
| care and emergency management response The d xecuhvetllilllx rectt()ir_ o h}s dsignee will
during an emergency. This deficlent practice | conduct a monthly audit review for three
affected 28 residents, slaff and visitors on the months. The results will be reported to the QAA
date of the survey. committee which meets monthly, The QAA
Eindinas include: Committee will review until it has been
ndings include: determined that the system is effective to assure
On 8/22/18 from 1:30 - 3:00 PM, review of continued compliance.
provided emergancy plan, policles and
procedires, ravealed the plan falled to define
what types of services the facility had the abiiity to E. Corrective acti
: ¢ . jon(s) will be completed
pravide during an emergency. by: 09/25/18
Reference:
42 CFR 483.73 (2) (3)
E 015 Bubsistence Needs for Staff and Patients E 015
$5=D| CFR(s): 483,73(b)(1)
[(b} Policies and procedures. [Facilities] must
develop and implement emergency preparedness
policias and procedures, based on the
emergency plan set forth in paragraph (g2) of this
section, risk assessment at paragraph (a)(1) of
this section, and the communication plan at
paragraph (¢} of this section. The policies and
precedures must be reviewed and updated at
least annually.} At a minimurm, the policies and
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DEFPARTMENT OF HEALTH AND HUMAN S8ERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 08/25/2018
FORM APFROVED
OMB NG, (938-0301

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

135129

B. WING

{42y MULTIPLE CONSTRUCTION
A, BUILDING

(%2) DATE SURVEY
COMPLETED

08/22/201E

NAME OF PROVIDER OR SUPPLIER
DISCOVERY REHABILITATION AND LIVING

STREETADDRESS, CiTY, STATE, ZIP CODE
600 SHANAFELT STREET
SALMON, ID 83467

PROVIDER'S PLAN QF CORRECTION

proceduras must addrass the following:

(i) Food, water, medical and pharmaceutical
supplies

following:

provisions.

(B) Emergency lighting.

{C} Fire detection, extinguishing, and alarm
systemns.

{D} Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(8)(i):]
Polictes and proceduras.

hospice-oparated inpatient care facilifies only.
following:
{iii} The provision of subsistence needs for
limited to the following:
supplies,
fallowing:
of provisions.
{2} Emergency lighting,

systems.
{C) Sewage and wasta disposal.

by

(1) The provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place, include, but are not limitad to the following:

(ii) Alternate sourses of energy to maintain the

(A) Temparatures to pratect patient health and
safaty and for the safe and sanitary storage of

(8) The following are additional requirements far
The policies and procedures must address the
hosplce employees and patlents, whether they
evacuate or shelter in place, inatude, but are not
{A} Food, water, medical, and pharmaceutical
(B} Alternate sources of energy to maintain the
(1) Temperatures to protect patient health
and safety and far the safe and sanitary storage

{3) Fire detection, extinguishing, and alarm

This REQUIREMENT is not met as evidenced

(4 10 SUMMARY STATEMENT OF DEFCIENCIES D Voot
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY| PREFIX {EACH CORRECTIVE ACTION SHOULD BE oM™
TAG OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE :
BEFICIENGY)
E 015| Continued From page 2 E 015 | A. Corrective Actions:

The facility has reviewed the existing
emergency plan, palicy and procedure of
subsistence to ensure sewage and waste disposal
is provided and better addressed how the facility
will provide those setvices in the event of an
actual emergency or disaster. _

B. Identification of others affected and
corrective actions:

As noted in the citation, facility residents, staff
and visitors could have been affected in the
event of an actual emergency or disaster . The
facility’s Executive Director and Plant
Opetations Maunager Supervisor have re-
evaluated and identificd no others affected at
this time. .

