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E 013 Continued From page 1 - E 013] emergencies scenarios which 78’” ¥
emergencies, including, but not limited to: Fire; . | delineate how residents will be
Bqumenc‘:. POWBJ. or Mtlac: i;aﬂura: c'%iare-ralated taken care of/ care would be
emergencies; and neturat disasters likelyio rovided at an alternate
threaten the health or safety of the participants, {:‘ cation should they bé
staff, or the public. The policles and procadures . "
must be reviewed and updated at least annually. , relocated in case of evacuation
due to an emergency.

*For ESAD Facllities at §484.62(b):] Policles and
procedures. The dlalysis facility must develop and
implement emergency preparedness policles and
procedures, based on the emergancy pian set
forth in paragreph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this saction, The policlss and procedures must be
reviewad and updated at ieast annually. These
emergencies Include, but are not iimited to, fire,
equipment or power fallures, care-related
emergencies, water supply interruption, and
natural disasters likely to occur In the fadllity's
gecgraphic area. ’

This REQUIREMENT Is not met as evidenced .

by:
Survayor: 320973 .
Based on record review and interview, the facility
failed to maeintaln the Emergency Preparedness
(EP) plan. This was evidenced by the fallure to
provide policy and procedure indicating the
facility's role and awareness in providing
treatment and care under an 1135 walver in the
event of an emergency, This affected residents
and staff, and coukd result In the faclfity being
Inadequately prepared to provide care at an
alternate location during an emergency.

-1{b) Poficles and procedures. The LTC facility must
develop and implement emergency preparednass .
policiss and procedures, based on the . :

emergency plan set forth in paragraph (a) of this . [ |
FORM CMS 2367 (02-69) Previous Vorsions Obeoiote Event 1D: 00721 Faciity ID; CAQBDOT1534 " [tcontinuation eheet Page 2of 27
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section, risk assessment at paragraph (a)(1) of
this section, and the communicaton plan at
paragraph (c) of this section, The policies and
procedures must be reviewsd and updated at
least anntially. At & minimum, the poficies and
procedures must address the following:

(1) The provision of subsistence naads for staff
and residents, whether they evatuate or shelter In
place, Include, but are not limited to the following: -
() Food, water, medical, and pharmacsutical
supplies.

(i) Attemnate sources of energy to maintain--

{A) Temperatures to protect resident health and
safety and for the safe and sanitary storage of
provisions;

{B) Emergency lighting;

(C) Fire detaction, extingulshing, and alarm

" | systems, and

(D) Sewage and waste disposal.

(2) A system 1o frack the location of on-duty staff

| and shekterad resldents in the LTC facllity's care
during and sfter an emergency. if on-duty staff

and sheltered resldents are relocated during the

emergency, the LTC facility must document the

speocific name and location of the recelving facllity

or other lpcation.

{3) Safe evacuation from the LTC faclity, which
inciudes conslderetion of care and treatment
needs of ovacuses; steff responsiblitiles;
transportation; identification of evacuation
location{(s); and primary and alternate means of
communication with external sources of

assistance.

{4) Ameans to shelter In place for resldents, staf,
and volunteers who remalin in the LTC faciiity.

FORM.CMS-2567{02-00) Previous Varsions Obsoleis
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5S=C

secures and malntains the availabiiity of records.

(5) Aeystem of medical documentation that
preserves resident Information, protects
confidentialtty of resident information, and

{6) The uae of volunteers in an emergency or
other emergency staffing strategies, Including the
process and rols far integration of State or
Federaily designated health care professionals to
address surge needs during an emergency.

(7) The development of arrangements with cther
LTC facilitles and other providers to receive
residents in the event of limitations or cessation
of operations to maintain the continuity of
services to LTC residents.

(8) The role of the LTC facllity under a waiver
declared by the Secretary, In accordance with
section 1135 of the Act, in the provision of care
and freatment at en altarnate care site identified
by emergency management officlals. '

Findings:

During record review and interview with
administrative statf on 5/8/18, the EP policiss and
procsdures were requast_ed and reviewsd,

At 4:30 p.m,, there was o policy and procedure
outlinlng the facility’s plan In providing care and
treatment at an altemate location under an 1135
walver, In the event of an emergency. Upon
intervisw, Administrative Staff 2 confirmed the
finding,

Development of Communication Plan

CFR(s): 483.73(c)

- B0B) S oo vvescs ’Paae Peahp
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(2) Contact information for the following:
(1) Federai, State, tribal, regional, or local
emergency preparedness staff.

