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FAX 208-364-1888 

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 (XS) 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: 

• 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, 

• 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 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 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: 
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http://healthandwelfare.idaho.gov/Providers/ProvidersFaciiities/StateFederalPrograms/NursingFa 
cilities/tabid/ 4 34/Default.aspx 

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

BPS 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/lj 
Enclosures 
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QEPAHT.MENT QF HEALTH.AND ,HUMAN $ERVICES 
'CENTERS FGR MEDICARE,& MEDICAID SERVICES 

sfAr~~lENT bF Di:r:1c1Er-io1Es·· 
Afl/D PLAN OFPORREdtioN . 

' (X1) .PR,ClY!Ds~~.µ,.,r;uER/CLIA 
· IDENTIFICATIQNNIJMBER: 

135146 
NAME OF'PROVibl:R OR SUPPLiE:R 

CASCAb)A OF BOISE 

.(X4)1D 
PREFIX 

JAG. 

SUMMARY STATEMENTC)F DEFICIENCIES 
(EAcil'Lbt:FIQIENCY ,;,lust BEPREC~()ED GY FULL 

'REGULATORY ORlSC 1oi=:N,irYING INFORMAi'ION) 

K 353 .Continued Hom. page 1 
avallabJ e, 

a-) DciiEJ ,sp_ririklersyst~m Jas.Lc:hecfsed 
. ... . .· - .. . - .. - ... 

ti) Wno :pfoviaea system :test 

· c) Water ,sy$t~rn $LJ'PPIY source ·· 

' Rrgv)a~ i~li~MARK$;ihformation on coverage for 
any non~teqt:iired at.partial automatic sprinkier . 

. systertL .. 

. ~.7.~,,Q/Z/1, ~::7A~ritng NFPA 2!5 
This REQU.)H!;ME::NT !$ not.met a~ eviclenced 
by: 
Based on recoro review and interview, the facility 

failecf to ensure fire suppresslcin systems were 
t:nal.nJaln~d lh accordcirit:ewlth NFPA 25, Fail.ure 
to. !nsr¢~t s,ysJe.ni c~rnPoneMs ?Hequ,ired, has 
thei pot,enJj;il t~) rindElr syst~m ,performance during 
a,fire .eventahd/or,render the facHity not fully 
,sprloklerEitj a'fter i:ln acllvc1Hon orrepc1ir. 'Tb.is 
d~.MienJ pfg¢t(qe affe¢'tec;t 70 reioid13h}s and st<:fff 
on the cf ~te orthe S..WYJ?Yx 

;Findings Jnclucle: 

DUJing te~[ew-ofJ)r,oviqecf facHfty inspection and 
testing -r,~cpr;ct~t:~0.ffgl,f(;:Jec! qn Qgtgber ~,, 2019, 
(rotiJ ,c:1~pr9xiii)?1~¢[y 8;$0 AM~ 11:30 AM., 
aecumentalion :foM first quartet". 2019 watert1ow 
aiatm :fiow test:could not be produced. Wbeh' 
asked;the EriVlrot:irn~h!al St=JNfoes Mapl;lget 
~l~tei:l fhe f§l9JJltrh~d g1r~i:1d.y fcf'?ntified this . 
quarterly sprih~ler inspection as missing and had 
alreaay implemented a Rian ;o1 Cotrecfiori (POG) 
to lridhJd!:i 'training and scheoli!lng to prevent this 
'from hc1ppening agafn. 

Actual NFPA standard, 

[:yE;>ntlD:DKJD21 

PRJNT:ED:: 190i/2Q19 
FORM APPROVED 

oMs •N6 .b938s0B91 
(X2) MIJLTIPLE: QQNSTRUGTION 
A:JlUILD)NG Of° CMCADIA QF 13QISE 

(X3).DATESURVEY 
COMR(E]'E:D 

B:WING 

ID 
PREi=ix 

TAG 

STRE:ET'ADDRESS; C.ITY. STATE, ZIP GODE 
6000 W'OENTON ST 

BOISE, ID 837-04 

PROVIDER'S PLAN OF CORRECTION 
(EACH CQRRECTIV.EA.CTIO'N si,foULp.HE 

CRO$S0REFERE~~}t,I~J~\E APPROPRIATE 

t0/09/2019 

(Xij) 
COMPLETION · 

,DJIT}: 

KS53 I< 353 

1. Specific Issue: 
The facility did not ensure that 

maintenance and testing of the 

fire sprinkler system was being 

,completed as per NFPA 25 

standards. 

