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C.L. "BUTCH" OTTER - Gevemnor DEBRA RANSOM, RN, R.H.LT., Chief
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February 23, 2015

Warren "Doug" Bodily, Administrator
River's Edge Rehabilitation & Living Center
714 North Butte Avenue

Emmett, ID 83617-2725

Provider #: 135020

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Bodily:

On February 17, 2015, a Facility Fire Safety and Construction survey was conducted at River's
Edge Rehabilitation & Living Center by the Departinent of Health & Welfare, Bureau of
Facility Standards to determine if your facility was in contpliance with State Licensure and
Federal participation requirements for nursing homes participating in the Medicare and/or
Medicaid programs. This survey found that your facility was not in substantial compliance with
Medicare and Medicaid program participation requirements. This survey found the most serious
deficiency to be one that comprises a pattern that constitutes no actual harm with potential for
more than minimal harm that is not immediate jeopardy, as documented on the enclosed
CMS-2567, whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies and a similar State Form listing licensure health
deficiencies, In the spaces provided on the right side of each sheet, answer each deficiency and
state the date when each will be completed. Please provide ONLY ONE completion date for
each federal and state tag in column (X5} Completion Date to signify when you allege that each
tag will be back in compliance. NOTE: The alleged compliance date must be after the "Date
Survey Completed” (located in field X3) aud on or before the "Opportunity to Correct" (listed on
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page 2). After each deficiency has been answered and dated, the administrator should sign both
Statement of Deficiencies and Plan of Correction, Form CMS-2567 and State Form, in the spaces
provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by March 9, 2015, Failure
to submit an acceptable PoC by March 9, 2015, may result in the imposition of civil monetazy
penalties by March 28, 2015.

Your PoC must contain the following:

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

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

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

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

¢ Include dates when cortective action will be completed.

o The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form.

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

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by March 24, 2015,
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay the
imposition of the enforcement actions recommended (or revised, as appropriate) on March 24,
2015. A change in the seriousness of the deficiencies on March 24, 2015 may result in a change
in the remedy.

The remedy, which will be recommended if substantial comphance has not been achieved by
March 24, 2015, includes the following:
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Denial of payment for new admissions effective May 17, 2015..
42 CIR §488.417(a)

If you do not achieve substantial compliance within three (3) months after the last day of the
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must
deny payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on August 17, 2015, if substantial compliance is not achieved
by that time.

Please note that this notice does not constitute formal notice of imposition of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Serviees determine that termination or any other remedy is warranted, it will
provide you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder
Street, PO Box 83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, Fax #: (208) 364-1888,
with your written credible allegation of compliance. If you choose and so indicate, the PoC may
constitute your allegation of compliance. We may accept the written allegation of comnpliance
and presume compliance until substantiated by a revisit or other means. In such a case, neither
the CMS Regional Office nor the State Medicaid Agency will impose the previously
recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on February 17, 2015, and continue
until substantial compliance is achieved. Additionally, the CMS Regional Office or State
Medicaid Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

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

http://healthandwelfare.idaho.gcov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx
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Go to the middle of the page to Information Letters section and click on State and select the
following: ‘

BFS Letters (06/30/11)

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

This request must be received by March 9, 2015. If your request for inforinal dispute resolution
is received after March 9, 2015, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

‘Thank you for the courtesies extended to us durmg the survey. If you have any questions, please
contact us at (208) 334-6626.

Sincerely,

/)2

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/j
Enclosures
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STATEMENY OF DEFICIENGIES . {(X1) PROVIDER/SUPPLISRICLIA (¥2) MULYIPLE CONSTRUCTION , JX8) DATE SURVEY
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SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION

(%4} 1D (X}
PREFIX '(EACH DEFIGIENGY JAUST BE PRECEDED BY FULL REGULATORY)  PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETIGN
TG OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENCY)
K 000| INITIAL COMMENTS , K QgQ

The facility is a single story, Type V(111) structure
huilt in 1963 and is fully sprinkiered, The fasility
is protected throughout by a complete fire
alarin/smoke detection system which includes
smoke datection in rasident rooms as well as
corridors and open spaces. There was an
addition added to the facllity In 1974 and the
facility was fully refurbished in 20002001 at
which {ime the fire alarm system was updated.
Currently the facllity is licensed for 74 SNF beds.

