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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER 
LETTER 

Dear Mr. Clegg: 

On September 24, 2019, a Facility Fire Safety and Construction survey was conducted at 
Creekside Transitional Care and Rehabilitation 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 one that comprises a pattern 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. 
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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. 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 October 16, 2019. 
Failure to submit an acceptable PoC by October 16, 2019, may result in the imposition of civil 
monetary penalties by November 7, 2019. 

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 October 29, 
2019, (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 
December 23, 2019. A change in the seriousness of the deficiencies on November 8, 2019, may 
result in a change in the remedy. 
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The remedy, which will be recommended if substantial compliance has not been achieved by 
October 29, 2019, includes the following: 

Denial of payment for new admissions effective December 24, 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. 

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your 
provider agreement be terminated on March 24, 2020, 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 September 24, 2019, 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: 
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http://healthandwelfare.idaho.gov/Providers/ProvidersF acilities/StateF ederalPrograms/NursingF a 
cilities/tabid/ 4 3 4/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 October 16, 2019. If your request for informal dispute 
resolution is received after October 16, 2019, 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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DEPARTMENT OF HEALTH ANO HUMAN SE:RVICE;S 
CE TERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCll;;S 
ANO PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIE:RICLIA 
IDENTIFICATION NUMl!!ER: 

135125 
NAME! OF PROVIDE;R OR SUPPLIER 

CREEKSIDE TRANSl1lONAL CARE ANO REHABILITATION 

(X4)I0 
PRr=itlX 

TAG 

SUMMARY STATEMENi OF DE;f'IOIENCIES 
(EAGH DEFICIENCY MUST Bl;; PRECEOeD BY FUI.L 

RE;GUI.ATORY OR LSC IOE:NTIFYING INf"ORMATION) 

K 000 INITIAL COMMENTS 

The fac{llty is a Type V (Ill) construction, single 
story with a partial second floor completed in 
March 1997. The second floor is only utillzed for 
staff meetings, training and storage. The facility is 
fully sprinklered and has a complete fire alarm 
system with smoke detection throughout. The 
Essential E:lectrical System is supplied by a diesel 
powered, on-site automatic generator with an 
annunciator and emergency stop, The facllity is 
currently licensed for 139 SNF/NF beds and had 
a census of 105 on the dates of the survey. 

The following deficiencies were cited during the 
annual fire/life safety survey conducted on 
September 23 - 24, 2019. The facility was 
surveyed under the LIFE SAFETY CODE, 2012 
Edition, Existing Health Care Occupancy, In 
accordance with 42 CFR 483.70. 

The suiveyor conducting the survey w$s:., . 
,';;: 

Linda Chaney 
Health Facility Surveyor 
Facility Fire Safety and Construction 

K 353 Sprlnkler System ~ Maintenance and Testing 
SS=D CFR(s): NFPA 101 ' 

Sprinkler System - Maintenance and Testing 
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire 
Protection systems. Records of system design, 
maintenance, inspection and testing are 
maintained in a secure location and readily 
available. 
a) Date sprinkler system last checked 

;208 # 2/ 8 

PRINTED: 10/02/2019 
F'ORM AP.PROVED 

0MB NO. 0938-0391 
(X2) MULTIPLE CONSiRUCTION (XS) OATS. SURVEY 

COMPLETeo A. BUILDING 01 - ENTIRE BUILDING 

6.WING 09/24/2019 

ID 
PRE;FIX 

TAG 

STRE:ET ADORE:$$, CITY, STATE, ZIP CODI:! 

1351 WES1' PINE: AVENUE 

MERIDIAN, 10 83642 
PROVIDER'S Pl.AN OF CORREC1'ION 

(EACH CORRECTIVEAC1'10N SHOULD Be 
CROSS-REFERE!NCED ro THE; APPROPRIAiE 

DE~ICIENCY) 

KOOO 

K353 

This /'fan o/Corrccllan is /he center's credible 
allegation of ,;ompllanca. 

