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Provider #: 135067

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT
COVER LETTER

Dear Ms. Berg:

On August 19, 2020, a Facility Fire Safety and Construction survey was conducted at
Good Samaritan Society - Moscow Village 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.
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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 ficld 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 September
14, 2020. Failure to submit an acceptable PoC by September 14, 2020, may result
in the imposition of civil monetary penalties by October 6, 2020.

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, 1.e., what quality assurance program will be put into place; and,

» Include dates when corrective action will be completed.

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

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

Remedies may be recommended for imposition by the Centers for Medicare and
Medicaid Services (CMS) if your facility has failed to achieve substantial compliance by
September 23, 2020, {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 November 17, 2020. A change in the seriousness of
the deficiencies on October 3, 2020, may result in a change in the remedy.
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The remedy, which will be recommended if substantial compliance has not been
achieved by September 23, 2020, includes the following:

Denial of payment for new admissions effective November 19, 2020.
42 CFR §488.417(a)

If you do not achieve substantial compliance within three (3) months after the last day
of the survey identifying noncompliance, the CMS Regional Office and/or State
Medicaid Agency must deny payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that
your provider agreement be terminated on February 19, 2021, if substantial
compliance is not achieved by that time.

Please note that this notice does not constitute formal notice of imposition
of alternative remedies or termination of your provider agreement. Should
the Centers for Medicare & Medicaid Services determine that termination
or any other remedy is warranted, it will provide you with a separate formal
notification of that determination.

If you believe these deficiencies have been corrected, you may contact Nate Elkins,
Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232
Elder Street, PO Box 83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, option
3; Fax #: (208) 364-1888, with your written credible allegation of compliance, If you
choose and so indicate, the PoC may constitute your allegation of compliance. We may
accept the written allegation of compliance and presume compliance until substantiated
by a revisit or other means. In such a case, neither the CMS Regional Office nor the
State Medicaid Agency will impose the previously recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we
will recommend that the remedies previously mentioned in this letter be imposed by the
CMS Regional Office or the State Medicaid Agency beginning on August 19, 2020, and
continue until substantial compliance is achieved. Additionally, the CMS Regional
Office or State Medicaid Agency may impose a revised remedy(ies), based on changes in
the seriousness of the non-compliance at the time of the revisit, if appropriate.

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

s/NursingFacilities/tabid/434/Default.aspx

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

BES Letters (06/30/11)

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

This request must be received by September 14, 2020. If your request for informal
dispute reseolution is received after September 14, 2020, 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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TAG OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE |
DEFIGIENCY) !
|
K 000! INITIAL COMMENTS K 000 !
Preparation and Execution of this response :
I . d plan of cotrection does not constitute an !
The facility is a single story, Type Il {111) and pia ; ;
. LoIh . admission or agreement by the provider of |
:t&ch;}re or;‘gln.ally tc cl)nstruct?'d lnf1975.hThere s the truth of the facts alleged or conclusions !
0-nour horizontal separation rom the set forth in the statement of deficiencies. |
Independent/Assisted Living apartment complex. The vlan of correction is prepared and/or :
The facility is fully sprinklered, with an P 15 prepat db |
interconnected fire alarm/smoke detection executed solely because it is required by the |
: ) provisions of Federal and State law. For the ’
system. Backup emergency power is provided by . e
an on-site, spark-ignited Emergency Power purposes °fa"y.a"°gat'°¥' that th.e facility is |
Supply System (EPSS) generator set, Currently, not in substantial co.m.pha."ce w.1th Federal !’
the facility is licensed for 63 SNF/NF beds, and requirements of pamc'Patmn’ th'? response |
had a census of 43 on the date of the survey. and plan of corvection consitutes - the |
facility’s allegation of compliance in |
The following deficiencies were cited during the accordance with section 7305 of the State

| annual fireflife safety survey conducted on August Operations manual. !