2. Other Residents: 
All residents are potentially 

impacted. 

3. Systemic changes: 
Maintenance Director or designee 

will coordinate with inspection 

contractor to ensure all testing 

and inspection requirements are 

met. 

4. Monitor: 
I 

Executive Director or designee will 

audit the Maintenance Director's 

Quarterly fire sprinkler 

inspections monthly for 3 months. i 

Results will be presented at QAPI 

meeting monthly to ensure 

systems are being followed. 

5. Date of Compliance: 
10/28/19 

Facility JD: M.0Sd0189Ci If Q<il'!tihll?ilig~c¢heiet Page 2 of9 
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DEPARTMENT-OF ·HEALTH AND HUMAN ,SERVICE$ 
GENTERS_FOR MEDICARE & MEDICAID SERVICES 

'- -- - -- -
STAtEMEtl( dr DEflCJENCii:s /X1) PROVIDER/SUPPLIER/CU~ 
AND. PLAN OF CbRRECTION IDENTIFICATION NUMBER: 

NAME OF PRbVIDER OR SUPPLIER 

CAsCAblA OF BOISE 

(X4) 1£? 
Pf:U,:f!X ' tM , 

. sWM~ViRY $TATf'tM~N:i: oFpE:ffQfsN01E,s 
(EAbH DEJ=IQiENCYMUST 13.E PRECEDED 13Y FULL 

REGULATORY OR L$0IDENTIFYING INFORMATION) 

K $~3 Gohtlrtued ,Rrom pag_e 2 
J-.JPRA25 

K907 
$$::;f 

-$.3.QWc1~ctloWAla.rm o~vJc(:)1;l, 
fr.3.3.1 'Medhanical waterflow:alarm device.s 
.irtcluding, but .not' limited to,Wi;\terJnotor gongs, 
shafi bete~teo quarterly. 
Gas and Vacuum Piped Systems - Maintenance 
Rr 
trFR(~):' N·PpA 101 

Ga$ a119 Vacywn, Piped Systems - Maintenance 
Program ·· 
Medical gas, vacuum, WAGb, or support gas 
systems hi:P./$ dqcumented maintenance · 
programs. Th13 prqgrc:1.n:i fncfudes ·an lriventory of 
all ioLJrce systsims,, control v91ves, r;llarms,, · 
manufacturea assemblies, and outlets. 
frtspeclio.r, and rnainfer'fanceschedules are 
~sJa9li$heq fhtoush rii'\k a$$8$SIT1Eit\t considering 
m1:1nPfacturer regon:imetfdc:JtiPQS, 'lh$PElctfon · 
procedures and fasting methods are established 
through ri\'ik assessment Rers6ns maintaining 
systems a'r'e qualffii;id as ·demonsfrated by training 
,and GerUficalioh or ¢red~ntic1lins lo the -
rnqL[iJemE1nJ1i, 9f M§f:; 6CJ~(For 6CJ4Q. 
5'..1.14.2.1, 5.1.14.Q.:2; 5.1.15, •5:2.14, 5.3.13.4.2 
(NFP.A99)' 
This REQUJRi;MENf Is not mel as evidenced 
b· ,y, 
Bc;1~e<;1 on rEloorq revtew a_nd [nJ$rv[ew, the facility 

failed to ensure positive pressure gas central · 
piping systems and medical-'s•rgical vacuum 
systems have a documented maintenance 
prqgram. Failure to invento_ry, in};pect, and 
rngin,ain the${'i sy$JerM, by a qualifl~d person, 
could fesult in fire, expJ6si6n, 6r a la9k of system 
performahee;as c.fesighed'. Tbis defici.el'lt practice 
~ff~oted c11J re$ldents and $foff on the date of the 

Ever,t ID; Q,KJQ21 

,(X2);MlihlPLE·CONSTRLiCTIQN 

A BlJllDING 01 - CASCADIA OF BOISE 

.B, WING~~--~~~~-

STREET ADDRESS, CITY, STATE, ZIP CODE 

6000 W DENTON ST 

BOISE, JD 83704 

PRINTED; 10111/2019 
FORM APPROVED 

0MB NO. 0938-0391 

; 

(Xa) ;oAJE SlJf{VJ;Y 
C.OMPLETED 

10/09/2019 

ID 
PREFIX 

TAG ' 

PROv'(bER'S PLAN DF-CORREOTiON 
' (EACH CORRECTIVE:'.~cTION $H'oqLb BE 
CROSSsREFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

_, (XS) _, _ 

K3.53 

K.907. 