(if) The State Licensing and Certification Agericy,
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Prepa[ed]] 19
(c) The [faclilty] must develop and maintaln an 11:';’ ﬁy Eﬁﬁﬁy & ess
emergency preparedness communication plan an 1nc. orma on' a
that compties with Federal, State and local laws method and clear instruction on
and must be reviewed and updated at least how to share information from the
1 annually. . ‘ A -
This REQUIREMENT is not met as svidenced residents and their families and
by: + representatives. This very action
' BSal;NgVOﬂd32973 + vl 4§ interviow. th | was demonstrated when this
ed on document review and interview, the U e . . s
facility fafled to maintain the Emergency 3 facility f:smsted‘m_ the
Preparedness (EP) plan. This was evidenced by { evacuation/recciving of evacuated
the Tallure to provide policies and procedures for i residents feom Yuba Skilled
a mothod to share information from the . : s .
emergency plan with residents and thelr families ; nursing care facility during the
or representatives. This affected residents and i Oroville dam crisis with the
| staft, and could potentiaily result in Ineflective i Sacramento CDPH arrived the
emergency planning and evacuation, ’ very next moming and inspected
(c) Communication plan. The LTC facllity must | our process with unsubstantiated
devalop and malntain an emergency deficient practice.
reparedness communlcation plan that complies ‘
with Federal, State, and local laws and must be l
reviewed and updated at least annuaily. The
communication ptan must Include alt of the -
fotlowing: AH other items alleged fo be
. * missing in Teg E029 are present
(1) Names and contact information for the ' in the binder. This author. the
i administrator of this facility
(I Entities providing services under amangement. offered to send a whole binder of
St o Ency gl i
or . . g .
{v) Volunteers, to the supervisor who indicated it
Was necessary,

{1 continuation shest Pags 5 of 27
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() The Office of the State Long-Term Care
Ombudsman.

{iv) Other sources of assistance.

(3) Primary and alternate means for
communicating with the following:

() LTC tacllity’s staff.
{l) Federal, Stats, tribal, regional, or local
emergency managemant agencies.

(4) Amethod for sharing information and medical
documentation for residents under the LTC
faciity's care, s necessary, with other heaith
care providers 1o maintain the continuity of care.

(5) A means, in the event of an evacuation, to
release resident Information as permitied under
45 GFR 164. 510(b)(1)(ﬂ)

(6) Ameans of prov!ding information about the

| general condition and location of residents under

the facility's care as penmitted under 45 CFR
164.510(b)(4).

(7) A means of providing information about the
LTC taclity's occupancy, needs, and iis abfiity to
provide assistance, to the authority having
jurisdiction or the incident Command Center, or
deslignes,

{8) A method for sharing Information from the
emergency plan that the faciiity has determined is
appropriata with residents and thelr famfiies or
representatives.

Findings:

During document review and interviaw with
Administrative Staff on 6/8/18, the EP was
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reviewed,
At 4:35 p.m,, the EP plan falled to provide policy
and procedure for sharing information from the
.emergenoy plan, that the facliity has determined
appropriate, with residents and thelr families or
representatives, Upon interview, Administrative
Staff 2 confirmed the finding. , .
E 036! EP Tralning and Testing EO03 .
ss=C | CFR(s): 483.73(d)
| . E 036 Q,U\\Y
(d) Tralning and testing. The [facility] must
develop and maintain an emergency The first community drill

preparedness training and tesling program that Is
based on the emargency plan set forth in
paragraph (a) of this sectlon, risk assessment at
paragraph (a){1) of this section, policies and
procedures at paragraph (b) of this section, and
the communication plan at paragraph (c) of this

.| sectipn, The training and testing program must

be reviewed and updated at least annually.

*[For ICF/llDs at §483.475(d):] Tralning and
testing. The ICF/ID must davelop and maintaln
an emergency preparedness training and testing
program that is based on the emsrgency plan set
forth in paragraph (a} of this section, risk
assessment at paragraph (a){1) of this section,
policies and procedures at paragraph (b) of this
saction, and the communication plan at |
paragraph (c) of this section. The training and
testing program must be reviewsd and updated at
feast annually, The ICFAID must mest the
requirements for evacuation drlls and tralning at

§483.470(h).

*[For ESRD Faciities at §494.62(d):] Tralning,
testing, and orlentetion. The dialys!s facility must

available to us is dated July
21, there were no drills
conducted in Yole county to’

our knowledge prior to survey.

The administrator will
communicate with the Yolo
county emergency
preparedness center and
obtain any possible dates or
plans on the July 21" meeting.

FORM CMS-2667 (02-99) Pravious Varsiois Obsolste Evant ID; Q0721
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- | develop and maintain an emergency
-preparedness training, testing and patient
orientation program that Is based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
| this section, policies and procedures at paragraph
{b) of this section, and the communlcation plan at
paragraph (c) of this section. The training, testing
and orfentation program must be reviewed and
updated at least annually.

This REQU!HEMENT Is not met as evidenced
by:

Surveyor: 32973

Based on document review and mtervmw the
facility failed to complete an emergency
preparadness (EP) drill. This was evidenced by
the fallure 1o complete & community-basaed
fuil-scale exercise. This affected residents and
stafl, and had the potential to have an Ineffective

Emergency Preparedness (EP) pian,

(d) Training and testing. The LTC facliity must
develop and malntaln an emergency
preparednass training and testing program that is
basad on the emergency plan set forth in
paragraph {a) of this sectlon, risk assessment at
paragraph {a)(1) of this section, policies and
procedures at paragraph (b) of this section, and
the communication plan at paragraph (c) of this
section. The training and testing program must be
reviewed and updated at least annually,

(1) Tralning program. The LTC faciilty must do all
of the following:

() Inktia! training in emergency preparedness
policies and procedures to all new and existing

- | staff, individuals providing services under
arrangement, and volunteers, conelstent with
their expected roles.