f 19, 2020. The facifity was surveyed under the

LIFE SAFETY CODE, 2012 Edition, Existing K325 38=D !
Health Care Occupancy, in accordance with 42 ] An ABHR logbook wil b ted !
CFR 483.70. . a An ogbook will be created
RECEIVE D with specific actions to be taken during !
The Survey was conducted by: the refilling/replacing process. ,-
SEP 17, 2020 b. The dispenser outside room 204
Sam Burbank directly over the outlet was removed. !
IF:-Iea_lth Facility Surveyor ‘ FACILITY STANDARDS , : ;
acility Fire Safety and Construction 2, All the residents have the potential to
K 325 Alcohol Based Hand Rub Dispenser (ABHR) K 325 %zsggt‘;tgin (’:‘zgfit%‘fj"foefn‘gﬂ'ﬁebe 4 123
§8=D| CFR(s): NFPA101 functionality and appropriate placement. |
Alcohol Based Hand Rub Dispenser (ABHR) : ;
ABHRs are protected in accordance with 8,7.3.1, 26;2?:;ﬁietﬁgﬁozrggéiygﬁs ‘t':'g be
uniess all conditions ar ;
* Corridor is at Ieastg fzeT :rtide requirements, Maintenance employees
* Maximum individual dispenser capacity is 0.32 wl'au bs educated on the placement of
gallons {0.53 gallons in suites) of fluid and 18 ABHR dispensers.
ounces of Level 1 aerosols . . i
;]Dqspe?s)lers shall have a minimum of 4-foot 39;2?1 xaﬂ:r“ gﬁ Qﬁhzifgﬁ&%gbook |
orizontal spacing .
* Not more than an aggregate of 10 gallons of mﬁeg%;; :/Ii.:?blgc;:ltgilge ; ﬁogéﬁfenzer
fluid or 135 ounces aerosol are used in a single placement W . yxs.o
smoke compartment outside a storage cabinet, All audit findings will be reported to l
LABORATORY DIRECTOR'S OR PRGVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE I(xen DATE

At afn 2000

Any deﬂmghcy statem'ent endlr!g with T’ést}risk {*) denotes a deficiency which the institution may be excused from correcting providing it is dete‘rmine‘d that

other _safe ards provide sufficient protection to the patients. (See instructions,) Except for nursing homes, the findings stated above are disclosable 90 days

following th_e date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

gfggsﬁf::go;ﬂg: j!::e! idate these documents are made available to the facility. )f deficiencies are cited, an approved plan of correction is requisite to continued
aktan.

FORM CMS5-2567(02-99) Previous Versions Obsolete 2D1M21 If continuation sheet Page 1 of 10
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FORM APPROVED
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CENTERS FOR MEDICARE & MEDICAID SERVICES
X2} MULTIPLE CONSTRUCTION %3} DATE SURVEY
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA ¢ ) (X3
AN?) PLAN OF CORRECTION ) {DENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE BLILDING COMPLETED
135067 B. WING 08/19/2020

NAME OF PROVIDER OR SUPPLIER
GDOD SAMARITAN SOCIETY - MOSCOW ViLL

STREET ADDRESS, CITY, STATE, ZIP CODE

640 NORTH EISENHOWER STREET
MOSCOW, ID 83843

i
{x4) (O SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION o on
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE ek
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENEY)
H
K 325; Continued From page 1 K 325

exciuding one individual dispenser per room

* Storage in a singie smoke compartiment greater
than % gallons complies with NFFA 30

* Dispensers are not installed within 1 inch of an
ignition source

* Dispensers over carpeted floors are in
sprinklered smoke compartments

* ABHR does not exceed 95 percent alcohol

* Operation of the dispenser shall comply with
Seclion 18.3.2.6(11} or 19.3.2.6{11)

* ABHR is protected against inappropriate access
18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 460,
482, 483, and 485

This REQUIREMENT is niot met as evidenced

: by

! Based on record review and chservation, the
facility failed to ensure installations for
alcohol-based hand rub (ABHR) dispensers, was
in accordance with NFPA 101, Failure to ensure
the fire safety precautions for ABHR dispensers
are followed, has the potential for increased risk
of fires due to flammable liquids. This deficient
practice affected 14 residents in the 200 hall and
those areas of the facility where automatic or
manual dispensers of ABHR are instalied.

