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October 30, 2018

Patrick McNabb, Administrator
Ivy Court

2200 Ironwood Place

Coeur d'Alene, ID 83814-2610

Provider #; 135053

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. McNabb:

On October 23, 2018, a Facility Fire Safety and Construction survey was conducted at Ivy
Court 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 November 12, 2018.
Failure to submit an acceptable PoC by November 12, 2018, may result in the imposition of civil
monetary penalties by December 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 conipleted.

o The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567. If a State Form was 1ssued 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 27,
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 27, 2018. A change in the seriousness of the deficiencies on QOctober 27, 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 27, 2018, includes the following:

Denial of payment for new admissions effective January 23, 2019.
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 April 23, 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 October 23, 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.ecov/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 November 12, 2018. If your request for informal dispute
resolation is received after November 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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' RINTED: 11
DEPARTMENT OF HEALTH AND HUMAN SERVICES . P 'PJSM APP[%%:VO;S
OMB NO, 0938.0389

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {(*1) FROVIDERISUPPLIER/CLIA {2) MULTIPLE CONSTRUCTION [X3) DATE BURVEY
AND PLAN OF CORRECTION COMPLETED

IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE BUILDING

o 135063 B, WING 10/23/2018

NAME OF PROVIDER OR 8UPPLIER ETREET ADDRERS, CITY, STATE, XIP CODE
2200 IRONWOOD PLACE

.
Wy GouR COEUR D'ALENE, ID 83814

o) 10 SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'E PLAN OF CORRECTION (X5}
{EACH DEFICIENTY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
CROBS-REFERENCED 1O THE APPROPRIATE DaTE

PREFIX
TAG REGULATORY OR LEC DENTIFYING (NFORMATION) TAG
DEFIGIENGY)

K 000 | INITIAL COMMENTS KoQo| koo
“This plan of corractian constitutes this
Facifity's written ailegation of compilance

Trl;:;agggynlidamsg‘gf Si?gé T):Kg M (t: 1:!3'9 For the deficlencles cited. This submission
consiry mp automatic Of thie plan of correction s not an admission

suppresslon and fire alarm syatem. Smoke Of or agreement with the deficlencles or

dataclion covers the comidars and open areds. Conclusions contained in tha Department’s

The faciiity was bullt In 1873 and s currently Inspaction regort”

licansad for 80 SNF/NF beds.

The following deficiencles wera cited at tha abova
tacility during the annual fire/life safaty code
survey conducted on October 23, 2018, The
facllity was surveyed under the LIFE SAFETY
CODE, 2012 Editlon, Chapter 108, Exisfing
Healthcara Occupancies, In accordance with 42

CFR 483.70.

O The survey was conducted by:

Nate Elking, Superviser
AH.I-Fire Life Safety Program
K 222 | Egrega Doars

s8=g | CFR(s): NFPA 101

K222

Egress Doorg

Daers in a required means of egrasa shall not be
equipped with a tatch or a lock that requires the
ugwe of a teol or Key from the egresa side unicss

using one of the foliewing special locking |
arrangements: |
CLINICAL NEEDS OR SECURITY THREAT
LOCKING ’

Where spaciaf locking arrangemsnts for the
clinical secutity neads of the patient sre uged,
only one focking device shali be parmitied on
each door end provisions shall be made for the
rapid removal of ocgupanta by: remole conirol of
lockas; keying of ait locks or keys camied by staff at
all times; or other guch rellabi= means available

IX6) DATE

\TORY TIRECTOR'E OR PROVIDER/SUPFLIER REPREEENTATIVE'S BIGNATURE LG ‘

_ ‘ EZ0) W12 UK
Any deftclency alatament snding with an antetlsk {*) denates aleficlency which the lnstilutlon may be excused from corectirig providing it Is determinad tHat
other eafaguands provide aufiicient pratection 1o the palients. {See Inatructlona.) Excapt for nursing homas, the findings ateted ebove are disclosshis 50 days

foliowing the dute of survay whetter of not 8 plan of cofrection 18 provided, For nursing homas, the ebovs findings and pians of coraclion ane dieclosabte 14
» foliowing the dets thews documents are made avaltable ta tha facllity. if deficlancies ure cltad, eb approved plan of correction is requisita o ontinued

Jgrum panicipation,

LABOR

Pty I0: MOEON1160 If continuation shaet Pegm 1 of 8

FQRM CMB-2567(02-99) Previous Verslons Otmnolete Evant jTx; SEBX21
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CENTERS FOR MEDICARE & MEDICAID SERVICES

{FAX¥208 676 8276 P.007/025

FRINTED: 11/06/2018
FORM APPROVED
OMBND. 0938-039]

{X2) DATE SURVEY

STATEMENT OF DEFIGIENCIES (%1} PROVIDER/GUEPLIER/CLIA %2} MULTIRLE CONSTRUCTION
AND ELAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING 01 « ENTIRE BUILEING COMPLETED
135063 B WiNG 10/23/201B
NAME OF PROVIDER OR SUPPLIER STREET ADDRIESS, GITY, STATE, ZIP GODE
2200 IRONWQOD FLACE
IVY GOURT GOEUR D'ALENE, ID 83814
4 1D EUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 0es)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFiX (EACH CORREGTIVE ACTIDN SHOULD BE COMPLETION
TAG REQULATORY OR L3C {DENTIFYTNG INFORMATION} TAG CROBE-REFERENCED TO THE APFROPRIATE oarg
DEFICIENCY}
K 222 | Continued From page 1 K 222
to the staff at all tmesa.
18.2.2.2.5.1, 15.2.2.2.8, 19.22,2,6.1, 18.2.2.2.5

SFECIAL NEEDS LOCKING ARRANGEMENTS
Whers special locking arrangaments for the
gafely needa of the patlent are used, all of the
Clinlcal or Bacurity Locking requirements ara
belng met. in addition, the iocks must ba
elactrical focks that fall mafely g0 az to release
upon loss of power to the devige; the bullding ia

protected by a supervised automatio sprinkler
gystem and the locked space I3 protected by a
completa smoke detection syatem (or is
constantly monitored st an atiended lacatlon
within the locked space); and bath the sprinkler
and datection systems are arranged to uniock the
doors upon activation,

18.2.2.2,5,2, 19.2,.2.2.6.2, TIA 12-4
DELAYED-EGRESS LOCKING
ARRANGEMENTS

Approved, listed delaysd-egress locking aystems
instalfed In Aaccordance with 7.2,1.8.1 shall be
permittad on door assemblies serving low and
ardinary hazard contents in bulidings protectad
throughaut by an epproved, supervised automatlc
fire detaction system or an approved, supervised
gutomatls sprinkler system,

18.2.2.2.4, 19.2.2.24

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlied Egress Door aszemblies
Inatslled in secerdance with 7,2,1.6.2 shali be

permitted,

18.2.22.4, 19.2.2,2.4
ELEVATOR LOBEBY EXIT ACCESS LOCKING
ARRANGEMENTS -

Elavator lobby exit recess door locking In
accordance with 7.2.1.6.3 ehall be permitted on
door assemblies In bulldings protected throughout

IF continualfan shest Page 2 of B .

