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E 000 | initial Comments E000' DISCLAIMER STATEMENT ‘;
i Surveyor: 37135 f’reparation, subm|55|.cm and
The following reflecis the findings of the Californta implementation of this Plan of
Eepartmentsf PublicC:I Health, dUrifrl\Q an Correction does not constitute an
mergency Preparedness recertiflcation survey. _ .
The findings are in accordance with 42 Code of admission of or a:greement with the !
Federal Regulations (CFR} 483.73, Requirement facts and conclusions set forth on the
for Long Term Care (LT C) Faclilties. survey report. Our Plan of Correction
: P i te a i
Representing the California Department of Public 'S prepa.lred and fexecu das melans ¢
Health: to continuously improve the quality of
37135 care and to comply with all applicable :
state and federal regulate
Census. 86 . n g v
E Q06| Plan Based on All Hazards Risk Assessment E 006 requirements.
55=0 | CFR(s): 483.73(a)(1)-{2)
[(2) Emergency Plan. The [facility] must develop - :
and maintain an emergency preparedness plan | This Plan of Correction is submitted as
that must be reviewed, and updated at least ] the facility’s credible allegation of i
annually, The plan must do the following:] ! compfiance. 1

{1) Be based on and include a documented,
facility-based and communily-based risk
assessment, utilizing an all-hazards approach.”

*IFor LTC facilities at §483.73(a){1¥] {1) Be based -
an and Include a documented, facility-based and ; : -
community-based risk assessment, uliiizing an I

all-hazards approach, including missing residents. . h

i *[For ICF/lIDs at §483.475(a)}(1):] (1) Be based on LT
and include a documented, facility-based and N =
community-based risk assessment, utilizing an
all-hazards approach, including missing clienis.

P
-
;
I
|

o (il bra et 3P /5

X o " A
A0y ge) Hon ma%e excused from correcting providing it s determined that
olher s r nursing homes, the findings staled above are disclosable 90 days

followd rmes, the above findings and plans of correction are disclosable 14
days follawing the date these documents are made available to the facility. {f deficiencies are cited, an approved plan of correction is requisite to continuad

ragram parifcipation. .
e 35[15 — boppreved by (yn ke (e
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i {2) Testing. The [faciiily, except for LTC facilities,

RNHCIs and OFOs] must conduct exercises to

j

a777 SKYWAY
PINE VIEW CENTER PARADISE, CA 95969
510 | SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAM DF CORRECTION L s
PREEIX | {EACH DEFICIENCY MUS T BE PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION SHOULD BE | COMPLETION
THG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—REFERENCE?: g)l g‘I(-I)E APPROPRIATE DATE
DEFIC
0
E 006! Continued From page 1 _= E D06 E 008
; %
* [For Hospices at §418.113(a)(2)] (2) Include
f-‘"*dtfatﬁgiedsgo‘;ﬁddf ?(55‘”96 Emeég‘?“_%ﬁ;?“ésu 1) Upon detailed review of the faciiity
jdentified by the risk assessment, i ng the ‘
: management of the consequences of power Emergency.r Preparedness Plan the
i fallures, natural disasters, and other emergencies Hazards Risk assessment was
 that would affect the hospice's ability to provide completed for Pine View Center on
; care. . 10/10/2017.
This REQUIREMENT is not met as evidenced .
by:
Surveyor: 37135
Based on documanti review and interview, the 2) All residents have the potential to
facility failed to base the emergency plan on a be affected by this deficient
risk assaessment. This was evidanced by the e Facility Admini
failure to identify potential natural, man-made, practice. Facility Administrator
and facility specific hazards based on risk reviewed the Emergency
assessment unique tothe facility, communily, and ‘ preparedness plan on 2/15/2018
geographic location. This affected thrag of three i printed out all pages and placed in
smoke compartmenis and could resuit in the | the Emerae Pian Binder | ted
facility being inadequately prepared for hazards 5 ergéncy Fian Binder locate
| that could be identified by a risk assessment. at both nursing stations so staff can
- easily identify the facility individual
Findings: plan prepared for the center based
During document and interview with the on the Hazard Risk Assessment.
Administrater on 2/15/18, the risk assessment ! '
was requested. ! ,
; - . . . .
C4. AL 12:41 pan., the facilily failed to provide a a i ) Administrator W,“” re-in-service staff
risk assessment to identify potential hazards for | on 3/9/2018 with the focus on
the facitity.- Upon interview, Administrator Emergency Preparedness Hazard
confirm;:d the f.indinglapd stated tge{ did not | Assessment so staff can address
remernber seeing a risk assessment. he identified Natural Di
E 039 EP Testing Requirements E 039! the fd .‘.,:f ed 2‘@ ural DISHSfterthl' .
55=C | CFR(s): 483.73(d)(2) i our factity and be aware of what -

i

steps {0 take o ensure safety is
provided at all times to our—
residents, -
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i
E039 Continued From page 2

tes! the emergancy pian al least annually. The
ffacility, except for RNHCls and OPOs] must do
all of the following:

