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Briar Heisler, Administrator
Life Care Center of Idaho Falls
27725 East 17th Street

Idaho Falls, ID 83406-6601

Provider #: 135091

RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Ms. Heisler:

On October 16, 2018, an Emergency Preparedness survey was conducted at Life Care Center
of Idaho Falls by the Department of Health & Welfare, Bureau of Facility Standards to
determine if your facility was in compliance with 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 Statemnent of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid 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 should sign the Staternent of Deficiencies and Plan of Correction, CMS-2567
Form in the spaces provided and return the originals to this office.
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Your Plan of Correction (PoC) for the deficiencies must be submitted by November 12, 2018.
Failure to submit an acceptable PoC by November 12, 2018, may result in the imposition of civil
monetary penalties by December 3, 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;

o 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;

o 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,

o 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 November 20,
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
November 20, 2018. A change in the seriousness of the deficiencies on November 20, 2018,
may result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
Nevember 20, 2018, includes the following:

Denial of payment for new admissions effective January 16, 2019.
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.
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We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on April 16, 2019, 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 comphance. 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 October 16, 2018, 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 im 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

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 November 11, 2018. If your request for informal dispute
resolution is received after November 11, 2018, the request will not be granted.
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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/j
Enclosures
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DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A, BUILBING COMPLETED
A 135091 B. WiNG 10/46/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIF CODE
LIFE CARE GENTER OF IDAHD FALLS 2725 EAST 17TH STREET
IDAHO FALLS, 1D 83406
TTTEEITTT T TSUMMARY STATEMENT OF DEFICIENGIES D ~~—PROVIDER'S PLAN UF CORRECTION ™ = —{ = rm—iéfjreereps
PREFIX  [EACH DEFICIENCY MUST BE PRECEDED BY FULL REGUIATORY]  PREFX {EACH CORRECTIVE ACTION SHOUILD BE GC'M,;}FE N
TAG OR LS [DENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 000| Initial Comments E 000
The facility is & single stary Type V (i} building
with partial basement, which is used for records
storage and houses the facillly water heaters,
The facility was huiit in 1978 with a major :
renovation completed in 1998. The facility is fully This Plan of correction s '
sprinklered with a new-asrnoke detection system subrnitted as required under !
installed throughaout in 2011. It is equipped with Federai and State regulations ;
emergency backup power, supplied by a and statutes applicable ta long-
diesel-fired generator and is situated in a term care praviders. The Plan
municipal fire district, with both eounty and state of Corraction does nat
emergency management support services canstitute an admission of : ‘ o
available. Currently the facility is licensed far 108 liability on art of the facility, and :
i te of s : !
ENFINFEbeds with a census of 73 on the da such liability is specifically
© SUrvey. denied, The subplssion of this
‘ The following deficiencies were cited during the Plan of Correctian does not
Y annual Emergency Preparedness survey constitute agreement by the

;) E

$8=D

oa'és

| annuaily. The plan must.do the'fallowing:]

conducted on Octoher 16, 2018. The facility was
surveyed under the Emergency Preparedness
Rule established by CMS, in accordance with 42
CFR 483.73.

‘me Survey was condticted by;

CFR(s): 483.73(a)(1)-(2)’

{(a) Emergency Plan. The [faciilty] must: davaiap
and maintain an emergéncy preparedness plan-
that must be reviewad, and updated at least

(1) Be hased on and include a documeanted,
facility-based and community-based risk
assessment, utifizing an all-hazards approach.”

bian Based on Al Hazaédé Risk Assassmant |~

facllity that the surveyars
findings and/or conclusions
constitute a deficiency, or that
the scope and severity of the
deﬁciencies cited are correctly

LABORATDL

‘ o
Efﬁéfaafeguards rovida

following the data

aficien

PRLT

AR

R PROVIDER/

REPRESENTATIVE'S SIGNATURE

(%) PATE

b1 /2019

TITLE

2

terment ending with &n dsterisk {*) Vdenates a de eficiency whigh the insfitulion may be excused frem gorresting [:rowdmg it is datermined that

tficiant protection to thes patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 9¢ days
ey whather o¢ not a ptan of correction is provided, For nursing homes, the abova ﬁndings anc plans of eorrection are disclosable 14

dayz {olfowing the data these documents are made available to the fagility, if deficiencies are cited, an appraved plan of copection is raguisits to confinued
program panicipation.

