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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 Li censure 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 (XS) 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: 

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

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

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

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

• Include dates when corrective action will be completed. 

• 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/lj 
Enclosures 
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1
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i regulations. 
·; 

\ The nursing fec!llty Is a Type V (111) structure, 
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that Is att1!!ched to the east end of the adjoining_ 
hospital. It Is protected throughout by a complete 

. automatic fire extinguishing system and a i 
· complete fire alarm system with smoke detection I 

in corridors and open sp'lees. The nursing facility 1 
underwent a complete remodel and addition in ·1 

. 1994. The nursing facility is currently licensed for 
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. of &U!Ve". ' 

PAGE 03/09 

PRINTED.: 12115/2017 
FdRM APPROVED 

Ci 11a N"', ;,;,;~,;,'0$'9.1 
(X>J MULTIPLE CONSTRUCTION {~sJ OATa SURWY 

COMPLETED A.BUILDING., ... · , ... , ... · , . , ... ,.,. ... ,· 

6. WING.. 

STREET ADO~Es·s._cl'tV, STATE, ZIP CODE 

8840 KANIKSIJ STREET 

.. BONNERS PERRY, ID 83805 

12/06/2017 

,o I 
PREFIX 1· 

TAG 

PROV!Dl:;~'S Pl'..J\N OF CORRECTION 
(EACH CORREOTIVeACTJON·SI-IOUf.D Bli 

CROSS~~EFERE:NCCD TO THE APPROPRIATE; 
DEFICIENCY) 

! (XS) 

I 
¢OMPl.ll.TION 

OAT!: 

E 001 
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Emergency Plans utilizing the HICS. 
However, the current plan does not meet 
all of the requirements of 42CFR483. 73. 

01/10/201 Emergency Preparedness policies and 
procedures will be In full accordance with 
4;1. CFR 483.73 to inelude complete Shelte' 

, n Place policies and procedures, which WII' 
also include medical supplies and · 
pharmaceutical policies and procedures; 
which were lacking at the time of swvey . 
To ensure all residents have been identified 
and systemic changes are Implemented, 
all Emergency Preparedness plans will be . 
reviewed to ensure they are complete and : 
cover all residents, staff and volunteers · 

, l 

• The fallowing deficiencies were cited durlnp}(E!i •• !·."·· 
Emergency Preparedness Survey conductelfdn '· 

: December 6, 2017. THefacilitywas surveyed j: 

l .. which may be present in the facility . 
Ttj pe!)i/tJe-wril!ng the entire Emergency 

, Opl!rations P!an will commence no later 
' than January 1[), 2018. The Plan Will be 

, :~ill\wed and re-written throughout the ye r 
under the Emergency Preparedness Rule ·\ 
established by CMS, in accordeno<;> with 42 CFR 
483. 73. ·.•1i, 

j 
j The Surv<:IY waa conducted by: .· ' ' i• 

· linda Chaney 1• 

Health Facility Surveyor 

u'i\!,lmanner which directly reflects the : 
· Hazard Vulnerability Assessment flow and · 

, ' willlrcrµ~e.dl;\tailed instructions fer 
.Evacuation and Sheller In Place, to includ1 
supplies and pharmaceuticals for ell 
residents, staff, and volunteers that may 
be in the facility at the time of the event. 

: Corrective action tracking and progress 
Facility Fire Safety & Construction j, 

E 001 . Establishment of the Emergency Program (EP) 1: 

, will be reported by the Facilities Director 
E 001 ', to the lnterdisolplinary Committee monthly[ 

to ensure compliance, progress and monitbring. SS=F CFR(s): 483. 73 j; 

The [facility, except for Transplant Center] must !' 
comply with all applicable Federal, State and local l 

