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

Emmett, [D §3617

Provider #: 135020

RE:  FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER LETTER
Dear Mr. Bodily:

On January 23, 2014, a Facility Fire Safety and Construction survey was conducted at River's Edge
Rehabilitation & I.iving Center by the Department of Health & Welfare, Bureau of Facility Standards to
determine if vour facility was in compliance with State Licensure and Federal participation requirements
for nursing homes participating in the Medicare and/or Medicaid programs. This survey found that your
facility was not in substantial compliance with Medicare and Medicaid program participation
requirements. This survey found the most serious deficiency to be a widespread deficiency that
constitutes no actual harm with potential for more than minimal harm that 1s not immediate jeopardy, as
documented on the enclosed CMS-2567, whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Comrection, 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 compietion 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) and on or before
the "Opportunity to Correct” {listed on 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 February 12, 2014.




Warren "Douglas" Bodily, Administrator
January 30, 2014
Page 2 0f 3

Your PoC must contain the following:

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

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

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

¢ [ow 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,

e Include dates when corrective action will be completed.

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

As noted 1n the letter of January 28, 2014, following the Recertification, Complaint Investigation and
State Licensure survey of January 16, 2014, we have already made the recommendation to the Centers
for Medicare and Medicaid Services (CMS) for Denial of Payment for New Admissions and termination
of the provider agreement on January 16, 2014, if substantial compliance is not achieved by that time. If
it is the faciilty's intent to avoid Denial of Payment for New Admissions, all ifems must be corrected
by February 14, 2014.

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

If you believe these deficiencies have been corrected, you may contact 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 vour written credible
allegation of compliance. If you choose and so indicate, the PoC may constitute your allegation of
compliance. We may accept the written allegation of compliance and presume compliance until
substantiated by a revisit or other means. In such a case, neither the CMS Regional Office nor the State
Medicaid Agency will impose the previously recommended remedy, if appropriate.

If, wpon the subsequent revisit, your facility has not achieved substantial compliance, we will recommend
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that the remedies previously mentioned in this letter be imposed by the CMS Regional Office or the State
Medicaid Agency beginning on January 23, 2014, 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 o send your
written request and all required information as directed in Informational Letter #2001-10, Informational
Letter #2001-10 can also be found on the Intemet at:

htip://healthandwelfare.idaho.cov/Providers/ProvidersFacilities/StateF ederal Programs/NursineFacilities/t
abid/434/Default.aspx

Go to the muddle of the page to Information Letters section and click on State and select the following:
BES Letters (06/30/11)

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

This request must be received by February 12, 2014. [f your request for informal dispute resolution is
received after February 12, 2014, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

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

Sincerely,

S

Mark P, Grimes, Supervisor
Facility Fire Safety and Construction

MPG/
Enclosures
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Prirted:

01/28/2014

FORM AFPROVED
QMB NGO, 0538-01391

STATEMENT OF DEFICIENCIES
AND PLAN QOF CORRECTION

1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

135020

(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING 01 - BUILDING 0101 COMPLETED
B, WING 01/23/2014

NAME OF PROVIDER R SUPPLIER
RIVER'S EDGE REHABILITATION & LIVING CE

STREET ADDRESS, CITY, STATE, 2IP GODE
714 NORTH BUTTE AVENIUE
EMMETT, ID 83817

XD SUMMARY STATEMENT OF DEFICIENCIES 1} PROVIDER'S PLAN DF CORRECTION {xs5}
PREFIX  [(EAGH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE CAmMPLETION
TAG OR LSC [DENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APFROFRIATE pATE
DEFICIENCY)
KOO0 INITIAL COMMENTS K 000
The faciiity is a singie story, Type V (111}
structure built in 1963 and is fully sprinkiered,
The facility is protected throughout by 2 complete i
fire alarm/smoke detection system which includes “This Plan of Correction is prepared
smoke detection in resident rooms as well as and submitted as required by law, By
corridors and open spaces. There was a 1974 L, : £ st .
addition and the building was refurbished in gbmlttg:ig this‘ Iflan 8 (iom:c d ot
2000-2001 at which time the fire alarm system Vers CAge LivIng Lenier an
was updated. Currently the facility is licensad for Rehabilitation does not admit
74 SNF beds, | that the deficiency listed on this form
The following deficianci ted during th exist, nor does the Center admit to any
g foliowing deficishcies were Ci uring the statements, findings, facts, or
annual firefiife safety survey conducted on s oms that the basis for the
January 23, 2014, The facility was surveyed conclusions that form the basis Jor the
under the LIFE SAFETY CODE, 2000 Edition, alleged deficiency. The Center
Existing Health Care Occupancy, in accordance reserves the right to challenge in legal
with 42 CFR 483.70. and/or regulatory or administrative
The Survey was conducted by: proceedings the deficiency,
statements, facts, and conclustons that
Tom Mroz, GFl-Ii form the basis for the deficiency.”
Health Facility Surveyor
Facility Fire Safety and Construction
K 062 NFPA 101 LIFE SAFETY CODE STANDARD
SS=F Automatic Sprirkler system in