*[For LTC Facilities a §483.73(d):] (2) Testing.
The LTC facility musl conduct exercises to test
the emergency plan &t least annually, including
unannounced staff dils using the emergency

procedures, The LTC faciliy must do alfl of the

foliowing:l

{i) Participate in a fulkscale exercise that Is
community-based or when a community-based
exercise is not accessible, an individual,
faclity-based. If the [facility] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the :
[facility] is exempt from engaging in a
community-based orindividual, facility-based !
: full-scale exercisa for 1 year follawing the onset of |
! the actual event. ‘ :
(i) Conduct an additional exercise that may i
include, but is not limited to the following:
(A) A second full-scale exercise that (s !
community-based or individual, faciiity-based. |
(B) A tabletop exercise that includes a group
discussion led by a facilitator, using a narrated,
| clinically-relevant emergency scenario, and a set
- of problem stalements, directed messages, or
: preparad guestions designed to chalienge an
emergency plan.
{iiiy Analyze the [facllity's] response to and
maintain documentation of all drills, tabietop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For RNHCIs at §403.748 and OPOs at :
§486.360] (d)(2) Testing. The [RNHC| and OPO]

i

i

EQ39° 4) Administrator/Designee will

' evaluate and update Emergency

Plan as needad to ensure the plan

is the most accurate for the

, potentials changing weather

© conditions. Administrator will will

i bring any updated plans to the

monthly QA&A meeting for further
review and discussions.

3/15/18

|4
[

e
I
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! N } i

E 039 '
E 039 | Continued From page 3 | E039]

{ must conduct exercises to test the emergency %

i plan. The [RNHCI and OPO} must do the ' |

i following: _ '1) Facility Administrator contacted

i (i) Conduct a paper-based, tabletop exersise at BUTTE county Emergency events

i least annually. Atabletop exerclse is a group ] .

! discussion led by 2 facilitator, using a narrated, | center an 3/1/2018 to sign up for

. clinically relevant emergency scenario, and a set ! 2018 table top community disaster
of problem statements, directed maeseages, or drill.
prepared questions designed to challenge an
emergency plan. :

{il} Analyze the [RNHCI's and OP('s] response |
to and maintain docurnentation of all tabletop : :2) Allresidents have the potential to
exercises, and emergency events, and ravise the ¢ : be affected by this deficient

Lir:dHe%iS and OPO's] emergency plan, as ! practice. Facility Maintenance

| This REQUIREMENT is nat met as evidenced : Director (MD) and Administrator will
by: |+ attend the next table top community
BSUWSYD“(EN% | reviow and inferview ih i disaster drill to ensure the facility

ased an document review and interview, the .
facility falled o participate In a full-scale exercise staff are !(nov.ufledgeabie ifa
that was community-based. This was evidenced | community wide emergency occurs.

i by the failure provide documentation that i N inecaryi ; .
indicated they had participate in a fuli-scale , 3) MDwillin s'e rvice staff Imm?dlatew
community-based exercise or demonstrate the P after attending tabletop drill in 2018
efforts made to dentify the avaitability nof a { to educate staff on emergency
full-scale community-based exercise. This i ; steps and a plan to assist the
affected thrqe of three smoke compartments and | community or community
could resuit in a delayed respanse o a full-scale ! . ek
community wide emergency. | ass__lstapce for facility in the event of

| Findings: j 4} Facility MD will bring all updated

‘ ; plans from the community based

¢ During document review with the Administrator on!l 1! exercise to the monthly QA&A -

: 2/1‘5/_'18, rgcords of emergency preparedness ; ; meeting for further review and -

i training drills were requested. i . i - —

; discussions. oo

£ 1. At 1:10 pm., there were no records provided | o

{ thal indicated that there was a community-based | 3/1/2018 ~ “

- drill or that community entities were contacted to | : K .
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£ 039, Continued From page 4 E 039 \

attempt a full-scale community-based emergency
exercise dril. Upon interview, the Administrator

stated the former Maintenance Supervisor did ;
contact someone regarding community-based t
: drill being held in May 2018. The Administrator ,
stated they woutd need to contact the forimer
Maintenance Supervisor to get correspondence
from them that indicatad they made contact with
community entities. The facility was given until

5:00 p.m. on 2/15/18 to provide documentation

indicating an attempt to be part of a community ; i
based drill to the California Department of Public ’ ;
Health (CDPH}. | ‘.

AL 5:00 p.m. on 2/15/18, CDPH did not receive
documentation from the Tacility indicating an
attempt to be part of a community based drill.
K000 INITIAL COMMENTS \ K 00g.

Surveyor: 37135
K3 BUILDING: 01
K6 PLAN APPRQVAL: 1987
K7 SURVEY UNDER: 2012 EXISTING l

STRUCTURE TYPE: ONE STORY WITH | =
PARTIAL BASEMENT, CONSTRUGTION TYPE
V, FULLY SPRINKLERED, : o

b

' The following reflects the findings of the California | e
Department of Public Health, during an annual ! ‘ A4
Life Safety Code recertification survey. The
findings are in accordance with 42 Code of
Federal Regulations (CFR) §483.90(a)(b)(c)(), |
National Fire Pratection Assaclation (NFPA) 101 - l
Life Safety Code, 2012 Edition, and NFPA 99 -
Health Care Facilities Code, 2012 Edition.