: emergency preparedness requirements. The ' 
:. 
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following the date af avrvay wllethcr or not a plan of com:,~tkm ls prov!dlld.:. Far nursing tmm~s,, th~ sbol/Q flwJ!ng& and p!ena of CQITTl~t\on are d\ge\ar,n.b\a 14 
days followln9 the date 1heae documents tte mflde available to the feclllty', If deficiencies 1uG cl(ed, an app/Y.lved ptan of oorn!ctlon la r~1,.u~lte to oiJntlnmtd 
program s:isrtlr:lpati1Jn, 

FORM CMs.~';;f[~i:Q$1) Pnr.>[OU& Vareior,;"o··~;;;;;"· _, .. :ev~t!D:A10S21~'--""'FnGJl[ty 10; MDS001070 ' . -- "if con~i~uatiOri :s~<i~~ :~~~i , ~f i . 



01/02/2018 14:15 2082672202 

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

STATEMENT OP DEFICIENCIES 
ANO Pl.AN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBl:.Ft: 

135004 

NAME OF PROVIDER OR SUPPLIER 

BOUNDARY COUNTY IIIURSING HOME 

(.}{4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF Dl:FICIENCIES 
(SAC fl oeFJCIENCY MUST oe PRE;CE;DiaO ev FULL 

REGULATOFN OR um IDENTIFYING INFORMATION) 

E 001 Continued From page 1 
[facility] must establish and maintain a 
comprehensive emergency preparedness 
program that meets the requiremente of this 
section.' The emergency preparedness program 
must include, but not be limited to, the following 

! elements: 

'(For hospitals at §482.15:] The hospital must 
comply with all applicable Federal, State, and 
local emergency preparedness requirements, The 
hospital must develop and maintain a 
comprehensive emergency preparedness 
program that meets the requirements of this 
section, utilizing an all-hazards approach, 

·[For CAHs at §485.626:J The CAH must comply 
with all applicable Federal, State, and local 
emergency preparedness requirements. The 
CAH must develop and maintain a 
comprehensive emergency preparedness 
program, utilizing an all-hazards approach. 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review and interview, the facility 

failed to establish and maintain a current, 
comprehensive Emergency Preparedness 
program which includes policies and procedures 
in accordance with 42 CFR 483.73. Failure to 
meet this standard has the potential to hinder 
facility response during an emergency which 
requires coordination and cooperation with local , 
resources available. This deficient practice 
affected 25 resident,;, staff and vi;itors on the 
date of the survey. The facility is currently 
licensed for 28 SNF/NF beds and had a census 
of 25 on the day of the survey, 

CFR reference: 
42 CFR 483, 73 
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E 016 Subsistence Needs for Staff and Patients 
ss~F CFR(s)'. 483,73(b)(1) 

[(b) Policies and procedures. [FacilltiesJ must 
develop and implement emergency preparedness 
policies and procedures, ba$ed on the emergency 
plan set forth In paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, 
and the communication plan at paragr:;,ph (c) of 
this section. The policies and procedures must be 
reviewed and updated "t least annually.J At a 
minimum, the policies and procedures must 
address the following: 

(1) The provision of subsistence needs for slaff 
and patients whether they evacuate or shelter in 
place, include, but are not limited to the following: 
(i) Food, water, medical and pharmaceutical 
supplies 
(U) Alternate sources o! energy to maintain the 
following: 

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

(B) Emergency lighting, 
(C) l'ire detection, extinguishing, and alarm 

$yStems. 
(D) Sewage and waste disposal. 

