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Craig Johnson, Administrator
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6640 Kaniksu Street

Bonners Ferry, ID 83805-7532

Provider #: 135004

RE:  FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Johnson:

On December 6, 2017, a Facility Fire Safety and Construction survey was conducted at
Boundary County Nursing Home by the Department of Health & Welfare, Bureau of Facility
Standards to determine if your 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 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. If applicable, a similar State Form will be provided
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) and on or before the "Opportunity to
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator
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should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces
provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by January 2, 2017.
Failure to submit an acceptable PoC by January 2, 2017, may result in the imposition of civil
monetary penalties by January 20, 2018.

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;

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

e 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 corrective action will be completed.

o The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567. If a State Form was issued as well, it should also be signed, dated and returned.

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

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by January 10,
2018, (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
January 10, 2018. A change in the seriousness of the deficiencies on January 10, 2018, may
result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
January 10, 2018, includes the following:
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Denial of payment for new admissions effective March 6, 2018.
42 CFR §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 June 6, 2018, 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 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 Nate Elkins, Supervisor,
Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder Street, PO Box
83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, option 3; 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 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, 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 December 6, 2017, 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 required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/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 January 2, 2017. If your request for informal dispute
resolution is received after January 2, 2017, 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, option 3.

Sincerely,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/}
Enclosures




p1/02/2818 14:15 2882672202 PAGE @3/89

PRINTED: 12/15/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES ? _ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES. . . oo o vin o COiEs MO, 0938:0801
STATEMENT OF DERIGIENCIES ™ f(x1) PROVIDER/SUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTIO (X3) DATE SURVEY -
AD PLAM OF QORRECTION IBENTIFIGATION NUMBER: A BUILDING ses o e comems ot s moane GOMPLETED
‘ 135004 B, WING., ..., T 1&{05;2017
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TAG | REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSE-REFERENGED TO THE AFFROPRIATE DATE
! i DEFICIENCY)
{ E 001 ' "
E 0001 Initlal Gommants B 000} The faciiity has developed and instituted
: i Emergency Plans utliizing the HICS.
Unless otherwise indicated, the general use of | However, the current plan doas not meet
{ the terms "facility” or "facilities” refers to all all of the requirementa of 42CFR483.73
providar and suppliers affécted by this regulation,
+ This is a generic maoniker used in lieu of the 1
t specific provider or supplier noted in tha Emergency Praparedness policies and 01/10/2018
3 rgulations. ; procedures will be in full accordance with i
] y 42 GFR 483.73 to include complete Shaltel
The nursing fachity is a Type V {111) structurs, n Place policies and procedures, which wilf
located on the upper level of a two story building, | alse include medical supplies and §
that Is attaiched to tha east end of the adjeining pharmaceutical policies and procedures;
hospltal.' Itlls protected throughout by a complete which were lacking at the time of survey. |
: zgﬁn?at'ﬂﬂﬁﬁre ?Xmggig?éﬁ s%?\tennlggggetecﬁ " Tao ensure all residents have been identified
compiete ire aia ¥ WILN & ¢ a and systemic changes are [mplementad, |
in corridors and opon spaces. The nursing f@cﬁltyl all Emergency Preparedngss plans will be |
underwent a complate remodel and addition in reviewed 10 ensure they are complete and|
j 1994, ’l'h%nursxng faclilty Is Gurren‘t?ly licensed f?r - cover all residents, staff and valunteers
2? SNF/NF beds, with a census of 25 on the date .| which may be present in the facility.
§ o survey. ‘ DU R _;:TQ";)egig_;‘fB_-Mit!hg the entire Emergency
The following deficioncies were cited durin |“Operationa Rlan will commence no [ater
s than Janwary 10, 2018, The Plan will be |
Emergency Preparednass Survey conducted'on A et ’ .
. o : : i 7 ¢ reyiawed and re-written throughaout the yedr
| December &, 2017, The facility was surveyed . - & i inanner which directly reft th ;
under the Emergency Preparedness Rule iH g’l? Irw IE'H [::G ly re e'atsﬂ e ol
| established by GMS, in accordance with 42 GFR ; Razard Vuinerability Assesament flow an
1483.73, ) ....|- will include detailed instrustions for
: o - Evacuation and-Shelter In Place, 10 include
The Survey was canducted by supplies and pharmaceuticals for all
g residents, staff, and voluhtears that may
| Linda Chanay ! be in the facility at the time of the event.
Health Facility Surveyor ; " Corrective action tracking and progress
1 Facility Fire ‘t&yafaty &Yoonstructlon ' will be repnr_ted by the Facilities Director
E 001] Establishmant of the Emergency Program (EP} | E 001} to the Interdisciplinary Committee monthiy}
g5=¢; CFR(s): 483.73 _ o ensure compliance, progress and mom{?rmg.
The [facility, except for Transplant Center] must | i
comply with all applicable Fedaral, State and local
1 emargency preparedness requirements. The :
W ]
PRESENTATIVES BIGMNATURE TITLE

