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Michael Day, Administrator

Independent Living Services Summerwind
PO Box 6395

Boise, ID 83711

RE: Independent Living Services Summerwind, Provider #13G013
Dear Mr. Day:

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey, which
was concluded at Independent Living Services Summerwind, on June 10, 2014,

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What cormrective action(s) will be accomplished for those individuals found to
have been affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the
same deficient practice and what corrective action(s) will be taken,

3. What measures will be put m place or what systemic change you will make to
ensure that the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice
will not recur, 1.e., what quality assurance program will be put into place; and,

5. Include dates when comective action will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance
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within 60 days of being notified of the deficiencies. Please keep this in mind
when preparing your plan of correction. For corrective actions which require
construction, competitive bidding, or other issues beyond the control of the
facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
July 2, 2014, and keep a copy for your records.

You have one opportunity fo 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
required informmation as directed in the State Informal Dispute Resolution (IDR) Process which
can be found on the Internet at:

www.icfmr.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from.

This request must be received by July 2, 2014. If a request for informal dispute resolution is
received afier July 2, 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 our staff during our visit. If you have any questions,
please call our office at (208) 334-6626.

Sincerely,

o
MARK P. GRIMES
Supervisor
Fire Life Safety & Construction Program

MPG/];

Enclosure
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K 000, iNITIAL COMMENTS ' ! K 000 '

i The faciiity is a single story, type V(000) building . : .
built in 1981. The facility is protected by an ; '
i automatic fire sprinkler system in habitable j i

' spaces. There is a fire alarm/smokea detection

. system instalied. Currently the building is jicensed -
- for 5 ICF/ID bads. :

- The following deficiencies were cited at the above : ﬁgﬁﬁwﬁﬁ
. facility during the annual Fire/Life Safety survey | ;
| conducted on June 10, 2014, The facility was | EUL -3 QZEW% i

- surveyed under the LIFE SAFETY CODE, 2000

' Edition, Chapter 33, Existing Residential Board
+ and Care Occupancies, and in accordance with

; 42 CFR, 483.470.

| The survey was conducted by:

: Sam Burbank ' : i
Health Facility Surveyor | ’
Facmty Fire Safety and Coenstruction

KO‘I50i 483.470() 1)) LIFE SAFETY CODE STANDARD K0150 |

FACILITY, STANDARDS

New draperies, curtains, and other similar 1oosely i

- hanging furnishings and decorations in board and |
I care facilities are in accordance with provisions of‘
‘1031 32.7.5.1,33.7.51

\

i

; |
i

I

|

!
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. This Standard is not met as evidenced by:

: Based on observation, record review and :
| interview, it was determined that the facility failed
 to ensure that curtains were flame resistant in |

. e, . b
PRSI \L*‘;\ M e AR
i

|
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: | T ~ hﬁ\" 'ﬁ-.""r i
| accordance with NFPA 701. Non fiame resistant 9 i““{f"‘?’z@ Fr v s (R
. curtains can add to the fuel load in the event ofa Q e U ol D ‘
| fire. The facility had a census of five clients on the: | ot — =1

- day of the survey. This deficient practice affected
. all residents, staff and visitors on the day of the

fsurvey. ) : : ‘ I
I Vd ';’ g ] :
 Findings i nciudeff / j |

LABORATORY DIRECTO 'S OR F’\RDVlE;R:’SUPPLTER REP ENT, E'S SIGNATURE M:D TITLE 7 ?'(8 ) DATE
iy Vl\a“\é*éﬁs‘\iwf / ) / &

Any deficiency statemenmg with an asterisk (*) de&o??édeﬁciency which the institution may be excused from correcting providing it is detérmmed that
cther safeguards provide suﬁ"c:lent protection to the patiEhis. (See instructions.) Except for nursing hames, the findings stated above are disclosabla 30 days
foliowing the date of survey whether or not a plan of cofrection s provided. For nursing homes, the above findings and plans of correction are disciosable 14

days foliowing the date these documents are made available o the facility. If deficiencies are cited, an approved pian of correction is requisite to continued
program participation.

Foliinn e L

i
:

FORM CMS-2567(02-99) Previous Versions Obsolete R3x221 If continuation sheet Page 1 of 2
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PREFIX  [{EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY., PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG OR LSG IDENTIFYING INFORMATION) POTAG CROSS-REFERENCED TO THE APPRCPRIATE  OATF
: ; : DEFICIENCY)

KD?SDE Continued From page 1 . KD150

) During racord review on June 10, 2014 at
L1035 AN, the facility could not produce
, do_.umentatlon that curtaing in the facility had
: been treated with 2 fire retardant sciufion since
i 2012, Whan asked if the curtains wers 1auﬁoerea
the administrator stated they were done as
' needed, or when dirty.
. 2) During a tour of the facility betwean the hours :
- of 11:30 AM and 12:30 PM, observation of the . g
i curtains throughout the facility revealsd that they
- did not have any identifying flame resistant
. markings attached to them.
" 3) During the exit conference, staff stated the
I curtains were treated with a refardant solution
~when initially installed and had not been washed
 since. Futher examination of the solution used to
freat the curtains revealed that it was required fo
be reapplied annually fo maintain affective
treatment. :

