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Surveyor: 32073

The following refleclts the findings_ of the California RECEIVED

Department of Public Health, during an

The findings are in accordance with 42 Code of

Emergency Preparedness recertification survey. By LSC at 10:28 am, Nov 22, 2019

Federal Regulations (CFR) 483.73, Requirement
for Long Term Care {LTC) Facilities.

Representing the California Department of Public
Health:

32973

The facility is not in substantial compliance with
42 CFR 483.73 for Long Term Care (LTC)
Facilities

Census: 45

E 0086 | Plan Based on All Hazards Risk Assessment " E 008
55=D | CFR(s): 483.73(a)(1)-(2}

and maintaln an emergency preparedness plan
that must be reviewed, and updated at least
annually. The plan must do the following:]

[(a) Emergency Plan. The [facility] must develop \

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

“[For LTC facilifies at §483.73(a)(1):] (1) Be based
on and include a documented, facility-based and

community-Dased risk assessment, utilizing an ‘ '
ail-hazards approach, including missing residents.

“[For IGFAIDs at §483.475(a)(1):] {1) Be based on
and include a documented, facility-based and
[ community- bgsed risk asseSSment, utilizing an

1
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 all-hazards approach, }ncluding missing clients.

I Administrative Staff (AS) on 11/5/19, the EP plan

} assessment that included an

(2) Include strategies for addressing emergency
events identified by the risk assessment.

" [For Hospices at §418.113(a)(2):] (2) Inciude
strategies for addressing emergency events
identified by the rigk assessment, including the
management of the consequences of power
failures, natural disasters, and other emergencies
that would affect the hospice's ability to provide
care.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based on document review and interview, the
facility falied to maintain Emergency
Preparedness (EP) assessment and planning.
This was evidenced by the failure to provide an
updated facility-based and community-based rigk
assessment, utilizing an all-hazards approach to
reflect and include assessments for Missing
Residents, and Natural Disasters within in the
facility's geographical location. This affected 45
of 45 residents, and could result in ineffective
emergency planning.

Finding:
During document review and interview with
was requested and reviewed.

At 2:05 p.m., the EP plan failed to have an
updated facility-based and com munity-based risk

evaluation/assessment for Missing Residents and
Natural Disastars,

The annual pian review was dated 1/31/19. Upon {
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interview, AS2 confirmed the finding after.plan :
review.

E 015 Subsistence Needs for Staff and Patients E015 i

$8=D | CFR(s): 483.73(5)(1)

[(b) Policies and procedures. [Facilities] must !
develop and implement emergency preparedness ‘ ‘
poiicies and procedures, based on the emergency !
plan set forth in paragraph (a) of this section, risk

assessment at paragraph (a)(1) of this section, !
and the communication plan at paragraph (c) of _ |
this section. The paoiicies and procedures must be

reviewed and updated at least annually.] At a
minimum, the policies and procedures must
address the following:

(1) The provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place, include, but are not fimited to the following:
(i) Food, water, medical and pharmaceutical
supplies

{ii} Alternate sources of energy to maintain the
following:

{A) Temperatures t¢ protect patient health and
safety and for the safe and sanitary storage of
provisions.

(B) Emergency lighting. \
(C) Fire detection, extinguishing, and alarm

systems.

(D) Sewage and waste disposal,

*[For Inpatient Hospice at §418.113(b)(8) (iii):] |
Policies and procedures. i
(6) The following are additional requirements for |
hospice-cperated inpatient care facilities only. i

The policies and procedures must address the
following:

{iii) The provision of subsistence needs for

I i
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hospice employees and patients, whether they
evacuate or shelter in place, include, but are not
limited to the following:

(A) Food, water, medical, and pharmaceutical
| supplies.

(B} Alternate scurces of energy 1o maintain the
following:

{1) Temperatures to protect patient heaith
and safety and for the safe and sanitary storage
of provisions.

{2) Emergency lighting.

(3) Fire detection, extinguishing, and alarm
systems.

(C) Sewage and waste disposal.
This REQUIREMENT is not met as evidenced
by:
Surveyer: 32073
Based on document review and interview, the
facility failed to maintain the Emergency
Preparedness (EP) Plan. This was evidenced by
the failure to provide Policy and Procedure that
addresses provision of subsistence needs. This
affected 45 of 45 residents, and couid result in an
ineffective EP plan for sheltering in-place.

Finding:

Durirg document review and interview with
Administrative Staff (AS) on 11/5/19, the EP plan
was reguesled and reviewed.

At 2:25 p.m_, the records provided failed to
include a Policy and Procedure that addresses:

1.) adequate supply of food, water, and
pharmaceutical supplies

2.) alternate energy sources to maintain fire alarm

system, emergency lighting, and temperature to
protect the health and safety of clients
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- "[For Hospice at §418.113(b):] Policies and

Continued From page 4
3.) sanitary storage and waste disposal.

Upon interview, AS2 confirmed the finding after
review of the plan.
Policies/Procedures-Volunteers and Staffing
CFR(s): 483.73(b)(6)

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph {a){1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least annually. At a
minimum, the policies and procedures must
address the following:]

{B) [or {4), (5), or (7} as noted above] The use of
volunteers in an emergency or other emergency
staffing strategies, including the process and role
for integration of State and Federally designated
health care professionals to address surge needs
during an emergency.

*[For RNHCIs at §403.748(b) ] Policies and
procedures. (8) The use of volunteers in an
emergency and other emergency staffing
strategies 1o address surge needs during an
emergency.

procedures. {4) The use of hospice empioyees in
an emergency and cther emergency staffing
strategies, including the process and role for
integration of State and Federally designated
health care professionals to address surge
needs during an emergency.

E 015

E 024
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facility failed to maintain the Emergency ‘
Preparedness (EP) plan. This was evidenced hy |
the failure to provide Policy and Procedure for the |
use of volunteers and other staffing strategies. }
|
|
\
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This REQUIREMENT is not met as evidenced
by: |
Surveyor: 32873 ‘
Based on document review and interview, the ‘
|
|
i

- This affected 45 of 45 residents, and could
potentially result in ineffective emergency
planning and evacuation.

Finding:

During document review and interview with

Administrative Staff (AS) on 11/5/18, the EP plan
was reviewed.

At 2:20 p.m., the EP plan tailed to provide Policy
and Procedure for arrangements and/or
agreements, that addresses staffing strategies
and the use of volunteers during emergencies,

Upon interview, AS2 and AS3 confirmed the
finding, and stated that they were unable to locate
the Policy and Procedure after review of the plan.
E 037 | EP Training Program E 037 }
$8=D | CFR(s): 483.73(d}(1)

(1) Training program. The [facility, except CAHs,
ASCs, PACE organizations, PRTFs, Hospices,
and dialysis facilities] rmust do all of the foliowing:

(i) Initial training in emeargency preparednass
policies and procedures to all new and existing i
staff, individuals providing services under !
arrangement, and volunteers, consistent with their ‘
\
|

expected role. !

i
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least annually.

procedures,

expected roles.

least annually.

procedures.

expected roles.
procedures.

least annually.

others.

(i) Provide emergency preparedness training at

{iiiy Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency

“[For Hospitals at §482.15(d) and RHCs/FQHCs
at §481.12:] (1) Training program. The [FRospital
or RHG/FQHC] must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, and volunteers, consistent with heir

(iiy Provide emergency preparedness training at

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency

| "[For Hospices at §418.113(d):] (1) Training. The
hospice must do all of the following: ,

(i} Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing
services undear arrangement, consistent with their

(i) Demonstrate staff knowledge of emergency
{iii) Provide emergency preparedness training at
(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with

* special emphasis placed on carrying out the
procedures necessary to protect patients and

‘[For PRTFs at §441.184(d)7] (1) Training
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program. The PRTF must do all of the following:
(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangernent, and volunteers, consistent with their
expected roles.

