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RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER 

Dear Ms. Heisler: 

On October 16, 2018, an Emergency Preparedness survey was conducted at Life Care Center 
ofldaho 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 Statement 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 (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 should sign the Statement 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; 

• 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. !fa 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 
November 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 yon 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 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 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 

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/lj 

Enclosures 
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(X1) Pf\OV!DER/SUPPLIEfl/CUA 
IDlaNTIFICATION NUMBER: 

135091 

(X2) MULTIPLe CONSTRUCTION 
A. BUILOING _______ _ 

B. WING _________ ~ 
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Printed: 10/21/2018 
FORM APPROVED 

0MB NO, 0938-0391 

(X3) DATe SURVEY 
COMPLETED 

10/16/2018 
NAM!= or ;,ROVIDER OR SUPPLIER 

LIFE CARE CENTER OF IDAHO FALLS 
STRISET ADDRESS, CITY, STA'fE, ZIP CODE 

' 2725 EAST 17TH STREET 
IOAHO FALLS, IO 83406 

......... (X'/)10""'" --- . "'-SOlllMARYSlA~EtrrOF·oEFTCllaNCleS 
PREFIX (ISACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATOR 

TAG OR LSC IDENTIFYING INFORMATION) 

E 000 Initial Comments 

LASORATO 

The facility is a single story Type V (Ill) building 
with partial baserpent, which is used far recorcjs 
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. It Is equipped with 
emergency backup power, supplied by a 
diesel-fired generator and is situated in a 
municipal fire district, with _both county and state 
emergency management support services 
available. currently the facility is licensed for 109 
SNF/NF beds with a census of 73 on the date of 
the survey_ 

The following deficiencies were cited during the 
annual Emergenc;:y Preparedness survey 
conducted on October 16, 2018. The facility was 
surveyed under the Emergency Preparedness 
Rule established by CMS, in accordance with 42 
CFR483.73. 

[(a) Emergency Plan. The [facility) must d(llvelc;,p. · 
and maintain an emergency preparedn·ess'plaii · 
that must be reviell:(ed, i,nd upclate<;I aq!i~ist 
annually. The plan mustilo-thli"fcillowiiig:J ·, 

(1) Be based on and include a documented, 
facility-based and community"based risk 
assessment, utilizing an all-hal'ards approach_• 

·-·-io 
PREFIX 

TAG 

EOOO 

·-· •-'J'R0\11DER'S1'tllltOPCORRsCTIOII- . 
(EACH CORREC'flVEACTION SHOULD BE 

CROSS•f<EFe!RENCiaP TO THE APPROPRIATE 
DEFICIENCY) 

This Plan of correction is 
submitted as required under 
Federal and State regulations 
and statutes applicable 10 Jong• 
term care providers. The Plan 
of correction does not 
constitute an admission of 
liability on art of the facility, and 
such liability is specifically 
denied, The Sllbmission of this 
Plan of Correction does not 
constitute agreement by the 
facility that the surveyors 
findings and/or conclusions 
constitute a deficiency, or that 
the scope and severity of the 

... --jlffi}-
OOMPLETION 

OATIE 

=~~-~"·:::~t:li 
¾!~'Y'T~Tn 1 '/,&:1 :; . 

. . :- ii ; .:. _; ,': ;,;;_ I; "~!l~ /. ,.:.,: :~.~ ;, 
.,, .,, · · 'ffl\1'!'8··2018 ' . ,,, '. ''"'" ,-. ~.,J~;;J:;;:i.:,' . . ,.,;,·· 

·, _,,.:leficien tement e mg with n terisk (*) denotes a eficiency which the im,titution may be excused from correcting roviding it is determined tliat 
otlfer safeguards rovide fticiant protection to thtii patients. (See instructions,) Except for nursing homes, the finding5 stated above are disclosab\o 90 days 
following the date ey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are ciisclosable 14 
days following the diitte these documl¼nts are made ov;;iilabte to the fai;ility, If deficiencies ara cited, an approved plan of correction is requisite to continued 
program participation. 