S

AN
i

Representing the California Deparfment of Public ‘

i
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s3=p | CFR(s): NFPA 101

Building Construction Type and Height

2012 EXISTING

Bullding construction type and stories meets
Table 19.1.6.1, unless otherwlse permitted by
19.1.8.2 through 19.1.6.7

16.1.6.4,19.1.6.5

Construction Type

1 1{442), 1 (332}, 11{222) Any number of
stories

non-sprinidered and
1 sprinkiered

2 H{1t)
non-sprinklered

One story

Maximurm 3 slories
sprinklered

3 1 {000)

i non-sprinklered
4 (211
sprinklerad

5 W (2HH)
& V (111}

Not allowed

Maximum 2 stories

V7 1l {200)
non-sprinkiered
8 Y (000)
sprinklered

Nol allowed

Maxirum 1 story

(%) ID ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
W | REGULATORY OR LSC IDENTIFYING INFORMATION) WG CROSS-REFERENCED TO THE APPROPRIATE DATE
| a DEFICIENCY} |
K000 Continued From page 5 K 000 K161
Health: 37135 !
The facility is not in substantial comptiance with i 1) Room 12 & 49 were immediately
42 CFR §483.90 for Long Term Care Facilities. % repaired/replaced on 211512018
Census: 86 . and no longer have any visible
K161 | Building Construction Type and Height K161 penetrations that would affect

H

!

|
i
H

smoke departments in an event of a
fire.

2} All residents have the potential to
be affected by this deficient
practice. Facility Maintenance
Director will inspect cable cover
plates and smoke detectors monthly
to ensure there are no penetrations
visible.

3) Facility Maintenance Director was
in-serviced by facility Administrator
| on 3/1/2018 on the importance of
sealing all visible penetrations that
would affect smoke department

within the facility per regulations.

Facility Maintenance will bring any
identified issues to the monthly . , _
QABA meeting for further reweW“ -
and discussions. :

3/15/2018 .

FORM CMS-2587(02-09) Pravious Versions Dbsalete
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: walls and celling. This affected twa of three

. observed. There was a cable cover plate localed
. behind Bed B that was missing the bottom screw.

. an approximately 1-1/2 inch by 1 inch penetration. |

system in accordance wilh section 8.7. (See
19.3.5)

; Give a brief description, in REMARKS, of the

construction, the number of stories, including
basements, floors an which patients are located,
location of smoke or fire barriers and dales of
approval. Complete sketch or attach small floor
plan of the building as appropriate.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 37135

Based on observation and interview, the facllity
failed to maintain the building construction. This
was evidenced by unsealed penefrations in the

amoke compartments and could result in the
spread of fire and smoke in the event of a fire.

Findings:

During a tour of the facility and interview with
Maintenance Tachnician 1 and the House
Keeping Manager on 2/15/18, the walls and
cellings were observed.

1, At 10:40 a.m., the Resident Room 12 was |

The cover plate had shifted to the side, creating

Upon interview, Mainlenance Technician 1 !
confirmed the finding.

2. At 11:21 a.m., Resident Room 49 was

. phserved. The smoke detector had separated

from the celling, creating an approximately 4 inch
diameter penetration. Upon interview, ;

BT77 SKYWAY
PINE VIEW CENTER
PARADISE, CA 95969
oD | SUMMARY STATEMENT OF DEFICIENCIES | ia PROVIDER'S PLAN OF CORRECTION )
PHEFIY, (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG | REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCEC TO THE APFROPRIATE | DATE
i H |
i : |
: %
K161 Continued From page 8 K 161
Sprinklered stories must be sprinklpred !
throughout by an approved, supervised auvtomatic ;
i
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. ' K 345
K 1811 Continued From page 7 K 161‘5
Maintenance Techniclan 1 and the House !
Keeping Manager confirmed the finding. i
K 345 | Fire Alarm System - Testing and Maintenance K 345 1) Decorative tree was immediately
55=D ' CFR({s}: NFFPA 101

Fire Alarm System - Testing and Maintenance
Afire alarm system is tested and maintained in
accordance with an approved program complying
with the requirernents of NFPA 70, National

| Electric Code, and NFPA 72, National Fire Alarm
; and Signaling Code. Records of system
acceptance, maintenance and tesling are readily |
available.
0.,6.1.3, 9.6.1.5, NFPAT0, NFPA 72 ',
, This REQUIREMENT s not met as evidenced |
by: K
Surveyor: 37135 !
Basad on abservation and interview, the facility
failed to maintain the manual alarm boxes. This
was evidenced by one the manual alarm box that
was obstructed and obscured from view. This

. affecied one of three smoke compartments and

E could rasult in the inability to lecate andlor obtain
! the manuatl alarm box in the event of a fire.

: NFPA 101, Life Safety Code, 2012 Edition.