F'rcparalion and/al' execution of/his plan of oorroclion 
does not r.:ons//Ulld admlsaion or agrectncnl by the 
provider of/he truth of lhcfc/lJ/s alleged or conalusions 
sciforlh In the statatnenl ofdeflcienclcs. The plan,.,, 
correction is prepared and/ar executed ,rolcly baaauae 
ii Is required by the pravl.vlons of fad oral and ,rtate law. 

K- 353 Sprinkler System: 

l, On 9/26/2019 Jim Scholl called 
Viking Automatic and scheduled 
for the spriokler pendants to be 
replaced, Viking is scheduled to 
replace tho pendants the week of 
10/21/2019 according; to codo .md 
regulations, 

All residenrn, staff and visitors 
have the potential to bo affected by 
this deficiency. 

3.. The affected sprinklers will be 
replaced on the dates outlined in #1 
and the facility will introduce an 
auditing sy::;tems to ens'UI'o the 
sprinkler system stays within and is 
maintained according to :federal 
and state regulation, 

4. Aside from the existing quarterly 
and annual fire inspection being 
performed from "Viking" 
maintenance supervisor/designee 
will perform a routine 

(XG) 
COMPI..IITION 

DA1'E 

SUPPLIER RSPRESENTATIVl;;'S SIGNATURE! TITLE 

AdM.i .... , 
Any deficiency statement en with an aat risk (") denotes a deficiency which the Institution may be excused from correcting providing It Is etermlned that 
other safeguards provide sufficient protection to the patients. (Sea Instructions.) Except for nursing hOmes, the findings stated above are disclosabls 90 days 
following the date of survey whether or not a plan of correction Is provided. Fer nursing homes, the above findings and plans of correction are disclosable 14 
days fellowing the date these documents are made available to the faclllty. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 

FORM CMS•2667(02-99) Pnavlous Vel'1llcns Obsolell!I Event ID:Ce0K21 Facility ID: MOS001860 If continuation sheet Page 1 of 7 



10-16-19;04:14PM;Creekside 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS f=OR. MEDICARE & MEDtCAID SERVICES 

STATl;Mi;NT OF OEFICIENCIES 
ANO PLAN OF CORR.E;CTION 

(X1) PROVlDER/SUPPLIER/CLIA 
IDl;NTIFICATION NUMBER: 

13$125 
NAME OF PROVIOER OR SUPPLIER 

CREEKSIDB TRANSITIONAL.. CARE AND REHABILITATION 

(X4) ID 
PRE;f!X 

TAG 

SUMMARY STATEMENT OF OEF'ICIENCl!::S 
(E;ACH OEFICll:!NOY MUST BE PRECEDED SY FULL 

REGULATOIW DR LSC IDENTIFYING INFORMATION) 

K 353 Continued From page 1 

b) Who provided system test 

c) Water system supply source 

Provide in REMARKS information on coverage for 
any non-required or partlal automatic sprinkler 
system, 
9.7.6, 9.7.7, 9.7.8, and NFPA25 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observation and interview, the facility 
failed to ensure fire suppression system pendants 
were maintained free of obstruction such as paint 
or corrosion. Failure to maintain fire sprinkler 
pendants frae of obstructions could hinder 
system performance during a fire event. This 
deficient practice affected staff in the kitchen on 
the dates of the suNey. 

findings include: 

During the facility tour conducted on September 
231 2019, from approximately 1:00 PM to 4:00 
PM, observation of the dishwashing area in the 
kitchen revealed two (2) corroded sprinkler 
heads. When asked, at approximately 1 :30 PM, 
the Mal ntenance Director stated the facility was 
not aware of the corroded heads. 