Fil_cjUly lb: Mosoo1 a110 

' ·, 

COMPLETION 
- DATE 

If contlnua.tlon sh~el Pc:i11e 3 oi9 



bEPAR1:M1:NTOF HEALTH AND HUMAN SERVfGES 
CE:NTERS FORME:.blOARE & ME:DIGAID SERVICES 

PRINTE:D.: 10/11/2019 
FORM APPROVED 

0MB NO. 0938-0391 
srAiEMENT Of' bEFicfENCiES 
AND PLAN OF CORRECTION 

(Xf) PROVIDER/SUPPLIERiCLJA 
IDENTIFICATION NUMBER: 

. .. . . ,. ' . . .. 
(X2) MULTIPLE CONSTRUCTION (X~) IJATE ~JJIWEY 

.COMP.l:ETED 

135146 
NAMEOF PROVIDEROR SUPPLIER 

GASCADIAOF BOISE 

,SlJtiirviABY STATEMENT OF' PEFfCl/iNCli::$ 
:(EACH DEFICiENCY MUST BE f'RECEOED BY FULL 
REGULATORY QR LSC IDENTIFYING INFdRMATION) 

K.S07 Continued From page 3 
s'uNey. 

Findipgs tnc;:lud~: 

During record review,ori O¢tobera9, 2019, from 
:i3pprox.trnately: a:so AM to 11 :30 AM, no 
docurnenh,!tlon; ota writt¢n rnaintenanGe program 
for the p0$1tiye .Prfi)s~qre gc3s cen'fn,!J piping · 
syster:ns an§! m~cJioaH,t;Jrgical V1;J.9uum system 
could be produced. When asked ,aboutthe 
tri'issfrig· d!)c1.tm.entation, the Environmental 
servJces Martager,stat~a :the facility was unc1ware 
of this req\Jirerrient ·· 

Actual NFPA standard: 

NFPA~$l 
5.1, 1'4,tl,, G~l')erat f-lea.ltl') CJ1re facj[iJ[E}s Wit,h 
Tnsf9lleg medic::~! gc,is, vacuum:, 'WAGD/or 
.medical support gas ,systems, or combiriatiohs 
the'reof, ,shali devi:ilop ~nd oo:cumenf rperlodic 
m~int~tiano~ ptograrnsi ,fgr, the$e s.Y$'lems }ind 
their $1itrcomf:10fl~llts i:J.S appropnc:1t€3 t.o 't.he 
equTpment lnstalled,. · · · 
5.1.14.2.2 Ma1nfenance Ptogrartfs. 
5.1 .14.2.2. LlnventoTies. lnventorles of medical 
gas, vacµl,lm; WA$0, and medic~! sµpporf gas 
sy$fe111s $h;:ill idclllde at li3ast all ,source 
subsystems, control valves, alarms, 
manufactured assemblies containing patient 
gases, alid,oUtlets. 
5.1.14.2.2.2*fnspection Sc:'hedules. Scheduled 
inspectiqns for equipment and proq,dLires shall 
. be established .through the risk' assessment of the 
faclllty and developed With consideration of the 
odginal equiprnent .manufacturer 
recomme11f;lation1? and .other recqmrner:idations 
as required by the authority having jurisdiction. 
~'.1.14.2.2.3 ln~pection Procedures. The facility 

Evr,11\ .iD: bKJD21 

A BUILDING 01 - CASQADIA OF BOISE 

B. WING-o----~----

STREET ADDRESS, CITY, STATE, ZIP CODE 

6POOW DENTON ST 

BOISE, TD .83704 

PR0VIQ,ER'$ 'plA('(QF COR_REPT!ON 
(EACH CGRRE'CTIVE A,c·noN SHOULD i:)E 

CROSS-fli::FERENCED"fO THE APPROPRIATE 

10/09/2019 

. (XS) 
COMPLETION 

DATE 
DEFf(;:iENCY) . I 

K907i K 907 

1. Specific Issue: 
Facility did not ensure that a 

yvritten maintenance program I 

was in place for Medical Gas I 
Systems. 