FOAM CME-2567(D2-86) Previcus Vereions Obenicte © Evant ID;QI0721 Facllly 1D: CADZ0001534 f continuation sheet Page 8 of 27
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(if) Provide emergency preparedness training at
ieast annually.

(i) Maintain documentation of the tralning.

{iv) Demonstrate staff knowledge of emergency

procedures.

(2) Testing. The LTC facility must conduct
exercizes fo test the emergancy plan at least
annually, Including unannaunced staft drills using
the emergency procedures. The LTC facility must
do the following: :
() Participate In a full-scale exercise that is
community-based or when a community-based
exercise is not accessible, an individual,
facllity-based. if the LTC facility experiences an
actual natural or-man-made emergsncy that
requires activation of the emergency plan, the
LTC facliity is exempt from engaging in a
community-based or individual, facility-based
full-scale exerclse for 1 year following the onset
of the actual event.

(i) Conduct an additionsl exercise that may
include, but is not limited to the following:

{A) A second full-scale exarclse that is
community-based or individual, facliity- based,
{B) A tabletop exerclse that includes a group
discussion led by a facilitator, using a narated,
clinically-relevant emergency scenarlo, and a set
of problem statements, directed messages, or
preparad questions designed to chalienge an
emergency plan.

(iii) Anaiyze the LTC faciiity's response to and
malntain documentation of ali drills, tahletop
sxerciees, and emaergency events, and revise the
L-TC faclilty's emergency plan, as needed.

Findings:

FORM CM3-2587 (02-69) Previous Vioralons Obsoleta Everd ID:810721
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£ 036 | Continued From page 8
During record review and trterview with

requested and reviewsd,

community-based full-scale exercise. Upon
interview, Administrative Staff 2 conflrmed the

or documented efforts to complete a
community-based full-scale exercise.

K 000 | INITIAL COMMENTS

Surveyor: 32073

K3 BUILDING: O1- _

K6 PLAN APPROVAL: 08/23/68

K7 SURVEY UNDER: 2012 EXISTING

STRUCTURE TYPE: THREE STORY
W/PARTIAL BASEMENT, CONSTRUCTION
TYPE 1 (332), FULLY SPRINKLERED.

Life Safety Coda recertification survey. The
findings are In accordance with 42 Code ot

Health Care Facliities Code, 2012 Edition. -

Health: .
32873

Census: B4

Administrative Staff on 5/8/18, the EP drills ware
At4:10-p.m,, the drills provided falled to include a

finding stating that the facfiity had not completed

The foltowing refiects the findings of the Caltlfornia
Dopartment of Public Health, during an annuat

Federal Regutations {CFR) §483.90(a)(b){c)({),
Nationat Fira Protection Asscclation (NFPA) 101 -
{ #fe Safety Code, 2012 Edition, and NFPA B3 -

Representing the California Departmentof Public

The facilty [s not in substantial compllance with
42 CFR §4983.80 for Long Term Care Fadilities,

EQ36

Kaoony-

FORN CM5-2567 (12-08) Previoys Versions Obsalets Event ID:GH?24
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K 161 } Buliding Construction Type and Height K 161 T
ss=p | CFR(s): NFPA101 A K 161 The ceiling minute [,\“ \\ﬁ
X penetrating by compier wires
gg.lllglg%qrrmtgmlon Type and Height (cited-as one inch} in a locl_wd
Buliding construction type and stories meets Jinternet equipment ¢loset i the
Table 19.1.8.1, unlass otherwise parmitted by - {obby away Irom resident
18.1.8.2 through 18.1,6.7 residentinl area was tised the same
19.1.6.4, 19.1.6.5 : ' “evening ideniified hy the surveyor,
i Al other areas where compuler
Construction Typs "wires are threaded threagh the
1torles § (442), [ (332}, It (222) Any number of “huilding sruetire are confitmed 10
s P
Be sealed, he mainenance
sprinklered non-sprinkiered and director will insure any new
' acditiound of wirey wilt be
2 o (111) dne story seciredfsetlon moving foewarg. .H‘
non-sprinkiered s cominues 1o be an isswe it wili
Maximum 3 stories 1he: brought 10 1he anention QA
sprinkiered ,
3 100 Not allowed | |
non-sprinkiered
4 ut 211) Maximum 2 stories
sprinklered N
5 iV (2HH)
6 V(111)
7 fli (200) _ Not allowed
nan-sprinkiersd
8 V (000} _Maximum 1 story
sprinkiered
Sprinklered storlas must be sprinklered
throughout by an approved, supervised automatlc
system in accordance with section 6.7. (See
19I3l5
Glve a brief description, in REMARKS, of the
construction, the number of storles, Including
basements, floors on which patients are located,
location of smoke of fire barriers and dates of
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K 161 | Continued From page 11 K161
approval, Complate sketch or attach smali floor
plan of the building as appropriate.
This REQUIREMENT s not met as evidenced
by
Surveyor: 32873
Based on abservation, the facliity fafled to
malntaln the intagrity of the building construction,
This was evidenced by a celling penetration. This K211
affected 1 of 13 smoke compartments, and could
result in the passage of smoke to other areas in . .
the event ofg fire. g Annual testing and inspection ;{\\Lé
of the smoke in the 13 b
Findings: compartments was NOT
- ‘ completed per 2567. An
During & tour of ﬂ:\e Tacility with staff on 5/8/18, annual inspection of the fire
the walls and calling were observed. department was conducted on
At 2:30 p.m., the walls and ceiling in the May 1_7[ 18 and a letter of no
Telephione Equipment Room, were observed. violation of the fire code was
There was an approximately one inch dlameter awarded to the facjlity. The
penstration with cables traveling through it, letter in form of email will be
located In the celling. scanned with the new POC,
K 211 | Means of Egress - General K211
gs=D | CFRA({s): NFPA 101
Additionally, our corporate
ma!ans of Egress - GEHBE a it dlsch environmentsal consultant is
sies, passageways, corridors, exit discharges, .
exit locations, and accesses ars In accordance certified to inspect and rate
with Chapter 7, and the msans of agress is fire doors and hejsin
continuously maintained free of all obstructlons to agreement that doors of this
full use in case of emergency, unless modified by facility are appropriately
18/19.2.2 through 18/18.2.11. rated. Last inspection and
18.21,19.2.1,7.1 .10.1. ) declaration of safety was
This REQUIREMENT is not met as evidenced 4/23/18
.| oY%
Surveyor: 32973
Based on observation, document review, and
Interview, the facllity failed to maintain the fire
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K 211 | Continued From page 12 K211