Actual NFPA standard: 

NFPA25 

5.2.1 Sprinklers. 
5.2.1, 1"' Sprinklers shall be inspected from the 
floor level annually. 
5.2.1.1.1" Sprinklers shall not show signs of 
leakage; shall be free of corrosion, foreign 

FORM CMS-25t37(02-99) Previous Versions Obiaolete Event ID:CE!0K21 

;208 # 3/ 8 

PRINTED: 10/02/2019 
FORM APPROVED 

0MB NO. 0938-0391 
(X2) MULTIPLE CONS'tRUCTION (X3) DAil:; SURVEY 

OOMPLE!TED A. BUILDING 01 • ENllRE; EIUILDING 

13.WING 

10 
PRE!FIX 

TAG 

09/24/2019 
STREET AODRESS, CITY, STATE, ZIP CODE 

1351 W~Sl' PINE AVENUE 

MERIDIAN, ID 8384~ 

PROVIDER'S PLAN OF CORRECTION 
(i;;ACH CORRECiNE ACTION SHOULD SE 

CROSS-REFl?'.RENOED TO TH5 APPROPRIATE 
Dl=:PICIENCY) 

(Xs) 
COMPLETION 

DAT!; 

K353 
This Plan of Correction Is lhc center's erodible 
allegation of compllt1nce, 

Preparation andlot execution of this plan of corMcllon 
does not constitute adml.1sion or agreement by the 
ptovider ofllte 1/'Ulh of tl1fl./acts alleged or conclusions 
.ret/ar/h In thu tlalement ofdcjlaiencie.r, 771a plan a/ 
corfaclian l,v prepared and/or executed solely Q(!C(IUsa 
it is tv,;qulrcd by the provls/o/lS of federal and stale law, 

audit/irupection of the sprinlder 
pendants to onsure they aro free 
from obstruction and debris along 
with ensuring the pendants are not 
out of date. Audit will be 
performed monthly ot1-going. 
Audits will begin the week of 
10/21/2019. Report findings to QA 
monthly. 

5. Date o£complianao is l0/28/2019, 

Facility ID: MDS001850 If continuation sheet P-,ge 2 of 7 
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Dl::PARTMENi OF HEALTH ANO HUMAN SERVICES 
CENTERS f!:OR MEDICARE & MEDICAID SERVICES 

STATEMgNT OF Ocl"ICIENCIE!S 
ANO PLAN OF CORRl::CTION 

(X1) PROVIDER/SUPPLIBR/C~IA 
IDEN1IFlCATION NUMeeR: 

135125 
NAME! OF PROVIDER OR SUPPLIER 

CRBI=KSIDE TRANSITIONAL. CARE AND REHABIL.lTATION 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT OF' OEiFICleNCll::S 
(l;ACH bEFICIE!NCY MUST ae l"RcCEDE;O BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

K 353 Continued From page 2 
materials, paint, and physical damage; and shall 
be installed in the correct orientation (e.g., 
upright, pendent, or sldewall). 
5.2.1. 1.2 Any sprinkler that shows signs of any of 
the following shall be replaced: 
(1) Leakage 
(2') Corrosion 
(3) Physical damage 
(4) Lass of fluid in the glass bulb heat responsive 
element 
(S)"'L• ading 
(6) Painting unless painted by the sprinkler 
manufacturer 

K 363 Corridor ~ Doors 
ss:;:g CFR.(s): NFPA 101 

Corridor - Doors 
Doora protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
ha:z:ardous areas resist the passage of smoke 
and are made of 1 3/4 inch solid-bonded core 
wood or other material capable of resisting fire for 
at least 20 minutes. Doors In fully sprinklered 
smoke compartments are only required to resist 
the passage of smoke. Corridor doors and doors 
to rooms containing flammable or combustible 
materials have positive latching hardware. Roller 
latches are prohibited by CMS regulation. These 
requirements do not apply to auxiliary spaces that 
do not contain flammable or combustible material. 
Clearance between bottom of door and floor 
covering is not exceeding 1 inch, Powered doors 
complying with 7,2.1.9 are permissible if provided 
with a device capable of keeping the door closed 
when a force of 5 lbf is applied. There is no 
impediment to the closing of the doors. Hold open 
devices that release when the door is pushed or 
pulled are permitted, Nonrated protective plates 

;208 # 4/ 8 

PRINTED: 10/02/2019 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MUI.TIPLl:l CONSTRUCTION (X3) CAii!, SURVE!Y 