I 
2. Other Residents: 

I 
i 

All residents are potentially I 

impacted. I 
l: 

3. 
! 

Systemic Changes: 
! 

Facility will create a written 

maintenance and testing program ! 
I 

for Medical Gas systems that I 
complies with NFPA standards. I 

Maintenance and testing will be i 
! 

added to TELS system to ensure 

policy compliance. f ! 

I ' 
4. Monitor: 

·, 

Executive Director or designee will 
I 

i review the plan before 

implementation and at QAPI for 3 
I 

months . I 
i 

5. Date of Compliance: : 
I 

10/28/19 

FaqllitylD: M.Dsei,01890 
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AND Pi.AN OF CORRECTION 

(X1) PROVJDER/SUPPLIER/CLIA 
IDENTIFICATiON NUMBER: 

135146 
.. t-JAME OF PROVIDER OR SUPPLIER 

()S4).1[? 
PRl:FIX 

TAG 

S0/..fMAR'?.STATEMENi' OF t:iEFlciENGIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUl,AT(:)RY OR LSC IDENTIFYING INFQRMATION) 

K 907 continued From page 4 
shall be permitted to use any inspection 
procedure(s) or te$tingmethods established 
,through Its own risk assessment 
5, 1, 14.2,~.4 Mainfen.aoce Schedules; Scheduled 
maintenance for equipment and procedures shall 
be established. through the risk assessment of the 
fac:i!ity and developed with consideration of the 
origincJI equ[pment manufgciturer 
recomrnendati9ns and other recommendations 
as required by theauthority having jurisdiction. 
5.1.14.2.2.5 QLiallfications. Persons mi:iintaining 
the:s!3 sy~it~rns shali be qualified to perfQtm these 
qpEmit)ons, Apprppriate quc:iJjfication shaJI be 
d~morn~lr1:1tecl' }Jy:gny of the foll9wing: 
(1) Training and.certification through the health 
care facff/ty. by which such persons are employed 
to Wotk w'ith sp\:icfific equipment as instalJeo in 
th~lfo9i))ty .. 
(2) Cr$genti1:1ling tQ' th~,tequiremE;)nts ofASSE 
60210, Professional Qualitrcatiori Standard for 
Me'dlcal Gas Maintenance Personnel 
(3) Cr:edeotialit19 ·to the requirements of ASSE 
6030, Profes~Jonal Qualiffoa'tion Standard for 
Mediq91 Gas Systems Ve[ifiers 
s: 1.14:2.3 lhsp'ection and Testing Operations. 
5.1.14,2.3. fGeheral. The eleinetils in 
5,1J4;2.2.2through 5,c1.15 st1all be im;pected or 
tesled as pE:irt offhe maintenanoe program as 
follows: 
(1fiMedJcal air source., as follows: 

(a) Room ternpetatwre 
(p) Sh~fi ~e;aJ oonditlon 
(G) Fnt.er GQncl[tiotJ 
(d) Presence of hydrocarbons 
(e) RoomVeniilatfon 
{f)Wpter qwa.Ufy, ,ifsoequipped 
(gJ JnlEik.e, loc.atton 
,(h) Carbon monoxide monitor calibration 
(iLAir ~urity ··. 

FORM CMS-2567(0f99) Previous Versions Obsolete Event ID: t>kJD21 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING 01 · CASCADIA OF BOISE 

B. WING ________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

aoo,o w DENTON ST 

BQISE,ID ,83704 

PRINTE;D: 101:11/2019 
FORMAPPROVED 

0MB NO. 0938-0391 
(X3) fli?,tE s~usYEY 

COMPLETED 

10/09/2019 

ID 
PREFIX 

TA<3 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECJIVE Act10N sHoUCo SE 

CROSS-REFERENCED fO THE APPROPRIATE 

' ' (~5) 
COMPLETION 

. DAT~ 

DEFICIENCY) . 