rated door assembiles. This was evidenced by
the absence of an annual Inspection and testing
certification. This affected 13 of 13 smoke
compartrients, end could resultinthe
metunction of the doors to contain fire toa

compartmernt.

NFPA 101. Life Safety Code, 2012 Editlon
18.1.1.4.1.1 Communicating openings in dividing
fire barriers §

required by 19.1.1.4.1 shall be permitied only in
corridors

and sheli be protected by approved self-closing
fire door assemblles.

{See aiso Section 8.3.)

8.3.8 Fire Doors and Windows.
8.3.3.1 Openings required to have a fire '
ction reting by

Tabie 8.3.4.2 shail be protected by approved,
listed, labeled .
fire door assemblies and fire window assemblies
and thelr accompanying
hargware, including all frames, closing devices,
anchorage, and sllis In accordance with the
requirements of ‘
NFPA B0, Standard for Fire Doors and Cther
; Opening Protactive’s,

E except as otherwlse specified in this Code.

)

NFPA B0, Standard for Fire Doors and Other
Opening Protective’s, 2010 edition.

Chapter 6 Care and Malntenance

5.1* General.

5.1.1 Application.

5,1.1.1 This chapter shall cover the care and
malntenance of

, tire doors and fira windows.

L. 5.2.14 Maintenance of Closing Mechaniams

EDRM CME 2567(02.96) Previous Versions Obsolels Event ID;GIO72S Facity 1D CAGI0001834 If continuation ehaet Page 19 of 27
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1 Continued From page 13 K 211
'| 5.2.14.1 Self-cloging devices shall be kept In
working condition &t all imes.
- | 5.2* inspections.
i ] 5.2.1*Fire door assemblies shall be inspected
and tested not
jess than annuglly, and a written record of the
inspection ehall
be signed and kept for inspection by the AHJ.
| Findings: X
During & facllity tour, document review, and
interview with staff on 5/8/18, the annual
inspection and testing for fire/exit doors was
reguested.
_| At 1:30 p.m., the facllity was observed with 3 hour
fire rated cross-corridor daors in all smoke
compartments. No certffication for annual testing
and inspection was.avaliable for review. Upon
Interview, Staff 2 confirmed the finding, stating
that no annual testing/inspection was performed
.} on'the doors.
K 347 { Smoke Detection K 347 K37
ss-p | CFR(s): NFPA 101 , v
Smoke Datection Smoke detectors sensitivity b\%
2012 EXISTING testing contract has been
Smoke detection systems are provided in spaces secured and testing will be
open fo comidors as required by 19.3.8.1. performed next week at the
1 9-9 |415 t2 earuest
This REQUIREMENT Is not met as evidenced
by: 99873 . The maintenance director will
Survayor .
Based on obssrvation, document review, arid ::;‘l“; o e""::: ﬁl;e“l’“‘g of each
interview, the facllity falled-to maintaln the smoke Iy lesting
detectors. This was evidenced by the fallure to .
provide a current smoke detector sensitivity {;::::;i ::"32“ will be
. M§-2567(02-95) Previous Versions Obsalele Evant iD: Q0721 Flﬁw 1D CAG300015M If continuation sheat Page 14 of 27
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testing. This affactad 13 of 13 smoke
compartments, and could result in delaysd
notification or false alarm.of a fire due to a
malfunctioning smoke detector.

NFPA 101, Life Safety Code, 2012 Edition
18.3.4.1 General. Health cam occupancles shall
be provided with a fire alarm system in
accordance with section 9.6

B.6.1.3 A fire alarm system required for e safety
shall be insteiled, testad, and maintelned'in
accordance with the appilcable requirements of
NFPA 70, Nationa! Electrical Code, and NFPA 72,
National Fire Alarm and signaling Code, unless it
is an approved existing instaliation, which shall be
permiitad to be confinued In use.