COMPLETE!D A. 13UILOING 01 - ENTIRe BUILDING 

B, WING _________ _ 
09/24/2019 

ID 
PRl;FIX 

TAG 

STREBT ADDRESS, CITY, S1ATI::, ZIP cooe 
1251 Wl::ST PINE!AV~NUE 

McRIDIAN, ID 83642 

PROVIDER'S PLAN OF' CORRECTION 
(J;ACH CORRE:CTIVEACilON SHOULD BE 

CROSS-REFER!;NCE:0 TO i'HE; APPROPRIATI; 
OEiFICIE!NCY) 

K353 

K363 

'TIiis Plan of Correction Is the center's credible 
(1/[egaflon of comp/lance, 

Pt11paratlo11 and/or axecution of this plan of correction 
does not constilul,t admission or agreement by the 
provider of the truth ojthefacir al/egad or conclus/ons 
setforth In Iha .rtatement ofdeflclam,/e.r, T/1e plan of 
corteclion ts prepared and/or v:ecuted solely because 
it iv requlrad by the pr()v/slons offcdBral and .state law, 

K- 363 Corridor-Doors: 

1. On 9/26/2019 Jim Scholl called 
Door Service ofldaho and 
sohc::dulc::d for the doors to rooms 
#205 and #303 to repair or 
replaced the resident room doors 
tho week of 10/21/2019 to bring 
them into complianco, 

2. All residents, staff and visitors 
have the potential to be affected by 
this dofi.cieIJ.cy. 

3. The affected resident doors will be 
replaced or repaired on the dates 
outlined in #1 and the facility will 
introduce nn auditing systems to 
ensure that all resident dooi:s 
remain within and is maintained 
according to federal and state 
regulation. 

{X~) 
COMl'LETION 

01\TE 

FORM CMS,:?587(02•1l9) Previous Versions Ol)ij<;ilete Event ID! CEOK21 Facility ID: MOS001850 If contlouation sheet Page 3 of 7 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STA'J'eMENT OP OEFICIENCll;S 
AND PLAN OP CORRECTION 

(X1) PROVIOER/SUPPLIE:R/CLIA 
IOENTIFICATlON NUMBER: 

135125 

NAME! OF' PROVIOER OR SUPPI.IER 

CREEKSIDE TRANSITIONAL CARE AN• REHABILITATION 

(X4)10 
PREFIX 

TAG 

SUMMARY STAT!M~T OF OE!FICIENCIES 
(EACH Dl;flCIENCY MUST ee PRECEDED av FULL. 

REGULATORY OR LSC IOENTll'YING INFORMATION) 

K 363 Continued From page 3 . 
of unlimited height are permitted. butch doors 
meeting 19.3,6.3.6 are permitted. Door frames 
shall be labeled and made of steel or other 
materials In compliance with 8.3, unless the 
smoke compartment is sprinklered. Fixed fire 
window assemblies are allowed per 8.3. In 
sprinklered compartments there are no 
restrictions in area or fire resistance of glass or 
frames in window assemblies. 

19.3.6,3, 42 CFR. Parts 403,418,460,482,483, 
and 485 
Show In REMARKS details of doors such as fire 
protection ratings, automatics closing devices, 
etc. · 
This REQUIREMEN'f Is not met as evidenced 
by: 
eased on observation, operational testing, and 

interview the facility failed to maintain doors that 
protect corridor openings. Failure to maintain 
corridor doors could allow smoke and dangerous 
gases to pass freely, preventing defend in place. 
This deficient practice had the potential to affect 3 
residents and staff on the dates of the survey. 

Findings Include: 

During the facility tour on September 23, from 
approximately 1:00 PM to 4:00 PM, obseNation 
and operational testing of two resident room 
doors revealed gaps between the face of the door 
and the frame of the door that exceeded 1/2" 
when fully closed. Resident room #205 had an 
approximately 3/4" gap, and resident room #303 
had an approximately 5/8" gap. When asked, at 
approximately 3;00 PM, the Maintenance Director 
stated the facility was unaware of the door gaps. 