19.3.4.2.2 Manual fire alarm boxes in patient

steeping areas shal not be required at sxits if

located at ali nurses' control slations or other

; continuously attended staffio cation, provided that

both of the foliowing criteria are met:

{1) Such manua! fire alarm boxes are visible and

continuously accessible.

(2) Travel distances required by 8.6.2.5 are not
exceeded.

| Findings:

removed from in froni of the

2{15/2018.

All residents have the potential to
be affected by this deficient
practice. Facility Maintenance
Director will inspect pull stations
weekly to ensure there are no
obstructions preventing usage in
case of an emergency.

2)

Facility Maintenance Director was

in-serviced by facility Administrator
on 3/1/2018 on the importance of

having nothing obstructing any of

the facilities emergency pull stations
which could have a negative effect
on the facility if an emergency was

{o occur.

4)
identified issues to the monthly

QA&A meeting for further review.
and discussions. =

3/15/2018

emergency wall pull station located
near the entrance of the facility on

Facility Maintenance will bring any

FOR i CM3-2567(02-08) Previous Yerstons Cbsolele
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! i !
K 345! Continued From page 8 LK 345; . =
During a tour of the facility and interview with | ' T o .
Maintenance Technician 1 on 2/15/18, thethe | : = = R
manual alarm boxes were observed. ‘ ' T3 s
! , ; -
1 - ]
1. At10:30 a.ra., the manual atarm box located | o =

! in the Entry Lobby was observed. There was a
decorative tree placed directly in franf of the the
manusal alarm box. The manual alarm box was |
not vistble. Upon interview, Maintenance
Technician 1 confirmed the finding. K 353 =
K 3531 Sorinkler System - Malntenance and Testing K 353 -
SS=D§ CFR(s): NFPA 101

Sorinkler System - Maintenance and Testing i!
Automatic sprinkier and standpipe systems are

1) Maintenance Director (MD)

!t systern,

19.7.6, 977, 9.7.8, and NFPA 25

| This REQUIREMENT is not met as evidenced
| by:
! Surveyor: 371356

practice. Facility Maintenance
Director will continue to inspect

~ sprinkler heads, risers' valves and,
pressure valves to ensure they are

& Based on document review and interview, the not tr?\pered with and ?fnlre in proper
! facility fafled to maintain the automatic sprinkler | working order per facility policy and
regulations.

i system and its companents. This was evidenced ‘

i inspecled, tested, and maintained in accordance | lmmed!ately repaired all identified
with NFPA 25, Standard for the Inspection, , sprinkler head plates and now has
Testing, and Maintaining of Water-based Fire no signs of escutcheon. In addition
Protection Systems. Records of system design, MD created a log to visually inspect
maintenance, inspection and testing are i X
maintained in a secure location and readily ? ths pressure \faive g_a Hge ar?d riser

. available. z. system and will continue te inspect

a) Date sprinkler system last checked i them on a monthly basis effective
g © 2/15/2018,

b) Who provided system fest | —_—

c) Water system supply source l ;

;: AP REMARRS_ T . { 12) All residents have the potential to

' Provide in information on coverage for : "

{ any non-required or partial automatic sprinkier 1‘ ; be affected by this deficient

!

i
Facility 10: CAZ30000173
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K 353! Continued From page 9 i Kas3l 3} Maintenance Director was in-

! by the absance of 8 of 12 conplete monthiy :
i inapections and one sprinkler head that had an

i escutcheon plate that had separated from the

! ceiling. This affected three of three smoke

i compartments and could result in the malfunction
; of the automatic sprinkter system in the event of a
! fire.

NFPA 101, Life Safety Code, 2012 Edition.
19.3.5.1 Buildings containing nursing homes

‘1 shall be protected throughout by an approved,
sunervised automatic sprinkler system in

| accordance with Section 9.7, unless otherwise
permitted by 19.3.5.5.

0.7 Automatic Sprinklers and Other Extinguishing |
Equipment ;
. 9.7.5 Maintenance and Testing. All automatic 1
i sprinkler and standpipe systems required by the !
Code shall be inspected, lested, and maintained |
in accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems.

NFPA 25, Standard for the [nspection, Testing,

and Maintenance of Water-Based Fire Protection |

! Qystems, 2011 Edition.

4.3 Records

4.3.1* Records shall be made inspections, tests,

and maintenance of the system and its
components and shall be made available to the

[ autherity having Jurisdiction upon request.

©5.2.1.1.1* Sprinklers shall nat show signs of i

! leakage; shall be free of corrosion, foreign i

: materials, paint, and physical damage; and shail

- be inatalled in the correct arentation (e.g.,
upright, pendent, or sidewall).

i
L
|

serviced by facility Administrator on
3/1/2018. Focus was on having
logs to provide proof of inspections
per regulations and to ensure all are
in properly working order to prevent
_ a negative effect on the facility if not
| functioning properly if an

emergency event was to occur.

“4) Facility Maintenance will bring any
identified issues to the monthly
QA&A meeting for further review
and discussions.

3/15/2018

;
‘

|
| !

