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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Chinchurreta:

On June 23, 2014, a Facility Fire Safety and Construction survey was conducted at Sunny Ridge
by the Department of Health & Welfare, Bureau of Facility Standards to determine if your
facility was 1n 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 is not
immediate jeopardy, as documented on the enclosed CMS-2567, whereby significant corrections
are required.

Enciosed 15 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




G. David Chinchurreta, Admaintstrator
Julv 8, 2014
Page 2 of 4

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 Staie Form, i the spaces
provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be subnritied by July 21, 2014. Failure
to submit an acceptable PoC by July 21, 2014, may result in the imposition of ctvil monetary
penalties by Aungust 10, 2014.

Your PoC must contain the following:

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

¢ How vou 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 into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

o 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,

» 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 mn this [etter are found in Title 42,
Code of Federal Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) 1f your facility has failed 1o achieve substantial compliance by July 28, 2014,
(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 July 28,
2014. A change in the seriousness of the deficiencies on July 28, 2014, may result in a change in
the remedy,

The remedy, which will be recommended 1f substantial compliance bas not been achieved by
July 28, 2014, includes the following:
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Denial of payment for new admissions effective September 23, 2014,
42 CFR §488.417(a)

If you do not achieve substantial comphiance 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 December 23, 2014, if substantial compliance 1s not
achieved by that time.

Please note that this nofice does not constifufe formal notice of Impaosition of altermative
remedies or termination of your provider agreement. Sheuld the Centers for Medicare &
Medicaid Services determine that termination or any other remedy is warrapted, 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) 364-18R8E,
with your written credibie 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.

I£, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letier be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on June 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 to send vour written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:

htto://healthandwelfare.idaho.cov/Providers/ProvidersFacilities/StateFederaiPrograms/NursingFa
cilities/tabid/434/Default.aspx
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Go to the middie 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 July 21, 2014. If your request for informal dispute resolution is
received after July 21, 2014, the request will not be granted. An incompleie informal dispute
resolution process will not delay the effective date of any enforcement action.

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

Sincerely,

Posde Bonasa e

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/
Enclosures
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Frinted: 07/02/201-
FORM APPROVEL
OMB NO. 0338-038"

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
A. BUILDING 01 - ENTIRE BUILDING

COMFLETED
135102 B. WING 06/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
SUNNY RIDGE REHABILITATION & RETIREME 2609 SUNNYBROOK DRIVE E
NAMPA, 1D 83686
KD SUMMARY STATEMENT OF DEFICIENCIES ~ D ; PROVIDER'S PLAN OF CORRECTION o ron
PREFI  |[(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATQRY,  PREFIX (EACH CORRECTIVE ACTION SHOULD BE DATE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
: DEFICIZNCY)
K 000! INITIAL COMMENTS K 0G0 -
E “This Plan of Correction is prepared
. The facility is a single story type V(111) building and submitted as required. By
with a two-hour rated separation betweaen the ittine this Plan of Correction,
. ; i submitting
‘ common walls ol thg'rjursmg and_ assested Sunny Ridge Center does not admit
hvmglret;rement facilities. The bgikd\ng was that the deficiencies listed on this
constructed in 1989 and has sprinkler/smoke ] 4 the Center
detection coverage. The kitchen is located in the form exists, nor does the L.ent
attached retirement building. Currently the facility admit to any statements, findings,
is licensed for 46 SNF/NF beds facts, or conclusions that form the
_ A _ basis for the alleged deficiency.
The fo‘li?w‘t/r?g def;cmgncies were Eﬁted c:jur:n%the The Center reserves the right to
annual fireflife safety survey conducted on June | . ulator
23,2014, The facility was surveyed under the ; : challen.gg \n legal and/ordrfeg th Y i
LIFE SAFETY CODE, 2000 Edition, Existing ; ' or administrative proceedings the
Health Care Occupancy, in accordance with 42 deficiency, statements, facts, and
. CFR 483.70. ‘.  conclusions that form the basis
f . for the deficiency.”
, The survey was conducted by: !
| ' ; i itutes
i Sam Burbank \ This Pian-of Correctn'on constitute
' Health Facility Surveyor L' qur Credible Allegation of
! Facility Fire Safety and Construction © Compliance.
{ !
K018 NFPA 101 LIFE SAFETY CODE STANDARD KOo18 1
SS=F| @
Doors protecting corridor openings in other than
: required enclosures of vertical openings, exits, ar \
hazardous areas are substantial doors, such as |
- those constructed of 1% inch solid-bonded core |
~wood, or capable of resisting fire for atleast 20|
s minutes. Doors in sprinklered buiidings are only | ;
 reguired to resist the passage of smoke. Tnere IS :
i no impediment to the closing of the doors. Doors | : K
Lare provided with a means suitable .for keeping gg‘%f %w%;g%wg
" the door closed. Dutch doors meeting 19.3.6.3.6 | } . %@%@ Ty R
' i . w3h %0
‘are permitted. 19363 : %%ﬁ;@%@%
-Reheriatohes arepromibited by GMSregutations
in all health care facilifies. j
LABORATORY D1RECTOR'82 P%@EP SUPPLIER REPRESENTALIVE'S STGNATURE j TITLE (X8] DATE
A . ] @M %a’ﬂ!ﬁ 1 adsA