% Findings include:

f 1) During review of provided ABHR logs
conducted on 6/19/2020 from 2;30 - 3:00 PM,
fogs indicated a date and initials of staff replacing
the refilf but did not demonstrate what actions,
inspections, or testing was conducted during the
replacement or refilling process,

2) During the facility tour conducted on 8/19/2020
from 100 - 3:.00 PM, observation of the ABHR
dispensers installed in the facility revealed
predominantly manually-activated dispensers.
Further observation revealed the

QA/CQ for further menitoring and
modification.

5. Correclive action will be compieted |
on or before September 23, 2020,

|
|

|
[

FORM CMS-2557{02-99) Previous Versions Obsalete
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FORM APPROVED
OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION

IDENTHFICATION NUMBER:

135067

{X2) MULTIPLE CONSTRUCTION

A. BUILDING D1 - ENTIRE BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

08/19/2020

NAME OF PROVIDER OR SUPPLIER
GOOD SAMARITAN SOCIETY - MOSCOW ViLl1,

STREET ADDRESS, CITY, STATE, ZiP GODE
640 NORTH EISENHOWER STREET
MOSCOW, ID 83843

{X4) 1D SUMMARY STATEMENT QF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION | comﬁsgmn
PREFIY [(EAGH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY|  PREFIX {EACH CORREGTIVE ACTION SHOLLD BE { e

TAG OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APFROFRIATE
DEFIGIENGY} |
. i
K 325| Confinued From page 2 K 325 !
H
i

manually-activated dispenser installed outside
room 204 revealed the dispenser was installed
directly over the electrical outiet.

Actual NFPA standard:

18.3.2.6* Alcohol-Basad Hand-Rub Dispensers.
Alcohol-hased hand-rub dispensers shali be
protected in accordance with 8.7.3.1, unless all of
the following conditions are met:

{1} Where dispensers are installed in a corridor,
the corridor shalf have a minimum width of & ft
(1830 mmj,

(2) The maximum individuai dispenser fluid
capacity shalt be as follows:

{a} 0.32 gal (1.2 L) for dispensers in rcoms,
corridors, and areas open to corridors

{b} 0.53 gal (2.0 L} for dispensers in suites of
rooms

(3) Where aerosol containers are used, the
maximum capacity of the aerosol dispenser shail
be 18 oz, (0.51 kg} and shall be limited to Level 1
aerosols as defined in NFPA 30 B, Code for the
Manufacture and Storage of Aerosol Froducts.
{43 Dispensers shall be separated from each
other by horizontal spacing of nat less than 48 in,
{1220 mm).

{5) Not more than an aggregate 10 gal (37.8 L} of
alcohol-based hand-rub solution or 1135 oz (32.2
kg) of Level 1 aerosals, or a combination of
liquids and Level 1 aerosols nat to exceed, in
total, the equivalent of 10 gai (37.8 L) or 1135 oz
(32.2 kg). shall be in use outside of a slorage
cabinet in a single smoke compartment, except
as otherwise provided in 19.3.2.6{6).

{6) One dispenser complying with 19.3.2.6 (2) or
{3) per room and lgcated in that room shall not be
included in the aggregated quantity addressed in
19.3.2.6{5).

