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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L.“BUTCH" OTTER - Governor DEBBY RANSOM, R.N., R.H.LT — Chief
* RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.0. Box 83720

Boise, ldaho 837200009
PHONE: (208) 334-6626
FAX: {208) 364-1838

E-mall: fsh@dhw.idaho.gov
March 21, 2013

Louis Kraml, Administrator
Idaho Doctors Hospital

350 North Meridian Street
Blackfoot, ID 83221

RE: Idaho Doctors Hospital, Provider ID# 130067

Dear Mr. Kraml:

This is to advise you of the findings of the Medicare/Licensure Fire Life Safety Survey, which was
concluded at Idaho Doctors Hospital, on March 14, 2013,

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

1. What corrective action(s) will be accomplished for those mdlv1duals 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 pract1ce will not recur,
i.e., what quality assurance program will be put into place; and,

5. Include dates when corrective 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, competitive bidding, or other
issues beyond the control of the facility, additional time may be granted.




Louis Kraml, Administrator
March 21, 2013
Page 2 of 2

Afier 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 bottom of the first pages of each of the respective
forms and return the originals to this office by April 2, 2013.

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

Sin%
- MARK P. GRIMES

Supervisor
Facility Fire Safety and Construction Program

MPGmw

Enclosure




) BINGHAM MEMORIAL HOSPITAL

Your Health, Your Community, Your Hospital

98 Poplar Street

Blackfoot, Idaho 83221
208.785.4100
208.785.3806 - fax
www.binghammemorial.org

April 1, 2013 | ) APR 02 2019
Attention: Mark Grimes FACELEW STAN@QRS
Dear Mr. Grimes,

| have attached the Plan of Correction for the Fire and Life Survey for idaho Doctors Hospltai on March |
13-14, 2013. f you need anything else please feel free to contact me. LT

We greatly appreciated the professionalism and courtesies Taylor extended to the staff durlng his VISII
It was greatly appreciated by them all. ' o

Sincerely,

>

Jason Jensen
Administrator- Skilled Nursing & Rehabilitation
208-785-4101
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FORM APPROVED.

OMB NO. 0938 0381

STATEMENT OF DEFiCIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

. - 130067

(%2) MULTIPLE CONSTRUCTION
A, BUILDING 01

B. WING

~ MAIN BUILDING 01

" |{X3) DATE SURVEY
COMPLETED

03/14/2013

NAME OF PROVIDER OR SUPPLIER
IDAHO DOCTORS HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE

350 NORTH MERIDIAN STREET
BLACKFOOT, ID 83221

{X4).10
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TAG

SUMMARY STATEMENT OF. DEFICEENC!ES

(EACH DEFICIENCY MUST BE PRECEDED BY. FULL REGULATORY!

OR LSC IDENTIFYING INFORMATION)

ID
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TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTICN SHOULD BE
. CROS3-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5}
CGMPLETION
DATE,

K000

K025

INITIAL CO_MMENTS

The hospital is a 11 DOO s.f. single story,
protected wood frame structure. Construction of
the hospital commenced in early 2003 and was
completed in March 2004. The initial license was

| issued on July 12,.2004 for eight (8) beds. The

building is protected throughout by an automatic
fire extinguishing system de51gned!1nstalled per
NFPA Std 13 for a fight hazard occupancy. A
complete, addressable fire alarm system,
including smoke detection throughout, is provided
and the system is off~5|te monitored, Emergency
power is supplied by an on-site diesel powered -
generator set designed/installed per NFPA Std 99

1for a Type 1 Essential Electrical System. Piped in

medical gasses and vacuum are provided. There
is a single smoke barrier partition wall the

| sUb-divides the bullding into two (2) smoke
| compartments. There are two (2 ) remote exits

directly to grade as wei! as a main entry to the.
hospital,

1 The fot[owmg deﬂcxencres were cited during the

Life- Safety Gode survey.conducted on March 13
and 14, 2013. The facility was surveyed under the

LIFE SAFETY CQDE, 2000 Edition, New Health

Care Qccupancy, ad’opted 11 March, 2003 in

‘accordance with 42 CFR 482.41

The surveyor conducting the survey was:

Taylor Barkley

| Health Facility Surveyor

Facility Fire Safety and Construction
NFPA 101 LIFE SAFETY CODE STANDARD

Smoke barriers are constructed to provide at
least a one-hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminate at an.atrium wall, Windows are

K 000

K 025

Ko25 :

Identified Residents:.

All.residents, visitors, and staff members
were identified to be effected.

4112113

LABORATORY DERECTOR S OR PROVI{’}ERISUPPUER REPRESENT@

TITLE

Minisheedoc SMF

{X6) DATE

Ail13

Any deizciency slatament endmg wsth an asterisk-(*} denotes a def cﬁacy whici,{he institution may be excused from correcting providing it is deterfﬁinefd that
other safeguaids: ‘provide sufficient protection to the patients. (See instructions.) Except for nursing homaes, tha findings stated above are disclosable 90 days
following the date of survey whether or hiot a plan of correction s provided. For nursing homes, the above findings and.plans of correction are disclosable 14
- days following the date these documents are made avallable fo the facility. If deficiencies are cited, an approved plan of correction 13 requisrte to continued

P program participation.
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CUA -
IDENTIFICATION NUMBER:

130087

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
B. WING 03/14/2013

NAME OF PROVIDER OR SUPPLIER
IDAHO DOCTORS HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE

350 NORTH MERIDIAN STREET
BLACKFOQOT, iD 83221 '

(X4 1D
PREFIX
TAG

" SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY]
OR L5G IDENTIFYING INFORMATION)

D
PREFIX
TAG

- PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTWE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

" DEFICIENCY)

. (x5}
COMPLETION
DATE

K025

K029

i penetrations the Maihtenance Supervisor stated

"} fire-fated barrier, with & 3/4 hour fire-rated door,
-1 without windows {in accordance with 8.4). Doors

Continued From page 1

protected by fire- rated glazing or by wired glass
panels in approved frames A minimum:of two
separate compartménts are prowded on each
floor. Dampers are not required in duct
penetrations of smolte barriers in fully ducted
heating, ventifating, and air conditioning systems
18.3.7.3, 18.3.7.5, 18.1.6.3

2

This Standard is not met as evidenced by:
Based on observation and interview the facility
did not ensure that smoke barriers were
constructed and mamtamed to prov:de at least a
one-hour fire resistance rating. Qpenings in -
simoke barriers can allow smoke and fire gasses
to enter other smoke compartmerits in the event
of a fire.