T-/81¥

n

Any deficiency statement ending with an asterisk (*} denotes a deficienty which the institution may be excused from correcting providing it is delermined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disc]o;ab]e 580 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dlsc\osgble 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite fo continued

program participation.

FORM CMS-2567{02-99) Previous Versicns Obsolete
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| : Printed: 07/02/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135102 B. WING 06/23/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SUNNY RIDGE REHABILITATION & RETIREME 2608 SUNNYBROOK DRIVE
NAMPA, ID 83686

(X4 1D l SUMMARY STATEMENT OF DEFICIENCIES ; iD " PROVIDER'S PLAN OF CORRECTION M(XLS'—lr\ON
PREFIX [([EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY:  PREFIX | (EACH CORRECTIVE ACTICON SHOULD BE COMPLE

ATE
TAG OR LSC IDENTIFYING INFORMATION) | TAG : CROSS-REFERENCED TO THE APPROPRIATE DAT
i ! | DEFICIENCY) '

K 018i Centinued From page 1 . Ko18|

! . K018

i -~ 1. Any and all items wedging the
~This Standara is not met as evidenced by. i door open have been removed and
 Based con observalion and interview, the facility
failed to ensure corridor doors equippad with
“self-closing devices were not blocked. Failure to |

the door now closes unhindered.

; " ; . : 2. Residents attending meetings or
ensure that self-clesing corndor deors close : . . Lo
completely would aliow dangerous gases and : eating meals in the indicated room
| smoke to enter the corridor affecting egress have the potential to be affected by
I during a fire event, This deficient practice the same deficient practice.

affected 25 residents, staff and visitors in 1 of 2
i smoke compartments on the date of the survey.
: The facility is licensed for 46 SNF/NF beds and

3. The door now has a magnet

had & census of 38 on the day of the survey. connected to the fire alarm system
: . which automatically closes should
Findings inciude: ; the fire alarm system activate.

During the facility tour conducted on June 23,
1 2014 between 1:30 PM and 2:00 PM, observation
of the Acfivities Room door revealed it was
wedged open with a crushed paper cup. When
asked, the Maintenance Director stated this
deficient practice was problematic during the
- times the Activitizs Room was in use due to
residents preferring to keep the door open.

4. The maintenance director will
monitor the doar weekly for one
month then monthly for two
months. Results will be reported to
- the Performance Improvement
Committee monthly for three

PTEe i months,
This finding was acknowledged at the exit
conference conducied with the Administrator and .
Maintenance Director on June 23, 2014 at 3:50 : 5. Date completed 7/8/14.

PM.

© Actual NFPRA standard:
’| 19.3.6.3 Corridor Doors.

1
1 19.3.6.3.3"
I Hold-open devices that release when the deor is

FORM CMS-2567(02-99) Pravious Varsions Obsolete L28721 H continuation sheet Page 2 of 14
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Printed: 07/02/2014
FORM APPROVED
OMB NO. 0938-0331

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED

135102 B. WING 06/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SUNNY RIDGE REHABILITATION & RETIREME 2609 SUNNYBROOK DRIVE

NAMPA, ID 833686

(R4) ID SUMMARY STATEMENT OF DEFICIENCIES |
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
TAG OR LSC IDENTIFYING INFORMATION)

D ' PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE i DATE
TAG : CROSS-REFERENCED TC THE APPROPRIATE i
|
|

| COMPLETION

DEFICIENCY)

K 018| Continued From page 2

pushed or pulied shall be permitied.

A19.36.3.3

Doors should not be blocked apen by furniture,

' door stops, chocks, tie-backs, drop-down or

| plunger-type devices, or ather devices that

\ necessitate manual unlaiching or reieasing action
| to close. Examples of hold-open devices that

\ release when the door is pushed or pulled are

; friction catches or magnetic catches.