FORM CME-2557(02-89) Pravioun Veraiche Obsalala

@

Buant 1D SEGKZY

Faally 0: MDADOHED
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES %1} PROVIDER/BUPFLIERICLIA
{DENTIFICATION NUMBER:

AND FLAN OF CORRECTION

{FAX)208 B76 8276 P,010/D25

PRINTED: 11/06/2018
FORM APPROVED

1350523

OMB NO, 0938-0391
%2} MULTIPLE CONSTRUETION {X3) DATE SURVEY
COMPLETED

A. BUILDING 01 « ENTIRE BUILDING

A, WING 10/23/2018

NAME OF PROVIDER OR SUFPLIER

ETREET ADDRERS, CITY, STATE, ZIP CODE
2260 IRONWOOD PLACE
COEUR D'ALENE, ID 83814

O

WY COURT
o4} [0 BUMMARY STATEMENT OF DEFICIENTIES o PROVIDER' FLAN OF CORREGTION )
EREFIX {EACH DEFICIENCY MUST BE PHECEDED BY FULL PREFIX (EACH COHRECTIVE ACTION SHOULD BE CUMPLETION
TAG REGULATORY OR LEC IENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K222 Contiiued From page 2 K 222K 222

by an apptoved, supatvised automatic fire
deiection system and an appraved, supervised
automatic sprinkler system.
18,22.2.4,18.22,24

Thizs REQUIREMENT I3 not met as evidenced
by:
Based on abservation and interview, the facility
falled to ehsure that exit doors were arranged fo .
ba readily opened from the egress slde. Fallure to
maintain meang of agress far full inatant use
could hinder the safe evacuation of residents
during an emergency through = marked Exit. This
deficient practice affected 89 residents, staff and
visitors on tha date of the survey.

Findings Include:

During the facllity tour an October 23, 2014 at
approximately 1:00 PM, observation of the sliding
glaas doors exiting from the dinlng arez revealed
the door was squipped with a wanderguard
system with delayed egress, but was also
equipped with & deadbaolt atyle lock on the the

egross side. When asked, the Maintenance
Supervisar stated tha facility uses the deadbolt
lack after hours to deter unwanted visitors.

Actual NFPA standard:

18.2,2.2.4 Doora withinh a required means of
egrass shall not be equipped with a lafch or lock
that requires the uae of a tool of kay from the
agress pide, unless otherwise permitted by one

of the following:
{1} Lacke complying with 19.2.2.2.& shall be

permiftad,

What corrective action wil be accomplished
for thoge residents found te have been affectad
by the deficlent practice,

Emeargency signage was remaved.

There were no rasldent Identifled.

How will you [dentify other residents who have

the potential to be affected by the deficiant
Practica and what corrective action wiil be taken.
Thers are no resldents dentifled, Residents at the
Facility have the potentlal to be affectad by this
Deflelent pracelee.

Exit s1gnage was removed from siiding glass donr
That indlcatad emergancy exit, Floor plan never
Indicatad that sliding gluss door was an erargency
Exit.

Mensuras In place and what systentic changes

will be made to ensura tha the deflcient

practice does not recur.

Facliity wiil review weekly the status of emergency
Exlt doars and documentation in TELS to validate

Compilance.

How the facility plans to moniter performance
to ensura the corrective actions are effective
und comphliance Is sustained,

TELS raports will be reparted in QAR ronthiy X
3 to ensure compfiance and any aducations)
Opparhinities,

Person responsible for tompllanca
Maintenance Director or designee 1s responsible for

Compilance

Date of compliance,

FORM CM3-2587(012-58) Pravious Veriionz Obaolate

‘)

{2)*Delayed-agrass locks complying with
7.2.1.8.1 shall be permittad. 12/23f2018
{3)*Access-conirolled agreas doors complyling
with 7.2.1.6.2 shall ba parmitted.
Evant 10 ARK21 Faciity ID: MDEOO1150 It canlitwation sheet Fage 3 of 8
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DEPARTMENT OF HEALTH AND HUMAN EERVICES

__CENTERS FO EDICARE & MEDICAID SERVICES
[ aratemenT oF oericiencies (X1} PROVIDERISUPPLIERICLIA
|DENTIFICATION NLUMBER:

(FAx)208 676 8276 P.D11/025

PRINTED: 11/08/2018
FORM APPROVED
OMB NO. 0838-0381

{%2) MULTIPLE CONBTRUGTION (X4) BATE BURVEY
GOMPLETED

A, BUILOING 01 - ENTIRE BUILDING

AND PLAN DF QORRECTION
135053 8. WiNg 1912312018
NAME DF PROVIBER OR BUPPLEER STREET ADDRESS, CITY, BTATE, 2IF COOE
#200 IRGNWOOD FLACE
IVY COURT GOEUR D'ALENE, 1D 83814
P} 1D SUMMARY STATEMENT OF DEF|CIENCIES D PROVILER'S PLAN OF CORRECTION {15
PREFIX (EACH DEFICIENCY MUST RE PRECEDED AY FULL PREF|X, (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY QR LSG IDENTIFYING INFORMATION) 1AQ CROSS-REFERENCED TO YHE APPRUPRIATE DATE
DEFIDIENGY)
K 222 | Continued From page 3 K232
(4) Elevator lobby exlt accmss door locking In
accordance with 7.2.1.8.3 shall be permitted,
{5) Approved existing door-Incking installations
shall be parmitted
K 324 | Cooking Fagllities K324
Sawf | CFR(8): NFPA 101
GCooking Facilitles

Gooking equipment {s protected {h accordances
with NFPA 98, Standard for Venillatlon Coniral
and Fira Protection af Commercial Cooking
Cparations, unlass:

* resfdentlal cooking equipment (.e., amall
appliancaa such as microwaves, hot plates,
toasters) are uzed for food warming or limied
cooking in accordanca with 18,3.2.5.2, 18.3,2.5.2
* gooking faclliifes opan ta the corrldor ln smoke
compartments with 30 or fewer patients comply
with the conditiohs under 18.3.2.5.3, 19.3.2.5.3,
or .

* tooking facliifles In smoke compartiments with
30 or fewer patlents comply with conditions under
18.3.2.54, 19.3.2.5.4,

Caoking facllities protected according to NFPA 96
per 5.2.3 are not required {o be enclosed as
hazardous areas, but shall hot be open to the
corrdor. ‘

18.3.2.5,1 through 18.3.2.5.4, 19,3.2.5.1 through
15.3.2.5.5, 8.2.3, TIA 12-2

This REQUIREMENT s not met as evidenced
by:
Baaed oh recaord reviaw and interview, the facility
failad to sheurs seml-anhual [nspaction of the
Kitchen hood was conducted, Failure to condust

FORM CME-2587(02-08) Previcua Ventlons Obaolate

Evant ID: 6EEK2Y

Fuciilty ID: MDSCO1150 I canlinuallon sheet Page 4 of &
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CEPARTMENT OF HEALTH AND HUMAN BERVICES