Required automatic sprinkler systems ar
continuously maintained in relfiable operatin
conditior: and are inspected and tested
periodically.  18.7.6, 4.6.12, NFPA 13, NFF/
8.7.5

This Standard is not met a5 evidenced by:
Based on cbservation and interview the facility
failed 1o properly maintain the water hased fire
protection systems. The deficient practice
affected one of smoke compartments, staff, and
all patients. The facility has the capacity for 74

the boiler room had network
cahbl

tached to the piping,

attached to the ceiling
1/24/2014,

2. Plant supervisor will conduct
Monthly inspections when
doing the life safety fire
Environment rounds.2/3/2014

/Lf';;/;?

W3/ 1y

LABORATORY SCTG@OH PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLIRE TITLE (X8) DATE
. n oW
o Lol S 24t Y

Any dsficiancy staternant ending with sn asterigk () donotes & deficiency whish the institution may be excused from coreacting providing it is determined that
ether safequands provide sufficiont protection fo the patisnts, (See nstuctions,} Excap! far nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or not a plan of correction is provided. For nursing hames, the above findings and plans of correction arp disclosable 14

days following the dale these documents are made available fo tha facliity, If deficiencies are cited, an 2pproved plan of correction 12 requishte to cantinued

program participation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 01/28/2014
FORM APPROVED
OMB NG 0932.0381

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION (%) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING (M1 -~ BUILDING 0101 COMPLETED

135020 B, WING 012312014
NAWME OF PROVIDER OR SUPPLIER STREET ADDREEE, GITY, GTATE, ZIP GODE

RIVER'S EDGE REHABILITATION & LIVING CE| 714 NORTH BUTTE AVENLUIE
EMMETT, ID 83617

55=F
Combustion and ventilatien air for boiler,
incinerator and heater rooms is taken from and
discharged {o the outside air.  19.5.2.2

This Standard s not met as evidenced by
Based on observation, docurnent research, and
interviaw, the faciiity falled to ensure the faundry
room wag provided with adeguate intake
combustion air from the outside. This deficient
practice may result in an atmosphere susceptible
to fire or explosion. It can also create an
atrmosphere rich with carbon monoxide which
eould cause physical problems for the residents
and laundry staff in the 200 Hall South. The
deficiency had the potential to affect, seven
residents, staff, and visitors in one of five smoke
compartmants, The facility has the capacity for
74 beds with a census of 45 the day of survey,

d

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION £5)
PREFIX  HEACH DEFICIENCY MUST BE FREGEDED BY FULL REGULATORY)  PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE RATE
DEFICIENCY)
K082 Continued From page * K 082
beds with a census of 45 the day of survey.
Findings include:
Based on observation and interview on January 3. Plant supervisor will monitor
23, 2014 at 11:45 a.m., revealed that data ¢cables all services when installing and
were attached to the sprinkier system piping in tenainng anv phone or
the boiler room. [merview with the maintenance painng b§ P
supenvisor reveated that the facility was not aware network cables.
that data cables could not be attached to the
piping.
Actual NFPA Standards:
NFPA 13, 8-1.1.5
Sprinkler piping or hangers shall not be used {0
support nonsystem components. K068
K 068| NFPA 101 LIFE SAFETY CODE STANDARD K 088 1. There was inadequate

combustion air from the
outside which could result in
possible fire or explosion.
Until the system is properly
ventilated and water heater is
repaired,
Actions taken are:
2. Have instatled Carbon
Monoxide alarm in the laundry
room 1/27/2014 // w/ M
3. Staff instructed to keep the
window and door open to
Jaundry room.1/27/2014, //ﬂ// ¥
4, The Plant supervisor will do
random checks to ensure safety
procedures are met.

5. Safety Procedures posted in 2 /7 1)
Laundry Room 2/7/2014 / / lf

FORM CMS-2567{02-99) Provious Versions Obsolste
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MECHCARE & MEDICAID SERVICES

Printad: 01/29/2014
FORM APPROVED
OMB NG, 0838.0351

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;
135020

B, WING

%2) MULTIPLE GONSTRUGTION (%5) DATE SURVEY
A, BUILDING 01 - BUILDING 0101 COMPLETED
Q11232014

NAME OF PROVIDER OFt SUFPLIER
RIVER'S EDGE REHABILITATION & LIVING CE

ETREET ADIRESS, CGITY, STATE, Z1P CODE

714 NORTH BUTTE AVENUE
EMMETT, ID 83617

8 1o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY|
DR LSC IDENTIFYING INFORMATION)