K 021 } NFPA 101 LIFE SAFETY CODE STANDARD
S5=F
Any door in an exit passageway, stairway

i enciosure, horizontal exit, smoke barrier or

- hazardous area enclosure is held open only by

| gevices arranged to automatically close ali such

| doors by zone or throughout the facility upon

I activation of:

a) the required manual fire alarm system;

b) iccal smoke detectors designed to detect
smoke passing through the cpening or a reguired
i smoke detecticn system; and

¢) the automatic sprinkler system, if installed.
1922286, 72182

This Standard is not met as evidenced by:
Besed on observation, operational testing and
interview, the facility failed to ensure that smoke

i compartment doors fully closed and latched when
activated._Fzilure to ensiure closure of smoke

K018

compartment doors would allow smoke and
‘ dangerous gases to pass freely between smoke
| compartments during a fire event. This deficient

FORM CMS-2567(02-99} FPrevious Versions Obsolete

Lz28721
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CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/02/2014 |

FORM APPROVED
OMB NO. 0838-0391

STATEMENT CF DEFICIENCIES
AND PLAN OF CORRECTION

135102

{(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING D1 - ENTIRE BUILDING

{X3) DATE SURVEY
COMPLETED

06/23/2014

NAME OF PROVIDER OR SUPPLIER
SUNNY RIDGE REHABILITATION & RETIREME

STREET ADDRESS, CITY, STATE, 2IF CODE
2609 SUNNYBROOK DRIVE

NAMPA, ID 83686

x4y 0 SUMMARY STATEMENT OF DEFICIENCIES RE PROVIDER'S PLAN OF CORRECTION ol
PREFIX  [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE AGTION SHOULD BE PLE
ARG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
‘ DEFICIENCY;
K 021 Coniinued From page 3 KG21

; practice affected all residents, staff and visitors in |
12 of 2 smoke compartments on the date of the
' survey. The facility is licensed for 46 SNF/NF
beds and had a census of 38 on the day of the

L survey,

Findings include:

During the facility tour conducted on Jupe 23,
2014 between 12:45 PM and 1.30 PM, testing of
the fire decors between resident rooms 207 and

|

|

209 revealed they would not close completely |
leaving a gap of approximately 1/2 inch . |
|

|

Further

. testing revealed that the installed [atching device

i wouid not latch. When asked, the Maintenance
' Director stated the doors had been having ‘
- problems since the installation of new flooring '

had occurred in this area,
Actual NFPA standard:

192226

: Any door in an exit passageway, stairway
enclosure, horizontal exit, smoke barrier, or
hazardous area enclosure shali be permitted to

: be held open only by an autoematic release device
- that complies with 7.2.1.8.2. The automatic
sprinkler systern, if provided, and the fire alarm
_system, and the systems required by 7.2.1.82
- shall be arranged to initiate the closing action of i

i all such doors throughout the smoke

7.2.182

compartment or throughout the entire facility.

In any building of low or ordinary hazard contents,
as defined in6.2.2.2 and 6.2.2.3, or where
" approved by the authority having jurisdiction,

- doors shall be permitted to be automatic-closing,

K021

1. The cited fire door has been
adjusted and fixed by a local door
company and now closes
completely with no gaps.

2. Residents in 2 of 2 smoke
compartments have the potential
to be affected by the same deficient
practice.

3. Maintenance director will
monitor and check the cited fire
doors periodically to assure that the
doors meet NFPA standards.

4. Maintenance director will
monitor the cited fire doors weekly
for one month then monthly for
two months. He will report to the
Performance Improvement
Committee monthly for three
months.

5. Completed 7/8/14

: provided fhat the Tollowing criteria are met
. (1) Upcn release of the hold-open mechanism,

| the door becomes seli-closing.

FORM CMS§-2567(02-99} Previous Versions Obsolate
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CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed; 07/02/2014
FORM APPRCOVED
OMB NO. 0838-0321

STATEMENT CF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

135102

{X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - ENTIRE BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

06/23/2014

NAME OF PROVIDER OR SUPPLIER
SUNNY RIDGE REHABILITATION & RETIREME

STREET ADDRESS, CITY, STATE, ZIP CODE

2609 SUNNYBROOK DRIVE
NAMPA, 1D 83686

(%4 ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

OR LSC IDENTIFYING INFORMATION)

|
‘(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY:
!
|
I

iD ‘ PROVIDER'S PLAN OF GORRECTION (X5}
PREFIX (EACH CORRECTIVE ACTION SKOULD BE COMPLETION
TAG i CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

DATE

K 021

K 028
§8=F

| Continued From page 4
‘ (2) The release davice is designed so that the

- door instanty releases manually and upon

! release becomes self-closing, or the door can be
| readily ciosed.

i (3) The automatic reieasing mechanism or
medium is activated by the operation of approved
smoke detectors instalied in accordance with the
requirements for smoke deteciors for door

| release service in NFPA 72, National Fire Alarm

| Code®.

i {(4) Upon ioss of power to the hold-open device,
the hold-open mechanism is released and the
door becomes seli-closing.

. one door in a stair enclosure results in closing all
! doors serving that stair.

. NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3,5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective piates that do not exceed
48 inches from the bottom of the door are
permitted. 158.3.2.1

i This Standard is not met as evidenced by:

- Based on observation, operational testing and

| interview, the faciiity failed to ensure that

" hazardous areas were prnfpr"rpd with self-closing

(5) The release by means of smoke detection of !

3

K 021 |

K 029 °

doors. Failure-to-provide-seif-closing doors in
- hazardous areas would allow passage of smoke
: and dangerous gases during a fire event into

FORM CMS-2567(02-89) Previous Versions Obsolete

L28721
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Printed: 07/02/2014

- DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED

135102 B. WING 06/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SUNNY RIDGE REHABILITATION & RETIREME 2608 SUNNYBROOK DRIVE
NAMPA, ID 83686

x4y | SUMMARY STATEMENT OF DEFICIENCIES ; oo PROVIDER'S PLAN OF CORREGTION L oo
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX | (EACH CORRECTIVE ACTION SHOULD BE . Dare
"G OR LSC IDENTIFYING INFORMATION) . TAG | CROSS-REFERENCED TQ THEAPPRCPRIATE =
: j DEFICIENCY)
K 029° Continued From page § : K029 ¢

i adjacent areas affecling egress. This deficient
- practice affected 13 residents, staff and visitors in |
i1 of 2 smoke compartments on the date of the

; survey. The facility is licensed for 46 SNF/NF ko259

: beds and had a census of 38 an the day of the ‘ .

sUrvey. f | 1. The door hinges have been

; ! replaced and door is now self-
Findings include: closing. :

. During the faciiity tour conducted on Jung 23, - ;
| 2014 between 12:45 PM and 1:30 PM, 2. Residents 'n; szsmOkte ol
| operational testing of the door o the Medical compartments have the po EH.IE.E
" Records office/storage room located directly ~ to be affected by the same deficient
! across from resident room #205 revealed that the ! : practice.
door would not self-close. The room measured
" approximately eight feet by ten feet (80 f2) and !
| storing files and papers creating a combustible | :
greater than that of the general occupancy. When %

3. The door hinges have been
replaced which automatically closes

!
!
| asked, the Maintenance Director stated he was . the door. The door now has a
| not aware that this room constituted a hazardous ' magnet connected to the fire alarm
1 @rea and reguired that the door be seff-closing. | ! system which automatically closes
‘ | should the fire alarm system
% Actual NFPA standard: | activate.
| i 1
1 19.3.2.1 Hazardous Areas. i . ) il
- Any hazardous areas shall be safeguarded by a . 4 Themaintenance director wi
fire barrier having a 1-hour fire resistance rating ! monitor the door weekly for ane i
~or shall be provided with an automatic f month then monthly for two :

; extinguishing system in accordance with 8.4.1.
. The automatic extinguishing shall be permitted to
be in accordance with 19.3.5 4. Where the

months. Results will be reported to
the Performance Improvement

| sprinkier option is used, the areas shall be Committee monthly for three

' separated from other spaces by smoke-resisting | . months. |
' partitions and doors. The doors shall be !

: self-closing or automatic-closing. Hazardous ‘ ! 5. Date completed 7/8/14.

: areas shall include, but shall not be restricted to,
- the foliowing:

{1} Bofler and fuelfired heater rooms ' . . l
{2) Central/bulk laundries larger than 100 ft2 (9.3 | i
. m2) ‘ ‘

FORM CMS-2567(02-99) Previous Versions Obsolete L28721 I continuaticn shest Page € of 14




' DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/02/2014
FORM APPROVED
OMB NO. 06838-0321

STATEMENT COF DEFICIENGIES (%) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

135162

(X2 MULTIPLE CONSTRUCTION

A BUILDING 01 - ENTIRE BUILDING

B. WING

(X3} DATE SURVEY
COMPLETED

06/23/2014

NAME OF P

SUNNY RIDGE REHABILITATION & RETIREME

ROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2609 SUNNYBROOK DRIVE
NAMPA, ID 83686

X4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION} :

PREFIX
TAG

iD | PROVIDER'S PLAN OF GORREGTION P e
’ (EAGH CORRECTIVE ACTION SHOULD BE ; COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

DATE

K 054
58=D

K 029

Continuad From page 6 ‘
(3) Paint shops 1
(4) Repair shops !
(5) Sailed linen rooms |
(6) Trash collection rooms ;
{7} Rooms cr spaces larger than 50 fi2 (4.6 m2), |
tincluding repair shops, used for storage of

- combustible supplies and equipment in quantities -
‘ deemed hazardous by the authority having

i jurisdiction

i {8) Laboratories employing flammable or

- combustible materials in quaniities less than ;
. those that would be considered a severe hazard.
i Exception: Doors in rated enciosures shall be
permitted to have nonrated, factory- or
fieid-applied protective plates extending not more
than 48 in. (122 cm) above the bottom of the
door. i
3.3.13.2 Area, Hazardous.