\
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13.4.1.1* Alarm valves and system riser check
valves shall be externally inspected ronthly and
shall verify the following:

{1) The gauges Indicate normal supply water
pressure is being maintained. :
{2) The valve is free of physical damage. i
(3} All valves are in the appropriate open or
.| closed paosition,

{4) The retarding chamber or alarm drains are not;
leaking. ‘

13.6.1.1.1 Valves secured with locks or
electrically supervised in accordance with
applicable NFPA standards shall be inspected
monthly.

Findings:

' During document review and interview with the
. Administrator, Mainlenance Technician 1, and the
i House Keeping Manager on 2/15/18, the
! automatic sprinkler system records were
| requested.

11, At11:26 a.m., records provided indicated that !
| the monthly inspections of the pressure gauge .
i were reviewed. There were no records provided
i that indicated that monthly visual inspections for !
! the alarm and system riser check valves for the
: following manths were completed: March, April,
* May, June, August, September, October, and

 November of 2017 and January of 2018. Upon
interview, Maintenance Technician 1 and the - i
 Administrator confirmed the finding. : I

I
i 2. Af11:00 a.m., the sprinkler head located in the
% corridar area out51de the Dinning Room was

' observed. The sprinkler esculcheon plate had

| separated from the ceiling, creating an

;
i

B777 SKYWAY
PINE VIEW CENTER
PARADISE, CA 55969
oo | SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION T
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC {DENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE ; DATE

| ! DEFICIENGY) i

! ]

K 353 Continued From page 10 | K353 "

|
i
;
i3
i
|
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K 353 | Continued From page 11 K353 1
approximately 2 inch diameter penatration. Upon i !
interview, Maintenance Techniclan 1 and the l
House Keeping Manager confirmed the finding. :
K 363! Corridor - Doors K363: K 363 ‘
55=F ;{ CFR(s} NFPA 101 !
i
Corridor - Doors |

i Doors protecting carridor openings in other than

f 1) Maintenance Director (MD}
I required enclosures of vertical openings, exits, or

] . immediately repaired the clean linen
» hazardous areas resist the passage of smoke | is in f . '
and are made of 1 3/4 inch solid-bonded core closet and now is in functional
wood or other material capable of resisting fire for order. Beds were placed in the

at feast 20 minutes. Doars in fully sprinklerad

correct positions in each identified
smoke compartmenis are only required to resist

] : room, hangers were removed from
the passage of smoke. Corridor doors and doors . . ” .
to rooms containing flammable or combustible : all rooms identified as being

: materials have positive laiching hardware. Roller | obstructed and all doors close
latches are prohibited by CMS regulation. These withaut any abstructions.
requirements do not apply to auxiliary spaces that 2/15/2018.

| do not contain flammabile or combustible materiai.
!; Clearance between bottom of door and floor
! covenng is not exceeding 1 Inch. Powered doors

! complying with 7.2.1.8 are permissible if provided 2) All residents have the potential to
" with a device capable of keeping the door closed be affected by this defici

{ when a force of 5 (of is applied. There is no €a ‘ec e y 18 ? Icient
impediment to the closing of the doors. Hold open practice. Facility Maintenance

devices that release when the door is pushed or ! E
pulled are permifted. Nonrated pretective plates
of untimited height are permitied. Dutch doors

Director will inspect during datly
facility rounds all residents’ doors to

meeting 19.3.6.3.6 are permitted. Door frames ensure they are not Ob_SthtEd with
shall be labeled and made of steel or other any beds and or other items that
materials in compliance with 8.3, unless the prevent closure per facmty pohcy

smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8,3, In |
! sprinkiered compartments there are no [

restrictions in area or fire resistance of glass or : 3

i frames In window assemblies. | -

and regulations.

R IRt

P TR
; R
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K363 Continued From pegs 12 . K383 3) Maintenance Director was in-
; ﬁ'dafég' 42 CFR Parts 403, 418, 460, 482, 483, | serviced by facility Administrator on
Show in REMARKS detais of doars such as fire 3M1/2018. Focus was to ensure all
protection ratings, automatics closing devices, doors are in properly working order
elc. to prevent a negative effect on the
g;‘.ls REQUIREMENT isnot met as evidenced facility if not functioning properly if
! Surveyor: 37135 an emergency event was to occur,
Based on observation and inlerview, the faciity
failed to mainiain the comidor doors. This was
evidenced by one coridor d aor that did not fatch 4) Facili : i ;
i cil I
when tested and three coridor doors that were 5 ) Facility Mantenance WIl bring any

obstructed from closing. This affected two of
three smoke compariments and could resuitin
the inabiiity to cantain smoke andfor fire to a
rocm.

NFPA 101, Life Safely Code, 2012 Edition,
16.3.6.3.10* Doors shali nct be held open be
devices other then those that release when the
door is pushed or pulled.

Findings:

During a tour of the facilityand interview with
Maintanance Technician 1and the House
Keeping Manager on2/1518, the corridor doors
ware observed,

1. Al 10:35 a.m., thecorridor deor to the Clean

Linen Closet by Resident Roem 3 did nof lateh

when tested. The door was equi_pped with a self

closing device.