C. Measures to ensure that the deficient
practice does not happen again:
i The facility plen will be reviewed and updated
1as necessary but not less than anoually in order
to avert potentially limiting the facility’s ability
:to provide safe and sanitary continuity of care
'and other services during an actual emergency
or disaster.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERICAID SERVIGES

STATEMEMT OF DEFICIENGIES
AND FPLAN OF GORREGTION

Printed: 08/29/2018
FORMAPPROVED
OMB NGO 0938-0381

(1) PROVIDER/SUFPPLIER/CLIA
IDENTIFICATION NUMBER:

135129

{%2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
A. BUILDING COUMPLETED
B. WING 08/22/2018

NAME OF PROVIDER OR SUPFLIER
DISCOVERY REHABILITATION AND LIVING

STREET ADDRESS, CITY, §TATE, ZIP CODE

600 SHANAFELT STREET
SALMON, ID Ba467

5!

(%4) 1D SUMMARY STATEMENT OF DERICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
FREFIX [(EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY  PREFIX (EACH CORRECTIVE ACTIDN SHOULD BE e o
TAG OR L8C IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
E 015| Continued From page 3 E Q15 ) . .o
Based on record review, the facility failed to D. Monitor corrective actions: _
provide an emergency plan, policy and procedure The Executive Director or his designee will
of subsistence to ensure sewage and waste conduct a monthly audit review for three
?I-ﬁggssa;r\:;i grlg:ﬁfi f?ﬂ"'p‘?oﬁ}éee”;gf ':95 Dfd months. The results will be reported to the QAA
. i wage an : :
waste disposal in the event of a disaster has the comml}'tee Wh.'lch meets mo_nfhiy. The QAA
patential to limit the facility's ability of providing Committee will review until it has been
safe and sanitary continuity of care in an ! determined that the system is effective to assure
emergency. This deficient practice affected 28 i contimaed compliance.
residents, staff and visitors on the date of the '
5 ' - . »
urvey E. Corrective action(s) will be completed
Findings include: by: 09/25/18
|
On 8/22/18 from 1:30 - 3:00 PM, review of
provided emergency plan, policies and
procedures for the facility did not indicate the
means the facility chose to ermploy to provide
sewage and waste disposal for residents and
staff in the event of a disaster.
Referenca:
42 GFR 483.73 {b) (1)
E (30| Mames and Contact information E 030
S8=p| CFR(s): 483.73(c)(1)

i

[(¢) The [facility, except RNHCIs, hospices,
transplant centers, and HHAs] must develop and
maintain an emergency preparednass
communication plan that complies with Federal,
State and local laws and must be reviewed and
updated at least annually. The communication
plan must include ali of tha following:]

(1) Names and sontact information far the
foltowing:

(i) Btaff.

(ii) Entitizs providing services under arrangement.
(iii} Patients’ physicians

(iv) Other ffacilitias).
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Printed: 08/25/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ). 0938-0391
STATEMENT QF DEFICIENCIES (1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED
135129 B, WING 0872212018
NAME OF PROVIDER OR SUPPLIER STREGT ADDRESS, CITY, STATE, ZIP CODE
DISCOVERY REHABILITATION AND LIVING 600 SHANAFELT STREET
SALNON, ID 83467
(%4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (%5)
PREFIX |(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX {EAGH CORRECTIVE ACTION SHOULD BE O T oM
TAG OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)
E 030| Continued From page 4 E030 | A, Corrective Actions:
(v) Volunteers, The facility has reviewed the existing
"[For RNHGCIs at §403,748(c):] The ' emergency plan, policics and procedures and re-
communication ptan must include all of the assessed the communication plan to better
following: identify contact information for volunteers in
Eﬂ;"ﬁ;ﬂes and contact information for the | the event of an actual emergency or disaster.
ing: :
(i) Staff. i i thers affected and
{ii) Entities providing services under arrangement, B. Iden.tlﬁcatl.n o t:f others
(liiy Next of kin, guardian, of custodian, corrective actions: . .
{iv) Other RNHGIs. As noted in the citation, facility residents, staff
(v) Volunteers. and visitors could have been affected in the
. - event of an actual emergency or disaster . The
"IFor ASGs at §418.45(c):] The cammunication facility’s Executive Director and Plant
plan must include all of the following: . g ssor b
{1) Names and contact information for the Operations Manager Supervisor have re-
following: evaluzted and identified no others affected at
() Staff, _ this time.
{iiy Entities providing services under arrangement.
Al 3
E::% Ezruerafese rp;hysicra ns. C. Measures to ensure that the deficient
practice does not happen again:
*[For Hospices at §418.113(c):] The The facility plan will be reviewed and updated
fc;:‘nrr!unication plan must include all of the as necessary but not less than annually in order
owing: ' . st cilite’ a1
(1) Names and contact infarmation for the to avert potentially ht:mhp_g the £ cﬁhty s sbility
following: to provide a communication p!a.n that better
(i Hospice employees. jdentifies the contact information for volunteers
{il) Entities providing services under arrangement, during an actual emergency or disaster.
o Al g g Ecncy
(iit) Patients' physicians.
{iv) Other hospices, |
*For OFOs at §486.360(c)} The comimunication
plan must include all of the following:
(1) Names and contact information for the
following:
(i) Staff,
(i) Enfities providing services under arrangement.
(iff) Volunteers.
{iv} Other OPQs.
i