{7) Storage of quantities greater than 5 gai (18.9

FORM CMS-2567{02-99} Previous Versions Obsolete

2D1M2t
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SUNMMARY STATEMENT OF DEFICIENCIES o PRCVIDER'S PLAN OF CORRECTION LK
F(’E‘QF}:?( [EACH DEFICIENCY MUST BE PRECEDED BY FULL REGUELATORY|  PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG OR, LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 325! Continued From page 3 K325 g

L} in a single smoke compartment shall meet the
requirements of NFPA 30, Flammable and
Combustible Liquids Code.
(B} Dispensers shall not be instalied in the
following locations:
{a) Abave an ignition source within a 1 in. (25
mm} horizontal distance from sach side of the
tgnition source
(b} To the side of an ignition source within a 1 in. E
{25mm) horizontal distance from the ignition ‘
source
{c) Beneath an ignition source within a 1 in. (25
mm) vertical distance from the ignition source
{9) Dispensers installed directly over carpeted
floors shafl be permitted only in sprinklered
smoke compartments. :
{10} The alcohol-based hand-rub solution shall ;
not exceed 95 percent alcchol content by volume. ;
(11} Operation of the dispenser shall comply with
tha following criteria: .
(a) The dispenser shall not release ils contents i
except when the dispenser is activaled, either i
manually or automatically by touch-free :
activation. 3
{b) Any activation of the dispenser shail occur
only when an object is placed within 4 in, {100
mm) of the sensing device.
{c) An object placed within the activation zone
and left in place shall not cause maore than one
activation, :
(d) The dispenser shall nct dispense more E
f
|

sofution than the amount required for hand
hygiene consistant with label instructions,

{e} The dispenser shall be designed, constructed,
and operated in a manner that ensures that .
accidental or malicious activation of the i
dispansing device is minimized, f
(f) The dispenser shall be tested in accordance :
with the manufacturer * s care and use ;
instructians each time a new refiii is instalied. i

FORM CMS-2567(02-99) Previous Versions Obsofate 2D1M21 # conlinuatian sheat Page 4 of 10
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[Xd) iD * SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION oM
PREFIX [{EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREF(X (EACH CORRECTIVE ACTION SHOULD BE IPLET
TAG OR LS IDENTIFYING INFORMATION} TAG GROSS-REFERENGED TO THE APPROFRIATE
DEFICIENCY)
K 3563| Continved From page 4 K 3563
K 353} Sprinkler System - Maintenance and Testing K353; K353 85=F
%g=F! CFR{s}: NFFA 101
1. Quarteriy testing of the waterflow 3P3 gzl
Sprinkier System - Maintenance and Testing alarm system wi mpleted and the '
Automatic sprinkier and standpipe systems are 10- iMNoe wilt be i / 207
Inspected, tested, and maintained in accordance tested 10/8/2020. j
with NFPA 25, Standard for the fnspection,
Testing, and Maintaining of Water-based Fire 2. All resid ve the potential to be
Protection Systems. Records of system design, affectad.
maintenance, inspection and testing are
maintained in a secure location and readily 3. A preventive maintenance plan will
available. be developed to test the waterflow
aj) Date sprinkler system Jast checked alarm system quarterly and fest/repiace
the dry sprinklers every 10 years.
b} Who provided system tesi
4. The Maintehance Director or
c} Water sysiem supply source designee will audit the testing quarterly
x 3. All audit findings will be reported to
Provide in REMARKS information on coverage QAMC QL for further manitoring and
for any non-required or parial automatic sprinkfer modiffcation.
systern.
9.7.5,8.7.7,9.7.8, and NFPA 25 5. Corrective action will be completed
This REQUIREMENT is not met as evidenced on or bafore-Se . e
by: ‘ ) 7
Based on record review, the facility failed to C%*Dbevf' (A’Ew%x}
ensure fire suppression systems were maintained
in accordance with NFPA 25, Failure to perform
quarterly waterflow alarm system testing, along
with required dry system inspection and testing
has the potential to hinder system response
during a fire event. This deficient practice
affected 43 residents, staff and visitors on the
date of the survey.
Findings include:
During review of provided fire suppression
system maintenance and testing records
conducted on 8/19/2020 from 8:30 - 10:45 AM,
records were not available for 3 of 4 quarters on
FORM CMS-2567{02-99) Previous Varsions Obsalete 2012 f cantinuation sheet Page 5 of 10
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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K 353! Continued From page 5 K 3563
waterfiow alarm motor gong testing or a ten-year ‘
testing or replacement of the installed dry :
sprinklers. i
Actual NFPA standard;