By DATE

[ABORATORY DIRECTOR'S OR PROVIDERISUPPLL
o YBLPolE

Ariy defialenty ststeriant endihg Wit an dntarsk.ptancles a dafidigrity Wwhich the inslituion’ may ta axcused from corracting providin it is determined that
other safeguards provida sufficlent protection ta the patiants. (Sea Instructlons,) Except for nuraing hames, the findings atatad abave are disalesable §0 days
faliowing the date of aurvay whather or nef a plan of comrection |s pravided: Far nursing homes, the above (ndings and plana of comection are dieclorable 14
days following the dats thesa dosuments are made avaliable fo the fagility. if deficiancles ara cltad, an appraved plan of correction |a raquigita to ¢ontinued
program participation,
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SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED By FULL
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TAG GROBS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENGY)

E 001

Continued From page 1

[facility] must establish and maintain a
comprehensive emergency preparedness
program that meets the requirements of this ,
section.* The emergency preparedness program
must include, but not ke limited to, the following
eleaments:

*(For hospitals at §482.15:] The hospital must
comply with all applicable Federal, State, and
Incal emergency preparedness requirements, The
hospital must develop and maintain a
comprehensive emergansy preparadness
program that meats the requirements of this
ssction, utllizing an all-hazards approach.

*[For CAHs at §485,625.] The CAH rmust camply
with all applicable Federal, State, and Ipeal
ermergency preparedness requirameants, The
GAH must develop and maintain a
camprehensjve emergency preparedness
prograrn, ulilizing an all-hazards appraach.

This REQUIREMENT is not met as evidenced
by,
Based on record review and interview, the facility
failed to establish and maintain & currént,
comprahensive Emargency Preparedness
program which includes policles and proveduras
in aqcardance with 42 CFR 483.73. Failure to
meet this standard has the potential to hinder
facility response during an emergency whizh
requires coordination and copperation with local
resources avallable, This deficient practice
affacted 25 residents, staff and visitors on the
date of the survey. The facility is currently
hizansed for 28 SNF/NF beds and had a cahsis
of 25 on the day of the survey.

CFR reference:
42 CFR 483,73

£ 001
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ATATEMENT OF DEFICIENCIES

(1) PROVIDER/SUPPLIER/CLIA

(¥2) MULTIPLE CONSTRUCTION

{%3) DATE SURVEY
COMPLETED

: hospice-operated inpatient care facilities only.

{(b) Policies and procedures. [Facilities) must
develop and implement emergency preparedness
pollelas and procedures, based on the emergency
plan set forth In paragraph (@) of this asction, risk
assessment at paragraph (8)(1) of this section,
and the communication plan at paragraph {c} of
this sectlan, The policies and procadurés must be
reviewed and updated at least annually.] Ata
minimum, the palicies and proceduras must
addrags the following;

(1) The provision of subsistence needs far siaff
and patients whether they evacuste or shelter in
placs, include, but are not limited to the following:
{i Food, waler, medical and pharmaceutical
supplies

{1y Alternate saurces of enargy to maintain the
following:

{A) Tamperatures to protect patient health and
gafety and for the safe and sanilary storsge of
pravisions,

(B) Emergency lighting.

(C) Fire datection, extingtishing, and alarm
systems.

(D) Sewage and waste disposal.

*IFor Inpatient Hoepice at §418.713(b)(6Xiil):]
Policies and procedures.
(6) The following are additional requiremants for

The policies ang proceduras must address the
following:
i) The provision of subsistence neads for
hospice employegs and patients, whather they
evacuate or sheiter in place, include, but are not
limited to the following:

{A) Food, water, medical, and pharmaceutical

AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILDING
135004 B WING 1210812017
NAME OF PROVIDER OR SLFPLIER STREET ADDRESS, CITY, STATE, ZIF CODR
REING HOM EE40 KANIKSU STREET
ROUNDARY COUNTY NURS F BONNERS FERRY, ID 83005
X4 1D SUMMARY STATEMENT OF DEFIQIENGIES [[+] PROVIDER'S PLAN OF CGORRECTION 5)
PREFIX (EACH DEFICIENCY MUST B PREGEDED BY PULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cametrioN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T0 THE APPROPRIATE b
DEFICIENGY)
E 015 | Subsistence Needs for Staff and Patients E015| E 015 _ o
S5=F | CFR(s): 483,73(bJ(1) To ensure ail residents have been identified 01/10/2014

and systemic changes are implamented, all
Emergency Preparedness plans will ba
reviewed to ansure they are complete and
cover gll residents, staff and volunieers
which may be present in the facility,

To bagin re-writing the entire Emetgancy

Operations Plan will cornmence ne later than

January 10, 2018. The Plan will be reviews
and re-wiitien throughout the yearin a
manner which directly raflects the Hazard
Vunerability Asseazment flow and will inclu
detailed instructions for Evacuation and
Shelter in Place, to incliyde supplies and
pharmaceuticals for all residents, staff, and
volunteers that may be in the facility at the
time of the event.

