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Dear Mr. Barnes:

On January 6, 2016, a Facility Fire Safety and Construction survey was conducted at Idaho
State Veterans Home-- Boise by the Department of Health & Welfare, Bureau of Facility
Standards te determine if your facility was in compliance with State Licensure and Federal
participation requirements for nursmg 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 sigmficant 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 Forin will be provided

listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer

cach 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 1nust
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 Comrection, CMS-2567 Forin in the spaces
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provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by January 27, 2016.
Failure to submit an acceptable PoC by January 27, 2016, may result in the imposition of civil
monetary penalties by February 15, 2016.

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; ' '

e 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;

o 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,

e Include dates when corrective action will be completed.

o The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Formn.

All references to federal regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by February 10,
2016, (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
February 10, 2016. A change in the seriousness of the deficiencies on February 10, 2016, may
result in a change in the remedy.

The remedy, which will be recormended if substantial compliance has not been achieved by
February 10, 2016, includes the following:
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Denial of payment for new admissions effective April 6, 2016.
42 CFR §488.417(a)

If you do not achieve substantial conipliance 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 Regiconal Office and/or State Medicaid Agency that your
provider agreement be terminated on July 6, 2016, 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 deterinination.

If you believe these deficiencies have been corrected, you may contact Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Bureau of F'acility Standards, 3232 Elder
Street, PO Box 83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, 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
recormunend that the remedies previously mentioned in this letter be iinposed by the CMS
Regional Office or the State Medicaid Agency beginning on January 6, 2016, 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 sertousness 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/StateFederal Programs/NursingFa
cilities/iabid/434/Default.aspx '
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Go to the middle of the page_to Information Letters section and click on State and select the
following: ' ' ‘

BES Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by January 27, 2016. If your request for informal dispute
resolution is received after January 27, 2016, 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.

Sincerely, é,’/
Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/j
Enclosures
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K 000} INITIAL COMMENTS K ¢eo
The two story fachity is Type i (111) fire resistive
canstruction builtin 1578, with an additlon
completed in February 2004, Tho bullding is fully
sprinkiered with.a cornplete fite alarm/smoks
detection system which was updated In 2003,
The faellity has multiple exits to grade and is
equipped with two hour corrider walls, The facility
is currently ficensed for 131 SNF/NF beds.
The following deficiencies wera cited during
anndal fireflife safaty survey conducted on
January 6, 2016, The faciity was surveyed under
the LIFE SAFETY GODE, 2000 Edition, Existing
Heaith Gare Occupancy, in accordance with 42
CFR 483.70. '
The Survey was conducted by
Sam Burbank
| Health Fagility Surveyor
Facility Fire Safety & Construction
K 063| NFPA 101 LIFE SAFETY CODE STANDARD | Koga| K063 2/01/16
85=F Residents:
Requlred automatic sprinkler systems haVe an No specific residents were
adaq;uate 3“‘3 reliable vgatert'supg:tx!y which - Identified as being affected by
proviges continuous and automatc pressura, . . .
6.7.4.1, NFPA 13 this deficient practice. .
" Other residents:
All residents at the Idaho State
Veterans Home - Boise (ISVH-B)
have the potential to be affected
This Standard s not met as evidenced by: by having the three (3) corroded
Based on record reviaw, observation and and four (4) painted sprinkler
interview, the facility falied to ensure the fire heads. -
suppression system was malintained in
accordance with NFPA 25, Failure to maintain the
fire suppression system could resuit in a lack of
ABORAT (48) DATE

L~ 2~1(p

\ny deficlancy siatermont anding with an asterlak (%) donotes a delidancy which the institution may be excused from comscting providing It Is daterminad that
her safeguards provide sufficiant protaction to the patlents, (See Istructions.) Excapt for nursing homes, the findings stated sbove are disciosahle 20 days
wiowing the dote of survay whather or net a plan of corractlen is providad. Fer nyrsing homes, tha abiova findings and plans of corraction are disclosabla 14
{ays foilmialn[g iha date these dosuments are made avallabla to the faclity, 1 deficlandas aro cied, an approvad plan of corectian is requlsile to cantinued
srogram partlelpation, .