!
5.3.1.1.1.6* Dry sprinklers that have been in
service for 10 years shall be replaced or :
representative samples shall be tested and then !
retested at 10-year intervals. ;

13.2.6 Alarm Devices, _
13.2.6.1 Mechanical waterfiow devices, including K511
| but not limited to water motor gongs, shall be S8=D |
. tested quarterly. . 1
-~ , 1. a. The extension cord under the
K 511! Utilities - Gas and Electric K511 walking surface has been removed. |
§8=D| CFR(s): NFPA 101 : b. The RTP in the conference room
- , has been removed. ‘ G
Utilities - Gas and Electric f iﬂ!a{),}()

Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,
electrical wiring and equipment complies with
NFFA 70, National Electric Code. Existing
instaltations can continue in service provided no
hazard to life.

18.5.1.1, 19.5.1.1,9.1.1,9.1.2

This REQUIREMENT is not met as evidenced
by:
Based on observation, the facility failed to ensure

safe electrical installations in accordance with
NFPA 70. Placing exiension cords under walking
surfaces and use as connected in series, has the
potential for arc fires and electric shock. This
deficient practice affected staff on the date of the
survey,

2. All employees in the mechanical
room or conference room have the
potential to be affected. An audit will
be completed to identify additional
RTPs or extension cords under walking
surfaces.

3, Employees will be educated on the
use of RTPs and extension cords under
surfaces. ,

4. The Maintenance Director or
designee will audit for RTPs or
extension cords under surfaces monthly
x 3. All audit findings will be reported to
QAJCQI for further monitoring and
modification.

5. Corrective action will be completed
on or before September 23, 2020,

FORM CMS-2567(02-99) Previous Versions Obsolete
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DEFCIENCY) i
K 511, Continued From page 6 K5M i

Findings inciude:

During the facility tour conducted on 8/18/2020
from 1:00 - 3:00 PM, abservation of instalied
electrical systemns revealed the following: 1‘

1) In the room housing the main generator, the ;
EPSS was observed to be using an extension ’
card ran underneath a carpet in front of the exit

doar to supply power to the battery charger on the
system, !

| 2} In the main ¢onference room, the relocatabie
power tap (RPT} on top of the conference room ;
table was observed to be connected in series :
{daisy-chained) to an extension cord.

Actual NFPA standard: i

NFPATQ

110.3 Examination, dentification, instaliation, and ,
Use of Equipment. I

{A) Examination. In judging equipment,
considerations such as the following shalt be
evaluated:

(1) Suitabifity for instaliation and use in conformity !
with the provisions of this Code

Informationai Note: Suitability of equipment use

] may be identified by a description marked on or
provided with a product fo identify the suitability of
the product for a specific purpase, environment,
or application. Speciai conditions of use or other
limitations and other pertinent information may be
marked on the equipment, included in the product
instructions, or included in the appropriate listing
and labeling information. Suitabiity of equipment
may he

evidenced by listing or labeling. i

FORM CMS-2567{02-88) Previous Versions Obsolete 2D4M21 If continuation sheat Page 7 of 10
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{(X4)ID
PREFEX
TAG 1

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY!

OR LSC IDENTIFYING INFORMATION)

tD
PREFIX
TAG

f (X5)
(EACH CORRECTIVE ACTION SHOULD BE COM[‘)}TEET N

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

PROVIDER'S PLAN OF CORRECTION

K511

Continued From page 7
(2} Mechanical strength and durability, including,

| for parts designed to enclose and protect other
+ equipment, the adequacy of the protection thus

provided

(3) Wire-bending and connection space

(4) Electrical insulation

(5) Heating effects under normal conditions of
use and also under abnormal conditions likely to
arise in service

{6) Arcing effects

(7) Classification by type, size, voltage, current
capacity, and specific use

{8) Other factors that contribute fo the practical
safeguarding of persons using or likely to come in
contact with the equipment

{B) Installation and Use. Listed or labeled
equipment shall be instailled and used in
accordance with any instructions included in the

1 listing or labeling.