{FAX)208 676 8276

P.015/025

PRINTED: 11/08/2018
FORMAPPROVED

QMB NG, 0938-0381
{X3) DATE SURVEY

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENDIES {*%1} FROVIDER/SURPLIBR/CLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING 61 » ENTIRE BUILDING COMPLETED
136053 B. WING 40/23/2018
NAME OF PROVIDER OR SUPPLIER BTREET ADORESS, CITY, STATE, 2IP CODE
2200 IRONWOOD PLACE
Y GOURT COEUR D'ALENE, ID 83814
(%43 In SUMMARY STATEMENT OF DEFICIENIES D PROVIDER'S PLAN QF CORRECTION {xs)
PREFIX (EACH DEFICIENGY MUET BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY R LEC JDENTIFYING INFORMATION) TAR caoss-nsmnauggg[gﬁ J%E APPRUPRIATE taTe
D
K 324 | Continued From page 4 K324} K324
seml-annual Inspections of cooking ventilation ) . [
aystems could increase the risk of firas due to What corrective action will be accomplishad
excessive bulld-up of grease laden vapars. This for those rasidents found to hava been affacted
deficlent practice affectad 89 residents, staff and by the deficlent practica.
visltors on the date of survey, - Di-annuat hood inspections are up to data and
In carnpliance,
Findings Include: There ware no residents |dentifled,
Raview of Inspactlon reaords on Oclobar 23, How wilt you identlfy ather residents who have
2018 fram 9:00 AM to 12:00 PM, revealed ;';: g;’c?::‘;':j;:'fc;f::::;:’::c‘:‘:n{:gf’::;m
glﬂﬂningeg’; ﬂ:llf["[Ki;%l‘!la; t:':?'s esyratfim was rt Theje ware no residents [dentifisd, Resldents
umple n iy previgus rapa At the facliity have the potential to be affacted
revealad June 6, 2017, When asked, the By this deficlent practice
Maintenance Director stated the facility was :
unawara tha hood inspection was not completed Measuras in
place and what systemic chatiges
batwaen June 2017 and July 2018, will be made to ensura that the deficlant
practice doas not racur,
Actual NFPA standard: Required bl-annuat inspection and service is
g to date and resuits documented snd
NFPA 88 reviewed I TELS far complance,
11,4* Inspection for Grease Bulldup How the faclity plans to monitor performance
The antire exhaust system shall be Inspected for t0 ensure the corrective actions are effactive
grease buifdup by a properly tralned, guaiified, and compltance is sustainad,
and certillad person(s) acceptable ta the suthorlty Hood claanlng and Inspectlon 15 sehadule vig
having jurisdictlan and in azcordance with Tabla TELS and upcoming sarvice rasults after the fact
11.4. will be reviewed in QAPI monthly X 3 for
k correctlan or educational puypases.
11.8 Cleanlng of Exhaust Systems
Person responsible for compliance
11.6.1 Upon inspection, if the axhaust system ia Maintenance Director or desfgnee will b
found to be contaminated with deposits from Responsible for compllance.
greasa-laden vapors, the contaminated partions o .
of the exhaust system shall be cleaned 12’;;;';‘1%’;‘“ ance.
by a properly trained, qualified, snd certified
person(s) accepiable to the authority having
jutisdiction.
K 381 Sprinkler Systam - Installation K 361

If conllnuatior shist Pana 6 of 8

FORM CMS-288T(02-98) Pravious Vexjonk Obsolste

)

Event |0 SEaK21

Fadily [T MDS001180
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DEPARTMENT OF HEALTH AND HUMAN BERVICES

({FAX)208 676 8276

P.016/025

PRINTED: 11/06/2018
FORM APPROVED

OMB NO. 0938-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES
_ STATEMENT OF DEPICIENCIES 1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONRTRUGTIQN {45} DATE BURVEY
I -\’ AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BULDING 01 - ENTIRE BUILDING OOMPLETED
\.
135053 B WING 10/23/2018
NAME OF PROVIDER DR BUFFLIER STRERT ADDRESS, CITY, STATE, ZiP GODE
2200 IRONWOOD PLACE
IVY GOURT
Vv e COEUR D'ALENE, ID g3814
(%3} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIZER'S PLAN OF CORREGTION (xm)
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LEG IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED T THE APPROPRIATE DATE
- DEFICIENGY)
K 351 | Continued From page & K 351] k351
85=E | CFR{s): NFFA 11
What corrective action will be accompiished

Spinkler System - Inatallailon

2012 EXISTING

Nursing homes, and hospltals where required by
canstruction type, are protected throughout by an
approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Instaliation of Sprinkler Systems,

In Type | and }f conatruction, alternative protection
measuras are parmittad to be subafitutad for
sprinkler protection In spacific areas where glate
or locr| regulations prohibit sprinkiers.

in hospitals, sprinkiars are not required In clothes
clogets of patiant sleaping rooma where the area
of the classt doas not exteed 8 square feet and
aprinkler covarage covers the closet footprint as
required by NFPA 13, Btandard for inatailation of
Sprinklar Systema.

19.3.5.1, 18.3.5,2, 18.3,6.3, 18.3.56.4, 19.3.5.5,
10.4.2,19.3.5.10, 8.7, 8.7.1.1(1)

This REQUIREMENT s not met ag evidencaed
by:
Basged on obaervatipn It was determined the
facifity failed to provide a means to keeping
continuous chstructions away frorn a sprinkler,
Failure to proyide clear spree for the sprinkler
system to affectively oparate could hinder
protection for egress and protection from firee to
fully davelop, This defioient practfce affects 62
residents, staff, snd visitors an the day of survey.

Findings Include:

During the facility tour on Qctober 23, 2018, at
approximately 1:00PM, observation of the front
maln enirance axit sign, which measurse 12" x
7.6" x 1.5", revealed the sign was within 2-4

inches from the insteliad sprinkler head, When

for thase residents found ta have bean affectad
by the deflcient practice,

There were no residents identified,

The exit/foad lght was installed 32 inches away

fram sprinkler hend.

How wilt you identify other residents who have
the potentlal to be affected by tha deficlent
Practice and what correctiva action wlil ba taken.
There ara ne residants idant!fled, Resldents at the
FacHity have tha potential to be mffected by this

Defleient practics,

Measures in placa and what systamic changes
wiil be made to ansure that the deficient
praciica does not racur,

Emergency lighting will be Inspectad weekly
Through TELS systern,

How the faclity pians to manitor performance
1o ensure the corrective actlons are effectiva
and compliance ix sustained,

TELS results of inspactions will be reported
during QAP monthly X 3 for corrections

or educationat opportunithes,

Parson responsible for compllance
Malntenance Director or designee will
Ba rasponsible for compliance.

Dots of compilance,
12/23/2018

FORM CME-2B6T(02-68) Praviovs Vanlans Obeolste

‘)

Evant 1D; BESK21

Facllily 1: MOBA015G

" it confinuation shent Page Bof 8
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{X1) DATE SURVEY
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DEFARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES (x1) PROVIDER/GUPPLIER/GLIA {%2) MULTIPLE CONRTRUCTION
A, BUILDING 01 - ENTIRE BUJLTTING

10/23/2018

1315053 B, WING
NAME OF FROVIDER OR SUPPLIER STREET ADERESS, CIVY, STATE, 2P 0O0DE
2200 IRONWOOD PLACE

IV¥ COURT COEUR D'ALENE, D 83644

4) i BUMMARY BTATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN DF GORRECTION x8)
(EACH DEFICIENGY MUST BE PRECEDED RY FULL PREFIX {EACH CORREGTIVE ACTION EHOULD BE | COMPLETION
CROBB-REFERENRED TO THE APPROPRIATE Bare

PREFIX
TAG REGULATORY OR L3C IDENTIFYING INFORMATICHN) TAG
DEFICIENGY)

K 361

K 361 | Continued From page 8
asked, the Maintenance Diractor stated the
facliity was unaware of the obsiruction,

Actual NFPA Standard
8.8.5.2.1,3"* Sprinklers shall ba positioned away

from obsfructions a minimum distance of thraa
{imes the maximum dimension of tha obstrtiction.

See Table 8.6.5.1.2 Posltioning of Sprinklars to
Avold Obstructions to Discharge

K712 Fire Drills
8B=F | CFR{=s): NFPA 101

K712

Fire Drills
Fire drills include the transmission of & fire alarm

(j signal and slmulation of emergency fire
conditiong, Fire drills are hald at expected and

unexpeacted imes under varying conditlons, at

least quarterly on each shift, The staff Is familiar

with procedures end fs awars lhat drills are part of

gstabllshed routing, Whare drills are conductad

betwean 9:00 FM and 8:00 AM, a coded

announcemant may be used Instead of audible

alams,

18,7.1.4 through 19.7,1.7

ghls REQUIREMENT Is not rmet as evidericed

v,

Brased on observation and interview, the faaility

falled to ensure fire drills were conducted one per

shift per quarter. Failure to perform fire drills

duarterly for each shift has the potential to hinder

slaff responas in the event of a fire. This deflcient

practice affected 69 residents, siaff and visitors

on the date of the survey,

Findings Include;