An area of a structure or building that poses a
degree of hazard greater than that normal to the
. general occupancy of the building or structure,

. such as areas used for the storage or use of
combustibles or flammables; toxic, noxious, or
corrosive materials; or heat-producing
appiiances.

NFPA 101 LIFE SAFETY CODE STANDARD

- All required smoke detectors, including those

aciivating door hold-open devices, are approved,
maintained, inspected and tested in accordance
with the manufacturer's specifications.  9.6.1.3

ThlS Standard is not met as evidenced by:

Based on observation and interview, the facility
'F:ul::-d to ensure the maintenance of smoke

K 029

K 054

detection devices. Failure to ensure smoke
| detection devices are properly maintained would
' result in equipment net functioning as designed

FORM CMS-

2567(02-99) Previous Versions Cbsolete
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| DEFICIENCY)
K 054! Continued From page 7 . K054
during a fire event. This deficient practice ' K054
" affected 1 resident, staff and visitors in 1 of 2 \
i smoke compartments, The facility is currently : 1. The cited smok .
: ; . e detector device
licensed for 46 SNF/NF beds and had a census tecti has b or I v d
- of 38 on the day of the survey. , protective cover has feen rep a.ce |
, | to the bottom of the cited sensing ‘
Findings include: i [ unit,
1 |
: During the facility tour conducted on June 23, | 2. Residentsin 1 of 2 smoke
. 2014 between 1:30 PM and 2:00 PM, observation ' compartments have the potential
. by the surveyor and the Maintenance Director of i be aff b defici
- the smoke deteclion device in resident room .o €a ected by the same eficient
- #218 revealed that the device was askew at the practice. The protective cover has
| celling and missing the protective cover for the been replaced.
| bottom of the sensing unit. When asked about
'} th.e condifion of the device, the Maintenance 3. Maintenance director will
. Director stated he was not aware of this problem. . .
: monitor the cited smoke detector
Actual NEPA standard: for any subsequent repairs needed.
‘ ‘ |
19.7.6 Maintenance and Testing. . 4. Maintenance director will ; ';
(See4.6.12) | . monitor smoke detectors in |
igg I:Aamtenance and Testing. | | resident rooms weekly for one :
Whenever or wherever any device, equipment, E month then m_onthly for two ‘
system, condition, arrangement, level of ‘ : months and will report to the | |
protection, ar any other feature is required for | i Performance Improvement |
, compliance with the provisions of this Code, such | Committee monthly for three |
device, equipment, system, condition, ' months. !
arrangement, level of protection, or other feature
‘- shall thereafter be continuously maintained in c |
- accordance with applicable NFPA requirements 5. Completed 7/8/14
. or as directed by the authority having jurisdiction.
K 0625 NFPA 101 LIFE SAFETY CODE STANDARD K 082 i

58= F\

| Required automatic sprinkier systems are
w continuously maintained in reliable cperating

. condition and are inspected and tested

periodically. 1976, 46.12, NFPA 13, NFPA25, |

975

|
|
i
\
\
|
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xHp SUMMARY STATEMENT CF DEFICIENCIES

- This Standard s not met as evidenced by:

. Based on observation and interview, the facility

failed to ensure that sprinkler systems were

" maintained per NFPA 25 Failure o ensure

- sprinkler systems are maintained would result in
tack of sufficient suppression during a fire event.

' This deficient practice affected 38 residents, staff

: and visitors in 2 of 2 smoke compartments on the

- daie of the survey. The facility is licensed jor 46

' SNF/NF beds and had a census of 38 on the day

. of the survey.

Findings include:

1} During the facility tour conducted on June 23,

i of the sprinkier head in resident room #204
revealed it was wrapped with masking tape.

| When asked if he was aware this sprinkler was
obstructed, the Maintenance Director stated he
was not. He further stated this had been done
during recent remodeling in this room.

2y During the facility tour conducted on June 23,

he was aware this sprinkier was missing an
!integral component, the Maintenance Director
stated he was not aware it was missing.

3) During the facility tour cenducted on June 23,

of the sprinklers located in the service corridor
- hallway and the staff lounge bathroom revealed
i the trim escutcheons for these two sprinklers

. 2014 between 1:30 PM and 2:00 PM, observation |
- of the sprinkler in resident room #214 revealed it |
fwas missing the trim escutcheon, When asked if

" 2014 between 1:00 PM and 1:15 PM, cbservation .

i

2014 between 2:45 PM and 3:30 PM, observation -

K062

1. The three cited sprinklers have
all been repaired as required.

2. Residents in rooms #204 and
#214 and residents in the service
corridor hallway cited have the
potential to be affected by the
same deficient practice.

3. Maintenance director will
periodically monitor the sprinkler
heads to assure that they are
maintained as required per NFPA
25.