FORM CM3-2867(02-55) Previaus Verslons Obsalets MBE021 If continuation shaat Page 5 of 10




DEFARTMENT QF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: Q8/29/2018
FORM APPROVED
OMB NQ. D438-03%91

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERIGLIA {x2) MULTIFLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMFLETED
135129 B. WING 08/22/2018
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, GITY, STATE, ZIP CODE
HSCOVERY REHABILITATION AND LIVING 600 SHANAFELT STREET
SALMON, ID 83467
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {5}
PREFIX  [(EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX {EACH CORREGTIVE AGTION SHOULD BE GOMPLETION
TAG OR LSC IDENTIFYING INFORMATION) " TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY)
E 030! Continued From page 5 E 030 . . - |
{v) Transplant and donhor hospitals in the OPQ's D. Monitor corrective acismns._ _
Donation Service Area (DSA). The Bxecutive Director or his designee will
'brhis REQUIREMENT is not met as evidenced conduct a monthly andit review for t‘n'_rt:tt}a1 A
Y. i ed to the
Based on record review, it was determined the month:s. The E?s;llts W:td'l be 1‘;1:{:) rtThe Q AJS
facllity falled to document a communication plan commlj:tee whig 1 meets mqn‘ Y.
which included contact information for volunteers, Committee will review untt! it has been
Failure to have a sommunication plan which : determined that the systemn is effective to assure
includes contact inforn_-n:?tion far those parties who continued compliance.
may assist in the facility's response and recovery
during a disaster, has the potential to hinder both \ . .
internal and external emergency responss efforts. E. Corrective action(s) will be completed
This deficient practice affected 28 residents, staff by: 09/25/18
and visitors on the date of the survey.
Firrdings include:
On 8/22/18 from 1:30 - 3:00 PM, review of
provided emergency plan, policies and
procedures, failed to reveal a communication
plan that included contact information for
volunteers.
Refarence:
42 CFR 483.73 (¢) (1)
E 031] Emergency Officials Contact Information E 031
58=D, CFR(s): 483.73(c)(2) i
N A, Corrective Actiony:
Gmiorgerios prapaTeanoss commmoneatin oo e facility bas reviewed the existing
58 COM ication plan T
that compiies with Federal, State and local laws sy plan, policies and procedures and
and must be reviewed and updated at least addressed the need to include contact
annually.] The communisation plan must include information for the State Licensing and
all of the Tollowing: Certification Agency and the State Ombudsman.
(2) Contast information for the following:
{i) Federal, State, tribal, ragional, and local
emergency preparadness staff,
(i) Other sources of assistance.
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Printed: 08/28/2018

DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NLUMBER; A, BUILDING GCOMPLETED
135128 B, WING 08/22/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
DISCOVERY REHARBILITATION AND LIVING 600 SHANAFELT STREET
SALMON, IO B3467
X4y 1D SUMMARY STATEMENT OF DEFIQIENCIES IR PROVIDER'S PLAN OF CORREGTION (%5)
PREFIX |(EACH DEFICIENCY MUST BE FRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE SN o
TAG DR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
E 031! Continued From page 6 E 031
“IFor LTC Facilities at §483.73{(c):] (2) Contact B. Identification of others affected and
ipf?:rrzatioln ;‘;"tthetf_"];“’lwmgf ! of local corrective actions:
() Federal, State, tribal, regional, of loca As noted in the citation facility residents, staff
emergency preparedness staff. . .
(i) The State Licensing and Certification Agency. and visitors could have heen aff.'ec.ted in the
(iii) The Office of the State Long-Term Care event of an actual emergency or disaster. The
Ombudsman. ' facility’s Executive Director and Plant
(iv) Other sources of assistance, Operations Manager Supervisor have re-
“[For IGF/IIDs at §483.475(c)] (2) Contact E‘{ﬂlll.ﬂted and identified no others affected at
information for the following: this time.
(i) Federal, State, tribai, regional, and local
?]’}ﬂzft%e"cy preparefdnes_ststaff‘ C. Measures to ensure that the deficient
i er sources of assistance. . s
(i) The State Licensing and Cerlification Agency. '[%;ac;l cgllctl Desl not }-ll?%p wn qgam‘i d updated
(iv) The State Protection and Advocacy Agency. ¢ 1aciiily pian will be reviewed and upda
This REQUIREMENT s not met as evidenced as necessary but not less than annually in order
by: to avert the potential hindrance of facility
Based on racord review, Fhe facility failed to responge and the continuity of care and other
ensura current contact information for emergency : ; :
management officials and other resounces of services during an actual emergency ot disaster.
assistance was provided in the emergency
communication plan. Failure to provide D. Monitor corrective actions:
information for resources available to the facility The Executive Director or his designee will
| cantinly of care for the 28 resijente, ot and conduet 2 monthly audit review for three
vigitors in the facility on the date of thr'a survey, month:a. The r@:sults will be reported to the QAA
committee which meets monthly. The QAA
Findings include: Committee will review until it has been
. determined that the system is effective to assure
On 8/22/18 from 1:30 - 3:00 PM, review of the continued compliancz
emergency plan, policies and procedures, B )
revealed the plan did not include contact . . .
infarmation for State Licensing and Certification E. Corrective action(s) will be completed
Agency and the State Ombudsman. by: 09/25/18
Reference;
42 CFR 483.73 (c) {2)
E 039; EP Testing Requirements E 039
S8=F| CFR(s): 483.73(d)(2) |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID BERVICES

Printed: 08/29/2018
FORM APPROVED
VB NG, 0938-0331

STATEMENT
AND PLAN O

OF DEFIGIENGIES
F CORRECTION

(X1) PROVIDERISUFPLIER/QLIA
IDENTIFICATION NUMBER:

135129

(X2) MULTIPLE CONSTRUGTION
A, BUILDING

B WiNG

(X3) DATE SURVEY
GCOMPLETED

0812212018

NAME OF PROVIDER OR SUPPLIER
DISCOVERY REHABILITATION AND LIVING

STREET ADDRESS, CITY, STATE, ZIP GODE
600 SHANAFELT STREET
SALMON, ID 83467

(2) Tasting. The [facility, except for LTC fagilities,
RNHCls and OPOs] must conduct exercises to
test the emergency plan at least annually. Tha
Hagility, except for RNHCIs and OPQs] must do
all of the following:

*For LTC Facilities at §483.73(d):] (2) Testing.
The LTC facility must conduct axercises to test
the emergency plan at least annually, including
unannounced staff drills using the emergency
procedures. The LTC facility must do all of the
following:]

{1} Participate in a full-scale exercise that is
community-based or when a community-based
exercise is not accessible, an individual,
facility-based. If the [facility] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in a
community-based or individual, facility-based

