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October 15,2019

Royal Jensen, Administrator
Cascadia of Boise

6000 W. Denton St.

Boise, ID 83704

Provider #;: 135146

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Jensen:

On October 9, 2019, a Facility Fire Safety and Construction survey was conducted at Cascadia
of Boise 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 October 28, 2019.
Failure to submit an acceptable PoC by October 28, 2019, may result in the imposition of civil
monetary penalties by November 19, 2019.

Your PoC must contain the following:

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

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

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

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

e Include dates when corrective action will be completed.

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

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

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMYS) if your facility has failed to achieve substantial compliance by November 13,
2019, (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
January 7, 2020. A change in the seriousness of the deficiencies on November 23, 2019, 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
November 13, 2019, includes the following: .

Denial of payment for new admissions effective January 9, 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 April 9, 2020, if substantial compliance is not achieved by
that time.

Please note that this notice does not constitute formal notice of impesition 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 9, 2019, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

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

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

BFS Letters (06/30/11)

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

This request must be received by October 28, 2019. If your request for informal dispute
resolution is received after October 28, 2019, 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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DEPARTMENT OF HEALTH AND HUMAN SERVICES

'CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938,

(X2) MULTIPLE GONSTRUGTION

{X3).DATE: SURVEY

) Date sprmkler system Jast:checked

) by Who ;p.r_ovu,ded s,ys,te,m test

Based on record review and mterwew the facility
failed to ensure fire suppression systems were
 maintained in accordance wlth NFPA 25, Failure

Quarterly. sprmkler lnspectioh as mtssrng and had
already implemented a Rlan of Corréction {POG)
to inglude 1§ ahd scheduiling to'prevent this
fratn happening again.

Actual NFPA standard:

1. Specific Issue:

"completed as per NFPA 25
standards.

2. Other Residents:
All residents are potentially
impacted.

3. Systemic changes:

contractor to ensure all testin

met.

4, Monitor:

Quarterly fire sprinkler

meeting' monthly to ensure
systems are being followed.

5. Date of Compliance:
10/28/19

The facility did not ensure that
maintenance and testing of the
fire sprinkler system was being

Maintenance Director or designee |
will coordinate with inspection

and inspection requirements are

Executive Director or designee will
audit the Maintenance Director’s l

inspections monthly for 3 months. (
Results will be presented at QAPI |}

; OF DEFICIENGIES | (X1) PROVIDER/SUPPLIERICLIA
| AND:PLAN-OF CORRECTION ; IDENTJFICATION‘NUMBER | A SUILBING 01 < CASCADIA OF BOISE COMRLETED
- 135146 BwWNG 10/09/2019_ .
.| NAME OF:PROVIDER OR SUPPLIER S STREET'‘ADDRESS, GITY, STATE, ZIPCODE. -~ i
| cascaviaoF BolsE 6000 WDENTON ST -
BOISE, ID 83704
(X4)|D \ NC n PROVIDER'S PLAN OF CORRECTION. o
PREFIX. i "PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION -
FAG ‘REGULATORY ORLEC IDENTIFYING INFORMA‘I 1ON) TAG | CROSS-REFERENGED TO. THE APPROPRIATE DATE
. DEFICIENCY) |
K353 Coﬁt‘inﬂedﬁr_o;m p’ag_e’ 1 K353 K353

g

FORMCMS-2667(03-99) Previous Versions Obsalete ~ Evenl ID:DKJD21

“FacllityID: MO S001890 If gantifiuigtion shaet Page 20f'9




e o PRINTED: 10/11/2019
DEPARTMENT-OF HEALTH AND HUMAN SERVICES “FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES:_,, I _ ) ___OMB NO. 0938-0391

STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIERICLIA  |-(x2) MULTIPLE GONSTRUCTION ‘ | (%3) DATE SURVEY
AND PLAN OF GORRECTION. IDENTIFICATION. NUMBER; A BUNBING D1 - CASCADIA OF BOISE - | COMPLETED

435148 BWNG_ .. | _10/09/2019
NAME OF PROVIDER OR SUPPLIER , STREET ADDRESS, CITY, STATE, ZIP CODE ’
6000 W DENTON. ST -
BOISE, [D -83704