(i) After initial training, provide emergency
preparedness training at feast annually.

(i) Demonstrate staff knowiedge of emergency
procedures.

(iv} Maintain documentation of all emergency
preparedness training.

*[For PACE at §460.84(d):] (1) The PAGE
organizaticn must do all of the following:

(i) Initial training in emergancy preparedness
policies and proceduras to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participanis, and
volunteers, consistent with their expected roles.
(ify Provide emergency preparedness training at
laast annually.

(i) Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to de, where to go, and whom 1o contact in
case of an emergency.

(iv) Maintain documentation of all fraining.

“[For CORFs at §485.68(d):]{1) Training. The
CORF must do ali of the foliowing:

(i} Provide initial training in emergency
preparedness poiicies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles.

(i) Provide emergency preparedness training at
ieast annually,

(i} Maintain documentation of the training.
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(iv) Demonstrate staff knowledge of emergency
procedures. All new personns! must be oriented
!'and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of

alarm systems and signals and firefighting
equipment.

“[For CAHs at §485.625(d)] {1} Training program.
The CAH must do all of the following:

(i) Initiat training in emergency preparedness
policies and procedures, inciuding prompt
reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnrel, and guests, fire prevention, and
cooperation with fircfighting and disaster
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(if) Provide emergency preparedness training at
least annually.

{iii} Maintain documentation of the training.

{iv) Demonstrate staff knowledge of emergency
procedures.

[For CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initial training in emergency
preparedness pelicies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected rales, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least

annually.
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E 039

| ineffective Emergency Preparedness (EF) plan.

| Continued From page 9

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based on document raview and interview, the
tacility failed to maintain emergency
preparedness (EP) plan training. This was
evidenced by the failure to provide dacumentation
for initia! and annual fraining, and competency
evaluation in EP plan Palicies and Procedures to
all on-gite service providers under arrangement,
consistent with their expected roles. Thisg
affected 45 of 45 residents, and could result in an

Finding:

During record review and interview with
Administrative Staff (AS) on 11/5/19, the EP plan
training, was reviewed.

At 2:30 p.m., the facility's initial and annual
training in EP Policies and Procedures, along with
staff training files for completion and competency
evaluation, were requested.

The EP plan training provided failed to show that
initial and annual training for all Therapist
providing on-site services, had been completed.

Upon interview, AS2 confirmed the finding stating
that the facility had not completed andfor
documented initial and annual EP ptan Pelicy and |
Procedure training and stai competency
evaluation for alt individuals providing on-site
services under arrangement with thejr expected
roles.

EP Testing Requirements

S5=F |

CFR(s): 483.73(c)(2) !
|
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E 039

' Gontinued From page 10

(i) Participate in a full-scale exercise that is

| following:]

! prepared questions designed to challenge an

(2) Testing. The [facility, except for LTC facilities,
RNHCIs and OPQOs] must conduct exercises to
test the emergency plan at least annually. The
[facility, except for RNHCIs and OPOs] must do
all of the following:

“[For LTC Facilities al §483.73(d):] (2) Testing.
The LTC facility must canduct exercises to test
the emergency plan at least annually, including
unannounced staft drilis using the emergency

procedures. The LTC facility must do all of the

community-based or when a community-based
exercise is not accessible, an individual,
facility-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 or individual, facility-based
full-scale exercise for 1 year following the onset of
ihe actual event.
{ii) Conduct an additional exercise that may
include, but is not limited to the following:

{A) A second full-scale exercise that is
community-based or individual, facility-pased.

(B) Atabletop exercise that includes a group
discussion led by a faciiitator, using a narrated,
clinically-relevant emergency scenario, and a set
of prablem statements, directed messages, or

emergency plan.

(iiiy Analyze the [facllity's] response to and
maintain documentation of all drifls, tabietop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

E 039
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' Based on document review and interview, the

Continued From page 11

“[For RNHCIs at §403.748 and OPOs at
§486.360] (d){2) Testing. The [RNHCI and OPQ]
must conduct exercises to test the em ergency
plan. The [RNHCI and OPO] must do the

i following:

(i) Conduct a paper-based, tabletop exercise at
least annually. Atabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scenario, and a set
of problem statements, directed messages, ar
prepared guestions designed to challenge an
emergency plan.

(iiy Analyze the [RNMHGI's and QPFO's] response
to and maintain documentation of all tabletop
exercises, and emergency events, and revise the
[RNHCI's and OPQ's] emergency plan, as
needed. _

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

facility failed to maintain emergency
preparedness (EP) plan testing. This was
evidenced by the failure to perform a full-scale
community based exercise and/or provide
rationafe for non-performance, and to conduct a
second fuil scale drill. This affected 45 of 45
residents, and could result in an ineffective
Emergency Preparedness {(EP) plan.

Finding:
During document review and interview with

Administrative Stafl (AS) on 11/5/1 8, the EP drills
were requested and reviewed,

[

At 2:35 p.m._, no documantation was submitted by

the facility for a current fuil scale community

E 039

- {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING 02 ; COMPLETED
|
|
055956 5 wine ‘ 11/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, (.?ITY, BTATE, ZIP CODE
BRIARWOOD POST ACUTE 5901 LEMON HILL ‘:AVE |
SACRAMENTO, CA 95824
{(X4) 1D SUMMARY STATEMENT CF DEFIGIENCIES ID PROVIDER'S ALAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD‘BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
k ‘ DHFICIENCY) !
; i :
| ‘
E 039
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. forth in paragraph (a) of this section and in the

- (e) Emergency and standby power systems, The

{e) Emergency and standby power systems. The
hospitai must implement emergency and standby
power systems based on the emergency plan set

policies and procedures plan set forth in
paragraphs (b)(1)(i) and (i) of this section.

§483.73(e), §485.625(e)

[LTC facility and the CAH] must implement
smergency and standby power systems based on

the emergency plan set forth in paragraph (a) of
this section,

§482.15(e)(1), §483.73({e)(1), §485.625(e)(1)
Emergency generator location. The genegrator
must be located in accordance with the location
requirements found in the Health Care Facilities
Code (NFPA 99 and Tentative Interim
Amendments TIA 12-2, TIA 12-3, TIA 12-4, TiA
12-5, and TiA 12-6), Life Safety Code (NFPA 103
and Tentative Interim Amendments TIA 12-1, TIA
12-2, TIA12-3, and TIA 12-4), and NFPA 110,

when a new structure is built or when an axisting

3 . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ! OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 \ COMPLETED
i
055956 B. WING ] 11/05/201 9
NAME OF PRCVIDER OR SUPPLIER STREET ADDRESS, CITY, [STATE, ZIP CODE
BRIARWOOD POST ACUTE 2901 LEMON H”‘Lim .
SACRAMENTO, (;'JA g
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION XS
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD|BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CHOSS-REFERENE‘,ED TO THE APPROPRIATE DATE
. 1 DEFICIENCY)
} I
E 038 | Continued From page 12 E 039 1 |
based drill, and/or second full scale drill and the ‘
rationale for non-compliance. j
Upon interview, AS3 confirmed the tfinding after |
reviewing the training records, and stated that the !
previous maintenance person handied the drills 1
and was no longer employed by the facility. : ‘
: i
During a Lite Safety Code survey on 12/20/18, | 1
the facility was cited for the failure to provide the { }
required drill. . 1
E 041 | Hospital CAH and LTG Emergency Power E 041 ‘
88=F | CFR(s): 483.73(e)

FORNM CMS-2567(02-99) Previous Versions Obsolate
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structure or building is renovated.