400.8 Uses Not Permitted. Unless specificaily
permitted in 400.7, flexible cords and cables shall
not be used for the following:

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

{2) Where run through holes in walls, structural
ceilings, suspended ceilings, dropped ceilings, or
floors

{3) Where run through doorways, windows, or
similar openings

(4) Where attached to building surfaces
Exception to (4): Flexible cord and cable shall be
permitted to be attached to building surfaces in
accordance with the provisions of 368.56(B)

{b) Where concealed by walls, floors, ar ceilings
or located above suspended or dropped ceilings
(6) Where installed in raceways, except as
otherwise permitted in this Code

(7) Where subject to physical damage

K511

|
|
|
|
|
!
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AND PLAN OF CORRECTION

{(X1) PROVIDER/SUPPLIER/CLIA
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B. WING
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HVAC - Any Heating Device

Any heating device, other than a central heating
plant, is designed and installed so combustible
materials cannot be ignited by device, and has a
safety feature to stop fuel and shut down
eguipment if there is excessive temperature or
ignition failure. If fuel fired, the device also:

* is chimney or vent connected.

* takes air for combustion from outside,

* provides for a combustion system separate from
occupied area atmosphere.

19.522

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the faciiity
faited to ensure that heating devices were
maintained with clearance from combustible
sources. Failure to keep combustible items such
as furniture and storage away from baseboard
heating systems, has been historically linked to
facility fires. This deficient practices affected staff
and visitors of the main dining hall on the date of
the survey,

Findings include:;

During the facility tour conducted on 8/19/2020
from 1:00 - 3:00 PM, observation of the main
dining hall revealed four (4) of the instalied
electric wall heating devices had furniture stored
directly abutting and against the exhaust surface.
Further observation noted the items placed
against the heafers as two {2) wooden chairs and
two (2} wooden dining tables.

(¥4) tD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ot o
PREFIX |[(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORREGTIVE AGTION SHOULD BE DATE
TAG OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 511| Continued From page 8 K 511
Additional reference: UL 1363 XYBS 1
K 522| HVAC - Any Heating Device K522 | K522 o
S$S8=E| CFR(s): NFPA 101 8S=E ﬁ b;}{w

1. Furniture in the dining room was
moved away from the electric wall

heating devices per manufacturer's
guidelines. i

2. All residents have the potential to be
affected.

3. Dietary, housekeeping and
maintenance employees will be
educated on keeping furniture from
directly abutting or against the
baseboard heater exhaust surface.

4. The Dietary Director or designee will
audit the dining room furniture
placement weekly x 4 and monthly x 1. |
All audit findings will be reported to
QAJ/CQI for further monitoring and !
modification. i

5. Corrective action will be completed |
on or before September 23, 2020,

FORM CMS-2
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(Xa} 1D SUMMARY STATEMENT OF DEFICIENCIES

TAG OR LSC IDENTIFYING INFORMATION)

D

PREFIX |[(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION

(X5)
COMPLETION

{(EACH CORRECTIVE ACTION SHOULD BE H DATE

CROSS-REFERENCED TQ THE APPROPRIATE

DEFICIENCY)

K 522| Continued From page 9

K 522

When asked at the time of the observation about
this observation, the Maintenance Supervisor
stated that staff had apparently moved the
furnishings up against the wali units to provide

| spacing for resident dining and avoid coharting
during the ongoing pandemic crisis.