4. Maintenance Director will
monitor the sprinkier heads weekly
for one month then monthly for
two months. Results will be
reported to the Performance
Improvement Committee for three
months.

5. Completed 7/8/14

o PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX  [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COM;:EEWO“
TAG OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENGED TQ THE APPROPRIATE
; ! DEFICIENCY)
K 062! Continued From page 8 K 062 |

- were dislodged from the ceiling area and Fanging
- down approximately 1 inch. When asked if he
, was aware of this condition, the Maintenance

FORM CMS-2567(02-99) Previous Versions Obsolate
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FORM APPROVED
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
- _CENTERS FOR MEDICARE & MEDICAID SERVICES

i Means of egress are centinuously maintained
. free of all obstructions or impediments to full

: Ne furnishings, decoraticons, or other objects

Pof exits.  7.1.10

1

|
i
| This Standard is not met as evidenced by:

Based on abservation and interview, the facility

i free of cbstacles. Faillure to provide clear means
1 of egress would prohibit the safe and orderly
| evacuation of occupants during an emergency.

| date of the survey. The facility is licensed for 48

' of the survey.
Findings include:

i 1) During the initia! building tour conducted on
-June 23, 2014 at 3:45 AM, a med pass cart was

. observed by the surveyor parked in the corridor at
1 the nurses station tocated between resident room
(#2111 and #210. This cart was immobile and

! continually stationed in this location as the inifial

| tour ended at 10:15 AM,

\l 2y During the facility tour conducted on dune 23,

i 2014 between 12:45 PM and 3:00 PM, the med

! pass.cart seen during the initial facility four was

“instant use in the case of fire or other emergency. |

, obstruct exits, access to, egress from, or visibility

| failed to ensure means of egress were continually ,

| This deficient practice affected 25 residents, staff :
| and visitors in 1 of 2 smoke compartments on the !

SNF/NF beds and had a census of 38 on the day

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135102 B. WING 06/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SUNNY RIDGE REHABILITATION & RETIREME 2609 SUNNYBROOK DRIVE
NAMPA, 1D 83686
XD SUMMARY STATEMENT OF DEFICIENCIES ; D PROVIDER'S PLAN CF CORRECTION oo
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY.  PREFIX {FACH CORRECT!VE ACTION SHOULD BE A
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
K 0562, Continued From page © K 082 |
' Director stated he was not. |
K 072 NFPA 101 LIFE SAFETY CODE STANDARD K072
88=F. K072

1. Medication Cart is on wheels, is
mebile and is being moved at least
every 30 minutes. The Med Cart s
also being stationed in a location
that does not obstruct exits or
egress of same.

2. Residents located in area cited
have the potential to be affected by
this deficient practice.

3. Nurse Practice Educator and
Maintenance Director will
periodically monitor the Medication
Cart to assure that it is mobile as
required and that it does not
obstruct exits or egress of same.

4. Monitoring will be done weekly
for one month then monthly for
two months. Results will be
reported to the Performance
Improvement Committee monthly
for three months.

5. Completed 7/8/14

| again observed by the surveyor.and the
. Maintenance Director parked in the same location
fat 12:45 PM, 1:15 PM, 2:30 PM and 3:00 PM.

L
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135102
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A. BUILDING 01 - ENTIRE BUILDING

(X3} DATE SURVEY
COMPLETED

SS=F
Soiled iinen or trash collection receptacies do not
exceed 32 gal (121 L) in capacity. The average
density of container capacity in a room or space
does not exceed .5 gaifsg ft (20.4 Lisqgm). A
capacity of 32 gal (121 L) is not exceeded within
any 64 sq ft {5.9-sg m) area. Mabile soiled linen
cr trash collection receptacies with capacities ‘
greater than 32 gal (121 L) are located in a room !
. protected as a hazardous area when not
-attended. 19.7.55

This Standard is not met as evidenced by:
Based on observation and interview, the facility
fatled to ensure that soilled linen exceeding 32
gal. was properly stored. Failurs to ensure
hazardeus material storage is located in an ;
approved location would result in the passage of

05/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
SUNNY RIDGE REHABILITATION & RETIREME 2609 SUNNYBROOK DRIVE
NAMPA, ID 83686
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES : 1D PROVIDER'S PLAN OF CORRECTION (X3}
BREFIY  |[(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENGED T THE APPROPRIATE DATE
DEFICIENCY)
K 072| Continued From page 10 ) K072
When asked about policy regarding this cart, the |
Maintenance Direcior stated that it was usually in
use and not stored in the path of egress. "
Aciual NFPA standard:
7.1.10 Means of £gress Reliability. ;
7.1.10.1*
Means of egress shall be continuousiy
maintained free of all obstructions or _
impediments ic full instant use in the case of fire
or other emergency. !
K 0751 NFPA 101 LIFE SAFETY CODE STANDARD K075

smoke.and. dangerous gases to adjacent areas |
affecting egress durmg a fire event This deficient | !
practice affected 13 residents, staff and visitors i in | 1
‘ 1 of 2 smoke compartments. The facifity is