(x4) o | SUMMARY STATEMENT OF DEFIGIENGIES ' D : PROVIDER'S PLAN:OF GORREGTION (X8
SREFIK |  (EACH DEFIGIENCY'MUST BE FRECEDED BY FULL PREFIX (EAGH CORRECTIVEACTION SHOULD BE COMPLETION' |

TAG REGULATORY OR LSélDENTlFYtNG INFORMATION) TAG ' | CROSS- REFERENCED TO THE APPROPRIATE ‘ DATE
DEFICIENCY)

CASCADIA OF BOISE

K 383 Continued From page 2 K353
NFPA25

|5.3.3 Waterflow Alarm Devices.
’5.3.3.1'-Mechanical waterflow alarm devices:
incliding, bat hot limited to, ‘Water friotor gongs,
,shall he-tested quarterly. ,

K 907 | Gas and Vacuum Piped Systems - Mairitenance K907}
! Sgsp\Pr_ a
; CFR(s); NFPA 401 '

Gas and Vacuum Piped Systems - Maintenance
Program i

-systems have documented malntenance
programs. The program includes an inventory of
all source systems, control valves, alarms,
zmanufactured assembhes and outlets

'through nsk assessment cons;derlng
manufacturer recommendatlons Inspection
‘procedures and testing methods are established
through risk assessment: Pérséis maintaining
systems are quahﬂed as-defionstrated by training
and: certtflcatlon or credentlahng to the

This REQUIREMENT 1s not met as ewdenced
by:

Based on record review:and:interview, the facility
| falled to ensure positive pressure gas central
piping. systéms afid medical- -surgical vacuum
systems have a docuriented maintenance
program. Failure to inventory, inspect; and
mgjintain.these systems, bya quahfled person,
could fesult in fire, explosion, or a lack of system
pérforinance:as: deSIgned his deficient practice
affected all residents.and staff on the date of the

FORMCMS-2567(02:09) Previous Versions Obsofee ~ EventID:DKUD21  Faclily ID:MDS00t890  If-continuation sheet Page 3of §
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

_CENTERS FOR MEDICARE & MEDICAID:SERVICES

PRINTED: 10/11/2019
FORMAPPROVED
OMB NO 0938 0391

.gas, vacuum, WAGD, and iedical support gas’

| be established through the risk.assessment of the

SUrvey.
Findings include:

During record review:on October 9, 2019, from
approx;mately 8: 30 AM to 11:30 AM, no
t .

Ser\/ evaanager’stated the facmty ‘was unaware.
of this reqmrement

Actual NFPA standard;

51.44.2:2.4] ’ntones lnventorles of medical
systems shal! include at least all:source
subsystems, control valves, alarms,
manufacturéd assemblies containing patient
gases, and odtlets.

5.1.14.2.2.2* Inspection Schedules. Scheduled
inspections for equipment and procedures shall

facility and developed with cotisideration of the
original’equipment anufacturst
recommendations and other recommendations
as required by the authority-having jurisdiction.

5,1.14.2.2.3 Inspectiori | Procedures The facility

STATEMENT OF BEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA | (X2) MULTIPLE GONSTRUGTION (X3) BATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: A BUILDING 01 - CASCADIA OF BOISE ‘COMPLETED
135446 | B-WING _ — 10/09/2018
NAME-OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP-CODE )
6000°"W DENTON:ST -
CASCAD ]
ADIAOF BOISE BOISE ID 83704
' (x4) D SUMMARY STATEMENT OF DEFlClFNCIES iD. PROVIDER'S PLAN OF GORRECTION ’ (X5).
PREFIX I (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG- CROSS:-REFERENGED TO THE APPROPRIATE DATE
BEFICIENCY) |
K 907'| Continued From page:3 - K907 K 907

Specific Issue:

Facility did not ensure thata
written maintenance program
was in place for Medical Gas i
Systems.

Other Residents:
All residents are potentially
impacted.

Systemic Changes:

Facility will create a written
maintenance and testing program
for Medical Gas systems that
complies with NFPA standards.
Maintenance and testing will be i
added to TELS system to ensure _
policy compliance. ¢ |

K

Monitor:

Executive Director or designee will
review the plan before l
implementation and at QAPI for3 .
months. 11

Date of Compliance: ,:z
10/28/19

FORN CMS- 2567(02 g9y Brevig

s Versions Obsolele 7 Even( {D: DKJDZ1

) Facmtle M:DSQO 1 330

' If continuation sheet Page 4 of
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“NAME OF PROVIDER OR'SUPPLIER ~ STREET ADDRESS, CITY, STATE, ZIP CODE ‘
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CASCAD|A OF BOISE
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TAG | REGULATGRY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
1 ‘DEFICIENCY)
K907 | Continued Fiom page 4 K 907}

shall be permitted to use any inspection
procedure(s) or testing methods established
through its own risk assessment.