[=}
PREFIX
TAG

PROVIGER'S PLAN OF GORREGCTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSSE-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

X8
COMPLETION
LATE

K 0&3

Gontinued From page 2

On January 23, 2014 af 11:458 a.m,, soot was
observed on top of and around the combustion
chamber of the gas-fired commercial water
heater and on the walls and ceiling of the dirty
side of the laundry roorm. Al four dirty taundry
room walls were coverad in soot, with the
heaviest accumulation at the ceiling leve
dissipating midway down each of the four walls,
The celling in the dirty {aundry room was
blackened with soot, with fresh air drawn in
around the extericr of the hat water heater vant
stack, evidenced by the lack of soot in an
approximately 3 to 4 inch clean ring around the
stack, The upper wall and cailling around the
door from the clean room into the dirty room
showed soot disgoloration. Post survey research
of the Bradford White Magnum Sertes Modet
#D100T1993N gas-fired commergial hot water
heater instaliation/operation manua! states
"Adequate air is needed for combustion and
ventilation. Sooting may result in serious damage
to the water heater and risk of fire or explpsion, It
can aiso oreate a risk of asphyxiation. Sucha
condition often will result in yellow, luminous
burner flame, causing carboning or sooting of the
combustion chamber, burner and flue tubes.”
Interview with the maintenanca suparvisor
disclosed the facility was aware of the problem
but at the time of the survay no steps have been
taken o correct the problem.

Actual NFPA Standard:

19522

Any heating device other than a ¢entral heating
plant shall be designed and instailed so that
combustible material will not ba ignited by the
device or its appurtenances. If fuel-firad, such
heating devizes shall be chimney connected or

K 088 |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printad: 04/29/2014
FORM APPROVED
OMB ND 0938-0391

Generators are inspected weekly and exercised
under load for 30 minutes per month in
aseordance with NFRA 82, 3.4.4.1.

This Standard is not mel as evidenced by
Based on recorg review and interview, the facility
failed to document weekly inspactions on the
emergency generator and its components, The
deficient practice affected all four smeke
compartments, staff and all residents. The facliity
has the capacity for 74 beds and 2t the time of
the survey the census was 45.

Findings include:

During a review of the facility's emergency
genarator reports far the 12 months preceding

STATEMENT GF DEFICIENCIES  [(X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIZATION NUMBER: A BUILDING 07 - BUILDING 0101 GOMPLETED
135020 B. WING ddfxs014
NAME OF PROVIDER R SUPPLIER STREET AGDRESS, CITY, STATE, ZIF CQDE
RIVER'S EDGE REHABILITATION & LIVING CE 714 NORTH BUTTE AVENUE
EMMETT, ID 83617
(X4 D SUMMARY STATEMENT OF DEFICIENCIES 1o FROVIDER'S PLAN OF GORRECTION 145)
PREFIX |[(EACH DEFISIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPRETION
TAG OR LB2 IDENTIFYING INFORMATION) TAG CROSS-REFERENGED YO THE APPROPRIATE
: DEFICIENZY)
K 088| Continued From page 3 ¥ 068
vent connected, shall take air for combustion
directly from the outside, and shall be designed
and installed to provide for complete separation
of the combustion sysiem from the atmaosphere of
the oocupied area. Any heating device shall have
safety features & immediately stop the flow of
fugl and shut down the equioment in case of
either excessive temperaturs or ignition failure.
See Bradford White Magnum Series Model
#1007 1893N gas-fired commercial hot water -B
hieater installation/operation manual, publication
#238-47675-00B 6/12
K 144| NFPA 101 LIFE SBAFETY CODE STANDARD K 144
58=F

K144
1. Generator not run or inspected
the 5" week of each month, 10
weeks missing.
2. Generator will be inspected
each week, 52 weeks.
Plant supervisor will monitor
to ensure checks are being
done correct..2/7/2014

[P

2«/’?//Y
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Printed: (1/25/2014

DERPARTMENT QOF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NO. D938-0381
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUFFLIER/GLIA (X2} MULTIPLE CONSTRUCTION [X2 DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING D1 - BUILDING 0404 COMPLETED

135020 B, WING 04/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QITY, STATE, ZIP GODE
RIVER'S EDGE REHABILITATION & LIVING CE 714 NORTH BUTTE AVENUE
EMMETT, ID 83617

{3a) 1 SUMMARY STATEMENT OF DEFICIENCIES 0] PROVIDER'S PLAN OF CORRECTION {X5)

PREFIX [{EAGH DEFICIENGY MUST BE PRESEDED BY FULL REGULATORY]  PREFIX (EACH CORREGTIVE ACTION SHOULD BE COM;}.IEHDN
TAG OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE <
DEFIGIENCY)
K 144| Continued From page 4 K 144

the survey on January 23, 2014 at 11:05 a.m., the
facility could only provide 42 of the reguired 52
weekly inspeclions af the facllity generator
leaving 10 weeks that the generator was not
inspected . Interview with the fagility
maintenance superviser revealed that the faciity
was performing 4 weekly inspections a month but
had neglected 1o inspect on the 5th week during
those manths with a 5th week.