Actual NFPA Standards: 

;208 # 5/ 8 

PRINTED: 10/02/2019 
FORM APPROVED 

0MB NO. 0938-0391 
(X2) MULTIPLE CONSTRUC'J'ION (Xa) DAT!; SURVEY 

OOMPLe~D A, BUILDING 01 • cNTIRE BUll+DING 
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ID 
PREFIX 

TAG 

$TRl;ET AODRess, CITY, STATE, ZIP cooe 
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PROVI05R'S PLAN OF OORREiCTION 
(EACH CORRECTIVE ACTION SHOULD B! 

CROS$-~EFERENCEO TO 'J'HE APPROPRIATE 
OEiFICIENCY) 

K363 
This Plan afCarnu:tlon Is the center's credlbld 
allegation of compliance, 

Ptepar(1//on and/or execution o/thfs pliitz afcarrectfon 
doas not can,ffilute admission or agreemeflt by the 
provider of/he trulh ofthefacts aiteued or conclwi'ons 
setfarlh ill the statdment of deflcl,;nclcs, The plan of 
correction is prepared and/or executed sol,;/y because 
It is requlrttd by tha provisions a//(ldcral and state law. 

4. Maintenance/designee will audit 
the facility monthly to ensure that 
all ,:esldent doors am maintained 
according to federal and stat1;i 
regulation. Aud.its will begin the 
week of 10/l 6/2019 and any 
negative findings will be reported 
monthly to tho faciHty QA 
committee. 

5, Date ofcompHance is 10/28/2019. 

(XS) 
COMPLETION 

DATE: 

Event ID; QE;OK21 F11clllty 10: MDS001850 If continuation sheet P:!lge 4 of 7 
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DEPARTMl:;~T OF HEALTH AND HUMAN SER.VICES 
CENTERS ~OR MEDICARE & MEDICAID SERVICES 

(X2) MULTIPLE: CONSTRUCTION 

;208 # 6/ 8 

PRINTED: 10/02/2019 
FORM APPROVED 

0MB NO. 0938~0391 
STATEME:NT OF CE:FICIE.NCIE$ 
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(X~J DATE SUF'iVE:Y 
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REGULATORY OR I.SO IDENTIFYING INFORMATION) 

K 363 Continued From page 4 

NFPA 101 
19.3.6.3"" Corridor Doors, 
19,3.6.3.1 * Doors protecting corridor openings in 
other than required enclosures of vertical 
openings, exits, or hazardous areas shall be 
doors const~uoted to resist the passage of smoke 
and shall be constructed of materials such as the 
following: 
(1) 1-3/4 in, (44 mm) thiok, solid-bonded core 
wood 
(2) Material that resists fire for a minimum of 20 
minutes 

K 511 Utilities M Gas and Electric 
SS.:::iE CFR(s): NFPA 101 

Utilities M Gas and Electric 
Equipment using gas or related gas piping 
complies with NFPA 64, National Fuel Gas Code, 
electrical wiring and equipment compiles with 
NFPA 70, National Electric Code, Existing 
installations can continua in service provided no 
hazard to life, 
18.5.1.1, 19.5.1.1, 9,1,1, 9.1.2 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, the facility failed to ensure 

safe electrical installations in accordance with 
their listed assemblies and those requirements 
under NFPA 70. Use of relocatable power taps 
(RPTs) outside of those defined in the referenced 
standard, UL 1363, has the potential to expose 
residents to risks of electrocution and arc fires. 
This deficient practice affected 12 residents and 

FORM CMS-:!587(02•89) PMVI0Uij Ver.ilons 01:lSOltllt$ event ID;CE!0K21 

B,WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, 2'.IP CODE 

1351 Wl:;$1' PINE AVENUE: 

MERIDIAN, 10 83642 

09/24/2019 

PROVIDER'S PLAN OF OORRE;CTION 
(EACH CORRECTIVE ACTION SHOUL,O 61! 

CROSS-REFERJ;NCE!O TO iHE: APPROPRIATI'.!. 