5,1,14.2,2.4 Maintenance Schedules. Scheduled
maintenance.for equipment and procedures shall
be established through the risk assessment of the
'facrhty and developed with consideration of the
:orrgrnal equipment manufacturer
recommendations and other recommendations
as required by the authority having jurisdiction.
5.1.14,2:2.5 Qualifications. Persons maintaining
these systerms shall be quialified to perform these
operations: Appropriate: qualification shall be
demonstrated by-any of the following:

(1) Trarnrng and certrfrcatron through the health

(2) Credentrahng to the-requiremnents of ASSE
6040, Professional Qualification Standard for
Medrcal Gas Mamtenance Personnel

'tested as part of' the marntenance program as
follows:
(1)*Medical air-source, as follows:

{a) Roop temperature

(b) Shaftgeal condition

{c) Filter condition

(d) Presence of hiydrocarbons

(e) Roorn ventilation

{f)- Water quah v, if so:equipped

(g) Intake: location:

{h) Carbon monoxide monitor calibration

(i) Al purity

FORY GMS-5567(02-59) Piévious Versions Obsclete ' Event ID: DKID21 Facility ID; MDS001660 If continuation sheet Page 50f 9
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AND PLAN OF GORRECTION' ADENTIFIGATION NUMBER: A BUILDING 01 - CASCADIA OF BOISE ‘COMPLETED
135146 B. WING _ 10/09/2019
NAME OF PROVIDER:OR.SUPPLIER o ' STREET ADDRESS, CITY,-STATE, ZIP CODE ’
6000 W DENTON ST
CASCADIA OF BOISE o .
‘ BOISE, 1D 83704
(x4> iD ~SUNMARY STATEMENT OF DEFIGIENGIES D’ * PROVIDER'S PLAN OF CORRECTION. x5
PREFIX {EACH DEFICIENTY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD. BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
K 807 | Continded From page & K907

complying with: 5.7%
and513513 as follows:

(6)Bulk cryogenie liquid source inspected in
-aécordanceé with NEPA 55, Comprassed Gases
and Ciyogenic Fluids Code

{7) Final line regulation for all positive pressure
systems - delivery pressure

(i) Dew paint
*Medlcal vaciium source - exhaust [ocation
WAGD source exhaust'locatlon

8 . 3
;5 10,.»5,.1..3 5. 11 5.1.3.6.12,

(a) Ventilation
(b) Enclosure labeling

(8)*Valves -labeling
(9)*Alarms and warning systems-lamp-and audio
operatlon
(10) Alarims and warning systeins, as follows:

(a) Master alarmsignal operation

(b)-Area alarm signal-opération

(6) Local alarm sighal operation
(11)*Station outlets/inlets, as follows:

(@) Flow .

'(b) Labeling

(c) Latchlng/delatchlng

( ) Leaks
5.1.14,2;3.2 Manufactured Assembligs Employmg
Flexible Conhnectiori(s) Between the User
Terminal and the Piping System.
(A) Non-stationary booms and afticulating
assemblies, other than head walls utilizing flexible
confiectors .shall be tested forleaks, per
manufactuter ' s recommendation ,..éVery 18
: or at a durgtion as determined by-a risk.
assessment
(B) The system préssure to non-stationary booms
and aruculatmg arms shall be:maintained at
operating pressure until each joint has been
examined forleakage by effectxve means of leak

FORM €M8:2567(02-99) Previots Varslons Obsq(ete

Event ID: DKJDZ1

Facility ID: MDS001890

If continatiori-sheet Page 6 of 9
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detection that s safe for use with oxygen.
(G) Safe‘WOrkmg condition ‘.ofthe flexible
assembhes shal N

assem hes shall echeck or Ieakage
I(E )Leaks if ariy. shall be repaxred (if permitted),

of th PEAERtS: replaced (if réquiired); and the
ted prior to placing the equipment

(F) Additional testmg of non-stationary booms-or
arttculatmg armsshall be performeéd at intervals
definéd by documented pérformance data,
51.14.3 Medscal Gas and Vacuum Systems