K907' 

Fac:iiity iD: MDS001890 If c<intlnWs1tlon $he~! Pa1:1e 5 of9 



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

STATEMENT OF DEFICIENCIES 
ANDPLAN OF CORRECTION' 

(X 1) PROVIDER/SUPPLIER/CUA 
:lDENTIFIOATfON NUMBER: 

1315146 

CASC.ADIA OF BOISE: 

(X4) lo 
PREFIX 

TAG 

1<907 

SUMMARY STATEMENT OF bEFICiENciES 
(EACH DEFICIENCY MUSTBE PRECEOi::D SY.FULL 

fEGllLATCiRY QR LSG ID!::!lf'[IFYING INFORt;,iATION) 

Continued .Frol'n page 5 
U)Dew point 

(2}*MEidicai v"i:icUl.Jfn soutce-exbaUstfocation 
(3)\/VAGD source~ exhaust location' .. 
(4)*111stn101~nt ~iJ' sc;iurc;;e: - filt~fq9n_ctitto.n 
{§)*M@iJdlg s;p'urces (including· $ysterns 
complying with:5.1'.3:!L 10, c/H .'3:5.11, 5.1.3.5.12, 
and 5. i .3.5, 13); as follows: 

(a) Ventilation 
(b) Enol•$ure labeling 

(6) -Sulk cryogenlG liquid source lns,pected In 
accordance with NFPA 55, Compressed Gases 
and Cryogenic Fluids Code 
(7) l=it:1,li line rei-gulatfon for ali positive pressure 
systems ~ ci!?liV.ElN press.1,ire 
(8)"Valves - labeling 
(QtAlarms and warning systems-lamp.and audio 
operaffcm 
(1 O) Alatrns .anrJ w~rning $y${ern~ •. §l; Jqnows: 
· · (a) Mast$r f!IF'l.rtti sig11g:il opEir;:ition 

(bj Area alarm .signal-operation 
(c) Local J1latm signal operation 

(11tStat)on;.outfefo/ir,ilefa1 as foJ!ows: 
(a)FIQW 
(b} Lab1:Jling 
(c) Latdhing/delatcihlng 
'(d) Leaks · 

