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Benjamin Roedel, Administrator
Shaw Mountain of Cascadia

909 Reserve Street

Boise, ID 83712-6508

Provider #: 135090

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Roedel:

On September 4, 2018, a Facility Fire Safety and Construction survey was conducted at Shaw
Mountain 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 compliance. NOTE: The alleged compliance date must
be after the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to
Correct” (listed on page 2). After each deficiency has been answered and dated, the administrator
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces
provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by (dctober 1, 2018.
Failure to submit an acceptable PoC by Octeber 1, 2018, may result in the imposition of civil
monetary penalties by October 22, 2018.

Y our PoC must contain the following:

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

e 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 o ensure that
the deficient practice does not recur;

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

s Include dates when corrective action will be completed.

s 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 October 9, 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 October 9,
2018. A change in the seriousness of the deficiencies on October 9, 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
October 9, 2018, includes the following:

Denial of payment for new admissions effective December 4, 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 March 4, 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, I 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 September 4, 2018, and continue
until substantial compliance is achicved. 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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hitp://healthandwelfare idaho. zov/Providers/ProvidersFacilities/State FederalPrograms/NursingFa
cilitiesAabid/434/Defauli.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 October 1, 2018. If your request for informal dispute
resolution is received after October 1, 2018, the request will not be granted. An incompleie
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, opiion 3.

Sincerely,

P S S

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/lj
Enclosures
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: ' Frinted: 09/94/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRQVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OB NG, 0538-0391
STATEMENT 0 DEFICIENGIES  |{X1} FROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) IATE SURVEY
AND FLAN OF CORHEGTION DENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135090 B. WING : 00/04/2018
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
SHAW MOUNTAIN OF CASCADIA 809 RESERVE STREET
BOISE, ID 83712
(4} iD SUMMARY STATEMENT OF DEFICENCIES 0 PROVIDER'S PLAN OF CORREGTION &5
PREFIX |(EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE AGTION SHOULD BE R
TAG OR LSG IDENTIFVING NFORMATION) TAG GROSS-REFERENCED TO THE APPROP RIATE
DEFICIENCY)
K 000; INITIAL COMMENTS K 000

The facility Is a Type V{111} single story bullding This pian of correction is submiited as

originally constructed in 1963, with an addition required under Federal and State

completed in 1871. The east portion of the regulations and statues applicable fo

building was further re-madeled in 2007 with a _ fong-term care providers. The plan of

special care unit set-up in that portion of the carrection does not constiiuts

facility. The building is fully sprinklered with an agreemeni by the facility .thai the

interconnected fire alarm/smoke detection system suryeyor's findings constitule a

instaifed that includes corridors, open spaces and deficiency and / or that the scope and

resident tooms. The facility is equipped with an severity of the deficiencies cited ate

on-site, dieseHired Emergency Fower Supply correctly applied.

System generator and exit corridors are supplied
with battery-powsred, emergency backup lighting,
The facility is currently licensed for 98 SNF/NF
bads with a census of 82 on the date of the
survay,

The following deficiencies were cifed during the
annual fireflife safety survey conducted on
September 4, 2018, The faciiity was surveyed
undar the LIFE SAFETY CODE, 2012 Edition,
Existing Heaith Care Occupancy, in accordance
with 42 CFR 483.70.

The Survay was conducted by:

waTLETY QEANDARDS

Sam Burbank
Heatth Faciity Surveyor : ;
Facility Fire Safety and Censtruction

K 461! Building Construction Type and Height K 151
58=[] CFR{s): NFFA 101

Buliding Construction Type and Height
2012 EXISTING
Building construction type and siories meets
Table 19.1.6.1, unless otherwise permitted by
19.1.6.2 through 19.1.8.7

191.6.4, 15.16.5

Construction Type
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE %67 DATE

e i R

5“11%*%% i}d‘f/‘{u”{ ‘?:mtng «ﬁéfﬁfw /2&&4’ fg}//fﬁ

Any deficiency staternent ending with aﬁwmmmﬁncy which tha instiution may be excused from correcting providing it is éetermiﬂéd"fhat
ather safequards provide sutficient protection to the patients, (See Instructionss Except for nursing homes, the findings stated above are disclosable 80 days
fotiowing the date of urvey whethar or not a pan of correction Is provided. For nursing hames, the above fiadings and pians of corfaction are dieclosabie 14
days following the date these documents are made available to tha fadility. f deficiencies are cited, an approved pian of cofrection is requisite to cantinued
program pariisipation,

FORM CMS-2567(02-09}3 Previous Versions Obscleta 7TWGH21 ' It continuation sheet Page 1 of 12



' ~ Printad: 09/14/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES , OMEB NO. 89380581
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION 1X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFIGATION NUMBER; A. BUILDING 01 - ENTIRE BUILDING COMPLETED
135090 5. WING 09/04/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIF cOUE
SHAW MOUNTAIN OF CASCADIA 5089 REEERVE STREET
BOISE, ID 83712
X4 1D SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVDERS PLAN OF CORRECTION (X5)
PREFIX {{EACH DEFICIENCY MUST BE FRECEDED BY FULL REGULATORY,  PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
. DEFICIENCY)
K 1617 Continued From page 1 K161
1 P (442}, 1{332), 11 (222) Any number of
stories
non-sprinklered and
sprinklered
2 H{111 One story

non-sprinklered
Maximurn 3 stories
sprinklered

3 i {DQ0) Not allowed
non-sprinkfered '

4 i (211} Maximurn 2 stories
sprinkiered

5 IV (2HH)

6 V{111)

7 i (2009 Not atiowed
non-sprinklerad

8 V (000) Maximum 1 story
sprinkiered

Sprinklered stories must be sprinkierad
throughout by an approved, supervised automatic
systemn in accordance with section 9.7, (See
18,35 _ 4 :
Give a brief dascription, in REMARKS, of the ;
construction, the number of stories, including .

basements, floors on which patients are located, .
focation of smoke or fire barriers and dates of
approval. Gomplete sketch or attach small floor ' o
pian of the buiiding as appropriate. |
This REQUIREMENT is not met as evidenced
by: :

Based on observation and interview, the facility
failed to ensure the fire and smoke resistive
properties of the structure were maintained.
Failure to maintain rated construction assembiies,
has the potential to allow fire, smoke and

danderous aases {o pass into unprofected

concealed spaces and hetween compartments.

FORM CMS-2567{02-99) Previous Versions Obsolete TWaHz4 ' If canlinuation sheet Fage 2of18



Printed: 09/114/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND. 0838-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUGTICN {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING 01 - ENTIRE BUILDING COMPLETED

135090 B. WING 05/04/2018

NAME OF PROVIDER OR SUPPLIER
SHAW MOUNTAIN OF CASCADIA

STREET ADDRESS, C{TY, STATE, ZiF CODE

909 HESERVE STREET
BOISE, D 83712

chapiers Chapters 11 through 43, shali meet tha
minimum construction requ irements of those
chapters.