During review of provided facliity racords
l}

If cantinvation sheat Pags 7 of &
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MFDICARE & MEDICAID SERVICES OMB ND. 0838-0381
STATEMENT OF DEFIZIENCIES 1) PROVIDER/SUPPLIER/GLIA {¥2) MULT|PLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
136063 B, WING 10/23/204 8
NAME OF PROVIDER 1R EUPPLIER STREET ADDRESS, CITY, 8TATE, 2IP CODE
2200 IRONWOGD PLACE
VY C
! QURT COEUR D'ALENE, ID 83814
{¥4) iD BUMMARY STATEMENT OF DEFIGIENCIES [»] FROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PRERIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY DR LEG IDENTIFYING INFORMATIGN) TAG OROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENGY}
K712 | Continued From page 7 K712/X711
conducted on Octaber 23, 2018 from 8:00AM to b 1ish
12:00PM, no records were provided 1‘,”":; “’"“}L‘"’ i"'f’:" o it f:dt g
demonstrating fire drllls were performad for the bzrth::r:t;:fm::;:ﬂ:: @ have haen alfecte
4th quarter PM and 4th quarter NOG shlfis, When )
asked, Maintenanca Diractor stated he was not i::r:’\'f: i dd::; E’;';f:!;zfg/ 2017,
awars of the missing fire drills. :
. Hew will yau ident!fy other resldents wha hava
Actual NFPA standard: the potential to he affected by the deficient
, All residents may be affected by this deficlent
18.7* Operating Features. Practice. v
18.7.1 Evacustion and Relocation Plan and Fire Practice and what corrective action will be taken,
Drlls, Fira drllis will be completed for compliance and
fteviewed in Safety Committes monthly.
19.7.1.6 Drills shall be conductad quarterly on
aach shift to familiadze facility personnel (nurses, Measures In pface and what systemic changes
- Interns, maintenance engingers, and will be made to ansure that the deficient
(_) administrative staff) with the slgnals and practice does nat recur.
- emergency sction required under varied All fire drills will be document and reviewed in
condltions. TELS to ensurs compliance,
How the facliity plans to maniter parformance
1o ensure the corfective actlons are effactive
and compllance |5 sustainad.
Results of all flve dritls will be reported to
DAP! via TELS reports monthly X 3 to ansurs
carrectiva action and or educational
apportunities,
Persan responsibla for compliance
Maintenance Director or designas will
be respansible for compliance,
Date of compllance.
12/1372018
Event Iy EESKTH Fedify 10: mOECD 1180 if cantinuaticn shas! Page & of 8
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER - Govemor TAMARA PRISOCK— ADMiNISTRATOR
RUSSELL S. BARRON- Director DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, R.N.,RH.LT., Chief
BUREAL OF FACILITY STANDARDS

3232 Elder Street

P.O. Box 83720

Boise, ID 83720-0009
PHONE 208-334-6625
FAX 208-364-1888

October 30, 2018

Patrick McNabb, Administrator
Ivy Court

2200 Ironwood Place

Coeur d'Alene, ID 83814-2610

Provider #: 135053

RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Mr. McNabb:

On October 23, 2018, an Emergency Preparedness survey was conducted at Ivy Court 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.




Patrick McNabb, Administrator
October 30, 2018
Page 2 of 4

Your Plan of Correction (PoC) for the deficiencies must be submitted by November 12, 2018.
Failure to submit an acceptable PoC by November 12, 2018, may result in the imposition of civil
monetary penalties by December 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,

o 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 27,
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 27, 2018. A change in the seriousness of the deficiencies on October 27, 2018, may
result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
October 27, 2018, includes the following:

Denial of payment for new admissions effective January 23, 2019.
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.




Patrick McNabb, Administrator
October 30, 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 April 23, 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
Repgional Office or the State Medicaid Agency beginning on October 23, 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/Providersiacilities/StateFederalPrograms/NursingFa

cilities/iabid/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 November 12, 2018, If your request for informal dispute
resolution is received after November 12, 2018, the request will not be granted.




Patrick McNabb, Administrator
October 30, 2018
Page 4 of 4

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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E 000 | Initial Cormmaents E 000/ 'E doo

.*This plan of corraction constitutes this |
Facllity’s weitten allegatlon of compliance

The facility is a single story, Type V (111) For the deficiencins cited. This submisslon
construction with a complete automatic fire Of this plan of correction Is not an admissian
suppression and fire alarm system. Smoke Of or agraement with the deficiencies or
detection covers the corrldors and open areas, Concluslons contained in the Dapartmerit's
Tha facility was bullt In 1973 and ls currently inspaction report” .

licensed for 80 SNF/NF beds,

The following deficlencles wer cited during the
Initial Emergency Preparedness Survey
¢onducted on October 23, 2018, The Tacility was
surveyed under the Emergency Preparadness
Rule established by CMS, In accordanca with 42
CFR 483.73.

The Survey was conducted by:

Nate Elking, Supervizor

AHJ-Fira Lifs Safety Program
E 006 | Plan Based on All Hazards Risk Assessment E 008
gg=p | CFR{s): 483.73{a){1)~{2)

[(2} Emargency Plan. The [facility] must develop
and maintain an smergency preparsdnesa plan
that must be reviewed, and updated at least

annually. The plan must do the following:] Noy 13 2008

(1) Be basad on and include a documanted,
facliity-based and community-based risk E &@@Lﬁ%{ g’g"ﬁmgg ARDE

assessment, utilizing an all-hazards approach.®

*[For LTC faciltias at §483,73(a)(1):] (1) Be based
on and Inélude a documented, facllity-based and
community-based rigk assessment, utiizing an
gll-hazards approach, including missing residents.

*[For ICF/IDs at §483.475(s)(1%:] {1) Be based on
and include & documentad, facility-based and

R G R'S OR-PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

e et ED Wiz (\“%M

Any defiffency alatomant ending with an astariak (*) denales a deflclancy which {he Inatiiution mey be excused frem comrecting providing it ls determined that
pther safaguerds provide sufficlent protection to the patlants. (Sas instrucllons.,) Except for nureing homes, 1he findings stated above are disclosable 90 days
followlng the date of survey whathar or not a plan of carraclion Is pravided. For nuraing homea, the above findinge and plans of gorraction ore disctosable 14
days following the data thaza documants ara mada avallakle ta the facliity, [f deficiencies ara clted, an appraved plan of cormaction s raquisita to cantinuad

pragram parieipation,

FORM GMB-2567(02-88) Pravicus Versiona Qbsolle Event ID:GEEK21 Faclifly iD; MDS0M1 80 If continuatlon ahest Page 1 of 17
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PRINTED: 11/08/2018
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIER {X1) PROVIDER/SUFPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {¥3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIOATION NUMBER: A BUILDING GOMPLETED
135053 B. WING 10/23/2018

NAME OF PROVIDER OR 3UPPLIER

§TREET ADCRESE, CITY, BTATE, ZIP CODE
2300 IRONWOOD PLACE

community-based risk asseasment, utilizing an
alkhazards spproach, including missing clients.

{2) Include strategies for addressing amergency
events identifiad by the risk assessment.

* [For Hosploes at §418.113{a)(2):] (2) Include
stratagles for addressing emergancy events
identified by the risk nasessment, including the
mahagement of the conseyuences of power
fallures, natural disagters, and other emergencles
that would affect the hospice's ability to provide

cars.
This REQUIREMENT is not met as evidenced
by:

Based on record review-and intarviaw, it was
detarmined the facllity falled to develop an
Emergency Preparedness program that included
a relevant facllity based and community-based
rsk asaeasment. Fallure to pravide a relevant
facility and community-hased risk assessment,
hae the potential to facus staff training and
resources on hazards that ars not site apecific,
This deficient practice could paotantially affect all
residents, staff, and visitors on the date of the
ELTVAY, :

Findings Inglude;

1) On October 23, 2018 from 9:00AM to 10:30
AM, review of the provided emergency plan,
palicies and procedures, ravealed the facility HVA
(Hazard Vulnerahility Analysls) stated zere risk for
Hurricanes, Tropical Storms, and Tsunami'a.
Upon further review, the faclity provided policies
and procedures for these types of disasters.