Corrective action tracking and progress will
ba reporied by the Facilities Director to the
interdisciplinary Committee monthily to
ensure compliance, progress and monitorin
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! HEFIGIENGY)
E 015 Gontinued From page 3 E Q18!
supplies. :
{B) Alternate sources of energy to maintain the
| following:

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

(2) Emergency lighting.

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

{C) Sawage and waste disposal.
Thiz REQUIREMENT is not met as evidenced |
by
Based on reaord raview and interview, it was
datermined the facility falled to develop and
maintain ourrant policies and procedures, to
provide subsistence needs of residents and staff
should they need to evacuate or shelter in plage
during a disaster. Lack of subsistance policies
limits the facility's ability to provide continuing :
care and services for residents during an
smergency, Thiz deficient practice affected 25
residents, staff and visitors on the date of the
survey.

Findings Include:

On 12/6/17 from 8:00 AM to 1:30 PM, review of
provided poficies and prosedures for the facility
revealed, medical and pharmaceutiasl supplias
wene not included in the subsistence plan for both
residents and staff in the event of evacuation or
shelter in place during a disaster, The facitity did
have pravisions in place for food, water, and
alternate sources of energy,

{intarview of the Physical Facllities Manager
revealad the facility wag currently in the pracess
of updating these policies and procedures to
inelude medical and pharmaceutical supplies. |
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG cnoss-REFEREédgggl'ég g\s:; E APPROPRIATE DATE

!
E 015} Continued From page 4 E 015 '
' Refergnee:
42 CFR 483.73 (B) (1}
E 027 | Policles/Pracedures for Sheltering in Place E022 E D22
85=F | CFR(s}: 483.73(b){4}

[{b) Policies and pracedures. The [faciities] must
develop and Implerment emergency preparedness
potlicies and procedures, based on the amergency
plan set forth in paragraph {a) of this sectian, risk
assessment at paragraph (a){1) of this section,
and the communication plan st paragraph (¢} of
thiz section. The policies and procedures must be
reviewed and updated at least annually. Ata
minimurmn, the policies and pracedures must
addrass the following:]

{4) A means to shelter in place for patients, staff,
and volunteers who remain in the [facilityl. [{4) or
(2),(3),(5).{B)] Ameans to shelter in place for
patienis, staff, and voluntesrs who remain in the
fracility].

*[For Inpatient Hosplass at §418.113{h)] Policies
and progedures,

{8) The following are additional requiraments for
hospice-operated Inpatient care facilities only.
The poficies and procedures must address the
fallowing:

(i} A means to shelter in place for patients,
hospice employees who remain in the hospice.
Thiz REQUIREMENT i3 not met as evidenged
by
Basad on record review and intarview, it was
determined the facility falled to provide a current
policy and procedure for gheltering in place. Lack
of & current polley and procedure for sheltering in

and systemic changes are implemented, at
Emeargency Praparednesa plans will be
reviswed to enaure they are complete and
cover all residents, staff and volunteers
which may be present in the fasility,

Ta begin re-writing the entire Emergancy

Jangary 10, 2018, The Plan will he reviewe
and re-written throughout the year in a man
which divectly reflects the Hazarg
Vulnerability Assessment low and will inclu
detailed instructions for Evacuation and
Shelter In Place,
Corrective action tracking and pragress will
be reported by the Facilities Director to the
Interdisciplinary Commitiee monthly ta
ensure compliance, progress and manitorin

Operations Plan will commence ro [ater tha!;

To ensure all residents have been ideniiﬁej 01/10/201

=g

e

J.
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E 022, Continued From page 5 E 022

! place has the potential to leave residents and
staff without resources fo continue care during an
emergency. This deficlent practice affected 25
residenta, staff and visitors on the date of the
survey,

Findings include:

On 12/8/17 from 8:30 AM to 1:30 PM, review of :
provided policies, procedur2s and emergency
planning records, failed to produce palicies and
procedures for sholtering in place.

Interview of the Physical Facilities Manager
revealed the facility had varbally made plans far
sheltering in place, but had not yet put it in writing.