FORM CMS.-3587(02-09) Pravious Versians Ohsolete

09F721

If eontinuation shest Page 1 of §
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Printed: 10/21/2018
FORM APPROVED
OMB NO . 0838-0341

‘6/18_ i B 30 - 10 30.-AM, review of
-provided:emergency plan, pchmas and

' 'prncedures revealed the facifity HVA (Hazard

Vulnarability Analysis) failed to damaonstrate

STATEMENT OF BEFICIENCIES  |(X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUGTION (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
L 135091 8. WING 10/16/2018
NAME OF PROVIDER QR SUPPFLIER STREET ADDRESS, CITY, STATE, ZIF: GCODE
LIFE CARE CENTER OF IDAHO FALLS 2725 EAST 17TH STREET
IDAHO FALLS, ID 83406
) 1D " SOMMARY STATEMENT OF DEFICIENGIES D 'PROVIDER'S PIAN OF GORRECTION - (48)
PREFIX ((FACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (FACH CORREESTIVE ACTION SHOULD BE COMPLETION
TAG OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENGY)
E 006: Confinued From page 1 E 008
*[For LTC facilities at §483.73(a)(1):] (1) Be E 006
based on and include a documented, Specific Resident: No specific
facility-based and community-baged risk resident affected,
assessment, utifizing an all-hazards approach,
including missing residents, Other Resident: Residents, staff
and visitors present in t
“[For ICFHID at §483.475(2)(1);] (1) Be based on Faciity have the cotentio to be
and inclide a documented, facllity-based and affected .
community-based risk assessment, utilizing an ’
. s approach, includin sing clients.
a“ hazards app g missing ol Systemic Changes: Bonhaville
(2 Include strategies for addressing emergency County Multi-Jurisdictian Al
events identified by the risk assessment. Hazard ri\fmgatmn Plan and
Banneville County Emergency
* [For Hospices at §418.113(a)(2):] (2) Include Operations Plan obtained and
sirategies for addressing emergency events - eulewed for comparison of the
Ideintifed by the risk assessment, inciuding the %‘ sk Bsdessment to ’ o
N |management of the conéequences of power A‘ db identified are 11/19/2018
' failiures, natural disasters, and other emergenci . site specifig’ Hazard
Lh;; would affect the hospice's ability to provide NOVIO & 2gtnerability Analysis wil
_ include facility and community
IREMENT is not met as ev:dence% based risk assessment in the
onneville Country

Mults—Juns ictian Ali Hazard
Mitigation Plan review for
tomparison.

Written documentation placed
in emergency preparedness
rmanual that task octurred.

Manitering: Maintenance
Director and/or designee wiil
audit to ensure the Annua)
Hazard Vuinerabifity Analysis
includes facility based and
community based risk
assessment analysis,

If eontinuation shoot Page 2 of @
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO._0938-0301
STATEMENT OF DEFICIENCIfS (X1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (%) DATE SURVEY
AND PLAN OF GORRECTION RENTIFICATION NUMBER: A. BUILDING GOMPLETER
N 135091 B. WING 1016/2018 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
LIFE CARE CENTER OF IDAHO FALLS 2725 EAST 17TH STREET '
IDAHO FALLS, 1D 83406
Yo 1 SUMMARY STATEMENT OF DEFIGIENCIES - 1D PROVIDER'S FLAN DF CORRELTION {x8)
PREFIX J(EAGH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY]  PRBEIX {EACH CORREGTIVE AGTION SHOULP BE COMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
E 008: Continued From page 2 E 006
incorporation of & community based risk EQ0S
assessment, by utilizing relevant data from the Specific Resident: No specifi
local authorily hazard mitigation plan. resident affected.
2} Interview with the facility Administrator Other Resident: Residents, staff

revealed she had input the data of the HVA, but
had not compared the local mitigation plan and
tzken that into consideration when developing the

and visitors present jn the
facitity have the potential to be

facility plan risk assessment. affected.
Reaference: Systemic Changes: Executive
42 CFR 483.73 (a) {1)~ (2) Director (ED} and/or Facility

E 009/ Local, State, Tripal Collaboration Process E 008 Management wifl attend annual

meeting with local fire marsha)

88=F) GFR() 483 73 to review disaster preparedness

{(8) Emergency-Plan. The {facility] must develep manual and facility risk _
v and maintain an emergency preparadness plan assegsment in effort to maintain
— that must be reviewed, and: updated at least an integrated response during a
annually. The plan must do the follnwmg 1 disaster or emergency situation,