•tFor Inpatient Hospice at §41 B.113(b)(6)(iii):J 
Policies and procedures. 
(6) The following are additional requirements for 

· hospice-operated inpatient care facilities only. 
The policies and procedures must address the 
following: 
(iii) The provision of subsistence needs for 
hospice employ~& and patients, whether they 
evacuate or shelter in place, include, but are not 
limited to the following: 

(A) Food, water, medical, and pharmaceutical 

FOAM C:MS-2/;it:17(02-99) Prev!ou11 Verslor'18 Obsolete 
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E 015 E 015 i 
To ensure all residents have been identified 01/10/201 
and systemic changes are implemented, all 
Emergency Preparedness plans will be 

reviewed to ensure they are complete and 
cover all resident$, staff and volunteers 
which may be present in the faclll\y. 
To begin re-writing the entire Emergency 
Operations Plan will commence no later th, n 
January 10, 2018. The Plan will be reviewe 
and re-written throughout the year in a 
manner which directly refiects the Hazard 
Vulner~billty Assessment flow and will inclu je 
detailed instructions for Evacuation and 
Shelter In Place, to include supplies and 
pharmaceuticals for all residents, staff, and 
volunteers that may be in the facility at the 

time of the event. 
Corrective action tracking aM progress will 
be reported by the Facilities Director to the 
Interdisciplinary Committee monthly to 
ensure compliance, progress and monltorin 

If continuation sh(let Page 3 of 7 

r~/;p,r 
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E 015 ConUnwed From page 3 
supplies. 

(BJ Alternate souroes of energy to maintain the 
'following: 

(1) Temperatures to protec1 paYent health 
and safety and far the safe and sanitary storage 
of provisions. 

(2) Emergency lighting. 
(3) Fire detection, extinguishing, and alarm 

systems. 
(C) Sewage and waste di,;posal. 

This REQUIREMENT is not met as evidenoed 
by: 
Based on record review and interview, it was 
determined the facility failed to develop and 
maintain currant policies and procedures, to 
provide subsistence needs of residents and staff 
should they need lo evacuate or shelter in place 
during a disaster. Lack of subsistence policies 
limits the facility's abilily to provide continuing 
care and services for residents during an 
emergency, This deficient practice effected 25 
residents, staff and visitors on the date of !he 
survey. 

Findings Include: 

On 12/6/17 from 8:00 AM to 1:30 PM, review of 
provided policies and procedures for the facility 
revealed, medical and pharmaceutical supplies 
were not included in the subsistence plan for both 
residents and staff in the event of evacuation or 
shelter in place during a disaster. The facility did 
have provisions in place for food, water, and 
alternate sources of energy, 

Interview of the Physical Facilities Manager 
revealed the facility was currently in the process 
of updating these policies and procedures lo 
include medical and pharmaceutical supplies. 
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, Reference: 

42 CFR 483.73 {b) (1) 
E 022 Policies/Procedures for Sheltering in Place 
SS=F CFR(s): 483. 73(b)(4) 

{(b) Policies and procedures. The [facilities) must 
develop and Implement emergency preparedne$S 
policies and procedures, based on the emergency 
plan set forth in paragraph {a) of this section, risk 
assessment at paragraph (a)(1J of this section, 
and the communication plan at paragraph {C) of ' 
this section. The policies and procedures must be 
reviewed and updated at least annually. At a 
minimum, the policies and procedures must 
address the following:] 

(4) A means to shelter in place for patients, staff, 
and volunteers who remain In the [facility]. [(4) or 
(2),(3),(5),(6)1 A means to shelter in place for 
patients, staff, and volunteers who remain in the 
[facility]. 

·[For Inpatient Hospices at §41 B.113(1:>):] Pclicies 
and procedures, 
(6) The following are additional requirements for 
hospice-operated Inpatient care facilities only. 
The policies and procedures must address the 
following: 

(i) A means to shelter in place for patients, 
nospice employees who remain in the hospice. 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review and interview, I\ was 
determined the facility failed to provide a current 
policy and procedure for sheltering in place. Lack 
of a current policy and procedure for sheltering in 
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To ensure all residents have been identifiec 01110/201 B 
and systemic changes are implemented, al 

Emetgency Preparedness plans will be 
reviewed to ensure they are complete and 
cover all residents, staff and volunteers 
which may be present in the facility, 
To begin re-writing the entire Emergency 
Operations Plan will commence no later thar, 
January 10, 2018. The Plan will be revieweM 
and re-written throughout the year in a man ,er 
which directly reflects the Hazard 
Vulnerability Asaessment flow and will lnclu 'e 
detailed instructions for Evacuation and 