FORM CMS~.2587(02n99) f=Jrevlous Version~ Obsolete 09F721 If contit1L1.;itiQn aheet Page 1 of g 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

#4787 P. 003/010 

Printed: 10/21/2018 
FORM APPROVED 

0MB NO. 0938-0391 
STATEMENT OF DEFICIENCIES 
AND PLAN Or· CORRECT/ON 

(X1) PROVIDER/SUPPL/ER/CL/A 
IDENTIFICATION NUMBER: 

(X2) MLII.TIPI.E CONSTRUCTION 
A. BUILDING _______ _ (X3} DATE SURV~Y 

COMPLETcO 

-..._.,. 135091 B. WING _________ _ 
10/16/2018 

NAMI'! OF PRO\/lDER OR SUPPL/eR STREET ADDRESS, CITY, STArE, ZIP COPE 

2725 EAST 17TH STREET 
IDAHO FALLS, ID 83406 

LIFE CARE CENTER OF IOAHO FALLS 

()(4) ID 
PREFIX 

TAG 

E 006 

SUMMARY STATEMENT.OF PEflC/E~C/ES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATOR 

OR LSC IDENTIFYING INFORMATION) 

Continued From page 1 
•[For LTC facilities at §483.73{a){1):] (1) Be 
based on and include a docL/mented, 
facility-based and community-based risk 
assessment, utilizing an all-hazards approach, 
including missing residents. 

•[For ICFJIIEJs at §483.475(a)(1):] (1) Be based on 
and include a documented, facili!y-based and 
community-based risk assessment, utilizing an 
all-hazards approach, including missing clients. 

· (2i .Include strategies for addressing emergency 
eiii;,rits iilentified by the risk assessment. 

IP 
PREFIX 

TAG 

E006 

·pROV/OER'S PLAN OF CORRECTION . 
(EACH CORREC'f/Vl,ACT/ON SHOULD BE 

CROS$-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

E 006 
Specific Resident: No specific 
resident affected. 

Other Resident: Residents, staff 
and visitors present in the 
facility have the potential to be 
affected. 

Systemic Changes: Bonneville 
County Multi-Jurisdiction All 
Hazard Mitigation Plan and 
Bonneville County Emergency 

• [For Hospices at §418.113(a)(2):J (2) Include cc-:,;~ Operations Plan obtained and 

:'-../ 

s11,1tegies for addrei;sing emergency events ~, , Ni"'t· tv)ewed for comparison of the 
_ig~nti.fiedby the risk assessrrient, including the , 4J s ssment to 

. •.f'l1)itJ'<1gerp.~nt cif the consequences of .power s identified are 
··failures; natural-clisa$lers, ·and other emergenc1 site spec a,ard 
that would affect the hospice's ability to provide 204@nerability Anslysis will 

Ccjre, . . include facility and community 

:r:t ;JJ!.~;:,~:~tp:~'.~,j~~g[:/'.:~1(:;;;~;;;!:!f ~e/1:'j:A ILIT\f.. J ArJ~;~~;;~! ;;
0
~:t,v 

" ,,~J.J\11 S~J;f:::: .. 
mEi.nt;. . .. :_;-.( ·, · in emergency preparedness 
d ·.- . . manual that task occurred • 

. 1s·re' "f1"eii!1f~;-ff, 
. 

,,_-~' __ ·,u·rv·.· e;,y'_··.•.; __ ~ .. , , , "' Monitoring: Maintenance 
~ Director and/or designee will 

audit to ensure the Annual 
Ha2a,d Vulnerability Analysis 

·· · ':S :?i)'t:l~Afii16/18'fforn 8:30. 10:30:AM, review of includes facility based and 
· · · · · :, 1.tht(prilliided·•EiniE!i'gericy pl;ni; policies and community bas~d risk 

procedures, revealed the facili!y HVA (H~rd assessment analysis, 
Vulnerability Analysis) faffed to demonstrate 

(X,) 
COMPI-ETION 

OA't'e. 

11/19/2018 

FORM CMS-2567(02•99) Provfoij• Versions Obsolete OOF721 If ~nlinuation shoot PaQe 2 of 9 
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STATEMENT or, DEFICIENC1e$ 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER 

135091 

(X2) MULTIPLE CONSTRUCTION 
A, BUILDING _______ _ 

B. WINO ______ _ 

#4787 P.004/010 

Printed: 10/21/2018 
FORM APPROVED 

0MB NO. 0938-0391 
(Xa) DATe SURVEY 

GOMPUaTED 

10/16/2018 
NAME OF PROVIDER OR SUPP!.IER 

LIFE CARE CENTER OF IDAHO FALLS 
STREET ADDRESS, CITY, STATE, ZIP CODE' 

2725 EAST 17TH STREET 
IOAHO FALLS, ID 83406 

()(4) ID 
PREFIX 

TAG 

S•MMARYSTATEMENT OF·DEFICIENCIES 
{EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATOR 

OR LSC IDENTIFYING INFORMATION) 

E 006 Continued From page 2 
incorporation of a community based risk 
assessment, by utilizing relevant data from the 
local authority hazarcl mitigation plan. 