FORM CMS-2567(02-99) Previous Versions Obsolefe
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OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{x1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

135102

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - ENTIRE BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

06/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SUNNY RIDGE REHABILITATION & RETIREME| 2609 SUNNYBROOK DRIVE
NAMPA, ID 83686
XD SUMMARY STATEMENT OF DEFICIENCIES I i PROVIDER'S PLLAN OF CORRECTION o)
PREFIX  [(ZACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX {EACH CORRECTIVE ACTION SHOULD BE L O
TAG | OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE !
; ! DEFICIENCY) |
K 075! Continued From page 11 : K075 : K07
: ficensed for 46 SNF/NF beds and had a census | 5 075
i of 36 on the day of the survey. : ‘
! 1. The laundry cart cited was
| Findings include: j moved from the hallway into the
. . { laundry room where it is normally
During the faciiity tour conducted on June 23, ! stored
2014 between 3:00 PM and 3:45 PM, the service | '
hallway between the laundry room and the staff ) .
lounge area nad a 64 galion soiled linen carnt ; : 2. 13 residents in 1 of 2 smoke
. stored in it. Interview of laundry staff revealed this i compartments have the potential of
i finen cart was full of soiled linen. When askad if i being affected by this deficient
: this storage was a normal practice, the | practice. Staff has been re-trained
- Maintenance Director stated that normally solied | to keep the laundry cart in the
Emen carts were stered inside the laundry. b ry
. laundry room and not the hallway.
Actual NFPA standard: 1
: i 3. Laundry supervisor will monitor
19.7.5.5 _ ! the laundry workers on their proper
- Soiled iinen or trash colleo_‘uon rece_ptackes shall | placement of the laundry carts.
-not exceed 32 gal (121 L) in capacity. The
i average density of container capacity in a rocom or | . . .
' space shall not exceed 0.5 galift2 (20.4 L/m2). A 4. Laundry supervisor wilt monitor
| capacity of 32 gai (121 L) shall not be exceeded each week for one month and then
within any 64-f12 (5.8-m2) area. Mcbile soiled monthly for twe months. Results
\ linen or trash collection receptacles with will be submitted to the :
| capacities greater than 32 ga! (121 L) shali be Performance Improvement |
I located in a room protected as a hazardous area . ‘
when not attended. Committee. -‘.
~Exception: Container size and density shall not
: be limited in hazardous areas. 5. Completed 7/8/14 i
K 147! NFPA 101 LIFE SAFETY CODE STANDARD K147 ¢ “
S5=F; !
| Electrical wiring and equlpment is in accordance
i  with NFPA 70, National Electrical Code. 612 |
| |
| |
This Standard is not met as evidenced by: i ! :
Based on observation and interview, the facility
* faited to ensure electrical connections ware done | j D
! i
FORM CMS-2567(02-99) Previous Versions Obsolete L28721 i ontinuation sheet Page 12 of 14
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NAME OF PROVIDER OR SUPPLIER

NAMPA, ID 83686

STREET ADDRESS, CITY, STATE, ZIP GODE
SUNNY RIDGE REHABILITATION & RETIREME 2608 SUNNYBROOK DRIVE

(X4} 1D

‘ that patient care eguipment and large appliances ‘
+ are plugged directly into a main power supply :
| would result in a possible fire from overheated !
“wiring or electrical shock. This deficient practice | - i
" affected 13 residents, staff and visitors in 1 of 2 ! i
- smoke compartments in the Skilied Nursing
“secticn and all residents, staff and visitors ‘ i
occupying the kitchen and main dining area of the ' '
“retirement center. The facility is licensed for 46
" SNF/NF bads and had a census of 38 on the day ¢
i of the survey.

Findings include:

; 1) During the facility tour conducted on June 23,
2014 between 2:45 PM and 3:00 PM, observation |
of resident room #205 revealed an oxygen
~concentrator was plugged into a relocatabls

' power tap. When asked, the Maintenance

' Director stated he was aware that patient care

- eauipment must be plugged directly into 2 main ;
_power supply. 2
- 2) During the facility tour conducted on June 23,
2014 petweean 3:00 PM and 3:30 PM, observation |
of the kitchen area located in the retirement i
section of the facility revealed a commercial
blender was piugged into a relocatable power tap. |
When guestioned, the Maintenance Director

. stated he was not aware of why this appliance
~was not plugged directly into the outiet available.