NFPA 72, Nationat Fire Alarm Code, 2010 Edition
14.4.5.3.1 Sensitivity shall be checked within 1
year after installation.

14.4.5.3.2 Sensitivity shall be checked avery
aiternate year thereaftsr unless otherwise
permittad by compiiance with 14.4.5.3.3
14,4.5.3.3 Aiter the second required cafibration
test, if sensitivity tests indicate that the detector
has remalined within its listed and marked
sensitivity range (or 4 psrcent shscuration light
gray smoke, lf not marked), the length of tima
betwesn callbration tests shall be permitied to be
extended to a maximum af 5 years.

14.4.6.3.3.1 i the frequency Is extended, records
of nulsance alarms and subsequent trends of
these alarms shall be malntalned,

"14.4.5.3.4 To ensure thet each amoke detector or
smoke atarm Is within its listed and marked
sensitivity range, it shall be tested using any of
the foliowing mathods:

(1) Callbrated test method

{2) Manufacturer's callbrated sensitivity test
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K 847 | Continued From page 15

instrument

{8) Listed control equipment arranged for the
purpose

(4) Smoke dstectorfiire alarm contiol unit
arrangement wheareby the detector causes a
signal at the fire alarm control unit where its
gansitivity is outside #ts listed sensttivity range
{6) Other calibrated sensitivity tast methods
approved by the authority having Jurigdiction.
14.4.5.3.5 Unless otherwise permitted by
14.4.5.3.6, smoke detectors or smoke alarms
found fo have a sensitivity outside the listed and
merkad sensitivity range shall be cleaned and
recalibrated or be replaced.

14.4.5.3.6 Smoke detectors or smoke alarms
listed as fisld adjustable shail be permitted to
gither be adjusted within the listed and marked
sensttivity range, cleaned, and recalibrated, or be
replaced, .

14.4.56.3.7 The detector or smoke alarm
sensltivity shall not be tested or measured using
any device that administers an unmeasured
concentration of smoke or other aerosol Into the
detector or smoke alarm.

Findings:

During a facility tour, document review, and
Interview with steff on 5/8/18, the smoke detector
sensttivity report was requested.

At 12:55 p.m., the facliity was observed with hard
wirad smoke detectors located In corridors and
tooms. The cumrent smoke detector sensitivity
report was requested for review. No curent or
pravious feports were avallable for review.
Documentation titted “Annual Fire Alarm

Inspection/Test" dated 5/4/18, Indicated that 25

K347
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K 347 | Continued From page 16 K 347
smoke detectors had functional testing
performed, but not sensitivity. Upon interview,
Staff 2 confirmed the finding.
K 531 | Elevators K 531
EA%?&?STIN q : Fhe elevator was tested hy the L\ \
: clevawn Lwice lor emergoncy

Elevators comply with the provision of 8.4

Elevators are Inspected and tested as specified In servives this vear and 12 limes last

ASME A17.1, Safety Code for Elevators and war This suthar, adminisuator, is -
Escalators. Firefighter's Service is operated in communication with the elevator
monthly with a wrliten record. wanctoy mainienance company 1o
Existing elevalors conform to ASME/ANS] A17.3, laeae the rest of e recards e
Safety Code for Exlsting Elevators and . o ) :
Escaiators. All existing elevators, having & travel facibiy i3 Considering changing
distance of 25 feet or more above or below the vendors with hetter track of

level that best serves the nesds of emergency documentations.

personne! for tirefighting purposes, conform with

Firefighter's Service Requiremnents of AGME/ANS! Regardless, the facitivy will insuve
A17.3. {Includes firefighter's service Phase [ key we have a monthly emergency
recall and emoke detector automatic recall, testing for the elevator documented
firafighter's service Phase il emergency in-car key clearly. the maintenance director
oparation, mechine room smoke detectors, and will responsible to maintain logs
alevator lobby smoke detectors.) any estios arise i wil

18.5.3, 9.4.2, 0.4.3 and il any isues arise it will be
This REQUIREMENT Is not met as evidenced brought 10 QA.

by: '

Surveyor: 32973

Based on observation, record raview, and
interview, the faclity falled to maintrin the
elevator. This was evidenced by the fallure to
provide monthly testing for an elevator equipped
with fire fighters' emergency services. This
affected 13 of 13 smoke compartments, and
could potentially result in an elevator malfunction
and harm to staff and residents.

FORM CMS-2567 (32-86) Previous Versions Obsalste Event ID:Gl0721 Fagilty ID: CADS0001634 i contnustion sheat Page 17 of 27
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- K 531 | Continued From page 17

NFPA 101, Lifs Safety Code, 2012 Edition.

10.5.3 Elevators, Escalators, and Conveyors.
Elevators, escalators,

and conveyors shall comply with the provislons of

Section 9.4,

9.4.6 Elevator Testing. ‘
9.4.8.2 All elevators equipped with fire fighters'
emergency operations

in accordance with 9.4.3 shall be subject to a
monthly

operation with a wrltten record of the findings
mede and kept on

the premises es required by ASMEA17.1/C5A
B44, Safety Code for

Elevators and Escalators.