5.1.14.2.3.2 M$nufao.tured AssernblLes Employ[hg 
Flexible Con.rredionfs) Between the User · 
Termfnal and ttie Piping ·system. 
(A) Non~statio•ary booms.and articulating 
assernbJles, other than head wails utllitin,g flexible 
conne:Ctors, shall be tesJ~d-fonlea_ks, per 
n,g1nu1act1Jter ',s te.cornmJindaticn:is; every 18 
rpqfl!n? qr ~ta ch.,1r8tiorJ c:is deterrninecj by 'a risk 
assessment. 
(8) The ,systt:!iTi pr$ssure to r,pr,..,stationaty booms 
and art]cuJatiog c1rms shall :b~l rnaintalneOat 
operatfng pres$!,lr~ unliJ eachJqLnt has been 
examinedfor'leakage by effective means of le~k 
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continued From pa.fJe.6 
detection that'is safe fotuse with oxygen. 
( C} SafeWcfrkhig CQt)ditidrf of the flexible 
ass_e_m.bli'es sh.1:1fi;be con'fin:nect. 
(0) pJg)3; PC>On..ec::~orn irMroaJt9 tbe .bo9n:i and 
assemblies shall.bech!3Ckedfor leakage; 
.{6) Leaks.If arw; shall be repafred (if permitted), 
or the t;omponentsteplaced {iheqt.rired), 'c;ihd the 
eq()iprnentretesJed pdor to :pJaoing (he equiprnE:iht 
baoK'intq service. 
(F} Additional testing of non-stationary booms or 
art1ol.ilcifiiig .antis shall be perfbrmea at intervals 
defined ;~y documenied performance data. 
5.1"14.BMe·dlcai,Gas andVatuum systems 
lnrqrrnation cfr:ld WarnJng $Jgrii:;. 
5.1.14.3.1 The gas content of medical gas and 
vaduum. pipfpg ~ystems shall ,be labeled in 
at;corcfance withB.1.11,1. 
s.1,14.:t2La'b~ls fqrshutqffyE1IY¢S $/1;;ilip~ in 
$<::cordancewith 5.t.ttL2 and updated,when 
modification$ ·are made changing the areas 
$erved. 
q, t.14.4 M!9dic$1 G_as and Va¢\.Jurn Sy$t$ms 
Maioien;;mc~ gr,d Recore/. Keeping .. s~e B; 5 .2. 
15.1.14,.4.1 :Penn?inent records of all tests required 
by 5:1.12.3· .. 1 .through 5.1.12.3.14 :shall be 
mafnfained In fh·e organ]zation \ s ffles. 
5.t l4.4;~ i'°hEi i?UPPfier\1fJhEitJU!k cryo·genic 
l[quiq system s,haJI, _upon reque$t, provide 
documentation of vaporizer(s) siz1ng criteria to 
the fasllity. 
5.1.14.4.3 An annual review of bulk system 
capacity shall be c@dl.lcted to ensure the source 
system has sufficient capacity. 
5.1.14.4.4 Central' supply systems for 
nonflammao.le medical gases shall conform to the 
following: 
{t) ThEilY ~bgJI bE:i [nSPE:lGted ;:inouglly . 
. (2) They shall be ma'intained by a qualified 
repre.~~htative c:5f the eqo.fptnent (jiNher. 
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(3) A record of the annual inspection shall be 
availabie Jor review by the authorit)'.liavihg 
judsdk:lioh. 
5..'1.14A.5 Aperipdic Jes.ting proceclvre for 
n9nf.latnn:iable m,edical 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 ihsfaller and 
verification fest specified in 6.1,12 shall be 
conducted 01)the downstrea_m portions of 
the medical_ gas piping system. 
5.1.14.4.7 Procedures, ,as specified, shall be 
established for the following, 
(1) :Mc1intenanc:::e ptogrcJrli ;for the medical air 
co111pr~ss9r supply syst.ern '!IJ aqqorclance with the 
manufacturer ',s recommendations 
(2) FadfftY'testing and calibration 1procedure that 
ens"qr~s cl;lrbott rnonoxicte moni(orl:l are talitm;ited 
atJeasJannllally qr more often if r!8commendecl 
by the manufa9turer 
(3) Maintenance program for both the 
medical-surgical vacuum piping system and the 
secondary equipment attachea to 
medical-sur9fc:::c)lv,.wuarn sta_tion ihlets to ensure 
the continµed good performance of the entire 
medical-surgical vacuum system 
(4).Malntenance program for the WAGD system 
to ensure pertotmpnce i 
5.1.14,4,BA_uclible @d visual 0afarm indicators 
shall meelthe following: reqairements: 
(1) Tbey shall he periodfGaily tested to determine 
th~t they are. fuhcfiohing :properly. 
(2) Retto:td.s of fbe test shall IJia m;aihtc!ined until 
the next te;:;ti::;,perfom:iRJd. 
5.1. 14.4.9 Medical-surgical vacuum station inlet 
terminal peffotmanceJ as requfrea 1n 
5J~12.3.10.4-; shall be tested as follows, 
( 1) O_ri a regular preve:otiv:e rn.ainteoc1nce 
schedule asdetermihed 'by the facility 
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maintenance staff 
(2)B~seci on flow of free air (NI/min or SGPM) 
into a slatioii fn'let while siml.lltaneous·1y checking 
the va'cUum lever 
5.1 ;f5* Category 1 Maintenance. Facilities shall 
have a routine maintenance program for their 
piped medical gas and vacuum systems. 
5.2 Category 2Piped Gas ahd Vacuum Systems. 
5.2.1*-Appllcabllity. These requiren1e11ts shall 
apply fo health care fadlities that qualffy for 
µi3~fig6ry 2. ~ystems as refierence'd in Chapter 4. 
6.2, 1.1 Sectipn 5:-2 through 5.2.12 shall cipply to 
new health care facilities ·or facilities maklng 
changesJbal .alter the piping. 5;2,1.2 Su_bseotion 
5/253 . . . 
5.2.14* Category 2 Maintenance, Facilities shall 
haV£:l a routine maintenance program for their 
piped medical gas and vacuum systems. 
5.3.13.4.2 A peifodic testing proceoure for 
Categor,y 3 g~s and vacuum systems and related 
alarm systems sh?II be implemented. 
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BRAD LITTLE - Governor 
DAVE JEPPESEN- Director 

October 15, 2019 

Royal Jensen, Administrator 
Cascadia of Boise 
6000 W. Denton St 
Boise, ID 83704 

Provider#: 135146 

ID AH 0 DEPARTMENT OF 

HEALTH &WELFARE 
TAMARA PRISOCK-ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

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 (XS) 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. 