Facility to keep documentation
of facility’s efforts to contact
and contact completed with
\ lncal fire marshal. Local five
“s| marshal contacted and
reviewed evatuatioh of recent
community drifl, 03/05/2018,
1 with signature to ’
verify/dacument collaboration
was completed during
preparation, live exarcise and
the evaluation.
ED contacted Eastern ldaho
Pubilic Health via e-mail 3
regarding disaster i
preparedness. E-mail response
from Holly Peterson, Healthcare

[EIeT: Liaison, canfirmting her
participation in collaboratwe and tooperative facilitation-of the Reglonal

planning efforts, The dialysis facility must contact

FORM CMS-2567(02-08) Pravious Versions Obasiste DOF721 If continuation shast Page 3 09
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIGIENCIES (%) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRLCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED
" 135081 B, WING 10/18f2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, ZIP CODE
LIFE CARE CENTER OF IDAHO FALLS 2725 EAST 17TH STREET

IDAHO FALLS, ID 83408

X4 1D  pesCUMMARY STATEMENT OF DEFICIENGIES - [ 1D PROVIDER'S PLAN OF CORREGTION XE)

PREFIX [(EACH DFFICIENGY MUST RE PREGEDED BY FULL REGULATORY,  PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE
S S SR T } : DEFICIENCY)
E 009| Continued From page 3 E Q09
the Incal emergency preparedness agency at Healthcare Coalitian (HCE). ED

least annually to confirm that the agency is aware

of the dialysis facility's needs in the event of an andfor facility management wil

attend local Regional

emergency. "
This I?{EOUIREMENT i not met as evidenced Healthcare Coalition ata
by: minimum of bi-annually with
. -| Based on record review, It was determined the first conference scheduled
facility falled to document coliaboration with local, 11/15/18,
tribai, regional, State and Federal EP officials and
integrated emergency response efforis. Fafiure Moanitoring: ED and/ar 2018
to develop a collaborative ptanning effart with tesignes to audit the ;w1
muiti-juriedictional entifies, has the potential to attendance at the upcoming
limit the facilities oplions duilbg a disaster, This Regional Healthcare Caalition,
dgaﬁclent practice affected 73 residents, staff and November 15, 2018, ta ensure
visitors on the date of the survey, facility ED and/or facility

Findings inciude: management is present.

~—~ On 10/16/18 from 8:30 AM - 12:30 PM, review of
pravided policies, procedures and the emergency
pian, failed to establish dooumentation indicating
collaborative involvament with Togal, tribal,
_ regionaf State and Federal ERoffitials mc}udlng
{ suchi 'vo[vemantas; par : i

ﬁl “é@lgf“*-‘

i B0 RS Waiis
89=0) GFR(S): 483 ?S(b)fﬂ)

[(h) Policies and procedures. Q'{fECIIitIeS} must
davelo;a and implemar}t Bindrgency preparédnass
polices and pracedures, b the
gmergency plan get for Adraph-(a).of this
section, risk assessme A aragm’ . (a)ﬁ ) of
this sgction, ahd the cammumcaunn pIan at
pzirdgraph (6) of this s&ton: The jpiliciés and
procedures must be reviewed and updated at
isast annually, At & minimum, the palicles and

FORM CMS-2867(02-95) Previous Versions Obsolste OBF721 if continuation sheet Page 4 of 9
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DEPARTMENT OF HEALTH AND HUMAN SERVICES i
CENTERS FOR MEDICARE & MEDICAID SERVICES c DMgOh?g%%gFé%\ég?
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF GORRECTION ENTIFICATION NUEMBER: A. BUILDING ma)ggaifﬁurgg Y
Ny 135001 B, WING 10/16/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CI'TY, STATE, 2IP CODE
LIFE CARE CENTER OF IRAHO FALLS - 27258 EAST 17TH STREET
: IDAHO FALLS, ID 83408
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES - PR : COR| 5
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY)] PRJI?FEX (EAC[? 35523%’;3239%%“@585&“% COMELETION
TAG OR LSC IPENTIFYING |NFQRMATIDN) TAG CROSS-HEFERENCED TO THE APPROFRIATE Date
- : e . . ., . - DEFICIENGY)
E 026 Continued From page 4 E 026
procedures must address the following:] EO26
(8) [(6), (B)CHiv), (T, or (8)] The role of the Specific Reside‘nt: No specific

Ifacility] under a waiver declared by the Secretary, resident affected.

in accordance with section 1135 of the Act, in the

provision of care and treatment at an alternate Other Resident: Residents, staff
care site identified by emergency managemsant . and visitors present in the
officials. facility have the potential to be
affected,