. Actual NFPA standard:

19.5.2 Heating, Ventilating, and Air-Conditioning.

19.5.2.1 Heating, ventilating, and air-conditioning

shall comply with the provisions of Section 8.2

and shall be installed in accordance with the

| manufacturer ' s specifications, unless otherwise

| modified by 19.5.2.2.

i 19.5.2.2* Any heating device, other than a central

heating plant, shall be designed and installed so

 that combustible material cannot be ignited by the

I device or its appurtenances, and the following
requirements also shail apply:

{1) If fuel-fired, such heating devices shall comply

1 with the following:

(a) They shall be chimney connected ar vent

connected.

(b) They shall take air for combustion directly

from the outside.

{c) They shail be designed and installed to

provide for complete separation of the

| combustion system from the atmosphere of the

occupied area.

{2) Any heating device shall have safety features

to immediately stop the flow of fuef and shut

down the equipment in case of either excessive

temperature or ignition failure.
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FORMAFPROVED
STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGTION o EQLEPLSIIEJPEVDE Y
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING
135067 B. WING 08/19/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
. ViLLAGE| 640 NORTH EISENHOWER STREET
GOOD SAMARITAN SOCIETY - MOSCOW MOSCOW, ID 53843
SUMMARY STATEMENT OF DEFIGIENCIES 1o PROVIDER'S PLAN OF GORRECTION (X5)
a2 (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX A R T A TION SHOULD COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-HEFEHEB‘EF%E?‘ g‘x‘) : oA
C 000! INITIAL COMMENTS C 000
Preparation and Execution of this response
and plan of correction does not constitute an
The facility is a single story, Type il {111) structure admission or agreement by the provider of
originally constructed in 1975, There is a two-hour the truth of the facts alleged or conclusions
horizontal separation from the set forth in the statement of deficiencies,
independent/Assisted Living apartment complex. The plan of correction is prepared and/or
The facility is fully sprinklered, with an executed solely because it is required by the
intel;:onnected fire alarm/smoke detectt)ion gystem provisions of Federal and State law. For the
Backup emergency power Is provided by an purposes of any allegation that the facility is
on-site, spark-ignited Emergency Power Supply not in substantial comipliance with Federal
System (EPSS) generator set, Currently, the requirements of participation, this response
facility is licensed for 63 SNF/NF beds, and had a and plan of comection constitutes the
census of 43 on the date of the survey. facility's allegation of compliance in
accordance with ‘sgeti 5. of the State
The following deficiencies were cited during the Operations ni¢
annuat fireflife safety survey conducted on August f
18, 2020. The facility was surveyed under the Sy 8 y
LIFE SAFETY CODE, 2012 Edition, Existing =g
Health Care Occupancy in accordance with 42
CFR 483.70 and IDAPA 16.03.02, Rules and C 431 .
Minimum Standards for Skilled Nursing and
Intermediate Care Facilities.
_ 1. The MPA was removed from room
The Survey was conducted by: 302 and the printer in medicat records. G226
Sam Burbank 2. All resi ;
Health Facility Surveyor pbtentri‘zn?itccj:egésa?g?ez MPA have the
facility Fire Safety and Construction '
3. Maintenance employees will be
C 4311 02.120,10 Electrical and Lighting Standards C 431 educated on the use of MPAs in the
facility. An audit will be completed to
10.  Electrical and Lighting. Al identify additional MPAs.
electrical and lighting installation
shall be in accordance with the 4. The Maintenance Director or
National Electrical Code (1984 ed.) designee will audit for MPAs weekly x 4
and as follows: and monthly x 1. All audit findings wili
be reported to QA/CQI for further
This RULE: is not met as evidenced by: monitoring and modification,
Based on observation and interview, the facility
fai]eq to ensure power to electrical equipment and 8. Corrective action will be completed
appliances was not provided using multiple plug on or before Sgptember 23, 2020
If deficiencies are cited, an approved plan of carrection is requisite to continued program participation.
LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TIME {X8) DATE
At~ - Abvina hadn/ U1 030
ozi10g 2D1M21 [f continuation sheet 1 of 2
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adapters. The use of muitiple plug adapters (MPA
has been historically linked to arc fires in facilities.
This defcient praclice affected 8 residents, staff
and visitors on the date of the survey.