8.2.2.2 Fire compartments shall be formed with
fire barriers that comply with Section 8.3,

B.3.5.6 Membrane Penefrations.

cahle trays, conduits, pipes, tubes, combustion

o) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION &
PREFIX  KEACH DEFICIENCY MUST DE PREGEDED BY FULL REGULATORY,  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY]
K 161: Continued From page 2 K181
This deficient practice potentiatly affected
residents staff and visitors in 1 of 5 smoke
compariments on the date of the survey,
Findings include;
Duning the facility tour conducted on 9/4/18 from
approxitnately 1:00 - 3:00 PM, observation of the
interior wali of the Treatment Supplies storage 1. Gorreclive Action:
revealed a 67 inch by 20 inch hole in the wall that Tha interior wall of the treatmant
separated the storage room from the Activifies room that revealed a hote was
Director office. When asked about the open hole, cotrected by adding new drywall /
the Environmental Services Director stated there paiched.
was a leak in the wall and the repair of the drywatl
had not yet been completed. 2. ldentification of others affected:
. Residents’ staff and visfiors in 1 of 5 !
Actual NFPA standard: smoke compartments on the date of |
the survay.
NFPA 101 .
3. Systemic Changes 1o enswre daiigient
19.1.6 Minimum Gonstruction Requirements. praclice does not recyr:
19.1.6.1 Healh care occupancies shafl be Emited Stafi educated on or before
to the building construction types specified in 10/5/2018 by Executive Director or
Table 19.1.6.1, unless ctherwise permitted by designee regarding facilities
19.1.6.2 through 19.1.6.7. (See 8.2.1.) requirement / fire safety / smoke and
fire compantments. Staff directed to

8.2 Construction and Compartmentation, repartany areas of concern for fire
8.2.1 Construction. safety,
B.2.1.1 Buildings or structures occupied or used
in accordance with the fndividual occupancy 4. Monitor of Gorrective Action;

Facllity Environmental Service
Directorand Administrator or
designee to walk facility monthly to
ensure afl smoke compartments are
working praperly and repart to QAP
committee. QAP will follow fire /
smoke compartment Issues until they
are no longer a concern o the 10T,

A e d—— @‘3 §'571“Men]bganepeget{atjgns "fatfgaﬁ;bime“g’fw": L L L T e e T g e e

10/5/1p

FORM CMS-2567(02-94) Previcus Versions Obaplate
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEMMCAID SERVICES

Printed: 09/14/2018
FORM APPROVED
OMB NO, §838-0351

2567{02-99} Pravious Varsions Obsdieta

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {7} MULT{PLE CONSTRUGT!ON 43} DATE SURVEY
AND PLAN OF CORRECTION KIENTIFICATION NUMBER: A, BULDING D1 - ENTIRE BLELDING COMPLETED
135080 B. WING 09/o4/20418
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP COOE
SHAW MOUNTAIN OF CASCADIA 905 RESERVE STREET
BOISE, ID 83712
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROYIDER'S BLAN OF CORRECTION %)
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX {EAGH CORRECTIVE AGTION SHOULD BE cm%zgguaw
TAG OR LSC iDENTIFYING INFORMATION) TAG CAROS5-REFERENGED TO THE APPROPRIATE
, DEFIGIENCY)
K151} Continued From pags 3 K151
venls and axhaust vents, wires, and similar items
to accommaodate elecirical, mechanicai,
plumbing, and communications systems thag
pass through a membrane of a wall, fioor, er
floorfceiling assembly constructed as a fire barrier
shall ba protectaed by a firestop system
or device and shall comply with 8.3.5.1 through
83552
K 324| Caoking Facilities K 3z4
S8=0 CFR(s} NFPA101 1. Corrective Aclion:
Shaw Mouniain of Cascadia
Caoking Facilities contacted facility fire responss / hood
Cooking equipment is protected in accordance suppression company before Oct 5,
with NFPA 86, Standard for Venlilation Controj 2018, Replaced and instalfed new
and Fire Protection of Commercial Cooking flame guards to ensure grease laden
Operations, uniess: vapors do nat bypass hood filters.
* residential cooking equipment {i.e., small
appliances such as microwaves, hat plates, 2. idepttication of others alfected:
toasters} are used for food warming or limited All kiichen staff have the potential o
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2 be aliected by deficient practice.
* cooking facilities open to the corridor in smoke
campanments with 30 or fewer patients comply 3. Systernic Changes o ensure deficlent
with the conditions under 18.3.2.5.3, 18.3.2.5.3, practce does not recur:
or Kitchen Staff educated on or befare
* cooking facilities in smoke compartments with HH5/2018 by Executive Directar or
30 or fewer patients comply with conditions under designee regarding kitchen hood
18,3.2.64, 19.3.2.54. systern and prevention of grease
Cocking facilities protected according ta NFFPA 96 fires. Also, facility vendor that
per 8.2.3 are not requirad to be enclosed as completes the hond inspection was
hazardous areas, but shall not be open to the rotified and made aware of findings.
carridor, Vendor to ensure the haod is in
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through proper warking order, with
19.3.2.5.5, 8.2.3, TiA 12-2 Environmentai Service Directar to
monitor the work of the vendor,
4. Monitor of Comrective Actioty
AP} will follow hood fitter /
- This REQUIREMENT Is nol met as evidenced maintenance issues untd they are no
- n wtﬁy: T e e e e e T e — . b ”'leﬁgw&ﬁ&ﬁ{;emlig\;hﬁ_ﬁipfﬁﬁ”" By :f.'_“.‘.i:lw s %g“’"‘
Based on observation, the facllity falled to ensure IJ{
FORM CMS- TWIH21 i continuation sheet Paga 4 of 1B
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Printed: 09/14/20M8
FORM APPROVED
OMB NO. 9380361

kitchen hood systems were maintained in
accordance with NFPA 88, Failure to ensure
grease laden vapors do not bypass hoed filters
could allow grease buiid-up inside the exhaust
system, increasing the risk of grease fires. This
deficient practice affected stalf and visitors of the
main Kitchen on the date of the survey.

Findings include;

During the facility tour conducted on 2/4/18 from
approximately 1:00 - 400 PM, observation of the
main Kitchen hood system revealed a gap of
approximately 3/4 inch between the filter on the
lefi hand side and the stationary panel when
facing the hood, allowing exhaust air to bypass
the filtars.

Actual NFPA standard:
NFPA 96

6.2.3 Grease Filters.
6.2.3.3 Grease filters shall be aranged so that ai
exhaust air passes through the grease fifters.

K 364 Corddor - Doars
s8=D| CFR(s} NFPA 101

Corridor - Doors

Doors protecting cerridor openings in other than
required enciosures of vertical openings, exits, or
hazardous areas resist the passage of smoke
and are made of 1 3/4 inch solid-bonded core
wood ar ather materia) capable of resisting fire for
at least 20 minutes, Doors in fully sprinklerad
smoke compartments are only required to resist
the passage of smoke. Corridor deors and doors
to rooms contalning flammakble or combustible

latches are prohibited by GMS reguiation. These

= Tl Ve pOSvE ey rardware Rofler= = momes

STATEMEN? OF DEFIGIENCIES 1) PROVIDER/SUPPLIER/GLLY {X23 MULTIPLE CONSTRUCTION 1X3) DATE SURVEY
AND PLAM OF CORRECTION IDENT!FICATION NUMBAER: A, BUILDING 01 - ENTIRE BUILDING COMPLETED
135080 B. WING 09/04/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE
SHAW MOUNTAIN OF CASCADIA 909 RESERVE STREET
BOISE, 1D 83712
X4 0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION . Mg;-ﬁ}ﬂm
PREFLY  I(FALH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY] - PREFIX {EACH CORRECTIVE ACTION SHOULD BE OMPLET
TAG OH LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 324! Continued From page 4 K 324

K 363

1. Correclive Action;

Faciity Environmental Servica
Rirector has ordeted 4 clear oak fire
rated doors on 9/28/18 as neadad.
Vendor to install doors upon arrival.

2. identification of cthers affected;
All residants and stalf are potentally
affecied by deficient practice.

FORM CMS5-2567(02-99) Previous Versions Obsclets

TWAH21

¥ continualion sheet Page 5 of 16



DEPARTMENT OF HEALTH AND HUMAN SERVICES

Printed: 09/14/2018

FORM APPROVED
CENTERS FOR MEBICARE & MEDICAID SERVICES OMB NG, 0938-0361
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE GONSTRUCTION 1X3) DATE SURVEY
AND PLAN OF COHREGTION IGENTIFIGATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135090 B WING 09/0412018

NAME OF FROVIDER QR SUPPUER
SHAW MOUNTAIN OF CASCADIA

STREET ADDRESS, CITY, STATE, Zi CODE

909 RESERVE STREET
BOISE, ID 83712

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

Ciearance between bottomn of docr and floor
covering is not exceeding 1 inch, Powered doors
compiying with 7.2.1.9 are permissibie if provided
with a device capable of keaping the door closed
when a force of 5 Ibfis applied. Thereis no
impediment fo the ciosing of the doors, Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch daors
meeting 19.3,6.2.6 are permitted. Door frames
shall be labeled and made of steef or other
materials In compilance with 8.3, unless the
smoke compartment is sprinkiered. Fixed fire
window assembiies are ailowed per 8.3. In
sprinkiered compariments there are no
resirictions in area or fire resistance of glass or
frames in window assemblias.