- Actual NFPA Standard:

"NFPATO

- ARTICLE 400 Flexible Cards and Cables |
. 400.8 Uses Not Permitted. ;
| Unless specifically permitted in 400.7, flexible

; SUMMARY STATEMENT OF DEFICIENCIES 1D } PROVIDER'S PLAN OF CORRECTION : om(ﬁnm
PREFIX [[EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY!  PREFIX (EACH CORRECTIVE ACTION SHOULD BE PO e
TAG OR LSC IDENTIFYING INFORMATION} POTAG CROSS-REFERENCED TC THE APPROFRIATE |
; i | DEFICIENCY)
K 147| Continued From page 12 L K147 !
. . . | .
. in accordance with NFPA 70. Failure to ensure .\ F147

1. The oxygen concentrator in
resident room #205 has been taken
off the relocatable power tap and
plugged directly into the main
power supply.

2. Residents using oxygen
concentrators have the potential to
be affected by this deficient
practice. These residents will he
checked to assure that their
concentrators are plugged directly
into the main power supply.

3. Staff will be re-educated to plug
oxygen concentratars directly into E
the main power supply. :

4. Nurse Practice Educator and
Maintenance Director will monitor
this issue weekly for one month
then monthly for two months.
Results will be taken to the
Performance Improvement
Committee monthly for three
months.

5. Completed 7/8/14

. cords and cabies shall not be used Tor the _
: following: ;
(1) As a substitute for the fixed wiring of a

FORM CMS-2567(02-98) Previous Versions Obsalete
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K 147! Continuecd From page 13 K147 -

| structure

' (2) Where run through holes in walls, structural
' ceilings, suspended ceilings, dropped ceilings, or -
fioors :
. {3} Where run through doorways, windows, or

' similar openings

{4} Where attached to buiiding surfaces
Exception: Fiexibie cord and cable shall be

- permitted to be attached to buiiding surfaces in

; accordance with the provisions of 368.8.

*(5) Where concealed by walls, floors, or ceilings
' or located above suspended or dropped ceilings
- (6) Where installed in raceways, except as

- otherwise permitted in this Code
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L28721

If continuation sheet Page 14 of 14



Bureau of Facility Standards

PRINTED; 08/27/2014
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

135102

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - ENTIRE BUILDING

B. WING

{%3) DATE SURVEY
COMPLETED

06/23/2014

NAME OF PROVIDER OR SUPPLIER
SUNNY RIDGE REHABILITATION & RETIREMENT C

STREET ADDRESS, CITY, STATE, ZIP CODE

2609 SUNNYBROOK DRIVE
NANMPA, ID 83686

(X4) ID
PREFIX
TAG
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PREFIX
TAG

DEFICIENCY)

: (X5}
. COMPLETE
DATE

C 000

16.03.02 INITIAL COMMENTS

The Administrative Rules of the idaho
Department of Health and Welfare,

. Skilled Nursing angd Iintermediate Care

Facilities are found in IDAPA 16,
Title 03, Chapter 2.

. The facility is a single story type V{111)} building

| with a two-hour rated separation between the

* common walis of the nursing and assisted

- fiving/retirement facilities, The building was

. constructed in 1989 and has sprinkier/smoke

; detection coverage. The kiichen is located in the
. attached retirement buiiding. Currently the facility
| Is licensead for 46 SNF/NF beds

' The following deficiencies were cited during the
" annual fire/life safety survey conducted on June
© 23, 2014, The facility was surveyed under the

i LIFE SAFETY CODE, 2000 Edition, Existing

i Heatith Care Occupancy, in accordance with 42

{ CFR 483,70 and IDAPA 16.03.02, Rules and

| Minimum Standards for Skilied Nursing and

. Intermediate Care Facilities.

C 226!

L 106.

The survey was conducted by:
Sam Burbank

Health Facility Surveyor
Facility Fire Safety and Construction

02.106 FIRE AND LIFE SAFETY

FIRE AND LIFE SAFETY.
Buildings on the premisas used as

‘ facilities shall meet all the

requirements of local, state and

Lnabismal codec ~emssemina fira and
oEeScE S

Cco00 |

C 2286

EEI= =i

- life safety standaras that are

HST TRy (=10

. applicable to health care facilities.
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DEFICIENCY)

¢ 228 Continued From Page 1

This Rule is not met as evidenced by:

- Cc228

, Please refer to federal form 2567 foliowing "K"

- fags:
K 018 - Corridor doors
" K021 - Smeke doors
. K028 - Hazardous area
- K 054 - Smoke Detaction
K 082 - Sprinkier Maintenance
, K 072 - Door impadimeants
. K 075 - Soiled linen storage
K 147 - Electrical requiraments

Refer to KO18
Refer to K021
Refer to K029
Refer to KO54
Refer to K062
Refer to KO72
Refer to KO75
Refer to K147
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