2) On October 23, 2018, during review of the

provided emargency plan, the facility did not

VY GOURT GOEUR L'ALENE, ID 83814
(1) 10 SUMMARY STATEMENT QF DEFICIENCIES []»] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX, (EACH PEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATQRY OR LEC IDENTIFYING INFORMATION) TAG CROBB-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
E 008 | Confinued From page 1 E 006 'EO0B

What corrective action wifl be accomplished
for those rasldents found to have basn affactad
by tha deficlent practice. *
“There were no residents identified,

Hazard Vulnetablfity Assassmant has basn
Updated to reflact hazards refstiva to our arep,

Howy will you identify other residents who have
the petantlal to be affactad by tha daflciant
Practice snd what corrective action will be taken
Al rasident may he affacted,
‘The Emergancy Preparednas manual will be
Reviewed annually to ensure that the correct
‘Hazards are ldentifled.

Msazures in place and what systemic changes
will e made to ensure that the deflciant
.practlca ddes nat racur.

;The Emergency Preparedness manual will be
IReviewed/updated and In-sarvicad annually.

‘How the facillty ptans to moniter performance
to ensure the eorractive actlons are effactive
and compliance Is sustainad.

Raviaw and assessmrent of Emergency Manual
will occur in QAP monthly X 3 far corrective and
or educational apportunitles.

-Person responsible for comphance
mMaintenance Diractor or designas wilf be
‘Respaniible for compliance.

Date of camplianca,
12/23f2018

FORM CME-2587{02-00) Previous Visralions Obaslste

Event ID; BEGKZ1

Frclllty I0: MDEGO1150

if conlinuation ahast Paga 2 of 17
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[{a) Emergency Plan. The [faclity] must develop
and maintain an smergency preparedness plan
that must be reviewad, and updated at [east
annually, The plan must do the following:]

(3) Addrezs patient/client popuiation, Including,
but not limited to, persans at-risk; tha type of
setvices the [facility] has the abllity to provide In
an emergency; and continuity of operations,
inlcludlng delegations of authority and succesglon
plang,**

*Note: ['Peraons at risk” does not apply to; ASC,
hespice, PAGE, HHA, CORF, CMCH, RHC,
FQHC, or ESRD facliities.]
ghls REQUIREMENT Is not met as evidenced
¥
Based on record review, It was determined the
facility falled to provide an smergency plan,
policles and procedures, addressing the types of
services the facifity has the ability to provide
during an emargency. Failure to address the
avallable services the facillty can provide during
an emergency, has the potential to hinder

T
VY GOUR GCOEUR O'ALENE, ID 83814
(%4} |D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'G PLAN BF GORRECTION )
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8O IDENTIFYING INFORMATION) TAG C:RDSSrREFERENL‘.E]D’Eg g‘g& APPROPRIATE baze
DEFIC
E £06 | Continuad From page 2 E 008
provide a comimunity-based Risk Assessment,
When asked, the Maintenance Director snd the
Administrator stated they were unaware of the
non-refevant policles and procaduras as well as
ho community-baged riek assessment wan . i
provided, E007
"What corrective sction will be accompitshed
Referanca: far these residents found to have been affected
42 CFR 483.73 (2) (1) - (2) Al d
E 007 | EP Program Patlent Population Eog7| TTorewersnoresidents Wentified.
58=F CFR(S); 483.73(a)(3) How will you [dentify other resldants whao have

the patantial 4o be affected by the deflclant

There were no residants [dentifiad. Res(dents st
Jthe facility have the potentiai to be affacted by
this deficlant practies,

,Maasures in place and whet systemic changes
]wIEI be mads to ensura that the deflcient
practice does not recur,

Palicy and procetures have been establishad
Including list of resaurces and abilitles facility
[Can provide within scope of practice.

_How tha facility plans to monitor performanca
to ensure the corrective actlons are effective
and compliance is sustained,

Palicy and Procedures and resources facility Is
Able to provide will he In sarvicad ta ataff on-
Going and results reported in QAPI monthly X 3
For educationat and corrective opportunities,

Person rasponsible for compliance
Malntanance Director or designee will be
Responsible far compllance, !

Practice and what corrective action will be takan,

Date of campllance,

(':1‘2123/;013

FORM CME-28B7{02-89) Fmvioue Varalone Obnolata

Event I0: EEEKI

Faelliy 19: MOBA01450
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X4 ID
PREFIX
TAB

SUMMARY STATEMENY OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LEG [DENTIFYING INFORMATION)

[l PROVIDER'S RLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD

TAG GROSS-REFERENCED TO THE APPROPRIATE

DEFIQIENCY)

[L,50]
BE COMPLETION
DATE

E 007

E 023
83=D

'resldents, staff and vigitors on the date of the

Continued From page 3

continuity of care pnd emergency managemeant
response. This daflcient practice affected 68

survey.
Findings Include:

On Qotober 23, 2018 from 9:00 AM TO 10:00
AM, review of provided emergency plan, policies
and procedures, revealad the plan falled to define
what types of services the fagllity had the abllity to
provide during an emergancy.

Refarence;

42 CFR 483.73 (a) (3)

Policiea/Procedures for Medical Documantation
CFR(s): 483.73(b)(5)

[(b) Palicies and procedures, The [facilitias] must
develop and Implement emergency preparedness
policies and procedures, besed on the emergency
plan set forth In paragraph (a) of this section, risk
assessment et peragraph (a)(1) of this aactlon,
and the communication plan at paragraph {¢) of
this section. Tha policias and procadures must be
reviewed and updated at least annually, At &
minlimum, the policles and procedurss must
address the following:]

(5) A system of medical documentation that
preserves patient information, protects
confidentiality of patlent Information, and sacures
and maintaine avallability of records, [(5) or
(3},(4),(8}] A system of medical documentation
that preserves patient Information, protects
confidentiality of patiant Information, and securss
and malntalng avallablity of records.

E GG7

E 023

FORM OMB-2587(02-88} Frevious Veraions Qbeclala Event |D:SESK21

Fucilty ID: MDEDD150 If contiuatlon sheat Page 4 of 17
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E 023 | Continuad From page 4 E 23| E023 |

*[For RNHCIs at §403.748(b):] Policies and
pracaduras. (5) A system of care documentation
that dees the following:

() Presarvas patlent [nformatfon.

(i) Protects confidentiality of patient information,
(1) Secures and maintains the availabllity of
records,

*[For OPOs at §486,360(b):] Policles and
progedures. (2) A system of medicsl
documentafion that preserves potential and actual
donar informatian, protects confidentiality of
potentlal and actual donor information, and
secures end malntalng the availabllily of records.
This REQUIREMENT 1s not met as evidenced
by:
Baged on record review and Interview, the facility
failed to develop and implement policies and
procaduras in conjunction with the emergency
plan that ensures preservation and confidantlality
of medlcal records and Information of residenta
during m dizaster, Faliure to pravide policies,
procedures and a plan which preserves and
protects information and medical racords has the
potantial to hinder continuity of care during a
disgater for the B9 rasidents on the date of tha
survey.

Findings Include:

On Qctober 23, 2018 from 9:00 AM to 12:00 PM,
review of policies, pro¢edures and the emergency
plan revealed the facliity failed to demonstrate
how medical records and Infermation were to be
protected to ensure confidentiality during a

What corrective oction wiil be sceomplished

for those residents found to have heen affected
by the deflzient practice.

There ware no residents ware ldentified.

Haw will you identify other restdents who have
tha potentlal to be affected by the deficlant
Practice and what rarrectiva action will be taken.

Thera wera no residents ideniifiad, Resldents at

‘the facility have the potentlal to be affected by

this deflclant practice.

Tha medical Information at lvy Court Is maintalned
Hard copy In off site storage with retrieval proces=as
fand slactronically via electranic medical record
utllizing Polnt Click Care which has cannect ablity
:with other haalthcare providers.
il

' Maasures In place and what systemic changes ;
- wiif be made to ansura that tha defident

- practice doas not recur.