2. At 10:48 a.m., the corridor door to the
Resident Room 24 was obstructed from closing

by two plastic clothing hangers that were hanging

- on the door handle.

r

identified issues to the monthly
QA&A meeting for further review
and discussions.

31152018 o
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|
i
DEFICIENCY) ;
i

COMPLETION
DATE

i

| | 5

. !
K363 Continued From page 13 K 383
i 3. At10:51 a.m., the corridor door to the
: Resident Room 27 was cbstructed from closing i
by the foot of Bed A. : B

(4. At10:58 a.m., the corridor door to the
Resident Room 47 was obstructed from closing
by the bed comforter of Bed A. Upon Interview,
the House Keeping Manager staied that Bed A
was vacant and they would talk to house keeping
staff regarding this issue.

|
1 I
: A

These findings were all confirmed by
Maintenance Techniclan 1and the House
Keeping Manager.

K 744 | Smoking Regulations LK
55=D ; CFR{s): NFPA 101 !

K741

5 Smoking Regulations i ; ; .

. Smoking regulations shall be adopied and shall ¢ ; D Malr.ltenance Director (MD) In
 include not less than the following provisions: : ; serviced staff on 2/22/2018.
{1) Smoking shall be protibited in any room, ! Focused on facility policy where

ward, or compartmentwhere flammable liquids, Designated Smoking Areas are for
cornbustible gases, or exygen is used or stored staff emphasized that it is clearly

and in any cther hazardous location, and such ; . . . .
area shall be posted with signs that read NO identified with visible signage where
SMOKING or shall be posted with the { the smoking area is located,

¢ international symbal for no smoking,

_{2) In health care occupancias where smokingis !

i pronhibited and signs are prominently placed at all ;
major entrances, secondary signs with language
that prohibits smoking shall not be required. he affected by this deficient
{3) Smo?{ing by patients q! alssified as not practice. Facility Maintenance
responsible shall ba prohibited.

!

{4} The requirement of 18.7.4{3) shall not apply i Director will inspect during daily
1
i

2) Allresidents have the potential to

. where the patient is under direct supervision. facility rounds employee smoking
. {5) Ashtrays of nonecombustible material and safe areas to ensure that employees are

. design shall be provided in &ll areas where complaint with facility policy and
| smoking is permitted. requlations

FORM CMS-2567(02-69) Previaus Verslons Obscdete Evsnl ID; MOCR21 Faciity 10: CA230000173 If conbinualion sheet Page 14 of 20
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K 741! Continued From page 14 K 741§ 3) Maintenance Director was in-
{8) Metal containers with sslf-closing cover serviced by facility Administrator on
devices into which ashtrays can be emptied shall 3/1/2018. Focus was on continue
gzr;ﬁi?ég avalilable 1o &}l areas where smoking is to conduct facility rounds on
- 18.7.4,19.7.4 _ i designated smoking areas to

i ensure compliance of staff that they

1 'ilj'his REQUIREMENT is not met as evidenced are knowledgably where designated
by

' : j i and that
Surveyor: 37135 snjo?(mg area is |ocatehd t r;f
Based on document raview, observation, and this is the only area where stafr are
interview, the facility failled to mantain the : to smoke for the safety of all
smoking regulations, This was evidenced by : f residents and staff.

cigarelte butis that were found at locations that ! |

were designated as non-smoking areas. This : o . . .
affected cne of three smoke compartments and ; 4) ‘I:aC"‘.tXf Maintenance will bring any
could result in the ignition of fire. ’ identified issues to the montth
QA&A meeting for further review
and discussions,

During a tour of the facility, document review, and

“interview with Maintenance Technician 1 and the 3/15/2018
House Keeping Manager on 215/18, the
nan-smoking areas were observed and the ; T E_’r—;-:
smoking policy was reviewed. : B —

Findings:

1. At 11:28 a.m., the area oulside the exil of ‘ ‘ R
Nurse Station 2 was observed. To the left of the "
exit was the 30 kilowalt diesel generator and {o ' - - £
the right was the emply oxygen storage with 13 - ! = o
emply oxygen E tanks. There was @ no smaking : '
sign posted on the wall above the generator and ' =

on the generator itself and on the wall above the
oxygen tanks. There were seven cigaretle butis
on the ground approximately 10 feet from the
generator and empty oxygen storage. Upon

| interview, Maintenance Technician 1 and the

i FHouse Keeping Manager confirrned the finding.
! The House Keeping Menager staled that staff
i may be smoking in this area during NOGC shift.
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anesthesia {s administered, are tested after inltial |
installation, replacement or servicing, Additional |
testing is performed at intervals defined by i
documented petformance data. Receptacles not |
listed as hospital-grade at these iocatlons are
tested at intervals not exceeding 12 months. Line ‘
jsolation monitors (LIM), ifinstalled, are tested at |
intervals of less than er equal to 1 month by ;
actuating the LIM test switch per 6.3.2.6.3.6, {
which activates both visual and audibte alarm, For:
L1M circuits with automated self-testing, this f
manual test is performed at intervals tess than or ;
equal to 12 months. LIM circuits are tested per
6.3.3.3.2 after any repair of renavation to the
electric distribution system. Records are

. maintained of required tests and associated
repairs or madifications, containing date, room or
area {asted, and resulis.