0553956 B, WING ; 11/05/2019
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, qarv. $TATE, ZIP CODE |
BRIARWOOD POST ACUTE 5907 LEMON HILL AVE |
SACRAMENTO, CA 8b824
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S ALAN OF CORREGTION ’ (X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED @Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE : DATE
" |IpEFIciENCY) j
E 041 Continued From page 13 E 041 ‘

482.15(e)(2), §483.73(e)(2), §485.625(e)(2) |
Emergency ‘generator inspection and testing. The 1
[hospital, CAH and LTC facility] must implement
the emergency power system inspection, testing,
and maintenance requirements found in the ;
Health Care Facilities Code, NFPA 11 G, and Life 3
Safety Code.

482.15(e)(3), §483.73(e)(3), §485.625(e)(3)
Emergency generatar fuel. [Hospitals, CAMs and
LTC facilities] that maintain an onsite fuel source
10 power emergency generators must have a plan
for how it will keep emergency power systems
operaticnal during the emergency, unless it |
' evacuates. |

“[For hospitals at §482.15(h), LTC at §483.73(g), ‘
and CAHs §485.625(q)] |
The standards incorporated by reference in this ‘
section are approved for incorporation by
reference by the Director of the Office of the
Federa! Register in accordance with 5 U.S.C.
552(a) and 1 CFR part 51. You may obtan the ‘
material from the sources listed below. You may
inspect a copy at the CMS Information Resource
Center, 7500 Security Boulevard, Baltimare, MD
or at the National Archives and Records
Administration (NARA). For information on the
availability of this materia) at NARA, call
202-741-6030, or go to:
http://www.archives.gov/federal_regﬁster/code_of
_federal_regulations/ibr_locations.html.

If any changes in this adition of the Code are
incarporated by reference, CMS will publish a
 document in the Federal Register to announce {
'the changes. ‘

L
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11/05/201

NAME OF PROVIDER OR SUPPLIER

BRIARWOOD POST ACUTE

3

STREET ADDRESS, Ci‘T
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SACRAMENTO, CA

. g

55824

TATE, ZiP GODE \
\

(%4) 1D
PREF!IX
TAG

SUMMARY STATEMENT QOF DEFICIENGIES
(EACH DEFICIENCY MUST 8E PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iz

PREFIX

TAG

PROVIDER'S
(EACH CORRECT
CROSS-REFERENG

P

DE

LAN OF CORRECTION|
VE ACTION SHOULD BE

FICIENCY)

ED TO THE APPROPRIATE

{X5)
COMPL
DA

TION
£

E 041

' Batterymarch Park,

» {il} Technical interim amendment {TIA) 12-2 1o

{ix) TIA12-2 to NFPA 101, issued October 30

: system (EPSS) and on-site fuel source during an

Continued From page 14
(1) National Fire Protection Association, 1

Quincy, MA 02169, www.nipa.org,
1.617.770.3000.

(i) NFPA 99, Health Care Facilities Code, 2012
edition, issued August 11, 20711.

NEPA 99, issued August 11, 2011,

(iii) TIA 12-3 to NFPA 99, issued August 9, 2012.
(iv) TIA 12-4 to NFPA 99, issued March 7, 2013.
(vi TIA12-510 NFPA 99, issued August 1, 2013.
{vi) TIA 12-6 to NFPA 99, issued March 3, 2044
(vii) NFPA 101, Life Safety Code, 2012 edition,
issued August 11, 2011.

(viii} TIA 12-1 to NFPA 101, issued August 11,
2011.

2012,

(x) TIN12-3 1o NFPA 101, issued Qctober 22,
2013.

(xi) TIA12-4 1o NFPA 101, issued October 22,
2013.

{xiii) NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 edition, including
TlAs to chapter 7, issued August 6, 2009.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based on document review and interview, the
facility failed to maintain the Emergency
Preparedness (EP) plan. This was evidenced by
the failure to provide Policy and Procedure for
maintaining the faciiity's emergency power supply

emergency. This affected 45 of 45 residents, and
could result in an ineffective Emergency
Preparedness (EP) plan.

Finding:

E 041 |
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| |
055956 5. winG : | 11/05/2015
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, C[TY, §TATE, ZIP CODE !
BRIARWOOD POST AGUTE 801 LEMON HILL AV |
- SACRAMENTO, CA|95824 |
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E 041 | Continued From page 15 E 041 | |

During record review and interview with i
Administrative Staff (AS) on 11/5/19, the EP plan | ;
was requested and reviewed.

permanent 15 kilowatt gasoline fueied generator,
with an on-site fuel source. No Palicy and
Procedure was available for an operatienal plan
indicating how the facility will keep the PSS
operational during an emergency, unless the
facility evacuates.

i
: \
At 2:45 p.m_, the facility was observed with a 1

Upon interview, AS3 confirmed the finding after
review of the EP ptan.

During a Life Safety Code survey on 12/20/1 8,
the facility was cited for the failure to provide the
required generator plan. ! |
K 0G0 | INITIAL COMMENTS K 000 |

Surveyor: 32673

K3 BUILDING: 01

KB PLAN APPRQOVAL: 1969 1 ‘ (
K7 SURVEY UNDER: 2012 EXISTING |

\
STRUCTURE TYPE: ONE STORY, \
CONSTRUCTION TYPE V (111}, FULLY !
SPRINKLERED.

The following reflects the findings of the California
Department of Public Health, during an annual 1
Life Safety Code recertification survey. The
findings are in accordance with 42 Code of
Federal Regulations (CFR) §483.80(a)(b)(c){j),
National Fire Protection Association (NFPA) 101 -
Life Safety Code, 2012 Editior, and NFPA 99 - t
Health Care Faciiities Code, 2012 Edition.

Event ID:MSBM21 Facility 1D: CA030000081
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(X3) DATE SURVEY

Means of Egress - General

Aisles, passageways, corridors, exit discharges,
exit locations, and accesses are in accordance
with Chapter 7, and the means of egress is
continuously maintained free of all obstructions to
fuil use in case of emergency, unless modified by
18/19.2.2 through 18/19.2.11.

18.2.1, 19.2.1, 7.1.10.1

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973 -
Based on observation and interview, the facility
failed to maintain the means of egress. This was
evidenced by the failure to post exit-discharge
guidance and directional signs. This affected one
of two smoke compartments, and could resuit in
delayed evacuation in the event of an emergency.

NFEPA 101, Life Safety Code, 2012 Edition
Chapter 7 Means of Egress

7.7 Discharge from Exits,

7.7.3 Arrangement and Marking of Exit
Discharge.

7.7.3.1 Where more than one exit discharge is
required, exit

| discharges shail be arranged to meet the

A. BUILDING 02 | COMPLETED
055956 B. WiNG 7 11/05/2019
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, §TATE, ZIP CODE
BRIARWOOD POST ACUTE 5901 LEMON HILL %“’E
SACRAMENTO, QA 95824 ‘
(X&) 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S HLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B& comPETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i | |OFICIENTY) ‘
| ‘
K 000 | Continued From page 16 K Q00 }
|
|
Representing the California Department of Public f
Health: \
32973 !
The facility is not in substantial compliance with
| 42 CFR §483.90 for Long Term Care Facilities.
. Census: 45
K211 Means of Egress - General K217
35=D | CFR({s): NFPA 101
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TAG

SUMMARY STATEMENT OF DEFICIENCIES
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D PROVIDER'S PLAN OF CORRECTION| [

(EACH CORRECT|VE ACTION SHOULD BE
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| DEFICIENGY)

PREFIX
TAG

{Xg)
COMPLETION

K211

remoteness criteria
of 7.5.1.3.

marked to

exit discharge
to a public way.

directional indicator
every

neargst exit
is not apparent.

Finding:

gate.

not cleariy marked.
Exit Signage
CFR(s): NFPA 101

K293
SS=D

Continued From page 17

7.7.3.2 The exit discharge shall be arranged and

make ¢lear the direction of egress travel from the

7.10.2 Directional Signs.
7.10.2.1" A sign complying with 7.10.3, with a

showing the direction of trave!, shall be placed in

location where the direction of travel to reach the !

During a faciiity tour and interview with staff on
11/5/19, the means of egress, was observed.