' Flndir!gs:

During a facility tour, document review, and
interview with staff on 5/8/18, the elevator was
cbserved and records were requested.

At 11:42 a.m,, the facility was observed with one
elevator equipped with fire fighters' emergency
recall. No documentation was provided to show
that the fire fighters’ emergency services on the
elevator had been tested on a monthly basis for
the past 12 months. Upon Interview, Staff 2
confirmed the finding.

Fire Drills

CFR(s): NFPA 101

K 712
§8=D

Fire Drills
Flre drills inciude the transmission of a fire alarm

signal and simulation of emergency fira

K 531

K712

/&u rart Pose Pladie —
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gonditions. Fire drills. are held at axpected and K712

unexpecied imes undsr varying conditions, at
least quarterly on each shift. The staft (s familiar

established routine. Whare diilis are conducted
between B:00 PM and 6:00 AM, & coded
announcement may be- used instead of audible
alarms.

19.7.1.4 through 18.7.1.7

This REQUIREMENT is not met as evidenced

by:
Surveyor: 32673
Based on document reviaw and intarview, the

quarter. This was evidenced by no
documentation for the performance of two of
twelve fire drilis. This affacted 13 of 13 smoke
compartments, and could result In staff being

regponsibiiities during an emergency.

19.7.1 Evacuation and Relocation Plan and Fire
Drills.

18.7.1.2 Alt employeas shali be psriodically
instructed and

kept informed with respect 1o thelr duties under
the plan reguired

by 19.7.1.1."

19.7.1.4* Flre drllis In health care oucupancles
ghell include

the rransmission of & fire alarm signal and
simuiation of emergency

fire conditions.

required
to be movet duting drills to safe areas or fo the
pxterior of the

buliding.
19.7.1.6 Drills shall be-conducted quartetly on

with procedures and ls aware that drilis are part of

facility failed to conduct fire drills one per shift per

untrained and unaware of shift-spacific roles and

10.7.1.5 infirm or bedridden patients shall nothe

“The facility has at least 2 drills one
per shift fiom January ~May of this
wear, Those were faxed to the
surveyor belare 10 am the
following morning. This aouther
will be happy fo resend or
Soanfemadl i1 better siited 1o vone
fikiny, '

i taviiny will vontinue o iave a
anfeast asdudi per quanter per shifi.

&,\‘i:\\t
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K742

* | familiarize facility personnel (nurses, intems,

(7} Evacuation of smoke compartiment

Continued From page 18
each shift to :

malntenance

englineers, and administrative staff) with the
signals and emergency

gction required under varied conditions.
19.7.1.8 Employses of health care occupancies
shall be instructad

In Ife safety procedures and devices,

18,7.2 Procedure in Case of Fire.

19.7.2.2 Fire Safsty Plan. A written health care
occupancy fire

safety pian shall provide for all of the following:
(1) Use of alamms

{2) Transmissioh of alarms to fire department
(3) Emergency phene call o fire department
{4) Response to alarms

(5) 1solation of fire

() Evacuation of inmediate arsa

(9) Preparation of finors and building for
evacuation
(8} Extingulshment of fire

19.7.2.3 Staff Respaonse.

19.7.2.3.1 All heatth care occupancy personnel
shall be Instructed

in the use of and response fo fire alarms,
19.7.2.3.2 All health care occupancy personne!
ghafl be instructed.

In the use of the code phrase to snsure
tranamission

of an atarm under any of the following conditions:
(1) When the individual who discovers & fire must
{mmediately _

go to the aid of an endangered person

(2) During a malfunction of the building fire alarm

system

Ktz
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DEFICIENCY)
K712 | Contirived From page 20 K72
18.7.2.3.3 Personnel hearing the code
announced shall first
activate the building fire alarm using the nearest
manual fire
alarm hox and then shall executs immediately
thelr duties &5 -
outiined in the fire safaty plan,
Findings: K918 lo\%\\ {
Durlhg document review and interview with Staff .The faimt{v:‘t;s ap 0.“3 b:e
on 5/8/18, the fire drill records were requested generator with a waiver lefter
- [ and reviewed. that was sent to CMS and
: awaiting response. A new
At 11:30 a.m., no documentation was available letter was sent ta CMS
for PM El'ld Night Shift fire drills, first quarter following the completion of
I(Jtﬂe""iﬂeg: gtegf?;%lm;ﬂgg ﬁ]"; ,'};, d‘IJP‘;" this POC. Should the waiver
nlerview, : ngs. not be granted, the facility will
The facliity was givan the apportunity to submit immediately take the
documentation by 5/8/18, 10:00 a.m. necessary stepsto
Dacumentation was submitted for PM and Night permanently mount the
Shift drills performed In the first quarter 2017, not generator.
2018. :
'K 918 | Electrical Systems - Essential Elactric Swte K818 The facility’s maintenance
s8=F | CFR{s): NFPA 101 director will be responsible to
follow up with bids to anchor
s"m[ ﬁnmﬁfre?::"ﬂm Electric System the penerator permanently.
The generator or other altsrnate power source . . :
1 and assoclated equipment is capable of supplying i Th:l: dm“;mrator n;::-follow
service within 10 seconds. If the 10-second  on the matntenance director
criterion Is nat met during the monthly test, a * progress periodically $ill the
oroject complete.

process shall be provided o annually confirm this
capabliity for the life safety and critical branches.
Malintenance and testing of the generator and
transfer switches are performed In aecordance
with NFPA 110.