Actua[ NFPA Standard:

\ 1
| 23.7.6.1 |
\ New draperies, curtains, and other similar loosely |

' hanging furnishings and decorations in board and |
' care facilities shall be in accordance with the i
| provisions of 10.3.1. ;

(40317
i Where required by the applicable provisions of
: this Code, draperies, curtains, and other sirmitar
locsely hanging furnishings and decorations shail
| be flame resistant as demonstrated by testing in :
accordance with NFPA 701, Standard Methods of ! !
Fire Tests for Flame Propagation of Textiles and |
Fi ms. ensure that curiains _ ; I

1
i
1
|
\
|
|

FORNM CMS-2567(02-89) Previous Versions Obsolzte : R3X221 f confinuation sheet Page 2 0f 2




Euregu of Facility Standards

PRINTED: 05/18/2014
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1y PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13G013 B. WING

(X2} MULTIPLE CONSTRUCTION
A. BUILDING 02 - ENTIRE STRUCTURE

(X3) DATE SURVEY
COMPLETED

06/10/2014

NAME OF PROVIDER OR SUPPLIER
INDEPENDENT LIVING SERVICES SUMMERWIND

STREET ADDRESS, CITY, STATE, ZIP CODE

10349 SUMMERWIND DRIVE
BOISE, ID 83704

(%4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES ! iD
{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
REZGULATORY OR LEC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

%3)
- COMPLETE

DATE
DEFICIENGY)

N DOOE 16.03.11 Initial Comments

M 000

. The facility is 2 singie story, fype V(000) building
built in 1981. The facility is protected by an
automatic fire sprinkier system in habitable
spaces. There is 2 fire alarm/smoke detection ,
systern installed. Currently the bufadmg 13 Ilcnnsnd
. for 5 1GF/AD beds. . i

The foliowing deficiencies were cited at the above’
facility during the annual Fire/Life Safety survey
conducted on Jung 10, 2044, The facility was

. surveyed under the LIFE SAFETY CODE, 2000

i Edition, Chapter 33, Existing Residential Board
and Care Occupancies, and IDAFPA 15.03.11 :
Rules Governing Intermedizie Care Faciiities for
People with Inteliectual Disabifities (ICFAD). i

The survey was conducted by; |
Sam Burbank :
Health Facility Surveyor 5

Facility Fire Safety and Construction
wwzss |

MM3228! 16.03.11.110.068 Maintenance of Eguipment

|
\}
The facility must establish routine fest, check, |
and maintenance procedures for alarm systams, |
extinguishment sysiems, and all essential z
elecirical systems. The following rules apply to all
ICF/ID facilities: |
This Rule is not met as evidencad by:

Based on operaticnal iesiing and interview, the |
facility failed to ensure emergency lights were §
operational. Failure to maintain emergency fighting
can prevert adequats illumination in the event of
an emergency. This deficient practice affected all
¢ residents, staff and visitors on the cate of the
survey. The facility is currently licensed for five
IGF/ID beds and had a gcensus of five on the d

of the survey, mq i
LA
s /
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F4ID SUMMARY STATEMENT OF DEFICIENCIES : o PROVIDER'S PLAN OF CORRECTION (X5)
BREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX (FAGH CORRECTIVE ACTION SHOULD BE © COMPLETE
TAG ~  REGULATORY OR LSC IDENTIFYING INFORMATICN) . TaG ' CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ : DEFICIENCY)
Mhi33¢ Continued From Page 1 MIM338

Findings include:

C:, oo \:’"Lx frf 3 —
: During the facility tour conducted from 12:30 PN | : ot TEe T L !
- to 1:00 PW, cbservation and operational festing of: ‘ . R S
- the emergency lights revealed the batieries were VORL TR  nee
| dsad. When askad, the House‘Mapnager stated : TN L TEAT P A
. these lights were on & work order for rapair. ‘- ; L A ' '
: ! . . e
o ) : : LA G TN G Ve
- Actuz| NFPA Standard : LR e Sl |
1 7.9 EMERGENCY LIGHTING ; : - ,
1 7.92 4: 3 : \‘\J“*“Z;—-L/f/’-“ u.’\“'
' . Batlery-operated emergency hghts shall use oniy NN e T
[ S [ al et L =T
- refliable types of rechargeable batteries provided : S e oo
' with suitable faciliies for maintaining them in i . Tt g b e iR
| properiy charged condition. Batteries used in such ! R L
: lights or units shall ba approved for their intended | 0 VU Y
» use and shali comply with NFPA 70, National g : S U
- Electrical Code®. 5 i
E - ey ,\);;;‘, i ,mi’/

idaho form
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