At 10:50 a.m., the designated exit located in the -
access corridor by Room 109, and exit discharge
to the public-way, were observed. The exit
discharged into an enclosed and gated courtyard
that had two pathways in two different directions,
and a gate to reach the public way. No exit and
directional signs were posted on the exit path or

Upon interview, Staff 4 confirmed the finding that
the exit discharge path and exit gate leading out
of the courtyard and to public way beyond, were

i

K211

K293
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K 293.

or 19.2.10.4.

Continued From page 18

Exit Signage

2012 EXISTING

Exit and directional signs are displayed in
accordance with 7.10 with continuous illumination
also served by the emergency lighting system.
19.210.1

{Indicate N/A in one-story existing occupancies
with less than 30 occupants where the fine of exit
travel is obvious.)

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based on observation, decument review, and
interview, the facility failed to maintain the exit
signs. This was evidenced by the failure to
document performance of monthly visuai
inspections. This affected two of two smoke
compartments, and could resuit in exit sign
failure, resulting in detayed eqgress by staff,
residents, and visitors during an emergency
evacuation.

NFPA 101, Life Safety Code, 2012 Edition
19.2.10 Marking of Means of Egress.
19.2.10.1 Means of egress shall have signs in
accordance with

Section 7.10, uniess otherwise permitted by
19.2.10.2,19.2.10.3,

7.10.8.1 Inspection. Exit signs shail be visually
inspected for operation of the iumination sources
at intervals not to exceed 30 days or shall be
periodically monitored in accordance with
7.9.3.1.3.

Finding:

During a facility tour, documeant review, and

K 293

DEFICIENGY) -;
|
|
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COMALETION

K293 | Continued From page 1%
and exits were pbserved.

At 12:15 p.m., hard wired illuminated exit signs
were observed throughout al! access corridors,
No documentation was available for rronthly
visuai inspections of the exit signs for the
following months: 2/2019, 3/2019, 4/2019,
52018, 6/2019, 7/2019, 8/2019. and 8/2019.

review of the record.

K 321 | Hazardous Areas - Enclosure
55=0 | CFR(s): NFFA {01

Hazardous Areas - Enclosure
Hazardous areas are protected by a fire barrier

system in accordance with 8.7.1 or 19.3.5.9.
When the approved automatic fire extinguishing
sysiem option is used, the areas shal! be
separated from other spaces by smoke resisting
partitions and doors in accordance with 8.4,
Doors shalf be self-closing or automatic-closing
and permitted to have nonrated or field-applied
protective plates that do not exceed 48 inches
from the bottom of the door.

Describe the floor and zone locations of
hazardous areas that are deficient in REMARKS.
19.3.2.1,18.35.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

0. Laundries (larger than 100 square feet)

C. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms {exceeding 64 gallons)

L

FOY

. Trash Collection Rooms

interview with staff on 11/5/19, the path of egress

Upon interview, Staff 4 confirmed the finding after

having 1-hour fire resistance rating (with 3/4 hour
i fire rated doors) or an automatic fire extinguishing

|

K 293

K 321

|

;
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(X4} 1L SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL

(X5)
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

COMPLETION
DATE

| |

K 321 | Continued From page 20 K 321
{exceeding 64 gallons) |
f. Combustible Sterage Rooms/Spaces ‘ :
(over 50 square feet)

0. Laboratories (if classified as Severe

Hazard - see K322

This REQUIREMENT is not met as evidenced
by: . |
Surveyor: 32973 |
Based an observation and interview, the facility
failed to maintain the hazardous areas. This was
evidenced by the failure to maintain the door.
This affected one of two smoke compartments, ! |
and could result in a delay in containing smoke ‘ |
and/or fire to a hazardous area.

Finding:

During a facifity tour and interview with staff on
11/5/19 , the hazardous area enclosures were ‘
observed. !

At10:55 a.m | the Laundry Room, was observed. !
The room was greater than 100 (approximately i
| 200) square feet. The room door was not |
- self-closing. The self-closing device was
disconnected and non-functional. Upon

interview, Staff 4 confirmed the finding.

K 324 | Cooking Facilities K324
$8=F | CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accoerdance
with NFPA 96, Standard far Ventilation Contraol!
and Fire Protection of Commercial Cooking
Operations, unless: : . .
" residential cooking equipment {Le., small :
appliances such as microwaves, hot plates,

| toasters) are used for food warming or limited

: i 1
Event ID:MSGM21 Facility ID: CAD30000091 ! If continuation 3 heat Page 21 of 38
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PRINTED: 11/07/20190
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPFLIER/CLIA

{X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

| cooking in accordance with 18.3.2.5.2, 19.3.2.5.2

| 30 or fewer patients comply with conditions under

19.3.2.5.5,9.2.3, TIA 12-2

| interview, the facility failed to maintain the

. 19.3.2.5.1 Cocking facilities shall be protected in
i accordance with 9.2.3

* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply
with the conditions under 18.8.2.5.53, 18.3.2.5.3,
or

* cooking facilities in smoke compartments with

18.3.2.5.4, 18.3.2.5.4.

Cooking facilities protected according to NFPA 96
per 9.2.3 are not reguired 1o be enclosed as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2 5.1 through

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based cn observation, document review, and

cooking facilities. This was evidenced by the
failure ta perform hood cleaning on a semi-annual
basis (every six months) for moderate volume
cooking. This affected one of two smoke
compartments, and could potentially result in the
uncontrolled spread of a grease fire in the
cocking area.

NFPA 101. Life Safety Code, 2012 Edition
19.3.2.5 Cooking Facilities.

9.2.3 Commercial Cooking Equipment.
Commercial cooking equipment shall be in
accordance with NFPA 98, Standard for

1
|
t
|

|
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 02 . 3 COMPLETED
| ‘
055956 B. WING : | 11/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY| STATE, ZIP CODE
BRIARWOOD POST ACUTE 5901 LEMON HILL AYE
SACRAMENTO, GA 95824
£X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PUAN OF CORRECTION | X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE]I 10N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG CRCSS-REFERENCED TO THE APPROPRIATE DATE
1 | QERICIENCY)
| ‘ i
. [ ‘
K 324 | Continued From page 21 ' K 324

FORM CMS-2587(02-29) Previous Versions Obsolete

Eveni ID: MS8M21

Faeility ID: CA030000081

If continuaﬁon!sheel Page 22

nt 38




Nov 2119,

DEPAR
CENTE

05:00p

TMENT OF HEALTH AND HUMAN SERVICES
RS FOR MEDICARE & MEDICAID SERVICES

p.31

FRINTED: 11/07/2019
| FORMAPPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTID{‘\!

QMB NO. 0938-0391
{X3} DATE SURveY

Continued From page 22

Ventilation Contral and Fire Protection of
Commercial Cocking Operations, uniess such
installations are approved existing installations,
which shall be permitted to be continued in
service.

NFPA 86, Standard for Ventilation Control and
Fire Protection of Commercial Cooking
Operations, 2011 Edition

Chapter 11 Procedures for the Use, Inspection,
Testing, and Maintenance of Equipment

11.2 Inspection, Testing, and Maintenance of
Fire-Extinguishing

Systems.

11.2.1* Maintenance of the fire-extinguishing
systems and

listed exhaust hoods containing a constant or
fire-activated

water system that is listed to extinguish a fire in
the grease

removal devices, hood exhaust plenums, and
exhaust ducts

shall be made by properly trained, qualified, and
certified person(

s) acceptable to the authority having jurisdiction
alleast

every 6 months.