2) Interview with the facility Administrator 
rsvealed she hacl input the data of the HVA, but 
had not compared the 1.ocal mitigation plan and 
taken that into consideration when developing the 
facility plan risk assessment. 

Reference: 
42 CPR 483. 73 (a) (1) - (2) 

E 009 Local, Slaje, "(rj~al Colla~orimon P~ess 
SS=F CFR(s): 483. 73(a)(4) . 

[(a) Emergency-Plan. The [facility] must develop 
and mainl<!in anemergenjly:prepl!l_reclness plan 
that mustbe·~l(jel'!ljd,·and'Uj)dl)ted at least 
annually. The plan' must"do the 'following:] 

FORM CMS-2567(02-99) Previous Versions Obsolote 

IP 
PRE"IX 

TAG 

E006 

EOD9 

·p~OVIDER'Sf'LAN"OF GOR~C(,'TION 
(EACH CORRECTIVE ACTION SHOUl-0 BE 

CROSS-REFe~ENCED TO THEAPPROPRIATE 
DEFICIENCY) 

E009 
Specific Resident, No specific 
resident affected. 

Other Resident: Re$idents, staff 
and visitors present in tJie 
facility have the potential to l:>e 
affected. 

°"'' COMPl-JiHON 
OA\"e 

Systemic Changes: Executive 
Director (ED) and/or Facility 
Management will attend annual 
meeting with local fire marshal 
to review di$aster preparedness 
manual and facility risk 
assessment in effort to maintain 
an integrated response during a 
disaster or emeri:ency situation, 
Facility to keep documentation 
of facility's efforts to contact 
and contact completed with 
local fire marshal. Local fire 
marshal contacted and 
reviewed evaluation of recent 
community drill, 09/05/2018, 
with signature to 
verify/document collaboration 
was completed during 
preparation, live exercise and 
the evaluation. 

; . . :· . 

ED contacted !eastern Idaho 
Public Health vi• e"mail 
regarding disaster 
preparedness. E-mail response 
from Holly Peterson, Healthcare 
Liaison, confirming her 
facilitation-of the Regional 

NII;~ 
1.t' :.:f :,, '. ::: ; \t ~--': 
i 

! •, ',,:'.._; )f :-.·· 

09F721 If continuation shaat Po:1ge a of 9 
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isTATEMENT OF DEFICIENCIES (Xl) PROVIOER/SUPPLIER/OLIA I AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

135091 

(>Cl) MULTIPLE CONSTRUCTION 
A. BUILDIN<l _______ _ 

a, WING ________ _ 

#4787 P. 005/010 

PriMcd: 10/21/2018 
FORM APPROVfP 

0MB NO. 0938·0391 

(X3) DATE SURVEY 
COMPLETED 

10/16/2018 
NAMe OF PROVIDER OR SUPPLIER 

LIFla CARE: CE:NTER OF IOAHO FALLS 
STREET ADDRESS, CITY, STATE, ZIP CODE 

2725 EASY 17TH STREET 
IDAHO FALLS, ID 83406 

(X4) ID 
PREFIX 

TAG 

E 009 
SUMMARY STA'FEMEN·'l'·OF OEFIGISNCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULi. REGULATOR 
OR LSC IDENTIFYING INFORMATION) 

Cantin ued From page 3 
the local emergency preparedness agency at 
least annually lo confirm that the agency is aware 
of the dialysis facility's needs in the event of an 
emergency. 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review, it was determined the 
facility falled to document collaboration with local, 
tribal, regional, Slate and Federal EP Officials and 
integrated emergency response efforts. Failure 
to. devi;,lop a_collaborative pla,:ming effort with 
m.ulti-jurls.dictional entities, has· !he poti:mtial to 
limit the facilities options d• tl\19 a disaster. This 
deficient practice affected 73 .residents, staff and 
visitors on the date of the survey. 