19.3.6.3, 42 CFR Paris 403, 418, 460, 482, 483,
and 485

Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
efc.

This REQUIREMENT is not met as evidenced
by:

Based on observatian, the facility failed to ensure
corridor doars would resist the passage of
smoke. Faflure ta ensure corridor dacrs are not
undercut more than 1 inch from the floor, or
provided with {ransfer grifles, has the potential to
allow fire, smoke and dangerous gases o pass
into the corridor hindering resident egress. This
deficient practice affected 2 residents, staff and
visitars on the date of the survey.

el TFJB@ZQ_S" W;n;‘ff?"f T L T T TR I Y

o4) 1 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION ol
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULLREGUIATORY]  PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG OR 1.5C {DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
_ DEFICIENCY}
K 363! Continued From page & K 363

Systemic Changes to snsure deficient
practios does ot recur:

Staff educated on or before
10/5/2018 by Executive Director OF
designee regarding fire doors and
ensuring carridor doors resist the
passage of smoke. Facility
Environmentai Service Director and
Administrator or designee 1o walk
tacifity manthly to ensure all smoke
compartmenis are working properly.

Moniter of Corrective Action;

Facility Environmental Service
Director and Administrator or
designee to walk facility monthly {0
ensure alt smoke compartments are
working properly and report back to
QAP committes. QAF] will follow fire
/ smoke compartment fssues until
they are no fonger a concern to the
IDT.

FORRM CMS-2557{02-98} frevieus Vesslons Obsolete

TWEH21 ¥ centinualtion sheet Paye 6 of 18



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

Printed: 09/14/2018
FORM APPROVED
OB NO, 0938-0391

STATEMEMNT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

135080

{%2) MULTIPLE CONSTRUCTION
A BUILDING DM - ENTRE BUILDING

B. WING

(X5) DATE SURVEY
CORPLETED

09/04/2018

HAME OF PROVIDER OR SUPPLIER
SHAW MOUNTAIN OF CASCADIA

STREET ADDRESS, CITY, STATE, ZiP GODE
909 RESERVE STREET
BOISE, ID 83712

(R4 I
PREFiX,
TAG

SUMMARY STATEMENT OF DEFICIENCIES
HEACH DEFIGIENCY MUST BE PRECEDED BY FLiLL REGULATORY
OR LSC INENTIFYING INFORMATION)

i) PROVINER'S PLAN OF CORRECTION {45
PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE
DERCIERCY}

DAYE

K 363

K511
88=D

Continued From page 6

During the facility tour conducied on 9/4/18 from
1:00 - 3:00 PM, the following doors were
observed to be undercu from the floor level in
excess of 1 inch:

Shower room #8 in the 300 east hallway was
undercut 1-7/8 inches to 2-1/2 inches from the
fioor to the boitom of the door.

Storage room across from shower room #8 was
undercut 2-1/4 inches to 2-1/2 inches from the
fioor to the bottom of the door,

Shower room #10, abutting room #8, was
undercut 2-1/2 inches from the fioor.

The door to the oxygen storage and transfiit area
Jocated outside the Laundry service comidor, was
equipped with a transfar grile that measured 10
inches talf by twenty-six inches wide.

Actual NFPA standard:
NFPA 11

19.3.6.3* Corridor Doors.

19.3.5.1.4 A clearance between.the bottom of the
door and the floor covering not exceeding 1 in.
{25 mm) shali be permitted for corridor doors,

19.3,6.4 Transfer Grilles

10.3.6.4.1 Transfer grilles, regaraless of whether
they are protected by fusible link-operated
dampers, shall not be used in carridor walls ar
doors, ‘

| Miities - Gas and Electric
CFR{s): NFPA 107

Utilities - Gas and Electric
Equipment using gas or related gas piping
cempi;es w;th NFPA54 Natsonal Fue§ Gas Code

K363

K 511

NFPA 70 N atlona! E ectrzc Gode Ex sting
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installations can continue in service provided no
hazard tc life,
16.5.1.1, 19.5.1.1, 9.1.1, 9.1.2

This REQUIREMENT is notmet as evidenced
by:

Based on observation, the facility falled to ensure
safe electrical equipment Instaflations in
accordance with NFPA 70. Failure to enclose live
electrical installations with a protective cover, has
the potential of exposing residents to electrical
shock andfor arc fires. This deficient praciice
affected residenis using the sociat center, staff
and visitors, on the date of the survey,

Findings include:

During the facility four conducted on 9/4/18 from
approximaiely 1:30 - 3:00 PM, cbservation of the
instalied alectical installations, revealed the
following:

1) Alight switch on the west wall of the Activities
storage room was missing a proteclive cover,
aflowing possible physical confact with energized
parts,

1. Corractive Action;
1} Cover on fight switch in the
activity's storage room was replaced
with new cover,
2) Med room outiet cover replaced
with new cover.
93 Muttiple plug extension cord in the
Social Center was removed from
tacllity.
4} Kitchen storage room, both outlets
that were chasred were replaced with
new outlets hy a cerlified slectrician,

A staﬁ that utifize those specrf;c
areas are potentiaily aflected by
deficient practice.

3, M&QJ@{MMM

¥ ioe ) T
Staff educated on or beloie
10/5/20 18 by Executive Direcior of
designea regarding safe elsctricat
equipment and importance of
enciosing five electrical ouilets. Staff
educated to report these items if seen
ia the Environmeniat Service Director
and or Administrator,

{X4) D SUMMARY STATEMENT OF DEFIGIENCIES Ha) PROVIDER'S PLAN OF CORRECT!ON (X8}
PREFX  [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX {EACH CORRECTWE ACTION SHOULD BE GOMPLETON
TAG DR L5C (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
K 511! Continued From page 7 K &11

2} Qbservation of the med room off the 200 hall, 4.  Monitgr of Corrective Action:

revealed an outlet located hehind the refrigerator Facility Environmental Sarvice

was missing the protective cover, allowing Director and Administrator or

possibie physical contact to the energized parts. designee to walk facifity monthly 10

3) Observation of the Social Center revealed a ensure afi electrical enclosures are in

three to one, multiple plug extension cord used to ptace and are working properly.

supply power to the audic visual equipment. Findings to be reporied back to QAP}

Further chservation of this cord reveaied the cord committae. QAP] wili follow safe

ran under an area rug from the wall to the elactical squipment issues until they
e BRergedequipment. o —arenolongeraconcemntodbe DT, .

43 Chservation of the Kitchen stor:age com /

FORM GMS-2567{02-55) Previous Versions Obsolels TWOH24 if continuation sheat F’nge 8of {8
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K51

Continued From page 8

jocated off the southwest service corridor exit,
revealed a refrigerator and a freezer both plugged
into an outlet with black char from apparent
electrical arcing.

Actual NFPA standard;
NFPA 70
Finding 1 and 2

110,12 Mechanical Execution of Work, Electrical
equipment shall be instafled in a neat and
workmanfike manner.

informational Note: Accepted industry practices
are described in ANSYNECA 1-2006, Standard
Practices for Good Workmanship in Electrical
Confracting, and other ANSI-approved instaflation
standards.

{A) Unused Opsnings. Unusad openings, other
than those intended for the operation of
equipment, those intended for mounting
purposes, or those permilted as part of the
design :

for fisted equipment, shall be closed fo afford
protection substantially equivalent to the wall of
the equiprment. Where metallic plugs or plates are
used with nonmetallic enclosures, they shail he
recessed af least G mm {1/4 in,} from the outer
surface of the enclosure. '

400.8 Uses Mot Permitted. Unless specifically
permitied

in 400.7, flexible cords and cahies shali not be
used for the

following:

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

(2 Where.run through holss in walls, struchural

K51

cellings,

FORM CMS-2567(02-52) Previcus Versions Obsolete
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suspended ceilings, dropped ceilings, or floors
{3) Where run through doorways, windows, o
simHar ‘
openings

{4} Where attached to building surfaces
Exception to (4): Flexible cord and cable shall be
permitted

to be attached to buliding surfaces ih accordance
with the

provisions of 36G8,56{B}

{5) Where concealed by walls, floars, or cefiings
or located

above suspended or dropped cellings

{6) Where instajled in tacaways, except as
otherwise permitted

in this Code

{7) Where subject to physicai damage

K 821| HVAC K 521
g8=0| CFR{s). NFPA 101 |

HVAC : .
Heafing, ventilation, and air conditioning shalf
comply with 9.2 and shall be Installed in
accordance with the manufacturer's
specifications.