11.4% Inspection for Grease Buildup. The entire
exhaust system

shall be inspected for grease build up by a
properly trained,

qualified, and certified person(s) acceptable to
the autherity having

jurisdiction and in accordance with Tabie 11.4.
Table 17 .4 Schedule of Inspection for Grease
Buildup

Type or Volume

. of Cooking

K 324 :

|
A. BUILDING 02 ! COMPLETED
| 055956 B WING | 11/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY| STATE, 17 CODE |
5901 LEMON HiLL avE
BRIARWOOD POST ACUTE B
SACRAMENTO, CA 65824
(x4} 0 | SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDERS[PLAN OF CORREGTION -
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG CROSS-REFERENCED TO TH= APPROPRIATE DaTE
| ! | OEFICIENGY) !
* |
K 324
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 02 COMPLETED
. |
| |
055956 B. WING I | 11/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDREssir CITY, STATE, ZIP CODE
5901 LEMON HILL AVE
BRIARWOOD POST ACUTE ‘
SACRAMENTO, CA |95824
(xayio | SUMMARY STATEMCNT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION sy
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TG THE APPRORRIATE DATE
‘ | BEFICIENCY) }
| | | | '
K 324’ Continued From page 23 i K 324 ‘ /
Inspection ‘

|
Frequency i ' f ‘ ‘
| Systems serving high-volume cooking : !
Operations, such as 24-hour cooking, i i '
I charbroiling, or wok cooking # ;

Quarterly

| Systems serving moderate-volume cooking ’
operations

Semiannually '

Finding:

During a facility tour, document review, and ’
interview with staff on 11/5/19, the kitchen
| COoking area was observed and service records

f were requested.

Al 1:05 p.m., the last avaiiable semi-annual '
- inspection/service for hood cleaning was dated

5/2/18. No current inspection reports for

moderate volume cooking for the past 12 months |
| were available and/or submitted for review. Upan ‘
interview, Staff 4 confirmed the finding and stated ‘
that the current inspection reports could not be '

located.

' During a Life Safety Code survey on 12/20/18,
the facility was cited for the failure to provide the
required record.

K 345 | Fire Alarm System - Testing and Maintenance ! K 345
SS:E“ CFR(s): NFPA 101 '

Fire Alarm System - Testing and Maintenance !
Afire alarm system is tested and maintained in ' ‘
laccordance with an approved program complying !

with the requirements of NFPA 70, National 1
' Electric Code, and NFPA 72, National Firs Alarm 1
| ! 1’ ‘
FORM CMS-2567(02-99) Praviaus Versions Obsalete
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L

and Signaling Code. Records of system
acceptance, maintenance and testing are readily
| avaiiahle,
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
' This REQUIREMENT is not met as evidenced
by:
Surveyor: 32973
Based on document review and interview, the
| facility failed to maintain the fire alarm gystem
(FAS). This was evidenced by the absence of a
semi-annual inspection. This affected two of two
smoke compartments, and could result in g

non-detected system malfunction in the event of a
fire. )

 NFPA 101, Life Safety Code, 2012 Edition
19.3.4.1 General. Health care occupancias chall
De provided with a fire alarm system in
accordance with section 9.5

9.6.1* General.

9.6.1.5" To ensure operational Integrity, the fire
alarm systemn shall have an approved
maintenance and testing program complying with
the applicable reguirements of NFPA 70, National
Electrical Cade, and NFPA 72, National Fire
Alarm and Signaling Code.

' NFPA 72, Nationai Fire Alarm

and Signaling
! Code, 2010 Edition.

Chapter 14 Inspection, Testing, and Maintenance
14.1 Application.
14.1.1 The inspection, testing, and maintenance ;
Of systems, their initiating devices, and '

¢ notification appliances shall comply with the
requirements of this chapter.
14.3 Inspection.
14.3.1* Unless otherwise permitted by 14.3.2
visual inspections shall be performed in )
| accordance with the schedules in Table 14.3.1 or

|
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STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTJdN (X3) DATE SURVEY
AND PLAN CF CORRECTION IDENTIFICATION NUMEER: A. BUILGING 02 ! COMPLETED
|
055956 B. WING ‘ — 11/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS| C|TY| STATE, ZIP CODE
5901 LEMON HiLL AVE
BRIARWOOD POST ACUTE ‘
SACRAMENTO,} CA (95824
(X4) 1D ' SUMMARY STATEMENT OF DEFICIENCIES ' n PROVIGER'S|PLAN OF CORRECTION xs)
PREFix | (EACH CEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REAERENCED TO THE APPROPRRIATE gaTE
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K 345 ‘ Continued From page 25 K 345' ‘

more often if required by the authority having ! } ’
jurisdiction, | | ‘
14 3.2 Devices or equipment that is inaccessible | i
for safety considerations {e.g., continuous '

I Process operalions, energized electrical : ‘
equipment, radiation, and excessive height) shall ‘ ;

‘ be permitted to be inspected during scheduled . f ‘ ;
shutdowns if approved by the autharity having ' | ; ‘

jurisdiction,

14.3.4 The visual inspection shall be made to
[ ensure that there are no changes that affect
; equipment performance.

Table 14.3.1 Visual Inspection
Frequencies-semianﬂually ; '
3. Batteries :

4. Transient suppressors : ‘

3. Fire alarm control unit trouble signals ) i

7. In- building fire emergency voice/alarm

communications equipment : |
8. Remote annunciators ! |
9. Initiating devices ‘

10. Guard's tour equipment

11. Combination systems (a) Fire extinguisher
glectronic monitoring device/systems
" {b) Carbon manoxide detectors/systems

12. Interface equipment |
13. Alarm notification appliances i i
’ 14. Exit marking audibie nofification appliances | | '

| 15. Supervising station alarm
systems-transmitters :
16. Special procedures | ; ’
17. Supervising station alarm systems-receivers , ‘ i
' 18. Public emergency alarm reporting system | ‘
| transmission equipment ’
20. Mass notification system, non-supervised 3 ‘
systems installed prior to adoption of this edition | ‘

11462 Maintenance, Inspection, and Testing [ [ : f

| i
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SUMMARY STATEMENT OF DEFICIENCIES l '

(X4) 1D
PREFIX
TAG

D PROVIDER'Y PLAN OF CORRECTION
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRELTIVE ACTION SHOULD BE
REGULATORY OR L&C IDENTIFYING INFORMATION) 1 TAG CROSS-REFERE NCED TQ THE AF‘PROF‘-"RIATE
! IEFICIENCY)

(X5)
COMPLETION
DATE

\
F : | '
K 345 Continued From page 26 ' K 345 1 f
Records.

|
14.6.2.1 Records shall be retained until the next ‘
test and for 1 year thereaiter. ‘
‘ 14.6.2.4" Arecord of ajl inspections, testing, and } \
maintenance shall be provided that inciudes the 3 ‘
 following information regarding tests and all the
applicable information requested in Figure ' !
14.6.2.4: | |
{1) Dats | |
\

(2} Test frequency
{8) Name of property
(4) Address i -

| (5) Name of person performing inspection, ! r '

maintenance, tests, or combination thereof, and 1
affiliation, business address, and telephone j ‘
number 1 #
i (6) Name, address, and representative of
approving agency(ies)
(7) Designation of the detector(S) tested
(8) Functional test of detectors
{9)"Functional test of required sequence of | i
Operations '

(10) Check of all smoke detectors
(11) Loop resistance for all fixed-temperature, ]
line-type heat detectors

{12) Functional test of mass notification system
control unitsg

(13) Functional test of signal transmission to
mass notification systems

(14} Functional test of ability of mass notification
system to silence fire alarm notification
appliances |
(15) Tests of imelligibility of mass notification |
syslem speakers

(16} Other tests as required by the equipment
manufacturer ' S published instructions

{(17) Other tests as required by the authority
having jurisdiction

(18} Signatures of taster ang approved authority
FORM CMS-2567(02-93) Previous Versions Obsolate
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K345 I Continued From page 27
representative

(e.g., system owner notified, problem
corrected/successfully retested, device
abandoned in place)

|

| Finding:

During document review and interview with staff
on 11/5/19, the FAS was observed and records
were requested.