15.1.14.8.1 The gas ‘content of medical gas and
| vacuurn. piping gystems shallibe labeled in
accordance with 51,111

5.1,14.3.2 Labels for-shutoff valves shall be in
accordance with 5. 1.11.2-and updated.when
modlflcatlons ‘are-made changing the aréas

4 Medical Gas and Vaeuum Systems’
tenance and Record Keeping. See B:5.2.

4.4.1 Permanent records of all tests required
'by 5 1.12.3.1 ‘through 5. 1,.12 3‘-14 shall be

: suppﬂer ofthe bulk cryogenlo
S5y hall, upon request provide

documentation-of vaponzer( s) sizing:criteria to
the facility.
' 5.1.14.4.3 An drinua! review of bulk system
capacity shall be conducted to enstre the source
-system has sufficient capacity.

5.1.14.4.4 Central supply systems for
nonflammable medical gasés shall conform to the
following:
(1) They shall be inspected annually,

'(2) They shaill be maintained by a qualified
| representative of the eqmpment owner.

FORM CMS -2567(02-99) Previous Vitslons Obsolste Event ID; DKJD'M Facility ID; MDS001850° if continuation sheet.Page 7 of 8
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;jurlsdlctlon

conducted on the downstream portions of

compressor supply systemiin' accordance with the

| medical-surgical vacuum station inlets to ensure

5.1.14.4.9 Medical- -surgical vacuum station inlet

(3) Arecord of the :annual inspection shall be
avallable for review by the -adthority’having

5.1,14,4.5 A periodic testing procedure for
nonﬂa__mmable miedical gas and vacuum’and
related alarm systems shall be implemented.
5.1.14.4.6 Whenever modifications are made that
breach the pipeline, any necessary installer and
verification test:specified in 5.1,12 shall be

the medical gas piping system.

5.1.14.4.7 Procedures, .as spécified, shall be
established for the following:

(1) Maintenance program: for the medical air

manufaoturer ‘s recommendations

(2) Facmty~testlng and callbration fprocedure that
: Snoxide monitors are calibrated |

atleast annually or more often if recommended

by the manufacturer

(3) Maintenance program for both the

medical-surgical vacuum plpmg system and the

secohdary equipment attached to-

i

the continued good performance of the entire
medical-surgical vacuum system
(4) Maintenance-prograrm for the WAGD system
to-ensure perfofmance
5.1.14,4,8 Audible and visualalarm indicators
shall meet the following requirements:
(1) They shall bé penodlcally tésted to determine
that thiey are. functioning properly.

sords of the; test-shall be maintained until
the next teshs performed,

terrinal performance as.reqired in
5.1.12.3.10:4, shall be tested as follows:
(1)-Ori @ regular preventive manntenance
schedule as determined by the facility

'STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND'PLAN OF CORREGTION. IDENTIFICATION NUMBER: A, BUILDING 01 - CASCADIA OF BOISE COMPLETED
, 135146 B-WING__ : 10/09/2019
NAME OF PROVIDER OR-SUPPLIER ’ 'STREET ADDRESS, CITY, $TATE, ZIP COPE ‘
6000°W DENTON ST
CASCADIA OF BOISE
o BOISE ID 83704
(x4) o ¢ SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECT!ON ) (%8
PREFIX - (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION-SHOULD BE GOMPLETION
TG REGULATORY OR LSS 1DENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 907 | Continued From page 7

K 907

FORM ;GM‘S-256‘7(02-_99) Prévious _\/,e_rs;o_n_s, Obsolete Event 1D: DKJID21

Facility ID;: MDS001 890

If coftinuation sheet Page 8 of:§
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/11/2019

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND FLAN OF CORREGTION IDENTIFICATION NUMBER:

135146

{X2) MULTIPLE: CONSTRUCTION
A. BUILDING 01 - CASCADIA OF BOISE

B. WING

| (X3) DATE SURVEY

COMPLETED

10/09/2019

NAME OF PROVIDER OR SUPRLIER

CASCADIJA OF BOISE

STREET ADDRESS, GITY, STATE, ZIP CODE.
6000 W DENTON-ST
BOISE ID 83704

{X4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIFNCIES
{EACH DEFICIENCYMUST BE PRECEDED BY FULL
REGULATORY @R LSG: IDENTIFYING INFORMATION)

D
PREFIX
TAG

'PROVIDER'S PLAN OF CORRECTION

DEFlC!ENCY)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENGED TO THE APPROPRIATE DATE

~(x5)

K907

Continued From page 8

malntenance staff
(2) Based on flow of free air (NI/min or SCFM)
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5.1.15* Category 1 Maintenance. Facilities shall
have a routine maintenance program for their

piped medical gas and vacuum systems.