! If this fssue continues, it will

oe hrought to QA,

FORM CMS-2587 02-83) Previous Verslons Obsolete

Event ID; Gl0721

Fadllty ID: CAD30G01534

if continuation shest Pags 21 of 27




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICA|D SERVICES

PRINTED: 05/14/201
FORMAPPROVE

BTATEMENT OF DEFICIENCES {1} PROVIDER/EUPPLIER/CLIA
AND PLAN OF CORRECTION

056108

IDENTIFICATION NUMBER: A EUILDING 02

() MULTIPLE CONSTRUGTION

B. WiNG

NAME OF PROVIDER OR SUPPLIER
WOODLAND SKILLED NURSING FACILITY

STREET ADDRESS, CITY, BTATE, ZIP CODE
678 THIAD STREET
WODDLAND, CA B5895

04 ID SUMMARY SYATEMENT OF DEFICIENCIES -
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL -
TAG |~ REGULATORY OR LEC IDENTIFYING INFORMATION}

. D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAQ CROSS-REFERENCED TO THE APPROPHIATE DATE
: DEFICIENGY)

K 918 | Continued From page 21

QGenerator sets are inspacted waekly, exerclsed
under load 30 minutes 12 fimes a year in 20-40
day intervals, and exercised once every 38
months for 4 continuous hours. Schaduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) ars In
accordance with NFPA 111, Main and feeder
circuit breakers are Inspected annually, and a
program for periodically exerclsing the
campaonents Is established according to
manufacturer requirements. Writteén racords of
malntenance and testing are mainiained and
readily available. EES electricat panels and
circuits are marked, readily identiflable, and
separate from normal power clrcuits. Minimizing
the possibliity of damage of the emergency power
source is a design consideration for new
installations.

6.4.4,8.5.4, 6.6.4 (NFPA 80), NFPA 110, NFPA.
111, 700,10 (NFPA70)

This REQUIREMENT Is not met as evidenced
by:

Surveyor: 32873

Based on observation, record review, and
intarview, the facllity falled to malntain the
emergency power supply system (EPSS). This -
was evidenced by the faliure to provide a
permanently installed EPSS and maintain a
temporary Installed EPSS and Incomplete
documentations, This affected 13.of 13 smoke
compartments, and could potentially resultin a
generator faliure during an emergency powsr

outege.
NFPA 101 Life Safety Code, 2012 edition

K018

19.5 Building Servicss,

FORM CMS-2567(02-08) Previaus Versions Obooldia Event ID:@H0721

FaciliiyiD: GAO30001634 if comtinuation sheet Page 22 of 27



DEPARTMENT OF HEALTH AND HUMAN SERVICES

__CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCES {1} PROVIDER/BUPPLIER/CLIA

AND PLAN OF CORRECTION MENTIFICATION NUMBER:

PRINTED: 05/14/201
- FORMAPPROVE

OMB NQ. 0838-038

056100

(@) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
A. BULDING 02 COVFLETED

B. WiNQ - m1 8

NAME OF FROVIDER OR SUPPLIER
VWOODLAND SKILLED NURSING FACILITY

STREET ADDRESS, CITY, RTATE, ZIP CODE
678 THIRD STREET
WOODLAND, CA 85895

4] 1D
PREFIX

TAQ

EBUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
RAEGLLATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S FLAN OF GORRECTION o

PREFIX (EACH CORRECTIVE AGTION BHOULD BE COMPLETION

A8 CROBI-REFERENCED TO THE APPROPRIATE oTE
DEFICIENGY) _

K18

.| equipment

“failure of the

" | instatied.

Continued From page 22

19.5.1 Utilitfes,

18.5.1.1 Utilties shall comply with the provisions
of Section 8.1.

8.1.3.1 Emergency generators and standby
power systems ’

shall ba installed, tested, and malintalned in
accordance with

NFPA 110, Standard for Emergency and Standby
Power Systems.

NFPA 110 Standard for.Emergency and Standby .
Power Systems, 2010 edftion
4.4* Lavel. This slandard recognizes two levels of

installation, performance,.and maintanahce.
4.4.1* Level 1 systems shall be instailed where

equipment to perform could resulf in ioss of
human life or

serious injuries.

4.4.2* Level 2 systams shali be Instalied where
faliure of the

EPSS to perform Is less critical to human life and
safety.

4.4.3 All equipment shall be permanently

7.4 Mourting.

7.4.1 Rotating energy converters shali be
instalied on solid

foundations to prohibit sagging of fuel, exhaust,
or lubricating ol

plping and damage to pans resuiting in leakage
at joints,

7.4.1.1 Such foundations or structural bases shall
raise the

engine at least 150 mm (6 in.} above the fioor or

grade level

Koi8

and be of sufficient elevation to facilitate
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K 918 | Continued From page 23

tubricating-oil drainage
and sase al mantenance.

type recommanded
by the energy converier manufacturer.

vibration during
the surrounding

with
the manufacturer ' s recommendations and

accepted structurai
engineering practices.

metal skid

shipping and

handiing. After instaliation, the base shall
malnialn allgnment

of the unit during operation.