Findings include: 

On 10/16/18 from 8:30 AM-12:30 PM, review of 
provided policies, procedures and the emergency 
plan, failed to establish documentation indicating 
coll{IPOJ'ative lnvolveme!)I with -IQ.Qii!I, tribal, . 

ID 
PREFIX 

TAG 

E009 

PROVIDER'S PLAN OF CORRECTiON 
(EACH CORRECTNEACTION SHOULD BE 

Cf{OSS-REFER~NCED TO THE APPROPRIATE 
DEFICIENCY) 

Healthcare Coalition (HCC). ED 
and/or facility management will 
attend local Regional 
Healthcare Coalition at a 
minimum of bi-annually with 
first conference scheduled 
11/tS/18. 

Monitoring: ED and/or 
designee to audit the 
attendance at the upcoming 
Regional Healthcare Coalition, 
November 15, 2018, to ens~te 
facility ED and/or facility 
management iS present. 

IX6/ 
COMPLe1'ION 

PATF, 

11/19/2018 

. reglhi;iija_f·w~te,:l'!ntd· Fe,~~f~liE.fl :p'f_f\9i~%.iF19,J~qirjg . 
· sue· :tnvo1vem.E)11 . • , • • , . . .... 
-oi'"n.,tfiili'iail6fili1,ij ·:: \~'.~.-.:_-;·,~~-·.> · \.' '. 1.1f1~;~ !X,f2,{,;,,,,,,,_'.~_··.•. ~.:.:_._··.·.: .. .. ., .. -~-~' -)~-~~;-~,-,., 

,, ,, ... ,,~·02;f ;f lt~::~1~~tJJ)~;~~i~!,;}I :;~i;j§j~,~:;i,"~· .. -· · ,,,-... 
SS=b 'CFR(s); 483.73(b)(Bj . .. · · · '"''{ ,:· -·,, . 

[(bl Policies. and: pr~4res. T:M'{faci!ltlesJmµr;.t 
de~e_liJf) and lq,_pl!3rneo,t. el'i),~~,eni/¥-Jirepar('idhe$s 
pol1c1es and pro.ce<;11.1res, ,jjas®,o.nlhe 
i!ryi~r,9illi:i?Y,j:il~rj s,e.tfqf!h,i~•plriiijriP.h (~);Of t~is 
s,ect1on, risk asseissmentat,p_a!zjg'raph,(a}(1) c,f 
this section, aiid·the comm,.m1i:iatfbn plan .at 
parii~faj:ih (6) of this s&tii:iil~ Th'e':r;ioliciri'lh:md 
procedures must be reviewed arid updated at 
least annually. At a minimum, the policie$ and 

FORM CMS-2567(02-99) Previous Versions Obsolete 
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COMPLETED 

10/16/2018 
NAME OF PROV!PER OR SUPPLIER 

LIFE CARE CENTER OF IDAHO FALLS 
STReer ADDRESS, C!iY, STATE. 2!P COD!:; 

. 2725 EAST 17TH STREET 
IDAHO FALLS, ID 83406 

()(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENf OF'OeFICiENCIES. 
(EACH DEFICllaNCY MUST BE PRECEDED BY FULL REGU!.ATOR) 

OR l.SC IDsNTIFYING INFORMATION) 

E 028 Continued From page 4 
procedures must address th<, folloWing:J 

(8) ((6), (6)(C){iv), (7), or (9)] The role of the 
[facility] und<,r a waiver declar<,d by the Secretary, 
in accordance With section 1135 of the Act, in the 
provision of care and treatment at an alternate 
care site identified by emergency management 
officials. 

•[For RNHCls at §403.748(b);] Policies and 
procedures. (8) The role of the RNHCI under a 
waiver declared by the Secretary, in accordance 
with section 1135 of Act, in the provision of care 
at an alternative care site identified by emergency 
management officials. 
This REQUIREMENT is not met as evidenced 
by; 

-...__,• Based on-record review and interview, it was 
determined the facility failed to document their 
role 1,mder an 1135 waiver as declared by the 
Secretary and the provisions of care as required 
under this .~otio_n if idemifle(j by emergi;ncy 
mar\agemei:it i)fficiallo. Failure to plan f\lr alternate 
rn~-~i\~OfRisil~ and':!h,il r6ie:4'.nil!c!r ,en 1135._waiver 