5.2 Category 2 Piped Gas and Vacuum Systems,
5.2. 1% Applicability. These: requiréments shall
apply fo health care facilities that qUallfy for
Category 2 systems as referenced in‘Chapter 4.
5.2.1.1 Section 5:2 through 5.2.12 shall apply to
new health care-facilities or facilities making
changes: that alter the piping; .2.1.2 Sibsection
5.2.13

5.2.14* Category 2 Maintenance. Facilities shall
have a routing maintenance program for their
piped medical gas and vacuum systemns,
5.3.13.4.2 A periodic testing procedure for
Category 3 gas and vacuum systems and related
alarm systems shall be implemented.
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

BRAD LITTLE - Govermnor TAMARA PRISOCK—~ ADMINISTRATOR
DAVE JEPPESEN- Director DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, RN.,R.H.L.T., Chief

BUREAU OF FACILITY STANDARDS

3232 Elder Street

P.0. Box 83720

Boise, ID 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

October 15, 2019

Royal Jensen, Administrator
Cascadia of Boise

6000 W. Denton St

Boise, ID 83704

Provider #: 135146

RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Mr. Jensen:

On October 9, 2019, an Emergency Preparedness survey was conducted at Cascadia of Boise by
the Department of Health & Welfare, Bureau of Facility Standards to determine if your facility
was in compliance with Federal participation requirements for nursing homes participating in the
Medicare and/or Medicaid programs. This survey found that your facility was not in substantial
compliance with Medicare and Medicaid program participation requirements. This survey found
the most serious deficiency to be a widespread deficiency that constitutes no actual harm with
potential for more than minimal harm that is not immediate jeopardy, as documented on the
enclosed CMS-2567, whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. In the spaces provided on the right side of each sheet,
answer each deficiency and state the date when each will be completed. Please provide ONLY
ONE completion date for each federal and state tag in column (X5) Completion Date to signify
when you allege that each tag will be back in compliance. NOTE: The alleged compliance date
must be after the "Date Survey Completed" (located in field X3) and on or before the
"Opportunity to Correct" (listed on page 2). After each deficiency has been answered and dated,
the administrator should sign the Statement of Deficiencies and Plan of Correction, CMS-2567
Form in the spaces provided and return the originals to this office.
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Your Plan of Correction (PoC) for the deficiencies must be submitted by October 28, 2019.
Failure to submit an acceptable PoC by October 28, 2019, may result in the imposition of civil
monetary penalties by November 19, 2019.

Your PoC must contain the following:

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

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

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

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

e Include dates when corrective action will be completed.

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

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

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by November 13,
2019, (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. A
change in the seriousness of the deficiencies on November 29, 2019, may result in a change in
the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
November 13, 2019, includes the following:

Denial of payment for new admissions effective January 9, 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.




Royal Jensen, Administrator
October 15, 2019
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 9, 2020, 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 9, 2019, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

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

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

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

BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form
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This request must be received by October 28, 2019. If your request for informal dispute
resolution is received after October 28, 2019, 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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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVIGES QMB NO, 0938-0391
STATEMENT OF DEFIDIENOIES (X1} PROVIDERSUFPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
( 135146 B WING _ 10/09/2019
: NAME OF PROVIDER R SUPPLIER STREET ANDRESS, CITY, STATE, ZIP CODE -
, 000 W DENTON 8T
c;‘G\SCAD!A OF BOISE o BOISE, ID 83704
(X4) b BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREQTION. 1)
PREFIX {EACH DEFICIENCY MUBT 8E PRECEDED BY FUI.L PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR L8&C IDENTIFYING INFORMATION) TAG CROSS-REFERESCSI&T(&JYH)EAPPROPR!ATE DATE
EFICIE

E 0001 Initial Comments E 000

The facility Is a single.stary, Type V (111)
struetura with 8 spéclal feature of two Won-Doors |
locdted Inareas A and B, Tha building Is fully :
sprinilered.and has a complete addressable fire
dlarmismoke detection gystem heluding open
areas and audible/vsual notification throughott,
Plpedin Type 2. Madical Gas System and
Vacuum 8ystem Is plumbed into the faoilty from a
ratad manifold room. Emargsncy Power Is
provided by a Type 1 EPSS with.an annunclator
and emetgancy stap. Gurrently the facility Is
licanged for 99 BNF/NF Beds ahd had a gensus
of 70 on the dafe of the suryey.