*[For RNHCIs at §403.748(b):] Policias and
procedures. (8) The role of the RNHGH under a Systemic Changes: "1135
waiver declared by the Secretary, in accordance ar- -

‘ = c I & Waiver-At A Glance” and
with saction 1135 of Act, in the provision of care M . -

A ) | Reguesting an 1135 Waiver"

at an alternative care site identified by emergency | - : ;

. ; documents abtained/printed
management afficials. ' from idahe Department of
This REQUIREMENT is i
b}?: is ot met as evidenced Health and Welfare website and

Ll Based on record review and interview, it was placed in Emergency

determined the facility failed to document their Preparedness Manual to
role under an 1135 waiver as declared by the document facility’s role under
Becretary and the pravisions of care as required 1135 walver as declared by the
under this action if identified by emergency . Secretary and the provisions of
managemant wffi c;ia!s Eaifire to plan for alternate care as required under this

 meahgofiGdre and the roje:under an. 1136 waiver o _ action if identified by

hﬂ % ﬁﬂl‘fﬂ kil fé 'QFFIIQHS dunng an _ emergency management

officials.

e it Monitoring: Maintenance :
PR SRR AP piractor and/or designee will
audit the annual review of the

facility's Emergency
Preparednass Program (EPP) to

Boed Lo
e <

Findings include:

On 10/16/48.from 8:30 ~10:30 AM, review of the include documentation of the
provided emergency ‘plan, policies and facility’s role-under an 1135
prqcedures, did not-dentonstrate the rale of the waiver.
facility under the dactaration of an 1135 waiver, )
should that condition: be enacted by the ST 11/19/2018
Secretary. R

FORM CMS-2567(02-88) Pravious Versions Obsalete 09F721 if continuation sheat Page 5 of
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RPrinted:
FORM APPROVED
OMB NO, 08380351

.| This REQUIREMENT 'Is not met as evidenced

(i) Federal, State, tribal, regional, and Incal
emergency preparedness staff.
(i) Othar sources of assistance.

*[For LTC Facifities at: §483 73((:) 1 {2) Contact
follg

(i) The Office;d
Omblidsman,
(iv) Qther sources nf assmtance

L

“[For ICRAIDS at §483.475(c)] (2) Contact
information for the fallowing:

(i) Federal; St Hibs
smergency prepai
() Other saurces of ass:stanue

{iify The State Lactansm an.d Gertification Ageney.
() Tha State’ Pmtactlan ‘and'Advocacy Agency.

by:

Y

STATEMENT OF DEFICIENGIES  |(X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X8) DATE SURVEY
AND BLAN QF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
~_ 135091 B. WING {10i16/2014
NAME OF PROVIDER OR SUPPLEER. STREET AﬁDRESS. CITY, STATE, ZIP CODE
LIFE CARE CENTER OF IBAHC FALLS 2725 EAST 17TH STREET
' IDAHO FALLS, ID 83408
(x4 ID " BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION X8)
PREFIX  |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (BAGH GORRECTIVE ACTION SHOULD BE ‘GOMrfkfg 10N
TAG OR LSC IPENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
. L _ . ) DEFICIENCY) | -
E 026; Continued Fram page 5 E 025
Interview of the Administrator revealed she was
not aware the facility had not included any
policies or prosedures on the role assumed by
the facility under an 1136 waijver.
Reference:
42 CFR 483.73 (b) (8) En31
E 031| Emergency Officials Contact Information E 031 Specific Resident: No specific
s8=D] CFR(s); 483.73(c)(2) resident affected,
[(¢) The [facility] must develop and maintain an Other Resident: Residents, staff
smergency preparedness communication plan and visitors present in the
that complies with Federal, State and local laws facility have the potential ta be
and rmust be reviewed and updated at least affected.
annually.] The communicafion plan must include
all of the following: Systernic Changes: Current
. contact information obtained
~— (2) Coniact information for the following:

o J}i};;('.' [T T

and documentation updated to
reflect accurate contact for
idaho Department of Health
and Welfare in the facility's
Ermergency Preparedness
manual.

Maonitoring: Maintenance
Director and/or designee will
audit the annual EPP review to
include reviewing and/or
updating communications fists
and phong numbers.