Findings inciude:

Nuring the facility tour conducted on 8/15/2020
from 1:00 - 3:00 PM, cbservation of installed
electrical systems revealed the use of a multiple
plug adapter fo supply power tc a tefevision in
resident roorn 302 and the data matrix printer in
the Madical Records office. When asked at the
time of the ohservations as to why these areas
were using a MPA for supplying power from the
ouflet, the Maintenance Supervisor stated the
facility was not aware these applications were not
permitted.

Actual IDAPA reference:
IDAPA 15.03.02.120.10{c)

c. Plug adaptors and multiple outlets are
prokinited.

FORM APPROVED
STATEMENT OF GEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) ([‘JSIJIE LSéJTRéf';EY
AR PLAN OF CORRECTHON {DENTIFICATION NLUMBER: A BUILAING 01 - ENTIRE BUILDING 5
135067 H, WING 08/19/2020
NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, STATE, ZiP CODE
G0OD SAMARITAN SOCIETY - MOSCOW VILLAGE| €640 NORTH EBSENHOWER STREET
MOSCOW, ID B3043
%43 D SLUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTYON {25
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFCIENCY]
C 431| Continued From Page 1 C 43

If deficlencies ars cited, an approved plan af Gorreciion is requisite to continuad program padécﬁpaﬁdm
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

BRAD LITTLE - Grwemaor TAMARA PRISCCK- ADMINISTRATCR
DAVE JEPPESEN- Director DIVISICN TF LICENSING & CERTIFICATICN
DEBRA RANSOM, RN, RH.LT,, Chisf
BUREAU OF FACILITY STANDARDS

3232 EMer Street

P.0. Bex 83720

Eoise, 0 83720-0003
PHONE 208-134-662%
FAX Z08-364-1888

September 1, 2020

Jamie Berg, Administrator

Good Samaritan Society - Moscow Village
640 North Eisenhower Street

Moscow, ID 83843-0588

Provider #: 135067
RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Ms. Berg:

On August 19, 2020, an Emergency Preparedness survey was conducted at Good Samaritan
Society - Moscow Village by the Bureau of Facility Standards/Department of Health & Welfare
to determine if your facility was in compliance with Federal participation requirements for
nursing homes participating in the Medicare and/or Medicaid programs. Your facility was
found to be in substantial compliance with Federal regulations during this survey.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, which states that
the facility complies with the requirements of CFR 42, 483.70(a) of the federal requirements.
This form is for your records only and does not need to be returned.

Thank you for the courtesies extended to us during the survey. If you have any questions,
please contact this office at (208) 334-6626, option 3.

Sincerely,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/lj
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
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135087
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A.BUILDING

B, WING
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COMPLETED
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NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN SOCIETY - MOSCOW VILL
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640 NORTH EISENHOWER STREET
" MOSCOW, ID 83843

Sam Burbank

The facility is a single story, Type I (111)
structure originally constructed in 1975. The
building is located within a municipal fire district
with both state and federal EMS services
available. There is a two-hour horizontal
separation from the Independeni/Assisted Living
apartment complex. The facility is fully
sprinklered, with an interconnected fire
alarm/smoke detection system. Backup
emergency power is provided by an on-site,
spark-ignited Emergency Power Supply System
(EPSS) generator set. Currently, the facility is
licensed for 63 SNF/NF beds, and had a census
of 43 on the date of the survey.

The facility was found to be in substantial
compliance during the annual Emergency
Preparedness Survey conducted on August 19,
2020. The facility was surveyed under the
Emergency Preparedness Rule in accordance
with 42 CFR 483.73.

The Survey was conducted by:

Health Facility Surveyor
Facility Fire Safety and Construction

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION
PREFIX [(EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY| PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMSA-TEET'ON
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
E 000/[ Initial Comments E 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

(XE) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availahie to the facility. If deficiencies are cifed, an approved plan of correction is requisite to continued

program participation,
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