The following defl clencies were cited during the
| annual fireflife safety. survey condugted an

- | February 17, 2015. The faclity was surveyed

under the LIFE SAFETY CODE, 200 Edition,

— Exustmg Health Care Occupanuy, in accordance

! with 42 GFR 483.70.

The Survey was conducted by:

Nathan Elking
Health Facility Surveyor
Fire Lifa Safaty & Construgtion

K 028| NFPA 101 LIFE SAFETY CODE STANDARD K29
88 '
One hour fire rated construction (with %4 hour .
fire-rated doors) or an approved automatic fire . q e
extinguishing system In accordance with 8.4.1 "
and/or 19,3.5.4 proteots hazardous areas. When
the approved antomatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partikons and
doors, Doors are salf-closing and non-rated or
fiald-applied protective plates that do not exceed
48 inches from the bettom of the door are
permitted,  12.3.2.1

LABORATORY DERECTORS CR P70V1DER!3U PLIER REPRESENTATIVES SIGNATURE , TME (K61 DATE

, . —
ROy tiorl = /L/p
"7~y deflclency statement andlﬁﬁ’ vith an astarisk danotas a defleloncy which tha institutlon may be excused from ¢orrecting provkﬁng i Is dotermined that
] o7 safaguards provide sufficlont protection to fa patlents. {See Instructions.) Excapt for nurslng humes, tha findings stated above are dlsclosable 50 days
Tollovdng the date of survey whether ot not a pldy of comection Is provided. Fornursing homes, the above findings and plans of correction are discleasbla 14
days folowing the date these documents are fFade avallabla {o the faciity. If deficlencles are chad an approved plan of carrection Is requlslle to continued
progranm participation. .

FORM CMS-2567(02-99) Previous Verslons Obsolata : ’ . DCUR21 I conlinuatian sheot Paga 1 ol




2015~ 03 02 17114 Ri ver‘sedge emmett 2083656989 »>> DHW P B/6
Printed: 02/23/2015
EEPAR‘I'MENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0928-0391
SYATEMENT OF DEFICIENCIES  |{X1) PROVIDER/SUPPLIER/CLIA (K2} MULTIPLE GONSTRUCTION  * » (3) DATE SURVEY
:| AND PLAN'OF CORREGTION IDENTIFICATION NUMBER; ‘| A BUILDING 01 - BUILDING 0101 COMPLETED
Py - . .

( 138020 - [swig — 02/17/2015
NAME OF FROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2P GODE . ‘
RIVER'S ENDGE REHABILITATION & LIVING CE| 714 NORTH BUTTE AVENUE

. . . EMMETT, D 83517
%4 1D SLMMARY S‘J‘ATEMENT OF DEFICIENCIES D . PROVIDER'S FLAN QF CORREGTION 0]
PREFIX KEAGH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX " (EAGH CORREGTIVE ACTION SHOULD BE COURLETION
. TAG ORLSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE
. . DEFICIENGY)
K029 Continued .F!'°"“ page 1 K029

1 This Standard is not met as evidanced by:

.| self-closed. This deficiency can allow smoke and

| in the event of a fire occurring In the room. This, -

Based on observation and operational testing it
was determined that the facility did not ensure
the door that safeguarded & hazardous area

fire gases to spread beyond the hazardous area

daficiency affectad one of six smake
.compartmenis, ten résidents, staff, and vzs:tors
on the day of survey,

Findings in¢lude:

During abservation and operaticnal testing on -
February 17, 2015 at approximately 10:30-PM,
ravealed that the door to the self storage roam in
200 Hailway South would not not self close, The
room is greater than 50 #2 and was storing
combustible materials. The facliity is licensed for
74 SNF beds with & eensug of 50 on the day of
Suwey C

.Actuaf NFPA standardg:

“This Plan of Correction is prepared
and submitted as required by law, By
submitting this Plan of Correction,
Rivers Bdpe Living Center and

‘Rehabilitation does not admit *

that the deficiency listed on this form J
exist, nor does the Center admit to any
statements, findings, facts, or
conclusions that form the basis for.the
alleged deficiency. The Center
reserves the right to challenge in legal
and/or regulatory or administrative

| proceedings the deficienoy,

statements, facts, and conclusions that

 fotm the basis for the deficiency.”

rrr—r— —_————— e a’

NFPA 101, 19.8.2.1 Hazardous Areas, K029.

Any hazardous areas shall be safeguarded by a . .

fire barrier having a 1-hour fire resistance rating L ghe automatic or self-closing

or shall be provided with an automatic oors hinges installed with

extinguishing system in accordance with 8.4.1. spring hinges for Hazardous

The automatle exﬁngui;:hlngssh% Ee permitted to areas of storage Room on 200 “

be in accordance with 19.3.5.4. Where the hall south. / o)

sprinkler opticn is used, the areas shallbe 3/2/2015 ? A 4

separated from other spaces by srnoke-reSlstmg ) )

partitions and doors. The doars shall be _ )

self-closing or automatie-closing. Hazardous v 2, Audit all storage Rooms

areas shall Include, but shall not be restricted to, ' greater then 50sqf in facility

the following: and confirm all have workin

(1} Boller and fuelfired heater rooms self closures 32 ,2015 oreing {L(é‘d{

(2) Central/bulk laundrias Iarger than 100 fi2 (9.3 | 3 )

m2) N ' .
FORM CMS-2667(02-99) Pravious Varsions Obgolete DCUR21{

&

H continuellon sheel Page 2 0f 3
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STATEMENT OF DEFISIENCIES (%1) PROVIDERISUPPLIER/CLIA {2} MULTIPLE GONSTRUCTION (%3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A, BUILDING 01 » BUILDING 0101 COMPLETED
— -
! 135020 B, WING 02M712015 -
NAME OF PROVIDER DR SUPPLIER STREETADDRESS, CITY, STATE, ZIF CODE™
RIVER'S EDGE REHABILITATION & LIVING CE 714 NORTH BUTTE AVENUE
) ' EMMETY, ID 83617 - .
) B SUMMARY STATEMENT OF DEFICIENGIES ° I PROVIDER'S PLAN OF CORRECTION (i)
FREFIX (EACH LEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COUENON
TAG ORLSC IDENTIFYING INFQRMATIQN) ) TaG GROSS-REFERENCED TO THE APFRUPRIATE ATE
. "DEFICIENGY)
K 029| Continued From page 2 K29 ,
3) Paint shops ,
%4% Repalr shgps 3. Before any Room is converted
1 (8) Soiled linen rooms to & storage room Plant
(6) Trash collection rooms . Supervisor must be notified <L
{7) Rooms or spaces farger than 50 1t2 (4.6 m2), and self closure’s installed !;( Jig
including repair shops, used for storage of - 31212015 27
combustible supplies and equipment in quantities 4 ‘1 .
deemed hazardous by the authority having - Administrator ,Housekeeping
jurisdiction Supervisor or designee will
(8) Laboratories empleying flammable or perform monthly inspections i
combustible materials in quantities less than on storage rooms forself , '
: ! 21 e
those that would be considered a severe hazard. closing doors.3/2/2015 9]3

FORM CMS-3667(02-99) Previous Varslons Obsolata

&

DCUR21

i conlinustion eheat Page dofd
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STATEMENT OF DEFICIENGIES: [£4)] QFD‘%OWDE}SUPPUE;_NCLM (X2) MULTIPLE CONSTRU.GTTON
AND PLAN OF CORRECTION _ IDENTIFICATION NUMBER: | o, BUILOING 01 - BUILDING 0151