Shelter In Place, 
Corrective action tracking and progress will 
be reported by the Facilities Direc\or to the 
Interdisciplinary Committee monthly to 
ensure compliance, progress and monitorin l-
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E 022 1 Continued From page 5 

E 035 
ss~c 

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

Findings include: 

on 12/6117 from 8:30 AM to 1 :ao PM, review of 
provided policies, procedures and emergency 
planning records, failed to produce policies and 
procedures for sheltering in place. 

Interview of the Physical Facilities Manager 
revealed the facility ha~ verbally made plans for 
sheltering in place, but had not yet put it in writing, 

Reference: 

42 CFR 483.73 (b) (4) 
LTC and ICF/IID Sharing Plan with Patients 
CFR(s): 483.73(c)(8) 

[(c) The [LTC facillty and ICF/11D] must develop 
and maintain an emergency preparei:lness 
communication plan that complies with Federal, 
State and local laws and must be reviewed and 
updated at least annually.) The communication 
plan must include all of the fellowing; 

(8) A method for sharing information from the 
emergency plan, lhat the facility has determined 
is appropriate, wtth residents [or clients] and their 
families or representatives. 
lhis REQUIREMENr is not met as evidenced 
by: 
Based on reoord review and interview, it wes 

determined the facility failed to provide a current 
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The method for sharing information from th, 01/1812013 
emergency plan or actions will be added to 
the "resident handbook" no later than 1.10. 8, 
which is given to resident$ [or clients] and 
their families or representatives during the 
admitting process. 
All current residents [or clients] and their 
families or representatives will be given or 
sent a copy of the updated resident handbo ,k. 
Corrective action compliance will be 
reported by the Facilities Director to the 
Interdisciplinary Disciplinary Committee on 
a monthly basis. 
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plan for sharing information on the emergency 

f , plan with re$ldents, families or representatives. I Lack of a current plan for sharing information to ' i residents, families or representatives has the I potential to create confusion and lack of 
understanding of the facility's response during a 
disaster. This deficient practice could potentially 
affect 25 residents, staff anc1 visitors on the date 
of the survey. 

Findings include: 

on 12/6/17 from 8:30 AM to 1:30 PM, review of 
provided disaster and emergency policies and ' 
procedures revealed no documentation of a 
policy for shaling Information wtth residents, their 

, families or representatives. 

Interview of the Physical Facilities Manager 
revealed the facility had verbally made plans for 
the $haring of info,m<!ltion to residents, families or 
representatives, but had not yet put it in writing. 

Reference: 

42 CFR 483.73 (c) (8) 
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KOOO INITIALCOMMENTS 

The nursing facility is a Type V (111) structure, 
located on the upper level of a two story building, 
that is attached to the east end of the adjoining 
hospital. It is protected throughout by a complete 
automatic fire extinguishing system and a 
complete fire alarm system with smoke detection 
in corridors and open spaces. The nursing facility 
underwent a complete remodel and addition in 
1994. The nursing facility is currently licensed for 
28 SNF/NF beds. 

The facility was found to be In substantial 
compliance during the annual fire/life safety 
survey conducted on December 6, 2017, The 
facility was surveyed under the LIFE SAFETY 
CODE, 2012 Edition, Existing Health care 
Occupancy, in accordance with 42 CFR 483. 70, 
42 CFR 483.B0 and 42 CFR 483.65, 

The Survey was conducted by; 

Linda Chaney 
Health Facility Surveyor 
Faoillty Fire Safety & Construction 
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¥111 dates indicated are for the year 2017. i 
K 000 bisclaimer: Plan of oorreotion is being i 

bubmitted in accordance with specific regulatory 
fequirements. It shall not be construed as a 
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