RM CMBE-2567(02-93) Previays Verslons Obsolete

TEZN21
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system performance during a fire event, This
deficient practice affected ail rasidents, staff and
visitors on the date of the survey, The facllity is
ficensed for 131 SNF/NF beds and had a census
of 87 on the day of the survey.

| Findings include:

" A) During review of the facility fire suppression

system Inapection reports ¢conducted on January
6, 2015 from approximately 8:30'AM fo 10:00 AM,
no documentation was provided for the foliowing
inspections as required under NFPA 25;

1} No quartetly inspection for tha third quarter of
2015

2) No 3-year full trip testing for the instalied dry
system since 2010 7

3) Na §-year Internal abstruction investigation
report

[nterview of the Maintenance Supervisor revealed
he was not aware the required inspactions had
not been completed, -

B) During the facility tour ¢conducted on January
6, 2015 from approximately 10:00 AM to 4:00 PM,
observation of the Installed fire suppression

| systern revealed the following:

1) Three (3) corroded sprinkler heads. One
each in Janitorial supply/storage areas located at
One West; Two West and the main service
gorrideor, '

2) Four{4) painted sprinkier heads located In
the basement Central Supply.
:Actual NFPA standard,

Finding A

Immediate. measure:

Contacted facility fire alarm
company to replace above noted
sprinkler heads.

Fire alarm company contacted to
complete the required 3 year full
trip testing and the § year internal
obstruction investigation report.

Systemic correction:
Replacement of noted sprinkler
heads to be complete by February
1,2016,

.Completion of above listed 5 year
Inspection was completed by
January 7, 2016,

Completion of above listed 3 year
inspection will be completed by
March 2016,

Monitoring:

Maintenance department to check

sprinkler heads during monthly
preventative rounds.

The three inspections noted were
added to a Routine Preventative
Maintenance spreadsheet to track
future completion dates,
Maintenance Supervisor to repoit
to monthly facility Quality

Assurance Meeting,

“ORM GMS-2567(02-89) Pravious Verslong Obsolete
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Continued From page 2

2-3 Tesling.

2-3,1 Sprinklers,

2-3.3* Alarm Devices,

Waterflow alarm devices including, hut not limited
te, mechanical water motor gongs, vane-type
waterflow devices, and pressure switches that
provide audible or visuzl signals shall be tested
quarierly. -

Chapter 8 Valves, Valve Components, and Trim
9-4.4 Dry Pipa Valves/Quick-Opening Devices.
9-4,4,22.1"

Every 3 years and whenever the system Is
aliered, the dry pipe valve shall be trip tested with
the control valve fully'open and the quick-epening
device, if provided, in service.

Chapter 10 Obstruction Investigation

10-2.2* Obstruction Prevention.

Systemns shall be examined internally for
obstructions where conditions exist that could
cause obstrugted piping. If the condition has not
been ¢ormactad or the condition is ane that could
rasult in obstruction of plping despite any
previous flushing procedures that have been
performed, the system shail be examined
internally for obstructions every 5 years. This
investigation shall be accamplished by examining
the interdor of a dry valve or preaction valve and
by removing two cross main flushing connections,

Finding B

NFPA25

2-2 Inspection,

2-2.1 Sprinklers.

2-2.1.1*

Sprinklers shall be inspected from the floor lavet
annually. Sprinklers shall be free of corrosion,

K083

ORM CMS-2567(02-68) Previous Versiens Obsolots
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Continued Fror page 3

foreign materials, paint, and physical damage and
shall be installed in the proper orientation (e.g,,
upright, pandant, or sidewall). Any sprinkler shail
be replated that is painted, corroded, damaged,
loaded, or in the improper orentation,

Exception No. 1% Sprinklers instailed in
con¢ealed spaceg such a5 abova suspended
ceilings shall not require inspection.