—

135020 B. WING

(X3} DATE SURVEY
COMPLETED

021712015

MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, 21 CODE

RIVER'S EDGE REHABILITATION & LIVING GENTE] 714 NORTH BUTTE AVENUE
. EMMETT, [ 83617

DEFICIENCY)

C00D| 16,03.02 INITIAL COMMENTS. 000 b

The Adminisirative Rules of the Idaho
Depariment of Health and Weifare,

Skilled Nursing and Intermediate Care

Facilities are found in IDAPA 16,

Title 03, Chapter 2.

The facllity is a single story, Type V(111) structure
built in 1863 and is fully sprinklered. The facility is
protectad throughout by a complete fire .
alarm/smoke detection system which Includes
smoke detection in rasident rooms as well as
cerridors and opan spaces, There was an additio
- added fo the facmty in 1974 and the facility was
fuily refurbished in 20002001 at which tims the
fire atarm system was updated. Gurrently the
facility 1s licensed for 74 SNF heds,

{ The followmg deficlencles were cited during the
annual Fire Life Safety survey conducted on
February 17, 2015. The facllity was surveyed
under IDAPA 16.03.02, Rules and Mindmurm
Standards for Skilled Nursing and intermediate
Care Facilities,

The Survay was ¢ondutted by

Nathan Elkins .
"Heaith Facility Stirveyor
Fire Life Safaty & Construction

€ 226| 02.106 FIREAND LIFE SAFETY ' ces ”
106, FIREAND LIFE SAFETY.

facliities shall meet all the
requirements of local, state and
national codes concarning fire and
life safety standards that are
applicable t6 health care faciiities. .
This RULE: s not met as evidenced by; ‘ Lt
Refer to the follow{ng Federal "K" tags on the. '
CM8 - 2567 .

%410 SUMMARY STATEMENT OF DEFICIENCIES : FROVIDER'S PLAN OF CORRECTION . 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL pREﬂx (EACH CORRECTIVE AGTION SHOULD B8 COMFLETE
TAG . REGULATORY OR LG IDENTIFYING INFORMATION) - TAG CROSS-AEFERENCER TO THE APPROPRIATE DATH

Buildings on the premises used as . e i R

4

(_...l(dafmndes are clted, an‘approved plan ofconectlon is raquisite to contnued program padldpa!lon

BORATORY DIRESTOR! W !ERREFRESENTATNE‘S SIGNATLIRE TITLE
PW«W:‘W ' 3/ 1

’ o:e) DATE

[~

STATE FORM T e DCUR21 /

if continvation sheat 1ofé
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STATEMENT OF DEFICIENCIES %1 gﬂg@%gﬁﬁ%@ (%2) MULTIPLE GONSTRUCTION (X3) gggﬂifg&vg\’
A0 FLAN OF GORREGTION InERT A BUILDING 01 - BUILDING 0101 - '
Famm
! _ L
[ 135020 B. WING 02/17/2015
NAME OF PRGVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIVER'S EDGE REHABILITATION & LIVING CENTEY 714 NORTH BUTTE AVENUE
: C EMMETT, ID 8361Y
(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES [#) PROVIDER'S PLAN OF GORRECTION . [ )
FREFI {EACH DEFIGIENCY MUST S8E PRECECED BY FULL PREFIY - {EACH CORRECTIVE AGTION SHOULD BE . COMPLETE
TAG " REGULATORY OR LG IDENTIFYING INFORMATION) TAG

CROSS-REFERENCED TO THE APPRCGPRIATE DATE
. DEFICIENCY)

¢ 228| Conlinued From Page 1

1. K029 - Hazardous Area Door

G226

If deficlsncles are clied, an approved plan of cornaction Is requisite to centinued program participation,

{/-\ JE FORM

fHik
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