- full-scale exercise for 1 year fallowing the onset

of the actual avent,
(ify Conduet an additional exercise that may
include, but is not limited to the following:
{A) A second full-scale exgreise that is
community-based or indjvidual, faciity-based,
(B) Atabletop exercise that includes a group
discussion led by a facilitator, using a narrated,
elinically-relevant emergency stcenario, and a set
of problem statements, directed messages, or
prepared questions designed to chaflenge an
emergency plan.
{ii) Analyze the [facility's} response to and
maintain docurnentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed,

*[Far RNHCIs at §403.748 and OPOs at

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION | (X5) (N
FREFIX  (EACH DEFICIENCY MUST BE PREGEDED BY FULLREGULATORY,  PREFIX (EAGH GORREGTIVE AGTION SHOULD BE N
TAB OR LEC {DENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE AFPRQPRIATE
DEFICIENCY)
L
E 039, Continued From page 7 E 039 '
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDRICAID SERVICES

Printed: 08/29/2018
FORM APPROVED
OMB NO, 0938-0391

§486,360] (d)(2) Testing. The [RNHC! and OPQ]
must conduct exercises to test the emergency
plan. The [RNHCI and OPQ] must do the
following:

{i} Conduct a papar-basad, tabletop exarcise at
feast annually, A tabletop exarcise is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scenaric, and a set
of problem statements, directed messages, or
prepared quastions desighed ta challenge an
emargency plan.

(i) Analyze the [RNHCI's and OF('s] responsa
o and maintain docurmentation of all tabletop
exercises, and emergency events, and revise the
[RNHC!'s and OPC's] emergency plan, as
needed,

This REQUIREMENT is not met as evidenced

! by

. Bazed on record review and intarview, it was
detarmined the facility failed to particlpate in two
exercises which tested the emargency
preparedness readiness of the facility. Failure to
participate in full-scale, actual, or tabletop events
has the potential ko reduce the facility's
effectiveness to provide continuity of care to
residents during an emergency. This deficient
practice affacted 28 residents, staff and visitors
on the date of the survey.

Findings include:

On 8/22/17 from 1:30 - 3:00 PM, review of
provided emergency plan documents revealed
documentation demonstrating the facility had
participated in one (1) of the required two (2)
exarcises of the emergency preparedness plan,
policies and procedures.

Interview of the Administrator on 8/22/18 from
230 - 3;00 PM substantiated the fagility had only
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' A. Corrective Actions:
The facility has reviewed the existing
emergency plan, policies and procedures and

| better defined the participation requirernent

Lincluding that of a documented “tabletop”

| excrcise that challenges the “plan” and the

; effectiveness of how the facility will provide

 those emergent services in the event of an actual

" dizaster. |

| B. Identification of others affected and
corrective actions:
As noted in the citation facility residents, staff
and visitors could have been affected in the
cvent of an actual emergency or disaster. The
facility’s Executive Director and Plant
Operations Manager Supervisor have re-
evaluated and identified no others affected at
this time.
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C. Mezasures to ensure that the deficient

- & procedure identified in the emergency plan,

Refarence:

42 CFR 483.73 (d) (1)

documented one (1) actual event which followed

Practice does not happen again:

The facility plan will be reviewed and updated
a8 necessary but not less than annually in order
to address the actual participation requirement
of a community based full-scale exercise, an
individual facility based exercise or that of a
documented *“‘tabletop™ exercise. The latter, that
challenges the “plan” and how the facility will
provide those emergent services in the event of
an actual disaster. The Tesults of which analyze
and document facility responses with respect to
revising the plan as to what works and what
doesn’t.

D. Monitor corrective actions:

The Executive Director or his designee will
conduct a monthly audit review for threa
months. The results will be reported to the QAA
committee which meets monthly. The QAA
Committee will review until it hag been
determined that the system is effective to assure
continued compliance.

E. Corrective action(s) will be completed

by: 09/25/18
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