Royal Jens en, Administrator 
October 15, 2019 
Page 2 of 4 

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: 

• 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, 

• 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 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/StateF ederalPrograms/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 



Royal Jensen, Administrator 
October 15, 2019 
Page 4 of 4 

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. 

Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 

Enclosures 
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E 000 Initial Comments 

The faclllty Is a single.story, iype V (111) 
structure with- a specla[ feature of'two Wbn-Doors ; 
Joc:a'ted'ln:area.s·Aand B. ihe bulldln~ Is fully · 
spr1tJl,l~red.and he!& a complete addreasable fire 
alarr.n/smoke detection -system lncludlng open 
.araas i:!TYd audible/Vlsual Mtificatl.on throughout. 
Piped 'in Type 2. Me.dlcal Gal:!· Syi:!tem ~nd 
Vacttt1m By.stem ls plumbed. Into the facility from a 
rated manlfold r9om. Emergency Power Is 
provided ,by a Type 1 E.PSS with an atinunnlator 
and eme~genoy stop. Cur~ntlythe faclilt.y Is 
Ucant4ad for 99 SNF'/NF b~ds ahd had. a ~~nsus 
of 70 on the d~te of the survey. 

The followlng. deflolenoy was cited durlng the 
annual emergency preparedness survey 
conducted on October 9, 2019. The .facility was 
surveyed und~r the Emergency Preparedness 
Rule establlshed by CMS, In accordance with 42 
CFR483.73. 

The Survey-was conducted by~ 

~ln'Cfl/l 'Qh1:1ney 
Health Fapllity Sur.veyor 
Faolllty Fire.Safety &Const~uction 

E 007 EP Program Pstlent Population 
SS"'D OFR.(s): 4SS.73{a)(S.) 

[(a) Emergency Plan. The [faoJlltyJ must develop 
and malnt~in an emergency preparedness plan 
that must be reviewed, and .updated at least 
mml.Jally. The· ~JM, must do the followlng:J 

· (3) Adc,lre!}s patlent/cll~nt populaUon, Including, 
but not'llmlted to, persons at-risk; the type of 
services the [facl!lty] has the ablltty to provide In 
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"rcigram p!lrllclpatltm. 

J'ORM CMS-2567(0:M!l) Previous ¼rafomr Olli.OJete Event ID: Dl~jo21 F!Icllily ID: M0$001aGO If c.ontrnuatlon 11heet Page 1 of2 



DEP./\RTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER 

135146 

NAME OF PROVIDER OR SUPPLIER 

CASCADIA OF BOISE 

(X4) ID 
PREFIX 

TAG 

E007 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTI.FYING INFORMATION) 
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an emergency; and continuity of opE::lrations, 
including delegations of authority and succession 
plans.** · 

*Note.: ["Persons at risk'' does not apply to: ASC, 
hospice, PACI::, HHA, CORF, CMCH, RHC, 
FQHC, orESRD faqilities.] 
This REQUIREMENT is not met as evidenced 
by: ~ 

Based ori record review and interview, it was 
determined the facility 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 
vulnE:3rabilities in the event of a disaster, coL1ld 
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 
preparedness plan revealed the resident 
population, including persons at risk was not 
addressed in the plan. Interview of the 
Environmental Services Manager at 
approxima,tely 1:00 PM, revealed the facility was 
aware of this requirement, buthad not yE:Jt 
addre.ssed it in the emergency preparedness 
plan. 

Reference: 
42 GFR 483.73 (a) (3) 
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1. Specific Issue: 
The facility did not ensure that the 
Emergency Management plan 
contained a resident risk 

i assessment. 
i 

2. Other Residents: i 
I 

All residents are potentially ' 
I 

affected. I 
i 
! 

3. Systemic changes: i 
Maintenance Director, Executive 
Director or designee will attach 

I 

the facility assessment to the 
emergency plan. A TELS schedule 

I will be created to update the 
emergency plan annually. I 

1. 

i 
i 

4. Monitor: 
I 

Executive Director or designee will i audit the Emergency ! 

Management plan monthly for 3 i 
months. Results will be presented I at QAPI meeting monthly. I 

I 
5. Date of Compliance: 

I 

10/28/19 .. ' 
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