7.5* Vibration. Vibration Isolators, as
recommended by the

bstween the

the skid base
and the foundation or inertla base.

Chapter B8 Routine Mainteriance and
Operational Testing
8.1* General.

testing program

shall be based on all of the fattowing:

(1) Manufacturer's recommendations

(2) Instruction manuals

(3) Minlmum requirements of this chapter
(4) The euthority having jurisdiction

7.4.2 Foundations shell be of the size {mass) and

7.4.83 Where required to prevant transmission of
operation, the foundation shal! be isolated from

floor or other foundations, or both, In accordance

7.4.4 The EPS shalil be mounted on a fabricated
base of the type that shall resist damage during

manufacturer of the EPS, shall be Installed either
rotating squipment and Bs skid base or between

8.1.1 The routine maintenance and operatlonal

K818
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declded by the owner, based on faciilty

Continued From page 24

8.3.3 A wriiten schedule for routine maintenance
and operational testing of the EPSS shall be
established,

8.3.4 A permanent record of the EPSS
inspactions, tests, exercising, operation, and
repairs shall be maltained and readlly avallable,
8.3.4.1 The permanent recard shall include the-
following: {1)The date of the maintenance report
(2)ldentification of the servicing personne)
{3)Notation of any unsatistactory condition and
the comrective sction taken, including parts
replaced (4) Testing of any repair for the time as
recommended by the manutacturer

8.3.8 A fuel quality test shall be perfcrmed at
least annually using tests approved by ASTM
standards.

8.4 Operational Inspection and Tasting.

8.4.1* EPS88s, including all apputtenant
components, ehall be inspacted weekly and
axercised under load at isast monthly. .

8.4.2* Diesel generator sets in service shall be
exercised &t

|east once monthly, for a minimum-af 30 minutes,
using one

of the following methods:

(1} Loading that maintains the minimum exhaust
gas temperatures

as recommended by the manufacturer

(2) Under operating temperature conditions and
at not less

than 30 parcent of the EPS nameplate kW rating
8.4.2.1 The date and 1ime of day for required
testing shall be

pperations,
B.4.2.2 Equivalent loads used for testing shall be

automaticatly

replaced with the emergency toads in case of

K918
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fallure of
.| the primary source.

‘with the available

Contlnued Frompage 25

8.4.2.3 Diessl-powered EPS Installations that do

not meet the
requirements of B.4.2 shall be exerclsed monthly

EPSS foad and shall be exercised annually with
supplemsntal .

loads at not less than 50 percent of the EPS
nameplate kW

rating for 30 continuous minutes and at not less
than 75 percent

of the EPS nameplate kW rating for 1 continuous
hour for a total

test duration of not fess than 1.5 continuous

hours,
Findings:

During a faciilty tour, document review, and
Interview with staft on 5/8/18, the EPS5 was
observed and records ware requested.

1. At 11:00 a.m., the facliity was observed with a
temporary 60 kifowatt (KW) diesel generator.

The generator was located in the back parking lot-
on the west side of the bullding, at approximatsly
7 foet distance from the bullding. tt was stationed
on a whesled platform without observable seismic
bracing. The facility was notad to have a Centers
for Medicare & Medicald Ssrvices (CMB) '
temporary waiver in-place, with a final extension
for the walver untll 1/17/18. )

At 12:10 p.m., documentation iited
"Proposal-Remove.Existing Partable Generator
and Install 8 Permanent Disset Powered
Generator” dated 1/23/17, indicated a price quote

to instalt a permanent generator, and that the

K918
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Continued From page 26

proposal was valid only for S0 days after the
proposal date of 1/23/17. No other proposels,
plans, or permit to install a permanent generator
wera avallabie for review. Upon interview, Siaff 2
confirmed the finding stating only the
price-proposal was obtained.

During LHe Safety Code surveys on 6/29/17,
5117116, 4/21/15, 4/26/14, and 5/8/13, the facility
was cited for operating a temporary generator
without approval.

2. At12:00 p.m., the facility was not able to
provide a current annual fuel quality testing
record for the termporary generator stored diesel
fuel supply (200 gallon tank) at the time of survey.
Upon interview, Staff 2 confirmed the finding
stating that the testing was not performed.

3, At 12:.02 p.m., monthly ioad documentation for
the tempaorary generator did not indicate minimal
exhaust temperature, or that 30 percent of the
name piate kilowait rating was achieved. No
annua! 80 minute supplemental load bank testing
was avallable for review. Upon interview, Staff 2
confirmed the finding. .

The faciiity was given until 5/9/18, et10 am, 1o
fax or email the Annual Laad Bank Test results If
avaflable. No report was received by the facility -
al the given time,

4, At 1:25 p.m., no documentation was available
for &n Initial acceptance testing and approval for
the temporary generator. Staff 2 confirmed the
finding stating an acceptance test and permit
were not available.

Ka18

e
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