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November 2, 2015

John Williams, Administrator
Oneida County Hospital

150 North 200 West

Malad, ID 83252

RE: Oneida County Hospital, Provider ID# 131303
Dear Mr. Williams:

This is to advise you of the findings of the Medicare/Licensure Fire Life Safety Survey, which
was concluded at Oneida County Hospital, on October 22, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies and a similar form listing State licensure 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, please provide a Plan of Correction. It is impoxtant that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice; ‘

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

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. 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,
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5. Include dates when cotrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, comnpetitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

After each deficiency has been answered and dated, the-administrator should sign both the CMS
Form 2567 and State Form in the spaces provided on the botfom of the first pages of each of the
respective forms and return the originals to this office by November 16, 2015.

Thank you for the courtesies extended to our staff during our visit. If you have any questions,
please call our office at (208) 334-6626.

Sincerely,

MARK P. GRIMES

- Supervisor
Facility Fire Safety and Construction Program

MPG/}j
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Any deficiency statement ending with an asié’risk E*) 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 pfan of correction is requisite to continued
program participation.
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survey.
Findings include:

During the facility tour conducted on October 22,
2015 from 10:00 AM to 3:00 PM, physical
inspection installed portable fire extinguishers
revealed that 3 of 3 extinguishers inspected
measured 68 inches from the floor to the top of
the extinguisher. Interview of the Maintenance
Supervisor revealed the facility was not aware of
these extinguishers being installed at the
incorrect height.

Actual NFPA standard:

1-6.10

Fire extinguishers having a gross weight not
exceeding 40 |b (18.14 kg) shall be installed so
that the top of the fire extinguisher is not more
than 5 ft (1.53 m) above the floor. Fire
extinguishers having a gross weight greater than
40 Ib (18.14 kg) (except wheeled types) shall be
so installed that the top of the fire extinguisher is
not more than 31/2 ft (1.07 m) above the floor. In
no case shall the clearance between the bottom
of the fire extinguisher and the floor be less than
4in. {10.2 cm).
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