(Xlll 
OOMPLEiTION 

DA'l'E 
DEFICIENCY) 

K363 

K 511 

'11,is Plan "f Corrac//on is /he center\~ crcdlbla 
allegation ofcampliam:e, 

Preparation and/or execution of this plan ofcarre.cllo11 
doas not canslitute P.dmlssfon or ttgteement by the 
provider qfthc truth aflhefacts alleged or cane/us/om 
set/otth in 1/ze statement of dcjlr:J/encies, The plan of 
correction Is prcpatcd and/or execute{/. solely because 
it Is requited by the provisions offcdetal and state law. 

K-511 Utilities- Gas and Electric: 

1. On 10/24/2019 Jim Scholl 
(Maintenance Director) completed 
an audit of the facility to identify 
any additional issues with the 

' improper use of electric 
reccptaolos, cables and proper nso 
of electric appliances. Any issues 
were resolved immediately. 

2. All r1;i~ddents, staff and visitors 
have the potential to be affected by 
this deficiency. 

3. All staff in the facility will be 
educated on the facilities policy on 
electric receptacles, cables and 
proper use of electric appliances. 
EducaHon will be finalized by 
10/24/2019. 

4. Maintenance/designee will audit 
the facility monthly to otl.$lll'e the 
proper use of eleotdoal receptacles 
and olcctrio appliances, Audits will 
begin the week of 10/16/2019 and 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STAiEMENT OF DEFICI£;;NClli!S 
AND PLAN OF CORRECTION 

(X1) F'ROVIDER/SUPPLIERICLIA 
IDeNTIFICATION NUMBER: 

135125 
NAME OF PROVIDER OR SUPPLl!:;R 

CREEKSIDE TRANSITIONAL CARE AND RE:HABILITATION 

(X4)ID 
PRF!FIX 

TAG 

SUMMARY SiATeMENT 01" oeFICl5NCIE:S 
(EACH OE!FICIE;NCY MUST BE; PReC!:DED BY FULL 

RfGULATORY OR I.SC lbE:NTIFYING INFORMATION) 

K 611 Continued From page 5 
staff on the dates of the survey. 

Findings include: 

During the facility tour conducted on September 
23, 2019, from approximately 1 :00 PM to 4:00 
PM, observation of installed electrical systems 
revealed the following: 

1.) The beauty salon had two extension cords 
connected in series, (daisy chained), being used 
to power a salon hair drying chair, 
2.) Room number 210 was using an extension 
cord. 
3.) Nurse Unit managers office had a fridge 
plugged Into a Relocatable Power Tap (RPT). 

Actual NFPA standard: 

NFPA 70 

110.2 Approval. The conductors and equipment 
required or permitted by this Code shall be 
acceptable only if approved. 

Informational Note; See 90.7, Examination of 
Equipment for Safety, and 110.3, Examination, 
Identification, Installation, and Use of Equipment. 
See definitions of Approved, Identified, Labeled, 
and Listed. 

110,3 Examination, Identification, Installation, and 
Use of Equipment. 
(A) Examination. In Judging equipment, 
considerations such as the following shall be 
evaluated: 
(1) Suitabillty for Installation and use in conformity 
with the provisions of this Code Informational 
Note: Suitability of equipment use may be 

;208 # 7/ 8 

PRINTED: 10/02/:2019 
FORM APPROVED 

OME! NO. 0938-0391 
(X2) MULTIPLE; CONSTRUCTION (X3) OArE; SURV!Y 

COMPLE:TEO A. BUILDING 01 - ENTIRE 13UILDING 

B,WING 09/24/2019 

ID 
PRE;FIX 

TAG 

STRE!Ei ADDRESS, Cl'N, STATE, ZIP CODE 

1351 WEST PINE AVENUE 

MERIDIAN, ID 83642 

PROVIOE:R'S PLAN OF CORReCTION 
(eACH CORRECTIVE ACTION SHOULD 8E 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K511 

This P/cm of Correotloh is the center!r credible 
al/egatlon of compliance, 

Preparation and/or ~xaculicm of th~r plan qf dor'Taclian 
docs not camtitule admisston or agreement by t/iq 
provider ofthc truth aftlu1Jacts alleg'1d or conclusions 
set forth in the slalemellf qfdqfio/cnales. The plan of 
correction Is prepared and/or eJ;(?C!,1/ed solely because 
II Is required by the provisions of federal and state law. 

any nega.tive findings will be 
reported monthly to the facility QA 
committee. 