' faciiity will ensure through annusl assessment
Ithat the record management system Is jn placa
and effactive.,

|
'How the facllity plans ta manltar performanca

tu ensure the carmctive actfons are effactive
-and complignce Is sustained.
Record management assassmant will be reviewsd

In QAP annuaily for corrective action and or
Educationel o pportunitiss.

Parson respionsible for compliance
Maintanance Director will respansible
far compliance,

'Date of compllance.

disaster. 12/23/1018
Upan further evaluation of the Emergency Plan, it
wag determinad the facility did not have a method
FORM CME-2867(02-88) Pravious Veralona Obaolate Evant [0; 8E5K21 Facliy iD: MODE001160 If continualior ahast Page 5 of 17




1151372018 15:03 Iwy Court {FA%)208 676 8276 P.017/034

PRINTED: 11/06/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT GF DEFICIENGIES (1) PROVIDER/GUPPLIER/CLIA {%2) MULTIFLE CONSTRUCTIGN (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER! A, BUILDING COMPLETED
135053 B, WING 10/23/2018
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
2200 IRONWOOD PLACE
IVY COURT COEUR D'ALENE, ID B3814
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DEFICIENCY)
~E 023 | Continued From page 5§ E 023
for sharing Information and medical
documentation,
Referance:
42 CFR 483.73 {b) (b)
E D24 | Policles/Procedures-Volunteers and Stafiing E 024

s8=0 | CFR{s): 483.73(b)(8)

{(h) Policles and procedures, The [facllities] must
develop and implement emergency preparedness
policles and procedures, based on the emargency
plan get farth in paragraph (a) of this section, risk
assassment at paragraph (2)(1) of this section,
and the communication plan at paragraph (¢) of
this section, The policies and procedures must be
reviewed and updatad at l=ast annually. Ata
minimum, the policies and procedures must
address the follawing:]

{B) [or (4), (5), or (7) e noted above] Tha use of
voluntears In an emergency or othar emergency
staffing strategies, including the process and role
for integration of Stata and Faderally designated
health care profeasionals to address surge needs
during an amergency,

*[For RNHCIs at §403.748(b)] Pollcies and
pracedures. {8) The use of volunteers in an
amergency ahd other smargency stafling
sirategies to address surge neads during an
emergancy.

*IFor Hospice at §418,113(b};] Policles and
procadures. (4) The use of hosplce employess In
an emergency and other emergency staffing
strategies, including the process and role for

FORM GMB-2647(02-29) Previous Vartlons Obwolele EvantiD: GEGK21 Fagllity 1D; MDSOR1150 I continuation sheat Pags 8 of 17
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o) IO SUMMARY STATEMENT OF DEFICIENCIES , <] PROVIDER'S PLAN OF CORRECTION 5
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TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROGE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
E 024 | Contlnued From page é E 024 ED4
integration of Stata and Faderally designated
i  What corrective action will be accomplished
heaith cere professionals to address surge ‘for thase residents found to have been sfectad
ne.eds during an emergency. ‘hy the daficlant practice,
I;m REQUIREMENT is not met as evidenced No residants were identified.
facility failed to develop emergency plan, pelicies the potantial to ke affected by the deflclent
snd procedures addrassing the use of volunteers Practice and what corrective action will be taken,
during an emergency. Lack of a plan, palicy and
procedure specific to the Use of voluntears, No resldents were ldentified, Residents at the
potentially hinders the facility's ability to pravide Facility migy be affacted by this deficlent practics,
confinulty of care during a disaster. This deficient i -
practice has the potentlal to affect the &9 Maasures in place and what systemir changes
residents, staff and visitors in the facility on the wil bIE mdade t0 ensure that tha deficlent
date of tha survey. practice doas not racur,
Y Pallcy & Procedure has been established
- regarding the non use of veluntenrs at the
Findings include: facility in a amargancy/disaster situation.
) - ] idad.
Heview of provided emergenay plan, palicies end education regarding P&F will be provide
procedures conducted on Cctober 23, 2018 from
8:00 AM to 12:00 PM, falled to demonsirate a - ‘
plan, policy or procedure on the usa of 'How the facility plans to monitor performance
volunteers, "t ensure tha corrective actions are &ffactive
. and compllance Is sustalnad, |
Reference: Results of aducation and in serviced will be
42 CFR 483.73 (b) (8) reported in QAP manthly X 3 for agsessmant
E 031 | Emargency Officials Gontact information E (031 | and corrective action If necessary.

§S=F | CFR(s): 483.73(¢)(2)

Purson responsible far compliance

& The Ifail  davel 4 maintai Malntenance Director or designee will be
I(=) facility] must develop and maintain an Responsible for compllance, |

emergency prepasredness communication plan "

that compliss with Federal, State and Jocal laws f:gjf,;g;':p""“'
and must be reviewed and updated at least
annhually.] The communication plan must Include
all of the following:

(2) Contact informatlon for the following:
() Federal, State, tribal, regional, and local

FORM CME-2667(02-29) Previcus Versions Obsolete EventiD: SE6K21 Fasfity |0 MDEOD{ 150 i eontinuation shoet Page 7 of 17
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PREE(Y (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORREGTIVE AGTICN 8HAULD BE GOMPLETION
TAG REGULATORY OF LEG IDENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROFRIATE DATE
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E 031| Continued From page 7 E031| E031

amergency preparadness staff,
{ily Other sources of nsaistance,

*[For LTC Facilities at §483,73(c):] (2) Contact
information for the following:

(i) Federal, State, trlbal, reglonal, or local
smergency preparedness staff,

(I} The State Licensing and Certification Agency.
(iii) The Office of the State Long-Term Care
Ombudeman,

(v} Other sources of agsistance,

*[For ICF/IIDs at §483.476(c).] (2) Contact
information for the following:

(i) Federal, State, tribal, reglonal, and local
emergency preparedness staff.

(i) Other sources of assistance,

(i} The State Licansing and Certification Agency.
(v} The Stale Protection and Advocacy Agency.
This REQUIREMENT is not mat as evidencad
by:
Based on record raview, the faciity failed to
ensure contact information for emergency
management officlals and other resources of
agslstance was provided in the emergency
communigation plan, Failure to provide
information for rasources available to the facility
has the potential to hinder facllity response and
continuily f care for the 69 resldents, staff and
visitars In the facility on the date of the survey.

Findings include:

On October 23, 2018 from B:00 AM to 12:00 PM,
ravisw of the emargancy plan, policies and
proceduras, ravealed the plan did not include
contact information for Federal, State, and
County emergancy management, as well as State

Licansing and Certification Agency and the State

What corrective actian will be accomplished

for those residents found to have heen affacted
by tha daficlant practice.

There ware ng residants (dantiTed.

How wili you identify other rasidants who have
tha potantlal to be affected by tha daficient
Practice and what corractive action will be taken.

Thera are not residerts identiflad. Residents at
The facillty have tha potential to be affected by
This daflcimnt practice,

[Melsures in place and what systernic changns
will be made to ensure that the deficlent
‘practice does not racur.

ivy Court will schedule collaborative efforts
‘With local, state, and tribal entities,

:How the faciiity plans to monitor performance
"to engura tha corrective actions are affective
and compliance [s sustainad,

The emergency plan will be reviewed annually
To ensura compllance through QAPI meetings
And findings assessed for corractive actlons

AF necessary.

Persan rasponsitie for compllance
Malntenante Diractor or deslgnee is
Responsible for eamgpllance.

Date of compliance.
12f23/201§

FORM CM3-256T(02-88) Fravious Varalons Ohseolate Event 10! 5ESH21
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{(e) Tha [facility} must develop and mainiain an
emergenoy prepsrednass communlcation plan
that complies with Federal, State and local laws
and must ba reviewed and updated at least
annually,] The communication plan must include
all of the following:

(7) [(5) or {6))-A means cf providing information
about the [facllity's] occupancy, naads, and its
ability to provide assistance, to the autherity
having Jurisdiction, the Incident Command
Center, or designee.