The following. deficlency was cited during the
annugl amergency preparedness survey

v conducted on October 8, 2018, The facility was

\ surveyed under the Emergency Preparadness
Rule established by CMS, in accordance with 42
TFR 483.73.

The Sutveywas conducted by:

Linda Ghaney

Hedilth Fagllity Survayor

Faglliity Fire. Bafety & Construction
E 007 | EP Program Patient Population E 007,
85=D | CFR(8j: 483.73(2)(3)

[(a) Emergency Plan. The [facifity] must develop
and mairtain an emergency praparadnass plan
that must be reviewead, and updated at least
annyally. The plan must do the Jallowing:]

: (3) Address patlent/client population, Inctuding,
but notlimited to, persons at-risk; the typs of
gervices the [faclllty] has the abllity to provide In

LABORATORY DIREATOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIT[E5 {X6) DATE
‘ FRecut e ek 1) 25— g

'Anyaeﬂgfgncy statement efding with an asterlsk (*) denotes a deflclarcy which the Institution may be excused frony cerrecting providing. it ls determined that
«other eafeguards provide sufficlent-protection to the patients, (Sae Insttustions.) -Except-for nursig homes, the findings stated above are disolosable 90 days
folfowlng the date of survay whether or not a plan ef carrection [s provided. Far hursing homes, the above findings and plans of correotion ara didclosable 14
days following.tha.date these dosuments are made avallable-tothe facllity, If deficlencles are cited, an approvad plan of eorrection Is requisite to continued

- mrogram particlpation,

FORM CMS-2587(02-89) Praylous Veralons Ohsolete Event iD; DKID21 Facllity {0: MDSU01860 If continuation sheet Page 1 of2

e R R R S e




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

PRINTED: 10/11/2019
~ FORM APPROVED
OMB NO. 0938-0381

an emergency; and continuity of operations,
including delegations of authority and succession
plans.**

*Note: ["Persons at risk" does not apply to: ASC,
hospice, PACE, HHA, CORF, €MCH, RHC,
FQHC, or ESRD facilities.]

This REQUIREMENT is not et as evidenced
by:

Based on record review and interview, it was
deterinined the facllity failed to provide an
emergency plan that addressed the resident

| population, including persons at risk. Failure to

provide information.on the resident population
served within the facility and their unique
vitlnerabilities in the-event of a disaster, could

- potentially hinder evacuation and continuation of

resident care during an emergency. This deficient
practice affected all residents and staff on the

| date-of the survey:

Findings incl‘ude:

On October 9, 2019, from approximately 8:30 AM
to 11:30 AM, review of the provided emergency
preparednass plan revealed the resident
population, including persons at risk was not
addressed in the plan. Interview of the

Environmental Services Manager at

approximately 1:00 PM; revealed the facility was

aware of this requirement, but had not yet

addressed it in the emergency preparedness
plan.

Reference: ,
42 CFR 483.73 (a) (3)

1. Specificlssue: :

STATEMENT OF DEFlCiENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2)-MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 311 COMPLETED
A. BUILDING
o o 135146 B. WING 10/09/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CASCADIA OF BOISE 6000 WDENTON ST
BOISE, ID 83704
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFIClENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE 1 COMPLETION
TAG REGULATORY OR LSG IDENTIFYING lNrORMATiON) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) i
E-007 | Continued From page 1 E 007

E 007

The facility did not ensure that the
Emergency Management plan
contained a resident risk
assessment.

2. Other Residents:

Ali residents are potentially
affected.

3. Systemic changes:
Maintenance Director, Executive
Director or designee will attach
the facility assessment to the
emergency plan. A TELS schedule
will be created to update the
emergency plan annually.

¢

4. Monitor: l
Executive Director or degignee will
audit the Emergency !
Management plan monthly for 3 [
months. Results will be presented ’
at QAPI meeting monthly. ;

|
t

5. Date of Compliance:
10/28/19 |
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