5. Date ofcompHnnce is 10/28/2019, 

(X5) 
COMPLlaTION 

OATI: 
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K 511 Continued From page 6 

Identified by a description marked on or provided 
with a product to Identify the suitability of the 
product for a specific purpose, environment, or 
application. Special conditions of use or other 
limitations and other pertinent information. 
Suitability of equipment may be evidenced by 
listing or labeling, 
(2) Mechanical strength and durabllity, including, 
for parts designed to enclose and protect other 
equipment, the adequacy of the protection thus 
provided 
(3) Wire-bending and connection space 
(4) Electrical insulation 
(5) Heating effects under normal conditions of 
use and also under abnormal conditions likely to 
arise In service 
(6) Arcing effects 
(7) Chas$!fiCation by type, size, voltage, current 
capacity, and specific use 
(8) Other factors that contribute to the practical 
safeguarding of persons using or likely to come in 
contact with the equipment 
(B) Installation and Use. Listed or labeled 
equipment shall be Installed and used in 
accordance with any instructions included in the 
listing or labeling. 

;208 # 8/ 8 

PRINTED: 10/02/2019 
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I DA H 0 DEPARTMENT OF 

HEALTH &WELFARE 
BRAD LITTLE - Governor 
DAVE JEPPESEN- Director 

October 3, 2019 

Trent Clegg, Administrator 
Creekside Transitional Care and Rehabilitation 
1351 West Pine Avenue 
Meridian, ID 83642-503 l 

Provider#: 135125 

TAMARA PRISOCK--ADMINISTRA TOR 
DIVISION OF LICENSING & CERTIFICATION 

DEBRA RANSOM, R.N.,R.H.1.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: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER 

Dear Mr. Clegg: 

On September 24, 2019, an Emergency Preparedness survey was conducted at Creekside Transitional 
Care and Rehabilitation by the Bureau of Facility Standards/Department of Health & Welfare to 
determine if your facility was in compliance with 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/lj 
Enclosure 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

135125 

NAME OF PROVIDER OR SUPPLIER 

CREEKSIDE TRANSITIONAL CARE AND REHABILITATION 

(X4) ID 
PREFIX 

TAG 

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

REGULATORY OR LSC IDENTIFYING INFORMATION) 

E 000 Initial Comments 

The facility is a Type V (Ill) construction, single 
story with a partial second floor completed in 
March 1997. The second floor is only utilized for 
staff meetings, training and storage. The facility is 
fully sprinklered and has a complete fire alarm 
system with smoke detection throughout. The 
Essential Electrical System is supplied by a diesel 
powered, on-site automatic generator with an 
annunciator and emergency stop. The facility is 
currently licensed for 139 SNF/NF beds and had 
a census of 105 on the dates of the survey. 

The facility was found to be in substantial 
compliance during the annual Emergency 
Preparedness Survey conducted on September 
23 - 24, 2019. The facility was surveyed under the 
Emergency Preparedness Rule established by 
CMS, in accordance with 42 CFR 483.73. 

The surveyor conducting the survey was: 

Linda Chaney 
Health Facility Surveyor 
Facility Fire Safety and Construction 

(X2) MULTIPLE CONSTRUCTION 
A. BUILDING ________ _ 

B. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1351 WEST PINE AVENUE 

MERIDIAN, ID 83642 

PRINTED: 10/02/2019 
FORM APPROVED 

0MB NO. 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

09/24/2019 

ID 
PREFIX 

TAG 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

E 000 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'.S SIGNATURE TITLE (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 disclosable 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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