'h~$'ifi.);e,jjb,~~Jfal,t6:J1f,ii'it,lffe'~iJ1iy:o;ptl(ins'd1:1tjng an 
,f·et·Eih · ;TtiisdefJc·et·t:'ractioe . tentii!ill .. m .. , .s, -W•> .. ,,.) 9-J?" ... _pp. · .· - Y 
ll!ffei,r;l~;~ltt)!?Jl(S!,JIT\lll}tJiuJ :'i\Jl}IIIJ\llWOf'~~ for 

10· 
PREFIX 

TAG 

E:026 

PROVIDER'S Pl.AN OF'CORRECTION 
(ISACH CORRECTIVISACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
.. , DEFICIENCY) .... 

E026 
Specific Resident: No specific 
resident affected. 

Other Resident: Residents, staff 
and visitors present in the 
facility have the potential to be 
affected. 

Systemic Changes: "1135 
Waiver-At A Glance" and 
"Requesting an 1135 Waiver" 
documents obtained/printed 
from Idaho Department of 
Health and Welfare website and 
placed in Emergency 
Preparedness Manual to 
clocument facility's role under 
1135 waiver as declared by the 
Secretary and the provisions of 
care as required under this 
action if identified by 
emergency;ma'nagement 
officials. 

i. 

. th,~,'?~; i;efti'!~N;l ! ~Ji;i!t~g~!1J!,lt9'f;~ei.i~~r.t ,on the .. . ' .. 
• , .- -'""'"'~ ,.!f1:1ti1!,.o'f,th!il'.SJa!fi)'.ey,,!Jqp9:_,t'ilnr.i;m\!:1JV:ai1,;il;ile;surge • • :· .,,,.,.,~s;;w; ,.,, ,.,, •. ;, 

. heeds ofthe'ccirnmunJiy''clurfn!;la\'Jisaster. 

Monitoring: Maintenance 
Director and/or desJgnee will 
audit the annual review of the 
facility's Emergency 
Preparedness Program {EPP) to 
include documentation of the 
facility's role·under an 1135 
waiver. 

Findings include: 

On 10/16/;18 .. from 8:,\0 ,10:S.0AM, revi<¼WOflhe 
p_roi.iided ~meigency plan, pofiqies and . 
procedures, did not-demonstrate the role of the 
facility under the declaration Of an 1135 waiver, 
should that condition be enacted by the 
Secr.,1ary. 

(X5l 
COMPLHION 

DA'fE 

11/19/2018 
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E 026 Continued From page 5 
Interview of the Administrator revealed she was 
not aware the facility had not included any 
policies or procedures on the role assumed by 
the facility under an 1135 waiver, 

Reference: 
42 CFR 483.73 (b) (8) 

E 031 Emergency Officials Contact Information 
SS=D CFR(s): 483. 73(c)(2) 

f(O) The [facility) must cjevelop ancl maintain an 
emergency preparedness communication plan 
that complies with Federal. State and local laws 
and must be reviewed ancl updated at least 
annually.) The communication plan must include 
all of the .following: 

(2) Contact information for the following: 
(i) Federal, State, tribal, regional, and focal 

emergency preparedness staff. 
(ii) Other sources of assistance. 

'[For LTC·Facili!ie!l iiit:§48~.73(c):J (2) Contact 
inform.i/iPU jpr the.15!].lgW,irig: . 
(I) Feqi:1~1, Stat$;"fjtijil;'f'fgli.'>Oal, or local 
eml!lrgfii)PfpreJlilri:iM~~fo.\aff, 

.. ,o 
PREFIX 

TAG 
. ' ·, .. " 

E026 

E 031 

(ii} Th_e ,ij~te Uqe,M!i\~i~tj\:f<Certificalii::m Agency. 

~t!ta~%4~f&tm;,ii,}r,}.~c~P:T~IIJ1 f-~~~ . ,,,, ;, , ;S/;,. , .•. 

(iv) Othet·sources of assistance. 