At 1:00 p.m., the current Annual Fire Alarm
lnspection/Testing Report was dated 1/28/19, and
the previous inspection was dated 2/21/18. No
| semi-annual visual inspecticn with battery testing
' were available for review. Upon interview, Staff 4
confirmed the finding
K 346 | Fire Alarm System -
85=C | CFR{s): NFPA 101

after review of the records.
Out of Service

Fire Alarm - Out of Service

Where required fire atarm system is out of
services for more than 4 hours in a 24-hour
periad, the authority having jurisdiction shall be
nctified, and the building shall be evacuated or an
approved fire watch shail be provided for al|
parties left unprotected by the shutdown until the

fire alarm system has been returned to service.
9.6.16

' This REQUIREMENT js
| by:
Surveyor: 32973
Based on document review and interview, the
facility faiied to maintain interim fire measures.
' This was evidenced by the failure to provide
written protocai to ensure that if the fire alarm
. System was out of service far more than 4 hours

L

|

‘ (19) Disposition of problems identified during test |

|

not met as evidenced i

|
|

]

' K 346
|
o
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K 348

K 353
SS-F

_[

Continued From page 28

ina 24 hour pericd, the authority having
jurisdiction (AHJ) would be notified. This affected
two of two smoke compartments, and could
potentially result in the AHJ not having the ability
to exercise oversight in an acceptabie time if the
fire alarm system was to become inoperable.

Finding:

During document review and interview with staff
on 11/5/18, the interim fire measures and Palicy
were requested for review.

At 1:15 p.m., the approved Fire Watch Palicy
provided did not include the time parameters
and/or notification to the Department of Public
Health if the fire alarm system was out of service
for more than 4 hours in a 24 hour period. Upon
interview, Staff 4 confirmed the finding after
review of the policy.

Sprinkler System - Maintenance and Testing
CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accardance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
rmaintenance, inspection and testing are
maintained in & secure logation and readily
available.

&) Date sprinkler system last checkad

b) Who provided systern test

¢) Water system supply source

K 346

K 353 3
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STATEMENT OF DEFICIENCIES

{(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUGTION |

Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based on observation, document review, and
interview, the facility failed to maintain the
integrity of the automatic fire sprinkler system.
This was evidenced by the absence of three of
four quarterly inspections, monthly visual
inspections, and a sprinkler head that had foreign
debris. This affected two of two smoke

| compartments, and could result in the ineffective
operation of the sprinkler system in the event of a
fire.

NFPA 101, Life Safety Code, 2012 Edition.

19.3.5 Extinguishment Requirements.

19.3.5.1 Buildings containing nursing homes shall
be protected

throughout by an approved, supervised automatic
sprinkler system in accordance with Section 9.7,
unless otherwise

permitted hy 18.3.5.5.

9.7 Automatic Sprinklers and Other Extinguishing
Equipment.

9.7.5 Maintenance and Testing. All automatic
sprinkler and

| standpipe systems required by this Code shall be
inspected,

tested, and maintained in accordance with NEPA
25, Standard .

| for the Inspection, Testing, and Maintenance of
Water-Based Fire Protection

Systems.

|

1
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4.3 Records

5.2.1 Sprinklers.

the following

shall be replaced:
(1) Leakage

(2) Corrosion

element
{5)*Loading

manufacturer

| 5.2.4 Gauges

being maintained.

NFPA 25, Standard for the Inspection, Testing,
and Maintenance of Water-Based Fire Protection
Systems, 2011 Edition.

4.3.1* Records shali be made for all inspections,
tests, and maintenance of the system and its
componenis and shall be made available to the
authority having jurisdiction upon request.

Chapter 5 Sprinkier Systems.

5.1.1 Minimum Requirements.

5.1.1.1 This chapter shall provide the minimum
requirements for the routine inspection, testing,
and maintenance of sprinkler systems.

3.2.1.1.1 Sprinklers shall not show signs of
leakage; shall be free of corrosion, foreign
materials, paint, and physical damage; and shall
be installed in the correct orientation (e.q.,
upright, pendent, or sidewall).

5.2.1.1.2 Any sprinkler that shows signs of any of

(3} Physical damage
 {4) Loss of fluid in the glass bulb heat responsive

(6) Painting unless painted by the sprinkler

»5.2.4.1* Gauges on a wet pipe sprinkler shall be
inspected monthly to ensure that they are in good
condition and the normal water supply pressure is

SACRAMENTO, CA | 95824
(%) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S FLAN OF CCRRECTION (x5!
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRELT|VE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ‘
K 353 | Continued From page 30 K 353

FORM CMS-2567(02-98) Previous Versions Obsolste

Event ID:MSEM21

Facllity ID: CAG30000081 |

If continuation

sheet Page 31 of 38




p.42
Nov 2119, 05:04p

PRINTED: 11/07/2019
DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NQ. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURYEY
AND PLAN CF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 ! COMPLETED
i
|
055956 B. WING 3 11/05/201
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, ETATE, ZIP CODE
BRIARWQOD POST ACUTE ’ 5901 LEMON HILLiME
SACRAMENTO, QA 95824 ‘
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES |‘ o PROVIDERS PLAN OF CORRECTION ‘ os)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FyLL | PREFIX (EACH CORRECIIVE ACTION S110ULD|BE GOMPLETICN
TAG REGULATORY OR L5G IDENTIFYING INFORMATION} TAG CROSS-REFERENEED TO THE APPROPRIATE DATE
| | DEFICENCY) }
K 353 | Continued From page 31 K353

5.2.5 Waterflow Alarm and Supervisory Devices.
Waterflow alarms and supervisory alarm devices
shall be inspected quarlerly to verify that they are
free of physical damage.

5.2.6" Hydraulic Design Information Sign. The
hydraulic design

information sign for hydrauiicaily designed
systems shall

be inspected quarterly to verify that it is attached
securely to i ‘
the sprinkier riser and is legibla,

5.3.3 Waterflow Alarm Devices.

5.3.3.1 Mechanical waterflow alarm devices
including, but not limited tc, water motor gangs,
shall be tested quarterly.

13.2.6 Alarm Devices,

13.7.1 Fire department connections shall be
inspected quarterly to verify the following:

(1) The fire department connections are visible
and accessible.

(2) Couplings or swivels are not damaged and :
rotate smoothly.
(3} Plugs or caps are in place and undamaged. §
(4) Gaskets are in place and in good condition. ;
(5) Identification signs are in place. |
(8} The check valve is not leaking. ‘
(7) The automaitic drain valve is in place and ‘ ‘
operating properly.

(8) The fire department connection clapper(s) is
in place and operating propetly,

13.3.2.1.1 Valves secured with locks ar
Supervised in accordance with appiicable NFPA ‘
standards shall be permitted to be inspected

monthly. :

13.3.2.2" The valve inspection shal! verify that the
valves are in the following condition:
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(1} In the normal open or closed position '
(2)*Sealed, locked, or Supervised |
(3) Accessible '
' (4) Provided with correct wrenches

i (5} Free from external leaks '
‘ {6) Provided with applicable identification

13.4.1.1* Alarm vaives and system riser check

valves shall be sxlernally inspected monthly and ;
shall verify the following: ’

(1) The gauges indicate normai supply water
~Pressure is being maintained.

(2) The vaive is free of physical damage.

(3) All vaives are in the appropriate apen or

closed position. ‘

i (4) The retarding chamber or alarm drains are not
leaking.

13.6.1.1.1 Vaives secured with locks or
| electrically supervised in accordance with:
applicable NFPA standards shaf be inspected ‘
i monthly.