1‘;. ’19, ?_013

FORM CMS-2587{02-99) Pravious Varsions Obgalate

e
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Printed: 10/21/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES © OMB NO_0928-0381
STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUSPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION JIDENTIFIGATION NUMBER: A BUILDING ‘ COMPLETED
™ 135091 B. WING A0MGI2048
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
LIFE CARE CENTER OF (DAHO FALLS 2725 EAST 17TH STREET '
IDAHO FALLS, ID 83406 .
(XD ) SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (35)
PREFIX [[FACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE CAMPLETION
TAG OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENGED T0 THE APPROPRIATE
. . _ DEFICIENCY) ,
E 031 Contmued From page 6 _ - ED31
Based on record review, the faciiity failed to €036
ansure current contact information for emergency Specific Resident: No specific
management officials and ofher resources of resident affectad.
assistance was provided in the emergency
communication plan. Failure ta provide Other Resident: Residents, staff
inforrmation for resources available to the factity and visitors present in the
has fche' potential to hinder facili!ty response and facility have the potential to be
continuity of care for the 73 residents, staff and affected.

visitors in the facility an the date of the survey,
o ) Systemic Change: “Emergenc
Findings include: Preparedness Program seney
Compliance Calendar”
completed for annuai training
requiremeants including follow
up testing 1o determine staff
knowledge of presented

On 10/16/18 from 8:30 - 10:30 AM, review of the
emergency plan, policies and procadures,
revealed the plan Emergency Contact List located
on page 4 in Chapter 5, had left the number for
the State |Licensing and Gettification Agency

. blank. information, Will conduet
S~ training at next all staff
Reference: meeting, Novembar 14 2018,
42 CFR 483.73 (o) (2) followed by testing
E 036, EP Training and Testing E 038 decumentation to determine
§5=D| CFR(s): 483.73(d) staff knowledge of the
education presented.
(d} Training and testing. The [facility] must Documentation of
develop and maintain an emergency demonstrating knowledge will
preparedness training and testing program that is ke present for all facility .
1 based onihe: amarganey plan set forth in o employees annually and upon
") petagrARh(a) b this section; risk dssessmaiit at -asviea b e pin o employees |
paragraph (a)(1) of this section, policies and for the EPP.
procedures at paragraph () of this section, and
the commusicafion plan at paragraph (c) of this Manitering: ED and/or

section. The training and testing program must

be reviewed and updated at least annually. . Maintenance Director to audit

presence of documentation

*[For ICF/Ds at §483.475(d):] Training and regarding testing for

testing. The ICFAID must develap and maintain demanstration knowledge for

an emergency preparedness training and testing active facility employees/newly :
program that is basad on the emergency plan set hired employees regarding EPP 11/19/2018
forth in paragraph (a) of this section, risk weekly for 12 weeks, { l

FORM CMS-2567(02-69) Pravieus Versions Obsalets 0aF721 f continuation shest Page 7 of 8
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FORM ARPROVED
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p—

STATEMENT OF DEFICIENCIES (X1) PROVIDEFUSUPPLIER/CLEA
AND PLAN OF CORRECTION [BENTIFICATION NUMBER:

138091

(X2) MULTIFLE CONSTRUCTION X3} DATE SURVEY
A. BULDING

B. WING

COMPLETED

10/16/2018

NAME OF PROVIDER OR SUPFLIER
LIFE CARE CENTER OF IDAHO FALLS

STREET ADDRESS, CITY, STATE,-ZIP CODE

2725 EAST 17TH STREET
IDAHQ FALLS, ID 83406

.

(¥4) 1D
TAG

SUMMARY STATEMENT OF DEFICIENGIES
OR LEC 1BEMTIFYING INFORMATION)

. I
FREFIX |(EAGH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY,

i8]
FREFIX
TAG

PROVIDER'S PLAN OF CORARECTION i (X6} -
(EACH CORRECTIVE ACTION SHOULD RE } GOMPLETION
CROSS-REFERENCED TQ THE APPROPRIATE Al
DEFICIENGY)

E 036

Continued From page 7 -

assessrment at paragraph (a)(1) of this section,
policies and procedures at paragraph (b) of this
section, and the communication ptan at
paragraph (c) of this section, The training and
tesiing program must be reviewed and updaiad at
least annuaily. The ICFAID must meet the
requirements for evacuation drills and training at
§483.470(h).

*[For ESRD Facllities at §4984.62(d):] Training,
testing, and orientation. The dialyzis facility must
develop and maintain &n emergency
preparedness fraining, testing and patient
orientation program that is based on the
emergency plah sat farth in paragraph (a) of this
sectipn, risk assessment at paragraph (a){(1) of
this section, policies and procedures at paragraph
(b) of this section, and the communication plan at
paragraph (c} of this section. The training, testing
and orientation program must be reviewed and
updated at least annually.