18.5.2,1,19.56.21,8.2

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and
interview, the facility failed to ensure installed fire
dampers were maintained in accardance with
NFPA 80. Failure to ensure fire dampers instalied
in fusi-fired Heating Ventiiation and Alr
Conditioning (HVAGC) equipment are maintained,

dangerous gases to pass botween compartments

FORM CMS-2567{02-99} Previous Versions Obsalete TWaH2 # continuation shest Page 10 of 18
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K 521} Confinuad From page 10 K 521
during a fire. This deficlent practice affected
those residents, staff and visitors utilizing the
southeast section of the facility.
Findinas include: 1. Correclive Action;
Indings inciuce. Faciiity Environmental Service

. . . . Director notified i
1} During review of facility maintenance records cggnng (I—?VA% Vv:sier)rr;?f 32?1%;er
conducted on 9/4/18 from 8:30 {0 10:30 AM, no completed inspection an all fire
records were available indicating the dafe of the dampers on 8/25/2018
last fire damper inspection, When asked if he ’
knew of the fast ime the dampers had been 2. Identiication of others attscted:
inspected, the Environmental Services Director Ali residents and staff are poteﬁliaii
stated he was not aware of that inspection having atfected by deficient practice y
been completed, - ’

) . 3. Systemic Changes to ensure deficient
2) During the faciity tour conducted on 9/4/18 prartos doee ot mensure-deficiert
from 1:00 to 4:00 PM, inspection of the fuel-fired HVAC vendor to perform inspections
equipment installed in the mechanical space on on all fire dampers in accordance with
the southeast side of the faclily, revealed one (1) NFPA 80, Vendor to communicate
fire damper instailed on the return air side of the with Enviranmental Sarvice Diractor
system. and ar Administrator to ensure

inspactions are completed timely in
Actual NFPA standard: accordance with NFPA 80,
NFPA 101 ) o .| 4. Monitor of Corrective Action:
19.5.2 Heafing, Ventitating, and Air-Conditioning. Environmental Service Director on or
19.5.2.1 Heating, ventilating, and air-condiioning betore 10/5/2018 to add fo his
shall comply with the provisions of Section 8.2 calendar to ensure inspection ocoirs
and shail be installed in accordance with the at minimum every 4 years.
manufacturer ' 5 specifications, unfess otherwise
modified by 18.5.2.2.
9.2 Heating, Ventilating, and Air-Conditioning.
8.2.1 Air-Conditioning, Heating, Ventilating
Ductwork, and Related Equipment,
Alr-conditioning, heating, ventilating ductwork,
and refated squipment shall be in accordance
with
e NEPA G0A, Standard fortheldnstallationof . L 1 S S S
Alr-Conditioning and Ventilating Systems, or o /5, /E 9
FORM CMS-2567{02-99) Frovious Varsions Obsolete TWoH2 IFceninaton shest Pae 1 af 18
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NFPA 90B, Standard for the Instaliation of Warm
Ajr Heating and Air-Conditioning Systems, as
applicable, Uniess such installations are approved
existing instaliations, which shal be permitted fo
he continued in service.

NFPA 90A

5.4.8 Maintenance.

5.4.8.1 Fire dampers and ceiling dampers shall
be maintained in accordance with NFPA 80,
Standard for Fire Doors and Other Opening
Protectives,

NFPA an _

18.4* Periodic Inspection and Tesling.

19.4.1 Each damper shall be tested and
inspected 1 year after installation,

19.4.1.1 The test and inspection frequency shal
then be every 4 years, except in hospitais, where
the frequency shall be every 6 years.

K 742, Fire Drills K712
§5=F! CFR(s). NFFA 101

Fire Drills

Fire drilis include the fransmission of a fire alarm
signal and simulation of emergency fire
conditions, Fire drilis are held at expected and
unexpected times under varylng canditions, at
least quarterly on each shift. The staff is familiar
with procedures and is aware that drilis are part
of established routina, Where driils are
conducted between 800 PM and 6:00 AM, a
coded announcement may he used instead of
audible alarms.

18.7.1.4 through 19.7.1.7

This REQUIREMENT is not met as evidenced
hy:

Based on observation and interview, the facliity

accordance with NFF‘A 101 Fatlure to perform

FORM CMS-2567{02-39 Previous Versions Obsolete ) S 7WOH ¥ continuation sheet Page 42 of 18
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fire drills quarterly for each shift has the potential Facility Environmental Service
to hinder staff response in the event of a fire. This Director completed 3 separate fire
deficient practice affected 82 residents, staff and dritis. One fire drill per shit (Day.
visitors on the date of tha survey. Evening, and NOC} befare 1Q/5/2018,
Findings include:; 2. Identification of athers affected:
All regidents and staff are potentially
1) During review of provided faciiity maintenance aftected hy deficient practice.
records conducted on 9/4/18 from 8:30 to 10:30 '
AM, no records were provided dernonstrating fire 3. Systemic Changesto ensure deficleat
drills were perfarmed on the foliowing shifts: ract] ol recu
PM {three o'clock pm to eleven o'clock pm) shift All Staft educated on or belore
during the second quarter of 2018 10/5/2018 by Executive Director or
NOG (efeven o'clock pm to seven o'clock amy) designes regarding fire drilis and the
shift during the third quarter of 2017 poficy and procedure fof the facilty.
AM {savan o'clock am to three o'clock
( loc to three oclock pm) 4.  WMonitor of Gorrective Action;
2) Interview of the Environmental Services Facility {F\dminisiralfgr to‘en%{recv;nth
Manager reveaied he was not aware of the the Environmantal Service Direcior
missing fire drilis that ail drifls are completed. A
’ minimurn of 1 fire drill per shift per
. quarter. AR drills reported 1o QAP
Actual NFPA standard: and committe will foliow safe fire
19.7* Operating Features driis issues untii they are no longer a
19,7.1 Evacuation and Relocation Plan and Fire concem (o the IDT.
Drills.
19.7.1.6 Dirilis shall be canducted guartery on
each shift to familianze facility personnel {nurses,
interns, maintenance engineers, and
administrative staff} with the signals and
emergency action required under varied
conditions,
K 916; Elsctrical Systems - Essential Eleclric Syste K916
a5=F! GFR{s); NFPA 101
Electrical Syétems - Essenttat Electric System
Alarm Annunciator
s LI -+A remete-anpuncatorthatis-storage-batteny— e o = - et
powered Is provided to operate outside of the !@/5 / ié}
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PROVIDER'S FLAN OF CORRECT{ON

hard-wired to indicate alarm condifions of the
emergency power source. A centralized computer
system {e.g., building information system) Is not
to be substituted for the alarm annunciator,
6.4,1.1.17, 6.4.1.1.17.5 (NFPA 93}

This REQLHREMENT is not met as evidenced
by: :

Based on observation and interview, the facifity
failed to ensure the Essenfial Electrical System
(EES) was equipped with a remote annunciator
that was readily observabie in a regular work
skation in accordance with NFPA 98, Failure to
provide an annunciator that is readily observed
has the potential to hinder facility staff awareness
to system faifures during a power outage or other
emergency. This deficient practice affected 82
residents, staff and visitors on the date of the
survey.

Findings include;

During the facility tour conducted on 9/4/18 from
approximately 1:00 - 3:00 PM, a remote
annunciator for the EES was observed instalied in
the rear of the Kitchen Storage area, behind a
support column, When asked about the staff who
had access to this area and the nommal wark
hours of those staff, the Dietary Manager stated
the storage area was primarily accessed by
diefary staff whose normral working hours were
eight o'clock am to six o'clock pm.