6.3.4 (NFPA YY)

tThis REQUIREMENT is not met as evidenced

i by:

Surveyor; 37135

Based on docurment review, observation, and
interview, the facliity failed to maintain the
slectrical system and its components. This was
! evidenced by the absence of an annual electrical
{ receplacle lest for all non-hospital grade

i receptacles located in patient bed locations. This

O SUMMARY STATEMENT OF DEFIGIENCIES i D PROVIDER'S PLAM OF CORRECTION : x5)
PREFIX | (EACH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE " COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
DEFICIENCY)
K 741) Continued From page 15 ' K 741
At 1:15 p.m., the facility’s smoking palicy stated
that smoking is only allowed in designated : i
smoking areas. ! !
K 914 | Efectrical Systems - Maintenance and Testing @ K914 K 914 '
ss=£j CFR{g): NFPA 101 i
| Electrical Systems - Maintenance and Testing t
i Hospital-grade receptacles at patient bed ! 1) Maintenance Director (MD) on
i locations and where deep sedation or general .
P g 211772018 after further review was

: able to locate the logs for
inspections on the Hospital grade
and non-hospital grade receptacles.
Binder is now assessable upon
agency request.

All residents have the potential to
be affected by this deficient
practice, Facility Maintenance
Director will maintain all binders for
immediate retrieval upon agency
requests, will continue to inspect
hospital grade and non- hospital
grade receptacles monthly per
facility policy and regulations.

;
]

[
|-
{
!
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| affected two of three smoke compartments, and
could result in an Increased risk of an electrical
fire.

NFPA 99, Health Care Facllities Code, 2012 .
Edition. ‘
6.3.4.1.3 Receptacles not listed as :
hospitai-grade, at patient bed locations and in
focations where desp sedalion or general
anesthesia is administered, shali be tested at
intervals nol exceeding 12 months.
6.3.4.2.1.1 Arecord shall be maintained of the
tests required by this chapter and associated :
repairs or modification.

6.3.4.2.1.2 Al & minimum, the record shalt contain
" the date, the rooms or areas tested, and an

« indication of which items have mel, or have failed
‘to meet, the performance requirements

i of this chapter. !

Findings:

: During document review, a lour of the facility, and
{ interview with Mainienance Techniclan 1 cn

| 2/15/18, the electrical receptacle records wers

' requested.

1, At 9:55am., noannual receptacle test for all
" non-hospital grade receptacles located in patient
'; bed locations had been completed. Upon :
s interview, Maintenance Technician 1 stated they
; were not sure if they had non-hospital grade

" receplacles in patient bed locations, bul would

: check their records.

1

| At10:39 a.m,, Resident Room 10 was observed |
! with non-hospital grade receptacles. '

i

?At 1D:55 a.m., Resident Room 47 was observed

O SUMMARY STATEMENT OF DEFICIENCIES i Lo PROVIDER'S PLAN OF CORREGTION (%5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE * COMPLETION
™we REGULATORY OR LSC {DENTIFYING INFORMATION) TAG l CROSS-REFERENCED TO THEAPPROPRIATE ,  DATE
; DEFICIENCY)
i
% o
K ! i i \ ) .
914 Continued From page 16 K914, 3) Maintenance Director was in-

i
!

serviced by facility Administrator on
3/1/2018. Focus was on
availability of records pertaining to
Hospital grade and non- hospital
grade inspections of receptacles, so
upon request can show proof of
maintenance inspections per facility
policy and regulations.

Facifity Maintenance will bring any
identified issues to the monthly
QA&A meeting for further review
and discussions.