Actual NFPA Standard:

NFFA 110, £.4.1 Level 1 and level 2 EPS5s,
inciuding all appurtenant companents, shall be
inspected weekly and shall be exercised under
load monthly for & minimum of 30 minutes.

FORM CMS-2567(02-89) Pravious Varsions Obsclote

6/8 d

<< 6869 9% BOZ

GMaLzt

JYYI HLVIH W3D

If continuation sheet Page Soth

¢h=gl Li-20-%10¢




PRINTED: 0%/20/2014

FORM APPROVED
STATEMENT OF DEFIGIENCIES (X1} EROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3 gg‘{ﬁi fé’-?é’?
IDENT : E
AND PLAN QF CORRESTION DENTIFIGATIGN NUMBER: A BUILDING 01 - BUILDING 0104
135020 B, WING 0U23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIF CODE
RIVER'S EDGE REHABILITATION & LIVING GENTE| 714 NORTH BUTTE AVENUE
EMMETT, ID 83617
(45 1D BUMMARY STATEMENT OF DEFICIENGIES in] PROVIDER'S PLAN OF CORRETTION : (xs)
PREFIX (EACH DEFICIENGY MLUST BE PRECEDED BY FULL PREFIX {EACH DORREGTIVE ACTION SHOULD EE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Tag CROSS-REFERENCED TO THEAPPROPRIATE | pate
DEFICIENCY)
C 000| 1B.03.02 INITIAL COMMENTS C 000

The Administrative Rules of the Idaho
Depariment of Health and Waitare,

Skilled Nursing and Interrmediate Care

Facilities are found in IDAPA 16,

Title 03, Chapter 2.

The facility is a single story, Type V (111) structure
built in 1962 and is fully sprinklered, The facility is
protacted throughout by a2 compiete fire
alarm/smoke deiection system which inciudes
smoke detection in resident rooms as well as
corridors and open spaces, Thers was a 1974
addition and the buiiding was refurbished in
2000-2004 at which tirme the fire alarm system
was updated, Currently the facility is licensed for
74 SNF beds,

The following deficienicies were cited during the
annual Fire Life Safety survey condueted on
January 23, 2014, The facility was surveyed
under IDARA 18.03.02, Rules and Minimum
Standards for Skilled Nursing and Intermediate
Care Faciiities.

The surveyor conducting the survey was:

Tom Mroz, CFL-H
Health Facility Surveyor
Facility Fire Safety and Construction

C226| 02,108 FIRE AND LIFE SAFETY 226

106, FIRE AND LIFE SAFETY,

Buildings on the premises used as

facilities shall meet all the

requirements of local, state and

national codes cenceming fire and

life safety standards that are

applicable to health care facilities.

This RULE: is not met as evidenced by:
Rafer to the following Federal "K* tags on the

CMS - 266T:
i daficlencies are dited, an approved plan of correction is raguisite to continued program participation,
LABORATORY DIRECTOR'S OR PRCVIDER/SURPRLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} RATL
cg@ﬁw A it Lol
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PRINTED: 01/28/2014

FORM APPROVED
STATEMENT OF DEFICIENGIES 1y PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION [ht)] gg’l"‘li EEUTF:E\EEY
AND PLAN OF CORRECTION IRENTIFIGATION NUMBER: A BUILDING 01 - BUILDING 0101
135020 B. WING Q1/2312014
NAME OF PROVIDER OR SURPPLIER S5TREET ADDIRESS, CITY, STATE, ZiP CODE
RIVER'S EDGE REHABILITATION & LIVING CENTEI| 714 NORTH BUTTE AVENUE
EMMETT, ID 83617
SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 5)
;ﬁ?éﬁ (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ASTION SHOULD BE COMPLETE
"G REGULATORY DR LSG IDENTIFYING INFORMATION] TAG CROGS-REFERENCED TO THE APFROPRIATE DATE
BEFICIENS Y
¢ 226 | Continued From Page 1 C 226
. . . fbﬂgp(.ﬂ Fo }’F"&“’ /’3""‘//5?
1. KQG2 - Fira Sprinkler Maintenance e
Now Fum ﬁrf"é' § "/17//?
2. K068 - Combustion and ventiiation air for waten S

heater

3. K144 - Generator Inspaction

Cee Po o %V, Koy

2/ #

It deficlencies are clied, an appraved plan of corractioh is requisite to continued program par_ﬁcipatinn.
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