Actual NFPA standard:
NFPA 99

6.4.1.1 On-Site Generator Set.
8.4.1.1.17 Alaim Annunciator. Aremote

{4 1D o} !
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX {EACH CORRECTIVE ACTION GHOULD BE ComPLETION
TAG OR LSC IDENTIFYIHG INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFIGIENEY)
K 816| Continued From page 13 K 816
generating room in a location readily observed by . ,
operating personnel. The annunciator is Carredive Action:

On 9/44/2018 Enviranmenta! Service
Direcior had a licensed electrician
instali a remote annunciator to the
generator located in the 100-chart
roam to aflow all staff to be aware of
any alarm conditions for the
emergency or auxiliary power source.

identification of others affected;
Ail residents and staff are potentially
affected by deficient praclics.

temic Changes 1o ensure geficien

practice doas not recur:

Facllity staff educated on or hafore
10/5/2018 by Exscutive Director or
designee regarding. the lozation and
the purposse of the generator
annunciator. Staff aducated to report
any alarms or lights to sither the
Environmental Service Director and
or Administrator,

flor o active Action:
Executive Director or designes wifl
audii at random to ensurs staff are
aware / purpose of the annunciator,
and to ensure annunciator s working
praperdy. Findings ta be reported
QAP commitiee. QAP] will follow
essential elactrical system issues
untit they are no longer a concern to
the IDT.

anfuncaor that s storage battery powerad snadl

FORM CMS-2567{02-99) Previows Versions Cbsolete
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be provided to operate ouiside of the generating -
room In a location readity observed by operating
personnel at a regular work station {see 700.12 of
NFPA 70, National Electrical Code). The
annunciator shall be hard-wirad to indicate alarm
conditions of the emergancy or auxiliary power
source as follows:

{1) Individuai visuai signals shall indicate the
following:

{a) When the emergency or auxiliary power
source Is operating to supply powar to load

{t) When the battery charger is maifunctioning
{(2) Individual visual signals plus a common
audihle signal té warn of an engine-generator
alarm condition shall indicate the following:

{a) Low luhricating oil pressure

{b) Low water temparature {helow that required in
6.4.1.1.11}

(c) Excessive water temperature

{d} Low fuel when the main fuel storage tank
contains less than a 4-hour operating supply

(e} Overcrank {failed to start)

(A Overspeed

K 926 Gas Equipment - Qualifications and Training K 926
§8=E; CFR{s). NFFA 101

Gas Equipment - Qualifications and Training of
Personnel

Personnel concerned with the application,
maintenance and handling of medicat gases and
cylinders are trained on the risk. Facilities
provide continuing education, including safety
guidefines and usage requirements. Equipment is
serviced only by personnel trainad in the
maintenance and operation of equipment.
11.5.2.1 (NFPA 89) _ |
This REQUIREMENT is not met as evidenced

failed to ensure contmumg educatfon and staff
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training was provided on the risks associated with 1. Corrective Action;
the storage,-handiing and use of medical gases Facility education calendar updatad
and their cylinders. Failure to pravide training of to include annual training of
gafety and the risks associated with medicat application, maintenance and
gases, poteniially increases risks associated, handing of medical gases and
hindering staff response an the use and handling cylinders including associated risks.
of oxygen. This deficient practice potentially Additionally, same training pragram
affected oxygen dependant residents, staff and updated for faciiity orientation of new
visitars on the date of the survey. amployees.
Findings inciude: 2. Identification of gthers affected:
All residents and staff are potentially
During review of provided training records on affected by deficient practice.
9/4/18 from 8:30 - 10:30 AM, records provided did .
not demonstrate coniinuing training was 3. Systemig Changes fo snsure deficient
performed for the risks associated with oxygen S; ﬁ; C‘re; teg ‘d‘ i
and its use. alf Deveiopmemn Loordinajof
educated by Executive Director ar
Interview of 4 of 4 staff members revealed none  Director of Nursing on ar before
had participated in a facility provided, continuing 10/5/2018 to ensure axygen tralning
education program, on the risks associated with and education of abave-mentioned
the storage, handling or use of medical gases requirements are provided upon
such as oxygen. g;e;iﬂaj;eoer;and annually ta
Actual NFPA standard; , . .
4, itar &f Correct ction:
NFPA 99 Executive Director or designee will
11.5.2 Gases in Cyfinders and Liquefied Gases in aud;; facitty arientation and annual
Contalners., ‘iraineng morrthly x3 {0 ensure ongaing
11.5.2.1 Qualification and Training of Personnel, gomplea%cz. Addtional educatian will
11.5.2.1.1* Personnel concermed with the & provided as necessary. Hesults of
; h . audit will be reported to QAP!
application and maintenance of medical gases mmittee. QAP! will foil
and others who handle medical gases and the ZD, ';' 0. nt'?éh Offow axygen
cytinders that contain the medical gases shall be loam g 1SsUSS U t‘ theyiS;? na
trained an the risks associated with their handiing nger a concernto the LT,
and uss,
11.5.2.1.2 Health care facifities shall provide
programs of continuing education for their
{personnel. n R
18213 Continging edugation progrtams shalt— |~ ) eSS T { 5 }
w[5]
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include periodic review of safely guidelines and
usage requirements for medical gases and their
cylinders.
K 827 Gas Equipment - Transfilling Cylinders K927
58=0i CFR{s); NFFA 101
Gas Fquipment - Transflliing Cylinders . .
Transfiiling of oxygen from one cylinder o 1. Contactive Action:

another is In accordance with CGA P-2.5,
Transfifling of High Pressure Gaseous Oxygen
Used far Respiration. Transfilling of any gas from
one cylinder fo another is prohibited in patient
care rooms. Transfifing io liquid oxygen
cantainers or to portable containers aver 50 psi
camply with conditions under 11.5.2.3.1 (MFPA
8. Transfilling to liquid oxygen containers ar{o

Environmentai Service Direclor
secured all 5 LOX cylinders by
chaining tham to the wall and placing
themn on roliers.  Facliity Oxygen
Storage room VCT flooting was
removed. Ceramic e will be
installed on or before 10/5/2018.

portable containers under 50 psi cornply with 2. i ﬁﬁﬁ ion of others affected;
conditions under 11.5.2.3.2 (NFPA 99}, All staff working with 02 are
11.5.2.2 {NFPA gg) pOtBl'!?iElﬂy affected by’ deficient
This REQUIREMENT is not met as evidenced practice.
by: . .
Based an observation, the facility fafled to ensure 3. Syste ?dCh ealn.onale defgient
that transfilling procedures and the storage of m‘?«;—‘:’?—"gf‘?—s-'—Léc‘*'i@L
cryogenic medical gas cylinders, was in Egc; ity ﬂat o “‘fte,d by
accordance with NFPA 98, Failure to transfili or b fmmrs;t(;?E?;(;rB 199*9“‘39 on ar
transfer liquid oxygen (LOX) over the appropriate e;*’ Est i ih toensu"i g
substrate and secure cylinders containing LOX, un ffz EL ingt zdaxygﬁr;gyAtn ers
has the potential to expose residents to :\seug ? € secured per
explosians and accelerated fire conditions. This eguiations.
deficient practice affected staff and visitors an the 5 . .
date of the survey, 4 Mgﬁmlmm .
Executive Director or designee will
_— ; \ audit designated oxygen holding
Findings inciude: areas weekly. Resulis of audit wil be
During the facility tour conducted on 9/4/18 from “’:ﬁ‘;’”fbd to QAP ‘;0"."!““‘?9' QAP:ﬂ.i
1:00 - 3:00 PM, abservation of the oxygen ;’1’ orow o);ygen raining zssm:e?# '
storage and transfili room located in maln ED?’ aré no longer a concern 10 1he
Laundry carridor, revealed the ficoring of the '
T j&ﬁfl&ﬁuﬁfﬁ&m&ﬁyjﬁﬂmﬁﬂﬁﬁﬁﬁﬂﬁ:ﬁfﬁﬂ;}§§U@d T L T T
down over concrete. Further observation revealed 1l )7
&
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five {5) unsecured LOX cylinders.
NFPA 98

11.5.2.3 Transfilling Liquid Oxygen, Transfilling of
liquid oxygen shall comply with 11.5.2.3.1 or
11.5.2.3.2, as appiicabie.