Reference:
42 CFR 483.73 (b) {(4)
E 035 | LTG and ICFAID Sharing Plan with Patients E 035|E 035
sa=0| CFR({s): 483.73(c}(B) The methad for sharing information from the 01/18/201
i emergency plan or actions will be added to F
({c) The [LTC facility and ICF/ID] must develap the ‘resldent handbook” no later than 110,18,
and maintain an emergency preparedness which iz given to residents [or clients] and
communication plan that complies with Federal, their families or representatives during the
State and focal faws and must be reviewed and admitting process,
updated at feast annually.] The eommunication All current residents [or clients] and their
plan must include all of the following: families or representatives will ba given or
(8} Amethad for sharing infarmatian from the ;i,':::cggggg{im‘;ﬁ;‘;‘gﬁcﬁi{,ﬂfgg‘a““b“ K.
emargency plal'h that the fﬂﬂihﬂy has determined TBPOHECI by the Facilities Diractor to the
is appropriate, with residents [or clients] and their Interdisciplinary Disciplinary Committee on
farnilies ar representatives, a tnanthly basia
This REQUIREMENT is not mat as evidenced Y .
by:

Based on racord review and interview, it was
determined the facility failed to provide a currant

FORM CMS.1587(372-08} Previous Varalona Obgeleta Event [D: A G321 Faclllly iD: MDS0 070 If gontinuation sheet Pags Bof 7
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SUMMARY STATEMENT OF DEFICIENGIES

FROVIDER'S PLAN OF CORRECTION %8y

plan far sharing information on the emergency |
. plan with residents, families or representatives, |
Lack of a current plan for sharing informationto |
residents, families or representatives has the
potential to create confusion and lack of

| understanding of the facility's response during a
disaster. This deficient practice ould potentially
affect 26 rasidents, staff and vigitors on the date
of the survey.

Findings include;

Qn 12/6/M17 from 8:30 AM to 1:30 PM, review of
provided dizaster and emergency policies and
procedures revealad ne documentation of 8

| policy for sharing information with residents, their
farilias or representatives,

[nterview of the Physical Facilities Manager
revealed the faciiity had verbally made plans for
the sharing of Information to residents, families or
reprasentatives, but had not yet put it in writing.
Raference:

42 CFR 483.73 (c} (8)

X0 [2]
P(HE)F\X (RAGH DEFICIENGY MUST BE PREGEDRED RY FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CAOSS.REFERENCED T THE APPROPRIATE DATE
DERCIENGY)
!
E 035) Confinued From page & E 035
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0938-0391
STATEMENT OF DEFIGIENGIES (X1) PROVIDERISURPLIER/GLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - ENTIRE BLDG COMPLETED
135004 B, WING 1206(2017
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
840 KANIKEY STREET
BOUNDARY COUNT
RY COUNTY NLIRSING HOME BONNERS FERRY, ID 83808
x4 1D SUMMARY STATEMENT OF DEFICIENCIZS n FROVIDER'S PLAN OF CORREGTION 6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATORY QR LSS IDENTIFYING INFORMATION) TAZ CRGSSaREFEREgE'Eg]Tﬁ g;{}E APPROFRIATE DATE
G

Al dates indicated are for the year 2017.
K 000 | INITIAL COMMENTS K 000 pizclaimer: Plan of sorrestion is being
ubmitted in accordance with specific reguiatary

The nursing facilty is a Type V {111) structure, requirements. |t shall not be construed as ar
located on the upper level of a two story building, pdmission of any deficiency cited.

that is attached ta the east end of the adjoining
hospital. Itis prolecied throughout by a complete
automnatic fire extinguishing systam and a
complete fire alarm system with smoke detection
in corridors and open spaces, The nursing facllity
underwent a completa remadel and addition in
1994, The nursing facility is currently licensed for
28 SNF/NF bads.

The facility was found to be In substantial
cotmpliance during the annual fireflife safety
survey conducted on December 6, 2017, The
facility was surveyed under the LIFE SAFETY
CODE, 2012 Edltlon, Existing Health Cara
Ozcupancy, in accardance with 42 GFR 483,70,
42 GFR 483.80 and 42 CFR 483.65,

The Survey was conducted by

Linda Chaney
Health Facility Surveyor
Facility Fire Safety & Construction

2 2017

LABORATORY DIRECTOR'S OR PROVIDER/ LIER REPRESENTATIVE'S SIGNATURE TITLE /B) DATE
o
Cﬁaét“""" Palaro] /4? Pots

Any deficiency stalement ending-#frarrestelish () denctes a daficianey which the Institution may ba exéuses from sorredting providing it |12 dhterminad tat
other aafaguands provide sufficient protestion to the patients, (Ses inetructiona.) Except for nursing homas, the findings stated sbhove ars disclogakbte 00 days
fallowing the date of survay whathat ar not 8 plan aof carraction j& pravidad, For nuraing hamaes, the above findings and plans of corraction ara disclosable 14
daye following the data thess doouments are mada available to ihe facility. |f deflclancine ara clind, an approvad ptan of earraction 8 requisike to continued

pregram participation.
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