•[For ICFJIIOs at §483.47-5(0):J (2) Contact 
inform!ltiQn for !he .f/il!owii'ig: 
(i) Fed~?llilS#!(i;i/\i-Jpij!;).r~ior'ial, and local 
emergency ptep,itegfieliisstaff. 
(ii) Other s.ources ofa~_s.is~nce. 
(iii) The state Liq(insing.and .Certification Agency. 
(iv) Th~ sttiil:i 'Prdte'd!,oif"and Advocacy Agency. 
This REQUIREMENT · is· not niet as evidenced 
by: 

FORM CMS-2567(02-99) Previous Veraions Oboolote 

PR.OVIDER'S PlAN OF CORRECTION 
(EACH CORR!aCTIVE ACTION SHOULD SE 

CROSS-REFERENCED TD THEAPPROPRIATE 
DEFICIENCY) 

E03l 
Specific Resident: No specific 
resident affected. 

Other Resident: Residents, staff 
and visitors present in the 
facility have the potential to be 
affected. 

Systemic Changes: Current 
contact information obtained 
an<l clocumentatlon updated to 
reflect accurate contact for 
Idaho Department of Health 
and Welfare in the facility's 
Emergency Preparedness 
manual, 

()($) 
COMP UH ION 

DA'J'E: 

Monitoring: Maintenance 
Director and/or deslgnee will 
audit the annual EPP review to 
include reviewing and/or 
updating commu~i~ations lists 
an~ pl\one numbers. 

,--·.~\;:· ~'.;:-.. :.~4-f:~~~~-.) i~ 

' 
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,,·,". 

(X4) ID 
PREFIX 

TAG 

E 031 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGUI.ATOR~ 

OR LSC IDENTIFYING INFORMA,iON) 

Continued From page 6 · · 
Based on record review, the facility failed to 
ensure current contact information for emergency 
management officials and other resources of 
assistance was provided in the emergency 
communication plan_ Failure to provide 
information for resources available to the facility 
has the potential to hinder facilily responi,e and 
contit'Juity of care for the 73 rei,idents, staff and 
visitors in the facility on the date of the survey, 

Findings include: 

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

Reference: 
42 CFR 483.73 (c) (2) 

E 036 . EP Training and Testing 
SS=D CFR(s): 483.73(d) 

(d} Train1ng and testing. The [facility] must 
deV1'ilop and maintain an emergency 
preparedness ttainirig and testing program that Is 

ID 
PREFIX 

TAG 

E031 

E036 

based. on the 8.1!1!!.tliti!i:ipy plan i,et f9rtt) In . . , . . 
· · · ·. · pata§miiW(a) i>fthji!fsejj!fon;,r,sk·a~sessriiehtat·" "'"~•"•·"'"· ·· "'· 

paragraph (a)(1) of this section, polioi<:>s <1nd 
procedures <1t paragraph (b) of this section, and 
the communication plan at paragraph (c} of this 
section. The training and testing program must 
be reviewed and updated at feast annually. 

*[For ICF/110s at §483.475(d):J Training and 
testing_ The ICF/110 must develop and maintain 
ah emergency preparedness training and testing 
program that is based on the emergency plan set 
forth in paragraph (a) of this section, risk 

FORM OMS-~567(02•99) Previous Versions Obsolete 

PRO\/IDER'S·PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRIA:re 
.. DEFICIENCY) 

E036 
Specific Resident: No specific 
resident affected. 

Other Resident; Residents, staff 
and visitors present in the 
facility have the potential to be 
affected. 

Systemic Change; "Emergency 
Preparedness Program 
Compliance Calendar'' 
completed for annual training 
requirements including follow 
up testing to determine staff 
knowledge of presented 
information. Will conduct 
training at next all staff 
meeting, November 14'" 2018, 
followed by testing 
documentation to determine 
staff knowledge of the 
education presented. 
Documentation of 
demonstrating knowledge will 
be present for all facility 
employees annually and upon 
orientation for new employees 
for the EPP. 

Monitoring: ED and/or 
. Maintenance Director to audit 

presence of documentation 
regarding testing for 
demonstration knowled$e for 
active fa<ility employees/newly 
hired employees regarding EPP 
weekly for 12 weeks. 

(XiSJ 
CQMPl..1:moN 

OA'rE 

li/19/2018 

I I 
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! (X6) -
/ COMPl.i:;TiON 

•A're 

E 036 Continued From page 7 · 
assessment at paragraph (e)(1) of !his section, 
policies and procedures at paragraph {b) of this 
section, and the communication plan al 
paragraph (c) of this section. The training and 
testing program must be reviewed and updated at 
least annually. The ICF/IIP must meet the 
requirements for evacuation drills and training at 
§483.470(h}. 