11.5.2.3.1 Transfiliing to liquid oxygen base
reservalr containers or fo fiquid oxygen portable
containers over 344.74 kPa

{50 psi) shall include the following:

(1) A designated area separated from any portion
of a facility wherein patients are housed,
examined, or treated by a fire barrier of 1 hour
fire-resistive construction.

(2) The area is mechanically ventilated, is
sprinklerad, and has ceramic or concrete floaring.
(3} The area is posted with signs indicaling that
transfifiing is occurring and that smoking in the
immediate area is not permitted. ‘

{4} The individual transfiling the container(s) has
baen praperly trained in the transfifing
procedureas,

11.7.3,3" Liquid oxygen base reservoir containers
shall be secured by one of the following methods
while in storage or use fo prevent tipping over
caused by contact, vibration, or selsmic activity:
(1) Securing to a fixed obiect with ane or more
restraints

(2} Securing within a framework, stand, or
assembly designed to resist container movemnent
(3) Restraining by placing the container against
two points of contact
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" CTTER - Govemor TAMARA PRISOCK-- ADMINISTRATOR
RUSSELL 3. BARRCN- Director DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSCM, RN, R.H.LT., Chief

BUREAU QF FACILITY STANDARDS

3232 Elder Street

P.C. Box 83720

Boise, ID §3720-0009

PHONE 208-334-6626

FAX 208-364-1888

September 17, 2018

Benjamin Roedel, Administrator
Shaw Mountain of Cascadia

909 Reserve Street

Boise, ID 83712-6508

Provider #: 135090

RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Mr. Roedel;

On September 4, 2018, an Emergency Preparedness survey was conducted at Shaw Mountain
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 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 cach 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.




Benjamin Roedel, Administrator
September 17,2018
Page 2 of 4

Your Plan of Correction (PoC) for the deficiencies must be submitted by October 1, 2018.
Failure to submit an acceptable PoC by October 1, 2018, may result in the imposition of civil
monetary penalties by October 22, 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;

e 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,

¢ 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 October 9, 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 October 9,
2018. A change in the seriousness of the deficiencies on October 9, 2018, may result in a
change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
October 9, 2018, includes the following:

Denial of payment for new admissions effective December 4, 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.




Benjamin Roedel, Administrator
September 17, 2018
Page 3 of 4

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on March 4, 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 mdicate, 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 September 4, 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




Benjamin Roedel, Administrator
September 17,2018
Page 4 of 4

This request must be received by October 1, 2018. If your request for informal dispute
resolution is received after October 1, 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/
Enclosures
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PREFIX
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PREFiX

x5
COMPLETRON
DATE

E 0G0

initial Comiments

The facifty is a Type V{111] single story building
originally constructed in 1963, with an addition
completed in 1971, The east portion of the
building was further re-modeled in 2007 with a
special care unit set-up in that porion of the
facility. The facility is located in a municipal fire
district with support from county and state EMS
services,

The building is fully sprinkiered with an
interconnected fire alarm/smoke datection system
installed that includes corrindrs, open spaces and
residentrooms. The facility is equipped with an
on-site, diesel-fired Emergency Power Supply
System generator and exit corridors are suppiied
with baltery-powered, emergency backup lighting.
The facility is currently licensed for 98 SNE/NF

E 000

correctly applied.

This plan of correction is submitted as
required under Federal and State
regulations and slatues applicable to
long-lerm care providers. The plan of
correction does not constitute
agreement by the facilty that the
surveyor's findings constituie a
deficienzy and / or that the scope and
severity ol the deficiencies cited are

sufvey.

beds with a census of 82 on the date of the

The following deficiencies were cifed during the
annual Emergency Preparedness survey
conducted on September 4, 2018, The facility
was surveyed under the Emergency

FACILITY

v ATANDIARE

2’ ’\
W

E 008
538=F

Preparedness Ruie esfablishad by CMS, in
accordance with 42 CFR 483.73..

The Survey was conducted by

Sam Burbank
Health Facility Surveyor
Facility Fire Safety and Construction

Local, State, Tribal Collaboration Process
CFR(s): 483.73(a){4)

[{a) Emergency Plan, The [facility] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least
annuaily. The plan must do the following:]

E 008

1516

LABORATEH

[y DIRECTOR'S OR PROVIDER/BUPPLIER REPRESENTATIVES SIGNATURE

Mf'ff:;“huuﬂ A ﬂa’!‘ m)é /k‘:".ff{f’/{ f{/.pdd /VM Z;)"ﬁféff)

TiTLE

T8 DAE

o/ /}é

Any deficisnoy statetnent ending with an asteris
other safeguards pravide sufficient pratectien {o the patients, (See instructions.,) Except

dat'm;easy AW

% the is;s%i

ibn may be sceusad from correcting pmvédlng it is determined that
¢ nussing homes, the findings stated above are discirsable 90 days

{oliowing the dute of survey whether or nof a pian of corraction is provided. For nussing homeas, the abows 'ﬁndings and plans of correciion ara disclasable 14
days following the date these documents are mads avaifable to the faciity, ¥ defidancies are cited, anapproved plan of corraction is requisita to continued
program participation,

FORM CMS-2567{02-95) Previous Versions Obsolete

TWOH21
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E 009! Continued From page 1 "E 0089

{4} Inciude a process for cooperation and
collaboration with focal, ¥ibal, regional, State; and
Federal emergency preparedness officials’ efforts . .
to mainfain an integrated response during a 1. Lurective Adlion:

disaster or emergency situation, including Shaw Mountain of Cascadia’s

! documentation of the facility's effaris to contact Emergency Management Plan was
such offictals and, when applicable, of its reviewed and updated on or before

participation in coliaborative and cooperative QOct 5, 2018 by facility QAP
planning efforts. commifiad to include comprehensive

collaboration with local emergency
planning authortties. Facility
administrator or designee to attend
and participate in community /
regional healtheare coalition
meetings.

* [Far ESRD faciliies only at §494.62(a)(4)]: (4)
Include a process for cooperation and
opllaboration with focal, tribal, regional, State, and
Federal emergency preparedness officials’ efforts
to maintain an integrated response during a )
disaster or emergency situation, including 5 L

documentation of the dialysis facility's efforts to . ;&H@ﬁ'ﬁ@m—ﬂhﬁﬁ%@&i@i
contact such officials and, when applicable, of its residents are potentially affected

participation in collaborative and cooperative by deficient practice.
planning effarts. The dialysis facitity must contact a5 . )
the local emergency preparedness agency at : "wmmﬁm
least annually to confirm that the agency is aware _ %’;W
of the dialysis facility's needs in the event of an O mo;’giy Egg;;ﬁﬁfgidm o
emergency. : : s
This REQUIREMENT is not met as evidencad gﬁf;?g:ﬁc;egiaar: Eﬂﬁgfrsaﬂgdmd
by: ; .
Based on record review, it was detarmined the ﬁ;?:fi:rgi;‘;ggfgf Fomm,;’r:'?y
facility falled to document collaboration with iocal, emergenc auihoritief . u::n “f;. ocal
tribal, regional, State and Fedaral EP officials and Adm%nisira};cu;‘ or desi 5;1 ‘atc’ gy
integrated emergency response efforts. Faiture attend next coalition ?n;ei. ohe
to develop a collaborative planning effart with held October 4 ing
muiti-jurlsdictional entities, has the potential to j
limit tha facilities options during a disaster. This 4 ; : :
deficient practice affected 82 residents, staff and QAP} wiliffé:lgi;e:}::r Q;ify ;
visitors on the dafe of the survey. ?reparedness issues Unti they are no ;
. onger
Findings include: ger a concern {o the IDT. IOMB
. 5. Corective Agtion Completed:
On 9/4/18 from 8:30 - 3:00 PM, review of 10/5720H8 mplated: yo