*[For ASCs at 416,54(c)]: (7) Amesans of
providing information about the ASC's neads, and
its abillty to provide asslstance, to the authorlty
having jurisdiction, the Incident Command
Centar, or designee.

*[For Inpatlent Hospice at §418.113:] (7) Ameans
of providing information about the hosplca's
inpatlent occupancy, needs, and its ability to
provide asaistance, to the authority having
|uriadiction, the incldent Command Center, or
dmsignes,

;his REQUIREMENT Is hot met as evidenced

y:

Based on record raview and intarviaw, it was
determined the facility failed to document &
current plan for sharing infarmation on neads,
occupancy and its abllify to provide agalstance

STATEMENT OF DEFIQIENGIES (¥4) PROVIDER/SUPPLIER/SLIA {*2) MULTIPLE CONSTRUOTION (X% DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! A BUILDING QOMPLETRD
135083 B. WING 10/23/2018
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
2200 IRDNWDOD PLAGE
VY COURT COEUR D'ALENE, ID 83814
{¥4) 1B SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION (45}
PREF {(EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE AQTION 3HQULD BE COMPLETION
TAG REGULATCRY OR L.3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
E 031 | Continued From page 8 E 031
Ombudsman,
Referance:
42 CFR 4B2.73 (c) (2) :
E 024 | Information on Occupancy/Needs E034] E034
§8=E | CFR(g): 483.73(c)(7) what carrective actlon wilk ke accomplishad

for those reidents found to have been affected

by the deficient practics,
No residents wara idantified,

How will you [dentify other residents who have
the potential to ba affacted by the deficlant

No rasidents ware identifled. All residents may
B aFacted by this deflclant practice

Practice and what corrective action will be taken,

hath Internally and extarnally during a crisls or
disester situation.

Maasures in place and what systemic changes
will be made ta snsure that the deficlent
pragtice doas not recur,

Staff Education/in servicling witf be conducted
‘routinely as naaded to enaure systems are in
-Place to needs and supportive abllity.

How the facility plans to monitor perfarmance
ta ensura the corrective actions are affactive
and compliance I sustalnad,

Rasults of in servicas and education will he
reportad In QAP monthly X 3 for carrective
actian or additional education opportunities,

Person respanzibie for compliance
Maintenance Director or designas wilt be
pasponsible for compliance,

Date of compliance,
12232018

Ivy Court shall establish mathods of communicatin

FORM CMS-2567(02-00) Pravious Varsions Obaclele

Event H, SE5K21
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(44} 1D
PREFIX
TAG

EUMMARY STATEMENT OF DEFIGIENCISES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L2C IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORREGTION

PREFIX
TAG
DEFICIENCY)

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

{A5)
COMPLETION
DATE

E 034

E 035
&6=F

Continued From page 9

with emergency management officlals, Lack of a
current plan for providing information to
emergency peraennel on the facllity’s needs and
abilities to provide assistance during an
emargency has the potantial to hinder response
assistance and pontinuation of oare of residents.
Thie deficlent practice affected 68 residents, staff
and visitors on the date of the survey.

Findings include:

On Octobar 23, 2018 from 9:00 AM to 12:00 FM,
review of provided palicles, procedures and
emergency plans revealed no method the facility
would use to share informatlon on its needs or
capabilities with amergency management
officlals,

Reference:

42 CFR 483.73 {c) (7)
LTC and ICFAID Sharing Plan with Patients
CFR(s): 483.,73(c)(8)

[(c) The [LTC {acllity and ICFAID] must davelop
and maintain an emargencgy preparsdness
communication plan that complies with Federal,
State and local laws and must be raviewed and
updated at least annually.] The communication
plan must Include &l of the following:

(8) A method for sharlng information from tha
emargency plan, that the facillty has determined
Is appropriate, with residents [or clients] and their
familles or represantatives.

This REQUIREMENT is not mel ag evidenced

by:

E 034

E03b
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E 035 | Continued From page 10 E035| eo0as

Based on record review, it was determined the
facllity falled to pravide policies, procedure or plan
{dentifying the method of sharinyg information on
the emergency plan with residents, families, or
ropresentativas, Failure to share the emergency

what corrective action will be accomplished
for those rasldents found to have been affectad
by the deficient practice.

There were na residents Identifled,

plan and Its contents with resldents, families, or siclents who have

represantatives, has the potential to create &:‘;:’:gr:’t?; l;e;:?":g:; r:v tha dailclent

GQH'[USJOH and lack Qf.undem.tandlng Of.the " Practice and what corrective actlon will be taken,

facllity's response during a disaster, This daficient Thara ara no residents identified. Residants at tha

practice potentially affected 80 rosidents, staff Facllity have the potentlal to be affacted by this

and visitors on the date of the survey, deficlant practica,

Findings include: ' .Measures In place and what systemic changes
will he mada to ansure that the deficlent

On Qctoher 23, 2018 from 9:00 AM to 12:00 PM, practica does not recur.

‘Communlty meeting will be hald to Inciude
Resicants, familias, guardlans, POAs and vendors
't axtand the opportunity for education and
Collaboration in emergency praparadness
Process. This mesting wiil ba held annually.

during review of provided amergency plan,
policies and procedures, no documentation was
provided demonstrating the facility policy and
method for sharing information with residents,
thelr families or representatives on the contenta
of the emergency plan, or the facility's proceduras

during such events. -How tha facllity plans to monitor performance
Reference: to ansura the corrective actions are affactiva
. ‘and compliance s sustainad.
42 CFR 483.73 (¢} (8) Annal meating wili be reported in QAP for
E D36 } EP Training and Testing F 036 Agsaxsmant and educatioral opportunities,

s3=F | CFR(s): 483.73(d)
Persan respansible for compliance

{d) Training and testing, The [facility] must Maintananca Director or dealgnes will he
develop and malntain an emergancy rasponsible for campliance.
preparadness training end testing pragram that is
baaed on the emergency plan sat forth in
paragraph (a) of this section, risk assassmant at
paragraph (a)(1) of this section, policies and
procedures at paragraph (b} of this section, and
the communication plan at paragraph (c) of this
section. The training and 1asting program must
be reviswed and updated at least annually.

.Oata of compllance.
:12/23/2018

FORM CM3-2557(02-99) Fravious Versiona Obsoiate Event |D; 5EEK21 Fagility 10: MDBOD150 If conlinuation sheet Page 11 of 17
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‘€036
E 038 | Continued From page 14 E 036

*[For ICF/ilDs at §483.475(d):] Training and
teating, The ICFAID must develop and malntain
an emeargency preparedness training and testing
pragram that is based on the emargency plan est
forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
policies and proceduras at peragraph (b) of this
sectlon, and the communication plan at
paragraph (¢) of this section. The tralning and
testing program must be reviewed and updated at
laast annually, The ICFAID must maet the
requirements for evacuation drills and training at
§483.470(h).

*[For ESRD Facilities at §494.62(d):] Training,
tasting, and orlentation, The dialyais faciiity must
develap and malntain an amergenoy
preparadness trafning, testing and patient
orientation program that |s based on the
emergency plan set forth In paragraph (&) of thls
saction, risk assessment at paragraph (a){1) of
this section, peolicles and procedures at paragraph
{b) of this gection, and the communication plan at
paragraph {c) of this e=ction. The training, testing
and orlentation program must be reviswsd and
updated at feast annually.

This REQUIREMENT la not met as evidenced

Based oh record review and intarview, it was
determined the facliity falled to pravide an
emergenoy prep training and testing program.
Lack of a faclity ernergency tratning and tasting
program coverlng the emergency preparedness

plan, policies and procedures, has the potential to |,

hinder staff response during a disaster. This
deficient practice affected 69 residents, staff and
visitors on the date of the survey,

'What corrective action will be accamplished
‘far thoe residants found to have bean affected
iby the deficiant practica,

Thara ware no rasidents were identiflad,

How will you tdentify ather residents who have
the potential ta ba affected by the deficlant
Practice and what corvéctive action wil be taken.