Findings: ’

During a facility tour, document review, and '
| interview with staff on 11,5/1 9, the automatic fire
! sprinkler system was observed, and records were
" requested and reviewed. ‘

‘ 1. At 11:15 a.m., the pendant style sprinkler head |
| focated in the Main Dining Room above the '
‘ ceiling fan, had foreign debris covering the

' deflector. Upon interview, Staff 4 confirmed the '
' finding after viewing the sprinkler.

i 2. At1:10 p.m., records provided indicated that
L | monthiy visual inspections for the alarm, system

i
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riser check valves, and pressure gauges for the
following months were not completed: February,
March, April, May, June, July, August,
September, October, November, and December
2018-2019. Upon interview, Staff 4 confirmed the
{inding stating that the previous maintenance
person responsibie for the inspections was no
longer employed at the facility.

3. At1:12 p.m., the facility was observed with a
wet-automatic fire sprinkier system. No quarterly
sprinkler inspection records were available for the
second quarter (April, May, June), third quarter
{July, August, September), and forth guarter
(October, November, December) 2018-2019.
Upon interview, Staff 4 confirmed the finding after
review of the records.

Fire Driills

CFR(s}: NFPA 101

K712
S8=F

Fire Drills .
Fire drilis include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at expected and
unexpected times under varying conditions, at
least quarterly on each shift. The staff is familiar
with procedures and is aware that drills are part of
established routine. Where drills are conducted
between 9:00 PM and 6:00 AM, a coded

i announcement may be used instead of audible
alarms.

12.7.1.4 through 19.7.1.7

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based on document review and interview, the
facility failed to maintain the fire drills. This was
evidenced by the absence of documentation for

K 353

K712
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eight cf twelve required drills. This affected two
of two smoke compartments, and could result in
staff being untrained and unaware of shift-specific
roles and responsibilities during an emergency.

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL

(X4} 1D SUMMARY STAI EMENT OF DEFICIENGIES
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION)

NFPA 101, Life Safety Code, 2012 Edition ;
19.7.1 Evacuation and Relocation Plan and Fire !
Drills.

19.7.1.2 All employees shall be periodically !
instructed and ) |
kept informed with respect to their duties under |
the plan reguired ‘
by 19.7.1.1. ‘ §

19.7.1.6 Drills shail be conducted guarterly on 1 |
each shift to

familiarize facility personnel (nurses, interns,
maintenance

engineers, and administrative staff) with the
signals and emergency

action required under varied conditions.

Finding:

During document review and interview with staff i
on 11/5/19, the fire drill records were requested !
and reviewed.

At 11:30 a.m., documentation tited, "Fire Drills,”

was reviewed. No documentation were availahle
for the first quarter P.M. and Night Shifts, second ‘
quarter A.M., P.M. and Night Shifts, and third |
| quarter A.M., P.M., and Night Shifts, 2019. :

Upon interview, Staff 4 and Staff 2 confirmed the
finding after reviewing the drifls. Staff 2 stated
that the drills had been completed by the previous
maintenance person, and that facility was not
able to lccate the records as they are no longer
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K 918 | Electrical Systems - Essential Electric Syste K 918' 1
S8=D | CFR(s}): NFPA 101 ‘ '

Electrical Systems - Essential Electric System

Maintenance and Testing

The generator or other alternate power source

and associated equipment is ca

' service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a

process shat! he
capability for the
Maintenance and testing of
transfer switches are
with NFPA 110.

performed in accordance

provided to annually confirm this
life safety and critical branches.

the generator and

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40

day intervals, and exercised once every 36

ronths for 4 continuous hours, Scheduled test
under load conditions include a complete '
simulated cold start and automatic or manual
transfer of alt EES ioads, and are conducted by
competent personnel. Maintenance and testing of
stared energy power sources (Type 3 EES) are in |

accordance with NFPA 111,

manufacturer

' circuits are marked, readily.
| separate from normal powe
the possibility of damage of

| source s a design consideration for

installations.
|6.44,854,65.4 {NFPA 99
j‘ 111, 700.10 (NFPA 70)

circuit breakers are inspected
pregram for periodically exercising the
compaonents is established aceording to
requirements.
maintenance and lesting are maintained and
readily available. EES electricaj panels and

Main and feeder i

annually, and a

|

Written records of

identifiable, and

I circuits. Minimizing
the emergency power
new

), NEPA 110, NFPA ’

pable of supplying '

-

|

|
|
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This REQUIREMENT is not met as evidenced
by:

Surveyor: 32973

Based on observation, document review, and
interview, the facility failed to maintain the
emergency power supply system (EPSS). This
was evidenced by the absence of three of twelve
monthly load and battery tests, and weekly visual
inspections for two of twelve months. This
affected two of two smoke compartments and
could result in the failure of the generalor in the
event of a power outage.

K918!

NFPA 99, Health Care Faciiities Code, 2012
Edition.

6.4.4.1.1.3 Maintenance shall be preformed in
accordance with NFPA 110, Standard for
Emergency and Standby Power Systems,
Chapter 8.

NFPA 110, Standarc for Emergency and Standby
Power Systems, 2010 Edition.

8.3 Maintenance and Operational Testing.

8.3.4 A permanent record of the EPS3
inspections, tests, exercises, operations and
repairs shall be maintained and readily available.

1 8.8.7.1 Maintenance of lead-acid batteries shall
include the monthly testing and recording of
electrolyte specific gravity. Battery conductance
testing shall be permitted in lisu of the testing of
specific gravity when applicable or warrantad.

8.4 Operationa! Inspection and Testing.
8.4.1* EPSSs, including all appurtenant
compenents, shall be inspected weexly and
exercisad under load at least maonthly.

, Findings:
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o
During a facility tour, document review, and _ — ‘ | ,
‘ interview with staff on 11/5/19, the EPSS was ' , i |
i- observed and records were requested. | ’
(1. At 12:30 p.m., the facility was observed with a '
15 Kilowatt diesel generator equipped with two | i
lead acid batteries, located outside behind the ? ! ‘
facility. Documentation titled, "Monthly Generator : :
Testing" indicated that the generator was not 3 ﬁ
exercised under a 30 minule load with battery , !
testing for the months of February, September, ' ! 1
and October 2019, ; |
2. At12:40 p.m., documentation titled, "Weekly
Inspections” indicated that weekly visuat
inspections were not completed for the months of
. ‘ February and October 2019, !
Upon interview, Staff 4 and Staff 5 confirmed the !
findings after a review of the records. |
* -
' ' f |
; \ :
‘ !
. . i |
| | | o
| ! |
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On 11/19/19 was able to find the emergency preparedness plan which was ¢rdated and reviewe‘d on

1/31/19 and it includes an updated facility based and community-based risk|agsessment. Also included

in the emergency plan is an evaluation/assessment for missing residents and nptural disasters.

All residents have the potential to be affected by this deficient practice.

Emergency preparedness plan will be updated annually by the maintenanc‘e difector and administrator

during the first quarter of the year. Copies of the Emergency Preparedness‘ plan will be kept at the nurse

station, maintenance office and administrator office,

|
Maintenance director and administrator will present the emergency prepa‘redr ess plan to the I[?T during
our first quarterly QAPI meeting and will also in service the staff on the updates made to the emergency

preparedness plan and where to find them. ‘

Maintenance director and administrator will monitor for compliance.

Date: \{ \‘L\\ \‘i

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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|
\
\
|
|
E 015 Subsistance Needs for Staff and Patients ‘
As of 11/18/19 facility included policies related to Adequate Supply of Food\
Pharmaceuticals. 2. Auxiliary generator will provide necessary lights, temper
system capabilities. 3. 11/22/19 Maintenance and Housekeeping Staff to be i
disposal of wet/dry garbage. |

\
\
All residents have the potential to be effected by this deficient practice. !

Maintenance/Dietary Director and/or representative will monitor eme rgency
P&P compliance. Pharmaceutical supplies will be monitored by appropriate c|

Maintenance Director will ensure emergency power source via generator te‘st'

designated by facility policies.