FORM CMS-2567{02-99) Previcus Versions Obanlele TWaH24 if confinuation sheet Page 2 of 12
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E 008| Continued From page 2 E 009
provided policies, procedures and the emergency
plan, failed fo establish documentation indicating
collaborative involvement with local, tribal,
regional State and Federal EP officials, including
such involvement as participation in county EMS
~—~Ior regional healthcare coalition-meetings,
Reference;
42 GFR 4B3.73 (a) (4}
E G30| Names and Contact Information E 030
§8=0 CFR{s): 483.73(c){1}
. ' . 1. rective Actl
E(C) The {faCli;ty, excepi‘ RNHC}S, hospicesi‘ ' Shaw Mountairn of Cascadia’s
transplant centers, and HHAs] must develop and Emergency Management Plan was
maintain an emergency pr epargdnes:s reviewed and updatéd on or before
communication plan that complies with Federa, 10/5/2018 by facilty QAP| committee
State and local jaws and must be reviewed and to Include updated and she-specific
updated at_ least annually. The communication contact list that includes statt, entities
plan must include all of the following:] providing services, patient physicians,
i ) other tacilities, and volunteers,
{1} Names and contact information for the

foliowing:

(i) Staff,

(ify Entities providing services under arrangement.
(iity Patients’ physicians

(iv) Other [faciiities],

{v) Volunteers,

*IFor RNHCIs at §403.748{c).] The
communication plan must include ali of the
following:

{1) Mames and contact information for the
following:

{§ Staff.

{iiy Enfities providing services under arrangement.
(iit) Next of kin, guardian, or custodian.

{iv} Othet RNHCls.

2. Identification of others affected:

All residents are potentiafly affected

by daficient practice.
3. Systemic Changes o ensure deficient

practice does not recur;

Stalf educatad on or before
10/3/2018 by Executive Director or
designee regarding faciiities updated
contact iist,

4. Montor of Corrective Action:
QAP will follow emergency
preparedness issues until they are no
fonger a concern to the IDT.

(v} Volunteers. 5 Coyg ction Cp ted:
10/5/2018
“IFor ASCs at §416.45(c)] The communication /0/5' //5
FORM CaS-2567(G2-99} Previous Versions Obsolets TWIH2% . IFcontimaticn sheet Paga 3 of 12
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(X8}
QUMFLETION
DATE

DEFICIENCY)

E 030

Continued From page 3

plan must include alt of the foliowing:

(13 Names and contact information for the
following:

{}) Staff.

{il} Enfities providing servicas under arrangement.
{iily Patlents' physiclans.

{iey VolurnteeTs.

*[For Hospices at §418.113(c)] The
communication plan must inciude all of the
following:

{1} Names and contact information for the
following:

{i) Hospice employees.

{ii} Eniities providing services under arrangermeant.
{iii} Patients’ physicians.

{iv} Cther hospices,

*IFor OPOs at §486.360{c):] The communication
plan must include all of the following:

(1) Names and contact information for the
following:

(i) Staff.

(i} Entitles providing services under arrangement.
(i) Volunteers,

{iv) Other OPCs.

{v} Transplant and donar hospltals In the OPQ's
Donatlon Service Araa {DSA).

This REQUIREMENT s not met as evidenced
by:

Based on recard review, it was determinead the
facility failed to document a communication plan
which included contact information for volunteers
or volunteer organizations. Failure fo have a
communication plan which includes contact
information for thase parties assisting in the
facility's response and recovery during a disaster,
has fhe potential to hinder both internal and
extemnal emergency response efforts. This

deficient practice affected 82 residents, staff and

E 030

FORM CMS
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E 030] Continued From page 4 E 030
visitors on the date of the survey.
Findings inciude:
On 9/4/18 from 8:30 AM - 3:00 PM, review of
provided emergency plan, policles and
procedures, falled o reveal a communication
plan that included contact information for resident
volunieers
Reference:
42 CFR 483.73 {c) (1)
E 031! Emergency Officials Contact Information E 031 -é%mm . '@E :
55=F| CFR{s): 483.73(c}{(2) ontact list in Emergency

[{c} The [faciity] must devetop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The communication pian must include
afl of the fallowing:

{2} Contact information fur the following:

(i) Federal, Stafe, trbal, regionai, and local
emergency preparedness siaff.

{iiy Other sources of assistance.

“For LTC Facilities at §483.73{t}] (2) Contact
information for the following:

{i} Federal, State, tribal, reglonal, or focal
emergency preparedness staff,

{) The Siate Licensing and Cerlification Agsncy.
{ifi) The Office of the State Long-Term Care
Ombudsman,

{iv) Other sources of assistance.

“{For ICF/lIDs at §483.475(c}:} (2) Contact
information for the following:

Freparedness Binder / Emargency
Pian was updated on or bofore
10/5/2018 10 include ali contact
information required for federal, state,
and county, emorgency management,
state licensing and certification
agency, and the state ombudsman.

Identification of others aflected;

All resldents are patentiaily affected
by deficient practice. ;
Systemic Changes to ensyre Qaﬁciem;'
practice does not recur;

Staff educated an or before

10/5/2018 by Executive Directar or
designee regarding facilities updated
contact list.

Monitor of Correct ction;

QAP will foliow emergency
preparedness issuas unid they are no
longer a concern to the IDT.

Correrlive Action Gompleted:

{i) Federal, State, tribal, regional, and local 10552016
emergency preparedness staff, /Q/ﬁ%/g
H
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(ify Other sources of assistance.

(i} The State Licensing and Certification Agency.
(iv) The State Protection and Advocacy Agency.
This REQUIREMENT is not met as evidenced
by:

‘Based onrecord raview, the facllity failed to

management officials and other resources of
assistance was provided in the amergancy
communication plan. Faflure to provide
information for resources available to tha facifity
has the potential to hinder facility response and
continuity of care for the 28 residents, staff and
visitors In the facility on the date of the survey.

Findings include:

On 9/4/18 from 8:30 AM - 3.00 PM, review of the
emergency plan, policies and procedures,
revealed the pian did not include contact
information for Federal, Stata, and County
emergency management, as walt as State
Licansing and Certification Agency and the State
Ombudsman, Review of the section having these
areas for points of contact, revealed alf sections
for those related agencies were left blank and no
contact information was entered.

Reference: :
42 CFR 483.73 (c} (2}

E 036! EP Training and Testing
sa=F| CFR(s): 483.73(d)

(d) Training and festing. The [facllity] must
develop and maintain an emergency
praparedness training and testing program that is
basad on the emergency plan set forth in
paragraph (a) of this section, risk assessment at
paragraph {a){1) of this section, poiicies and
procedures at paragraph (b) of this section, and