"[For ESRP Facilities at §494.62(d):] Training, 
testing, and orientation. The dialysis facility must 
develop and maintain an emergency 
preparedness training, testing and patient 
orientation program that is based on the 
emergency plan set forth in paragraph (a) of this 
section, 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 ls not met as evidenced 
by; . . 
B.iised ·on record review and ,intervH;1w, it was 
. ~e!~rn:iiriecl 1i,e ta6/1i1,y:i'.illeit to provide ·an 
e!iiej'g.,noy·'.j:irep tr,i[niiig and teetirig program. 
4.1!:l(o(a fai;/U!Y eii11>r9<'incy training and teiiting 
P'BQ.rarr,qovery~g th~_eii,ergency,preparfldn~ss 
plahif;pollelEilS anr.1-procedures, -has ·the potential lo 
hio.d'er.-staff r,;,sponse · during a disaster. This 
defidi!:mt pra_i;ilice affected 73 residents, staff and 
visitors on the date of the survey. 

i::indil'l9$ inch/de, 

On 10/16/18 from 8:30 - 10:30 AM, review of 
provid.ed emMgency plan, policies and 
procedures,· along With associated inservices, 
fo(iM no documentation demonstrating the facility 
had a current testing program for staff based on 

FORM CMS-25a7(02-99) Previous Versions Obsolete 

E036 

09F721 I( contlnuauon sheet Pti{!e 8 of 9 



11/14/2018 08: 11 

DEPARTMENT OF HEALTH ANO HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 
STATEMEN"i OF DEFICIENC/E.8 
ANO PLAN OF CORRECTION 

' '·,..,__/ 

(X1) PROVIDER/$UPPLIER/CLIA 
IDENTIFICATION NUMBER: 

135091 

(X2) MULTIPLE CONSTRUCT!ON 

A BUii.DiNG ___ ~----

B. \fY!NG _________ _ 

#4787 P. 010/010 

Printed: 10/21/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE; SU(WEY 
COMPLETl::0 

10/16/2018 
NAME OF PROVIDER OR SUPPl.lEI< 

LIFE CARE CENTER OF IOAHO FALLS 
• STREET ADDRESS, CITY, STATE, ·ZIP CODe 

2725 EAST 17TH STREET · 
IDAHO FALLS, ID 83406 

(X4) 10 i · SUMMARYSTATEMENT OF DEFICIENCIES i 
PREFIX i(c'.ACH DEFICIENCY MUST BE PRECEDED BY FULL REGLII-ATOR'r; 

TAG OR LSC IDENTIFYING INFORMATION) 

E 036 Continued Fror'll ._page 8 
training conducted over the contents of the 
emergency plan (EP). 

Interview of 3 of 3 staff members conducteq on 
10/16/18 from 1:30-2:46 PM, established the 
facility had not yet implemented a testing program 
for staff on the contents of the EP. Further 
interview with the Staff .Development Coordinator 
established he had not yet implemented any 
testing program for the staff knowledge of the EP. 

Reference: 
42 CFR 483.73 (d) 

!'.!ORM CMS-2567(02-$9) Preview? Versions Obsolete 

ID 
PREFIX 

TAG 

E036 

PROVIDER'S PLAN-of CORRECTION 
(EACH CORRECTIVE.ACT/ON StiOULD BE 

CMSS-REFERENCED TO THE APPROPRIATE 
DEFIClllNcY) 

(X5) 
COMPI-HION 

DATE 
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C.L. "BUTCH" OTTER- Governor 
RUSSELL S. BARRON- Olrector 

October 29, 2018 

Briar Heisler, Administrator 
Life Care Center ofldaho Falls 
2725 East 17th Street 
Idaho Falls, ID 83406-6601 

Provider#: 135091 

ID AH 0 DEPARTMENT OF 

HEALTH & WELFARE 
TAMARA PRISOCK-ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

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 
Ofldaho 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.?0(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. 

Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
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(X4)ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY 

OR LSC IDENTIFYING INFORMATION) 

K 000 INITIAL COMMENTS 

The facility is a single story Type V (Ill) 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 

ID 
PREFIX 

TAG 

KOOO 

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

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

TITLE 

(XS) 
COMPLETION 

DATE 

(X6) 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 disclosab!e 90 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 disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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