Maintenance Director will report emergency source availability and testing at
Maintenance Director and Administrator will monitor for compliance |

Date: {1 {2 14

RECEIVED
By LSC at 10:28 am, Nov 22, 2019 |
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k024

\
On 11/12/19 the maintenance director found the policy and procedure for arrangements and/or
agreements that address staffing strategies and the use of volunteers during emergencies,

All residents have the potential to be affected by this deficient practice.

Maintenance director placed the policy and pracedure for use of volunteers dyring emergencies; in the
fire and disaster binder at the nurse’s station and in serviced staff on where they can find the policy in
case of an emergency. 1

Maintenance director will audit the fire and disaster binder monthly to ensure that the policy and
procedure for the use of volunteers during emergencies are present. The find

presented to the IDT during our QAP! meetings. :

e

ngs from the audit will be

Maintenance director and administrator will monitor for compliance.

Date: [t (.’e‘a![f‘i

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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On 11/08/19, the maintenance director began in servicing the therapy dep;a
emergency preparedness policy and procedures along with competency ex‘ra

Ali residents have the potential to be affected by this deficient practice. |

Therapy staff will be placed on annual training along with the rest of the st‘af

maintenance director will maintain the copies of the in services given to tH

The maintenance director will present in service records of the emergency|p
procedure to the IDT during our QAPI meeting.

Maintenance director and administrator to monitor for compliance,

Date:l'(‘-z,i“f]

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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E 039

On 12/4/18 facility administrator emailed multiple staff members from state aj d|county offices of
emergency services in an effort to join the ngkt community based emergency ill. Facility will continue
to reach out to representatives to ensure we will be included in the next event

~
0.
=

All residents have the potential to be affected by this deficient practice.

Administrator will present information on cdmmunity drill to 1DT when the inforination becomes
available. The facility will make necessary prgparations to fully participate injthe drill.

Administrator and maintenance director wil| present the results of the community drill to the IDT during
our QAPI meeting,

Administrator and maintenance director to ronitor for compliance.

Date:
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E 041

On 11/27/19 Administrator was able to locate the correct policy and procedure that indicates how the

facility will keep the EPSS operational duringlan emergency, unless the facili‘ty evacuates.

All residents have the potential to be affecteld by this deficient practice.

Maintenance director was in serviced on the policy and procedure in regards th how the facility will
keep the EPSS operational during an emergehcy, unless the facility evacuates.

Maintenance director will randomly check tHe generator to ensure that the .‘appropriate levels of fuel are
present and secure for the generator to perfprm properly in case of an emergenty. Results of the
random checks will be presented to the IDT guring our QAP| meeting

Maintenance director and administrator to monitor for compliance.

Date:
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On 11/11/19 the maintenance director ordered the exit sign for the facility.

searched the facility for any other exits that were missing the appropriate s
noted to be missing at that time.

All residents have the potential to be affected by this deficient practice.

1
Maintenance director will audit the facility on a monthly basis to ensure that

signage labeling exits.

Maintenance director will present finding form the audits to the IDT during]o

Maintenance director and administrator will monitor for compliance.

Date: {i -u”a

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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Nov 2119, 04:58p

K 293

Maintenance director visually inspected the illuminated exit signs on 11/07/

working correctly. All signs were in good working condition.

All residents have the potential to be affected by this deficient practice.

|
Maintenance director wili visually audit illuminated exit signs monthly to e}ns

working condition.

Maintenance director will present information from the visual audits of th
during our QAPI,

Maintenance director and administrator to monitor for compliance.

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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K321

Maintenance director special ordered the self- closing part for the door on 11
installed as soon as it arrives to the facility. Maintenance director lnspected th

each door that needed a door closure had one and that it was in good wo
doors noted to be out of compliance.

All residents have the potential to be affected by this deficient practice.

The laundry department has been instructed to keep the door closed unti

can be returned to functioning properly. Maintenance director will audit seln‘—

ensure they are in good working condition.

Maintenance director will present results of the audits to the IDT durlng our Q

Maintenance director and administrator to monitor for compliance.

Date: [{ h}/’q

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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E324

On 11/19/19 Maintenance director received confirmation form Sentinel Flre Eq
they conduct the semi-annual/service for hood cleaning. The facility will also M

report from Sentinel Fire Fquipment Company after the hood cleaning.

All residents have the potential to be affected by this deficient practice.

Maintenance director will schedule the semi- annual hood cleaning with sentin

year to ensure the cleaning is done timely.

Maintenance director will bring the semi-annual hood clea ning schedule to QA

Maintenance director and Administrator will moniter for compliance.

Date: i\ {u |(q

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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|
K 345 i
On 11/12/19 the maintenance director had Sacramento Fire conduct a full a?n 1 domprehensive annual

fire alarm test. 3

All residents have the potential to be affected by this deficient practice.

Semi-annual and annual fire alarm test will be scheduled 6 months in advan}ced.
Maintenance director will present upcoming fire alarm test to the IDT during our QAPI meeting 10

ensure the facility is in compliance.

Maintenance director and administrator to monitor for compliance.

Date: |t "LI | 6] |

RECEIVED ?
By LSC at 10:28 am, Nov 22, 2019
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K 346

On 12/04/19 maintenance director and adm

p.14

inistrator amended our current policy and procedure for our

fire watch to include time parameters if out fire alarm system is down and alo|notification instructions

to California Department of Public Health.

All residents have the potential to be affecte

d by this deficient practice.

Maintenance director in serviced staff beginning on 12/04/19 on our fire watph|policy and procedure

including the amendments made to the policy in regards to time parameters bnd

California Department of Public Health,

notification to

The results of the in-services will be presented to the IDT during our QAP mept ng by our maintenance

director.

Maintenance director and administrator wil

Date:

monitor for compliance.




Nov 2119, 0b:05p

K 353 |

On 11/5/19 the maintenance director cleaned the debris from the sprink!erihead in the main din
room above the ceiling fan. Maintenance director inspected the other sprin‘kl er heads for debris

p.45

ng
with no

other debris noted. On 11/12/19 Sentinel Fire and Equipment Company tested the fire alarm system and

completed the quarterly inspection and Syear inspection.

All residents have the potential to be affected by this deficient practice.

The maintenance department will inspect and clean, if necessary, the sprinljde:r heads on a monthly

basis. The maintenance director will work closely with Sentinel Fire and Equipmgent Company to ensure

we are in compliance with our fire alarm system. ;
|
The results from the monthly sprinkler head inspections will be presented to the IDT by the

maintenance staff during our QAPI meeting. Maintenance director will also}b"ing updates on the
alarm system to the QAPI meetings.

Maintenance director and administrator.

Date: f(/zl /{‘i

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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|
On 11/05/19 maintenance director conducted a fire drill test on the pm shiﬁ.

K712

All residents have the potential to be affected by this deficient practice.

Maintenance director will conduct manthly fire drills in the facility to ensure the facility is in compliance.
Fire drills we be done one per shift per month.

The results of the previous month’s fire drilt will be presented to the IDT duﬁing bur QAPI meeting in an
effort to ensure compliance with state requirements. i

Maintenance director and administrator will monitor for compliance. i

Date: |§ "2—'\ | 19

RECEIVED
By LSC at 10:28 am, Nov 22, 2019
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K918 ?

On 11/20/19 the maintenance director conducted a 30-minute load bearing test with the back-up
batteries for the generator. Weekly visual inspections of the generator also began on 11/20/19.

All residents have the potential to be affected by this deficient practice.

|
Maintenance director will conduct monthly 30-minute load bearing test w1th the back-up batterit‘es for
the generator. Weekly visual inspections of the generator will also be completec by the maintenance

director.

The results of the monthly 30-minute load bearing test and the weekly visuél cenerator inspectiops will
be presented to the IDT during our QAPI meeting. | |

Maintenance director and administrator will monitor for compliance. 1

Date: f‘/2.| [19

RECEIVED |
By LSC at 10:28 am, Nov 22, 2019 }
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