This REQUIREMENT ig not met as evidenced
b

Based on record revigw and.intervigw, it was

determingd the fadility falled to provide an
B
Lackivfa faciity émergency tralning and testing

mergency-prep training-and testing pragram.

program:covering the emefgency:preparedness

plan;:policies and procedures, has the potentjal to

hinder:staff response during a disaster. This
deficient pragtice affectéd 73 residents, staff and
vigitors .on the date of the survey.

Findings inclide:

On 10/16/18 from 8:30 - 10:30 AM, review of
provided emgrgency plan, policies and
procedures, along with associated inservices,
fotind ho documentation demonstrating the facility
had a current testing program feor staff based on

E 036
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) Prnted: 10/21/2018
REPARTMENT OF HEALTH AND HUMAN SERVICES . : FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION : IDENTIFICATION NUMBER; A BUILDING . COMPLETED

s 135091 B. WING — 10/16/2018
NAME OF PROVIDER OR SUPPLIER ' " STREET ADDRESS, GITY, STATE, ZIF CODE ‘
LIFE CARE CENTER OF {DAHO FALLS 2725 EAST 17TH STREET - '
IDAHO FALLS, ID 83406
ey |- SUMMARY STATEMENT OF DEFICIENCIES iD ! PROVIDER'S £LANQF CORRECTION (x5)
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; GOMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE
DEFICIENGY)
E036; Continued Fram page 8 E 038

training conducted over the contants of tha
erneargency plan (EP).

tnterview of 3 of 3 staff members conducted on
10/16/18 from 130 - 2:48 PM, established the
facility had not yet implemented a testing program
for staff on the contents of the EP. Further
intarview with the Staff Development Coordinator
established he had not yet implemented any
testing program for the staff knowiedge of the EP.

Reference:
42 GFR 483,73 (d}

FORM CMS-2557(02-69) Previous Versions Obsolets 0ar721 IF cantinuation shect Page 9 of 9



I DAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER - Govemor TAMARA PRISOCK— ADMINISTRATOR
RUSSELL S. BARRON- Director DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, RN, RH.LT., Chief

BUREAU OF FACILITY STANDARDS

3232 Elder Street

P.0. Box 83720

Boise, ID §3720-3009

PHONE 208-334-6626

FAX 208-364-1888

October 29, 2018

Briar Heisler, Administrator
Life Care Center of Idaho Falls
2725 East 17th Street

Idzho Falls, ID 83406-6601

Provider #: 135091

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER LETTER

Dear Ms. Heisler:

On October 16, 2018, a Facility Fire Safety and Construction survey was conducted at Life Care Center
Of Idaho Falls by the Bureau of Facility Standards/Department of Health & Welfare 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. Your facility was found to be in
substantial compliance with Federal regulations during this survey.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, which states that the
facility complies with the requirements of CFR 42, 483.70(a) of the federal requirements. This form is
for your records only and does not need to be returned.

Thank you for the courtesies extended to us during the survey. If you have any questions, please contact
this office at (208) 334-6626, option 3.

Sincerely,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/j
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CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 10/21/2018
FORM APPRQVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

135091

(X2} MULTIPLE CONSTRUCTION
A, BUILDING 02 - ENTIRE BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

10/16/2018

NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF IDAHO FALLS

STREET ADDRESS, CITY, STATE, ZiP CODE

2725 EAST 17TH STREET
IDAHO FALLS, ID 83406

(%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

OR LSC IDENTIFYING INFORMATION)

(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|

] PROVIDER'S PLAN OF CORRECTION

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TC THE APPRCPRIATE
DEFICIENGY)

DATE

K 000

INITIAL COMMENTS

The facility is a single story Type V (lll} building
with partial basement, which is used for records
storage and houses the facility water heaters.
The facility was built in 1978 with a major
renovation completed in 1998. The facility is fully
sprinklered with a new smoke detection system
installed throughout in 2011. Currently the facility
is licensed for 109 SNF/NF beds with a census of
73 on the date of the survey.

The facility was found to be in substantial
compliance during the annual Fire/Life Safety
survey conducted on October 16, 2018. The
facility was surveyed under the LIFE SAFETY
CODE, 2012 Edition, Existing Health Care
Occupancy in accordance with 42 CFR 483.70
and 42 CFR 483.65.

The Survey was conducted by:
Sam Burbank

Health Facility Surveyor
Facility Fire Safety & Construction

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

{XB) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nussing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation.
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