| énstire carrent contact information for emergency |

E 031

E 036
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the communication pian at paragraph {c) of this
section. The fralning and testing program muss
be reviewed and updated at teast annually,
*[For ICFAIDs at §433.475(d).] Training and
festing. The ICF/AD must develop and maintain
an emergency preparedness fraining and testing
program that is based on the emergency plan set 1. Lorrecli jon:
forth in paragraph (a) of this section, risk Shaw Mountaln of Cascadia’s
assessment at paragraph {a){1} of this section, Emergency Managsment Plan was
policies and pracedures at paragraph (b} of this reviewed and updatad on or before
section, and the communication plan at Ocl 5, 2018 by facility QAP
paragraph {c} of this section. The training and ‘committee. Plan to include updated
testing program must be reviewed and updated at and site-specific policy regarding
least annually. The ICFAID must meet the training and testing ot employees for
requirements for evacuation drills and training at ES";‘;Q?“?}Y Mgnagemﬁni}gsan UFI)!OH
ertation and annually. Plan wi
§483.470(n). inciude documentation and staff
*[For ESRD Facilities at §494.62(d):} Training, competency completion. See also F
testing, and orientation, The dialysis facility must 037.
develop and maintain an emergency 2 |denthication of _
preparedness training, testing and patient : Ew.mmﬁm
oriantation program that is based on the residents are potentially affected
emergency pian set forth in paragraph (a) of this by deficient practice.
section, risk assessment at paragraph (a)(1} of . .
this section, policles and procedures at paragraph 3. Syslernic Changes o enswe deficlent
{b} of this section, and the communication plan at fé@?@gmmm
paragraph {c) of this section. The training, testing m?ﬂ;’ﬂ;‘gfe%o” or before
and orfentation program must be reviewed and designos re;’ar;}"gugﬁgzmof ar
updated at least annually,
This REQUIREMENT s not met as evidenced emergency preparedness plan, and
by: thedPP!mles and p_roceduz'as,
Based on record reviaw and interview, it was 22 [;fggtz;ec;ci‘:g" ‘Ulhe provided
determined the facility failed to provide an Coorzmato; oy Catg;e OP;“in?f
emergency prep training and testing program. 1052018 b Executi\.rg?Jirr te °tr9
Lack of a facility ernergency training and testing validute trair?rin et ectorio
program covening the emergency preparedness is avaiable ang offered ung program
nlan, policies and procedures, has the potential to orientation and annal ip':‘"
hinder staff response during a di::;aster. This omployows (annua ltjri mi r?g alordir _/
deficiont practics affected 82 residents, staff and {0 Include updates). j% //g
7WaH24 I continuation sheet Page 7 of 12
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visitors on the date of the survey.
Findinas include: Monitor of Corrective Action:
gs Inc ) Staff interviews will be conducted
. . . randomly to ensure the effectiveness
on QMMB from 8:30 AM - 3‘0(.) PM' review of of the training and or areas that need
provided emergency.p1an, poi_lCEes _and . to be a focus for training. Resulis of
procedures, along with associated inservices, interviews to be reported to the QAP
found no documentation demenstrating the facility commitiee. QAP! will foliow
had a current testing program for staff based on emergency preparedness isstes untl
training conducted over the contents of the they are no longer a concern 1o the
emergency plan. IDT.
Interview of 4 of 4 staff members conducted on Correcti : .
! Corrective Action Completed:
9/4/18 from 10:30 AM - 12:45 PM, established the 10/5/2018
facility had nof yet implemented a testing program
for staff on the contents of the Emergency Plan.
Reference:
42 CFR 483.73 (d)
E 037| EP Training Program E 037
§S=r| CFR(s): 483.73(d)(1)

(1) Training program. The [faciiity, except CAHSs,
ASGCs, PACE organizations, PRTFs, Hospices,
and dialysis facilities] must do all of the following:

() Initial training in emergency preparedness
policies and procedures to alf new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with
their expected role.

(i) Provide emergency preparedness training at
least annually.

(ifi) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

*[For Hospitals at §482.15(d) and RHCs/FQHCs
at §491.12:] (1) Training program. The [Hospital
or RHC/FQHC] must do all of the following:

Corrective Action:

Shaw Mountain of Cascadia’s
Emergency Management Plan was
reviewed and updated on or before
Oct 5, 2018 by facility QAPI
committee. Plan to include updated
and site-specific policy regarding
training and testing of employees for
Emergency Management plan upon
orientation and annually. Pfan will
include documentation and staff
competency completion.

2. ldeniiﬁcat?on of others affected:

All residents are potentially affected

(i) Initial training in emergency preparedness by deficient practice. 9/5‘/@3
) H
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palicies and proceduras to all new and existing
staff, individuals providing on-site services under
arrangement, and volunieers, consistent with
their expacted roles,

(ii} Provide emergency preparedness training at
least annually.

{lii} Maintain documentation of the fraining.

{iv} Demonstrate staff knowledge of emergency
procedures.

*IFor Hospices at §418.113(d):} (1} Training. The
hospice must do all of the folfowing:

{i} initiaf fraining in emergency preparedness
policias and procedures to all new and exisiing
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles,

(i) Demanstrate staff knowledge of emergency

.| procedures.

{iih Provide emergency preparedness fraining at
least annually.

(iv) Periodically review and rehearse s
emergency preparedness plan with hospice
empioyees (including nonsmployee staff), with
special emphasis placed on carrying out the
procedures necessary o protect patients and
others.

*[For PRTFs at §441.184{d}:} {1} Training
program. The PRTF must do alf of the following:

3. Systemic Ghanges to ensure deficient
practice does not rect;
Stalf educatad on or before

10/5/2(18 by Executive Director or
designee regarding currert
emergancy preparedness pian, and
the policies and procedures.
Additional random interviews and
education to be provided as directed
to ensure stafl understanding on the
current emergency plan. Staff
Developmeant Coordinator educated
on or bedare 10/5/2018 by Executive
Director to validate training and
testing program is avaiiable and
offered upon ortentation and annuatly
o employees {annual training
calendar to include updates}.

4. Maonitor of Corrective Action:

Stafl interyiews wilt be conducted
randomly to ensure the efleciiveness
of the training and ar areas that need
to be & focus for training. Results of
interviews to ba reporled to the QAP
committes, QAPI will foliow

~ emergency freparedness issuas until
they are no fonger a concern to the

(i} Initial training in emergency preparedness IDT.

policles and procedures to all new and existing ) )

staff, individuals providing services under 5. Lorecliv Co

arrangement, and volunteers, consistent with 10152018

"1 thelr expected roles.

(i) After initial training, provide emergency

preparedness training at least annually.

{iif) Demonstrate staff knowledge of emergency

procedures.

{iv) Maintain documentation of afi emergency / q 5,/}5
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nreparedness training.

*[For PACE at §460.84(dY.} {1} The PACE
organization musk do all of the following:

{i) Initial training in emergency preparednaess .
“Ipolicles and procedures to all new and existing : : AT I

staff, noividuals proviting on-sita services under e e
arrangement, confractors, participants, and
volunteers, consistent with their expected roles.
(if) Provide emergency preparedness training at
least annually,

(iity Demonstrate staif knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in
case of an emergency.

{Iv) Maintain documentation of afl training.

*[For CORFs at §485.68{d):J(1) Tralning. The
CORF must da alf of the following:

{i) Provide initial training in emergency
preparedness policies and pracedures to ali new
and existing staff, individuals providing services
under arangement, and voluntaers, consistent
with their expected roles,

(il Provide emergency preparedness training at
feast annually.

(i} Maintain documentation of the training.

{iv} Demonstrate staff knowledge of emergency
procedures, All new personne! must be oriented
and assigned specific responsibifiies regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

*[For CAHs at §485.625(d):] (1) Training program.
The GAH must do all of the foliowing:

{i} Initia! training in emergency preparedness
policies and procedures, inciuding prompt

FORM CMS-ZSET{UE—EQ} Previous Versions Obsolete TWaH21 ) If contruation sheet Page 10 of 12
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.| reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,

"| individuals providing services undar arrangement, U
‘| and Valuntesrs, consistant with their expected” 1R B e
roles. '
(i) Provide emergency preparednsess training at g
least annually.

() Maintain documentation of the training.

{iv) Demonstrate staff knowiedge of emergency
procedurss,

*[For CMHCs at §485.920{d):] (1) Training. The
CMHC must provide initial training in emergency
preparedngss policles and procedures to all new
and existing staff, individuais providing senvices
‘under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation ¢f the training. The CMHC must
demonsirate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness traihing at least
annually. .
This REQUIREMENT is not met as evidenced
by: :
Based ¢n record review and interview, it was
determined the facility failed to provide an
emergency prep training program. Lack of a
training program on the emergency preparedness
ptan and palicies for the facility, has the potential
to hinder staff response during a disaster. This
deficient practice affected 82 residents, staff and
visitors on the date of the survey.

Findings include:

On 9/4/18 from 8:30 AM ~ 3:30 PM, review of
providad emergency pian, policy and procedures,
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revealed no substantiating documentation
demonstrating the facility had a training program
for staff basad on the plan.

Interview of 4 of 4 staff members on 9/4/18 from
10:30-AM =12:46 PM revealed no specific

“Itraining was conducted o ths emerganicy planor |

its contends,

Reference:
42 CFR483.73 {d} (1)
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