.There are no rasidents [dentifled. Al residents at
tha facitity have the potantial to be affected by
this deficient practice.

‘Emargency Preparedness tralning will required for
Every employee in the facility upon hire and then
Annually. Siech tralning I5 part of the New
‘Employas Orlentation/acknowledgement and
‘Signed copy of this documant will be retalned In
Persunnel fila for & years.

Meesures in place and what systemic changes
fwi]( ba made to ansure that the deficlgnt
ipractice does not recur.

!lThE annyal Emargency Preparedness and tesiing
sprogeam will be entered In TELS ta ensure that
'process |s complated timely,

“How the faciilty plans to monitor performance
to ansure the corrective actlons are effactive
and compliance |s sustalned,

_Resuits of vnnugl training and tasting wiii be
raported to QAPI far educational and or
training apportunities.

Parson responsible for complinnce
Malnterance Diractor or designee will |
Be responsible for complience.

Date of compliance.
122372018 |
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Findings include:

On October 23, 2018 from 2:00 AM to 12:00 PM,
review of provided emaergency plan, policies and
procadurss, alanyg with asaociated In- services,
found no documentation demonstrating the facility
had a current testing pragram for staff based on
tralning conducted over the cantents of tha
emergency plan (EF).

Referance;

42 CFR 483,73 (d)
E 037 ] EP Training Program E 037
§5=F | CFR(n): 483.73(d)(1)

(1) Tralning program. The [facllity, except CAHS,
ABCs, PACE organizations, PRTFs, Hospices,
and dialyafs facilities] must do all of the following;

(i) initial training In emergency preparedness
policies and praceduras to all new and existing
staff, individuals providing servicas under
arrangement, and velunteers, conglstent with their
expected role,

(i) Provide amergency preparedness tralning at
least annually,

(i) Maintaln documentation of the training.

(v) Demonaltrate staff knowladge of amergancy
proceduras,

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

{i} Initial tralning in emergency preparednass
policies and pracedures to ali new and existing
staff, individuals providing on-site services under
arrangement, and volunteers, conslatent with thelr
expected roles,

(ii) Provide emergency praparednass tralning at

FORM CMB-2587(02-B8) Fravious Verajons Obsolele Evant 1D: GESK21 Facliiy ID: MOS001150 i confinuetion sheet Page 13 of 17
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least annually.

(i} Maintaln documentation of the tralning.

(iv) Demansirate staff knowledge of emergency
procedures.

*[For Hosplces at §418.113(d):] {1} Training. The
hospice must do all of the follawing;

(I} Initlal tralning In emergency preparedness
pelicies and procedures to all new and exiating
haspice employess, and individuals praviding
gervices under arrangemant, consistant with thelr
expecied roles,

(ii) Demonstrate staff knowledge of emargency
procadures.

(iii} Provide amergency preparadnass training at
least annuaslly.

(iv) Periodically raview and rahearse it
amergancy preparedness plan with hogplee
employees (including nonemployee staff), with
special emphasia placed on cartying out tha
prﬁcedures necesaary to protect patlenta and
others.

*For PRTFs at §441.184{d):] (1} Training
program. The PRTF thuat do all of the fellowing:
() Initta! training In emergency preparedness
pelici=s and proceduras o all naw and existing
staff, individuals providing services under
arrangement, and volunteers, cansistant with their
axpacted roles. o

{Ily After Initlal training, provide emergency
preporadness training at least annually,

(il Demonstrate staff knowledge of emergency
prooedures.

(v} Maintalh documentation of all emergency
preparednass fraining.

*[For PACE at §480.84(d);] (1} The PACE

What corrective action witt be acchmplishad
for those resldants found to have baen affectad
by the deficient practice.

Thare are no rasidents identifted,

How will yau identify ather residents who have
the potential to ba affected by the defleient
practice end what corractive action will ba taken.

Thete ara not residants Identified. All residents ot
.tha facllity hava the potential to be affected by
this deficiant practice.

Emergancy preparedness Wraining program wilt be
Pravided to all existing staff and naw hires
‘Ongoing, Tralning to Include HVA and disaster
Cude rasponses.

Mersuras In place and what systemic changes
wili ba mede to ansure that the deficlent
practice does not Tequr.

Emergency preparadness tralning will accur
annually per reguirernent and entered In
TELS campliance follow up.

How tha facility plans to monltor performance
to en3ure tha carrective actions are effective
and compllance ¥s sustained.

Results of annual tralning willbe repoyted to
QAP for assesemant and educational

] opportunitlas.'

Persan responslble for ¢ompllance
Malntenanca Director or designes will be
regponsible for compllance.

pata of compliance.
122328 .

{4 ID SUMMARY STATEMENT OF DEFICIENCIES o PFROVIDER'S PLAN OF CORRECTION 15y
PREFIX {EACH DEFICIENCY MUAYT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMRLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROAA-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
E 037 | Continued Fram page 13 E ga7|E037
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organization must do all of the following:

(i} Initial training in emergency preparedness
policies and procedures to all new and existing
etaff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, canaistent with thair expacted roles.
(ity Pravide amergency preparedness training at
least annually,

{ll) Demonsirate staff knowledge of amargency
pracedures, including informing participants of
what to do, wheta to go, and whom to contact in
case of-an emergency.

{iv) Maintain documentation of all training.

*[For CORF= at §485,88(d):]{1) Tralning. The
CORF must do all of the following:

{l) Provide Inltial tralning in emergency
preparsdness palicles and procedures to all new
and exlating staff, individuals providing services
under arrangement, and voluntaera, conslstent
with thair expecied roles.

{ll} Provida emergency preparednees training at
least annuaity.

{iil} Malntain documentation of the fraining.

(iv) Demonstrate staff knowledge of emergancy
pracadures. All new persarmal must be arlented
and assigned specific responsibliities regarding
the CORF’s emergency plan within 2 waeks of
thelr first workday, The training program must
tnclude instruction In the location and use of
alarm systems and signals and firefighting
aquipment.

*[For CAHe at §485.625(d):] (1) Tralning program.
The CAH must do all of the following:

(i) Initigl treining In emergency preparednaas
policies and procedures, Including prompt
reporting and extingulshing of fires, prataction,

VY COURT
I QU COEUR D'ALENE, D 83914
(X4) 1y SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF QORRECTION (%8
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY R LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENDY)
E 037 | Continued From page 14 E 037
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PRRFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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E 037

| and existing staff, individuals providing services

Continuad From page 15

and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
guthgorities, to all naw and existing staff,
individuals providing services under arrangament,
and volunteers, conglstent with thelr expactad
roles.

{h Provida emergéncy preparedness training at
least annually,

{ili) Maintain documentation of the training.

(Iv) Demanatrate staff knowledge of emergency
procedures.

*[For CMHCs at §485.920({d):] {1} Training. The
CMHC must provide initial training in emergancy
preparadness policles and procadures o all new

under arrangement, and volunteers, consistent
with thelr expected roles, and malntain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedurss. Thereaftsr, the CMHG must provide
emergency preparedness {ralning at laast
anhually.

This REQUIREMENT is not mat as evidenced
by:

Based on record raview and Interview, it was
determined the facility falled to provide an
emergency preparedness training program. Lack
of a trainlng pregram on the emargency
preparedness plan and policias for the facility,
has the patential to hinder staff responss during a
disaster. This deficient practice affected 89
residenta, staff and visltors an the date of the
aurvey.

Findings include:

E Q37
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E 037 | Continued From page 18 E 037
On October 23, 2018 from 9:00 AM to 12;00 PM,
review of provided emargency plan, policy and
procedures, revealed no substantiating
documentation demonstrating the facility had a
training program for ataff based on the plan.
Refersnce:
42 CFR 483,73 {(d) (1)
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