311512018

FORM CMS-2567({02-09) Pravious Varsions Obsolete Event 10; MIOR2 1

FacHity ID: CA230000173

{f continuation sheet Page 17 of 20



DEPARTMENT QF HEALTHAND RUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/21/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X§} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIF ICATION NUMBER: A BUILDING 02 COMPLETED
555252 B. WING 02/15/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8777 SKYWAY
PINE Y CENTER
IEW CE PARADISE, CA 95969
D BUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (3}
PREFIX (EARK DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L5C IDENTIFY NG INFORMATION} TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
DEFICIENCY) .
| i
K914 | Continued From page 17 ! K gi4: , -
?_ with nan-hospital grade receptacles, i =
f At 1:20 p.m., during an interview, Maintenance e
! Technician 1 staled they were not able to find any T
* records for annuat testing on non-hospital grade - (O
- receptacles located in patient bed locations. .
; This issue was also found during last year's Life ; ‘ #
, Safety Code annual re-certification survey 55 . ‘
: compteted on 1/24/17. ‘K 918 - e
K 18 | Electrical Systems - Essential Electric Syste Kota'
83=0: CFR{s): NFPA 101 i
i i
i . : ;
i Electrical Systems - Essenlial Electric System . .
| Maintenance and Testing . 1) Maintenance PIYECtOF (MD)
i The generator or other alternate power source contacted facility generator vendor
| and assoclated equipment is capable of supplying ' . on 2/1712018. MD requested from
; service within 10 seconds. If the 10-second . vendor that per regulations, the fuel
! criterion is not met during the monthly test, a : in th ¢ th it
" process shall be provided {o annually confirm this in the generator must have a quanty
capability for tha life safety and critical branches. f test annually. Per MD Vendor
( Maintenance and testing of the generator and i agreed and upon nexi service date
transfer switches are performed in accordance for generator inspection a sample of
! with NFPA 110, . .
! Generator sets are inspecled weekly, exsrcisad the fuel wil b_e taken and ‘rgsults wil
under load 30 minutes 12 times a year in 20-40 be made available on facility
day intervals, and exercised once every 36 records upoh agency request
rmonths for 4 continuous haurs. Scheduled test
i under load conditions include a complete
simulated cold start and autornatic or manual .
transfer of all EES loads, and are conducted by | 2) Residents have the potential to be
- competent personnel. Maintenance and testing of affected by this deficient practice.
. stared energy power sources {Type 3 EES) aren | Facility Maintenance Director will
* accordance with NFPA 111, Main and feeder : . | .
. circuit breakers are inspected annually, and a : ma'”ta‘_” records for fuel quality per
i program for periodically exercising the regulation and have results
components is esiablished acécording to j available per agency requests.
‘ manufacturer requirements. Written records of
l .
FORM CMS-2567{02-99) Previous Verstons Ohsolets Event 1D; MIOR21 Facility 10: CA230000173 o

If continuation sheet Page 18 of 20



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 02/21/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPELIER/CLIA [¥2) MULTIPLE, CONS TRUC TION (¥3) DATE SURVEY
AND PLAN OF GORRECGTION {DENTIFICATION NUMBER: A BUILDING 02 COMPLETED
555252 B. WING 02/15/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
PINE VIEW CENTER 8717 SKYWAY
PARADISE, CA 95989
{xd) 0 SUMMARY STATEMENT OF DEFICIENCIES . 1D PROVIDER'S PLAN OF CORRECTION ! 15)
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1 ]
; I i
Kgm: Cof‘“{md F;omdp?g?i 15 e and K918} 3y Maintenance Director was in-
i maintenance and testing are maintained an . . i
readily available. EES electrical panels and serviced by facility Admlnsstrgtor_on
circuits are marked, readily identifiable, and 3/1/2018. Focus was to maintain
separats from normal power circuits. Minimizing documentation on the generator
the possibility of damage of the emergency power _: fuel quality and to have the records
; source is a design consideration for new .
Instatiations. ;‘ available so they can be presented
6.4.4, 6.5.4, 6.6.4 (NFPAOS), NFPA 110, NFPA . upon request of agency per facility
111, 700,10 {(NFPA 70) ; policy and regulations.
This REQUIREMENT is nat met as evidenced
by:
Surveyor: 37135 B _ o
| Bazed on document review and interview, the 4) Facility Maintenance wiil bring any
facility failed to maintain the emergency power identified issues to the monthly
system. This was evidenced by the absance of &A meeting for further revie
annual fusl quality test for the 30 KW diesel Qp& é\ . g w
' generator. This affected three of three smoke ana discussions.
compartments and could result in the failure of !
the generator in the event of a power outage. 3/15{2018
| NFPA 99, Health Care Facilities Code, 2012
. Editien.

i 6.4.4.1.1,3 Maintenance shall be preformed In :
. accordance with NFPA 110, Standard for i
Emergency and Standby Power Systems, )
Chapter 8. -;
NFPA 110, Standard for Emergency and Standby , | B
Power Systems, 2010 Ediion

8.3.B A {uel quality test ghall be performed at
least annually using tests approved by ASTM _
standards.

Findings:

g

|
i
| During document review and interview with i
i Maintenance Technician fon 2/15/18, the records |
i for the 30 KW diesel generator were requested. 'l
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If conlinuation sheet Page 19 of 20



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/21/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X3} DATE SURVEY )
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 COMPLETED
555252 B WING 02/15/2018
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
‘ 8777 SKYWAY
PINE VIEW CENTER
PARADISE, CA 05969
oL SUMMARY STATEMENT OF DEFICIENGIES ; D ! PROVIDER'S PLAN OF CORRECTION (xs)
PREEIX | (EACH QEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR L&C IDENTIFYING INFORMATIQON) TAG ‘ CROS5-REFERENCED TO THE APPROPRIATE DATE
; ! DEFICIENCY) i
: ‘ é ]
K918 Continued From page 15 K 9182

k
i
3

1. At 9:43 aum,, there was na records indicating
that a fue] qualily test had been complated for the
generator. Upon interview, Mainlenance
Technicizn 1 confirmed the finding.

|
|

i
i
i
1
[

Fl

R
|

i

RERIN

k)

i

i i
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