Exception No, 2: Sprinklers instalied in aréas that
are inaccessibla for safety conglderations dus fo
process oparations shail be inspected during
each scheduled shutdown.

NFPA 101 LIFE SAFETY CODE STANDARD

Partable fire extinguishers are provided in all
health ¢are occupancies in accordance with
9.7.4.1. 19:3.5.6, NFPA1Q

This Standard is not met as evidancad by:
Based on ohservation and interview, the facility
failed to ensure that fire extinguishers were
installed In accordance with NFPA 10. Failure to
mount extinguishers at the ¢orrect height could
result in infury or extinguisher damage, This
deficient practice affected: 86 restdents, staff and
visitors on the date of the survey. The facility is

of 87 on the day of the survey,
Findings include:

During the facility tour ¢onducted on Jantiary 8,
2016 from approximately 10:00 AM to 4:00 PM,
observation of the installed fire extinguishers
revealed extinguishers installed in the following
tocations wereinstalled over 60" in height,

licensed for 131 SNFMNF beds and had a census

K083

K ogd

K064

Residents:

No specific residents were
identified as being affected by
this deficient practice,

Other residents:

All residents at the Idaho State
Veterans Home - Boise (ISVH-B)
have the potential to he affected
by having the installed fire
extinguishers installed over 60"
in height.

Immediate measure:
Maintenance Department
switched out the fire
extinguishers to ensure

the height does not exceed 60”.

1/13/16

DRM CMS-25687(D2-09) Praviaus Varslons Obselnte

TEZN21

if continuatien ahost Page 4of s




2014-01-27 17:00 business office 1601 >> DHW P &/6
Printed; 01/13/2018 °
DEPARTMENT OF HEALTHAND H SERVICES 1(7 FORM APPROVED
GENTERS FOR MEDICARE & MEDICATD SERVICES nd OMB NQ. 0938:0391
STATEMENT OF DEFIGIENGIES  J(X1) PROVIDER/SUPPLIERICUA (A2) MULYIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMBER: A BUILDING (1 - ENTIRE BUILDING COMPLETED
135131 B.WING 01/06/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

IDAHO STATE VETERANS HOME - BOISE 320 COLLINS ROAD. 837024519

BOISE, ID 83707
¥4y 1D SUMMARY STATEMENT OF DEFICIENCIES o PRGVIDER'S PLAN QF CORRECTION 7]
PREFIX  NEAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PrEF {EACH CORREGTIVE AGTION SHOULD BE c‘”ﬁ@"”
TAG OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THEAPPROPRIATE
. . DEFICIENCY)
K 084| Centinued From page 4 K 064

ranging from approximately sixty-two (82) inches
to sixty-seven (67) Inches when measured fram
the floor to the top of the extinguisher !

A. Four extinguishers in One West
B. Five extinguishers in Two West
C. Laundry

D. Maijn Entrance by elevator

E. Canteen

Actual NFPA standard:
NFPA10

1-8.10

Fire extinguishers having a gross welght not
exceeding 40 Ib (18.14 Kg) shall be instalied so
that the top of the fire extinguisher is not more
than 5 ft (1.53 m) abave the figor, Fire
extinguishers having a gross weight greater than
A0 1b (18.14 ky) (except whesled types) shall be
so Installed that the top of the fire extinguisher Is
not more than 31/2 1t {1,07 m) above the floor. In
no case shall the ¢learance between the bottom.
of the fire extinguisher and the floor be less than
4in, (10.2 cm).

Systemic corrections:
Maintenance Department will
conduct quarterly measurements
to ensure the height requirement
isin place.

Monitoring:

Maintenance department to
-Conduct quarterly
measurements of fire
extinguisher heights,
Maintenance Supervisor to
report to the monthly facility
Quality Assurance Meeting.

ORM CMS-2567(02-99) Previous Varslans Obsolate
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