Findings include:

During the tour of the facliity on March 14, 2013
at 8:39 AM, observagton of the smoke wall above
the smoke doors by room #136 revealed two
holes in the wall that Were each approximately
one inch in size. When questioned about the

that the openings had been created for IT cabling
to pass through and had not been sealed.

NFPA 101 LIFE SAFETY CODE STANDARD

Hazardous areas are protected in accordance
.with 8.4, The areas are enclosed with a one hour

are self-closing or automatic closing in
accordance with 7.2:1.8. 18.3.2.1

i

K 025

K029

Corrective Action:

The holes in the smoke wall above the
smoke doors by room #136 were sealed
with 3M Fire Barrier Caulk.

Ongoing Compliance:

The Engineering Director and/or
designee will randomly audit 2 areas
per week for any penetrations of walls,

Quality Assurance:

The Engineering Director and/or
designee will monitor for compliance.
Areas of concern will be addressed as
needed PRN or at monthly QA{Quality
Assurance) meeting.

K029

Jdentified Residents:

Al residents, visttors, and staff
members were identified to be effected.

412113
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"DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: -03/19/2013
FORM APPROVED
- OB NG, 0938-0381

'STATEMENT.OF DEFIGIENCEES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
130067 B. WING 32013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
IDAHO DOCTORS HOSPITAL 350 NORTH MERIDIAN STREET -
' : : _ BLACKFOOT, ID 33221
oMY ID SUMMARY STATEMENT OF DEFIGIENCIES . ) PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX  [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY!  PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE _
. N - DEFICIENCY)
K 029{ Continued From page 2 K 029 Corrective Action:
: ) The hole in the wall near the ceiling of the
¢ slectrical room was sealed with 3M Fire |
Barrier Caulk.
This Standard is not met as evidenced by:
| Based on obsewatlﬁn and interview the facility Ongoing Compliance:
did not ensure that hazardous areas were The Engineering Director and/or designee
constructed and mamtazned to-provide at least a will randomly audit 2 hazardous areas per
one~hour fire resistance rating. Openings in week for any penetrations of walls
: hazardous areas can allow smoke and fire : S "
, gasses to escape thée room in the: event of a fire Quality Assurance:
occurnng in the. haz Ardous area.. The Engineering Director and/or designee
i will monitor for compliance. Areas of
F 1nd|ngs inciude: \ concern will be addressed as needed
During the tour of the facility on March 14, 2013 ESRN rornat monthtl_y QA{Quality
at 9:09 AM, observation of the electrical room sura Ce_) meeting.
revealed a. hole in the wall near the ceiling that
was approximately four inches insize, When
-questioned about the penetration the
| Maintenance Supenﬁssor stated that the opening
"had been created. for IT cabling to pass through
_ and had not been sealed
K 06_2 NFPA 101 LIFE SAF,ETY CCDE STANDARD K062 | kog2
. Identified Residents:
-Req‘ﬂ“fed automatic sprinkler systems are All residents, visitors, and staff members |4/12/13
continuously maintained in reliable operating were identified to be effected. :
condition and are inspected and tested
perlOdicaHy 18. 7. 6 4 6. 12 NFPA 13 NFPA 25 COITeCtiVe Action:
9.7.5 The 5-year fire sprinkler system internal
obstruction investigation inspection was
! completed on 3/18/13.
This Standard is not met.as evidenced by:
Based.on record review and interview it was ?ﬁg%gglgggg Ilagﬁ‘zctor and lor desianee |
determined that the facility had not ensured that will ut?)nto a s?:hedule when the ne)gc
the automatic fire sprinkler system was being 5 put. " il be d en
maintained in accordance with NFPA 25, Proper -yeaé inspec 'ItCI;nN“IQP Ae25ue in
automatic fire sprinkler system maintenance accor a'_‘CF' wi :
helps to ensure system reliabilfity.
L

*0ORM CMS-2567(02-99) Previous Versions Obsolste
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DEPARTMENT OF HEALTH AND HUMAN SERV[CES
_ CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  03/19/2013
.~ FORM APPROVED
_OMB NO, 0938-0391

STATEMENT OF DEFiClENC!ES {%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION ] IDENTIFICATION NUMBER:

‘ ~ 130067

{X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 01

B. WING

(X3) DATE SURVEY
COMPLETED

03/14/2013

"MAME OF PROVIDER OR SUPPLIER
:iDAHO DOCTORS HOSP#TAL

STREET ADDRESS, CITY, STATE, ZIP CODE

350 NORTH MERIDIAN STREET
 BLACKFOOT, ID 83221

(x4)'|D
" TAG

SUMMARY STATEMENT OF DEFICIENCIES

PREFi{X [(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGUELATORY!

COR LSC IDENTIFYING INFORMATION)
A .

0] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE

4 ~ DEFICIENCY)

DATE

K 062

(_)ont_inued From page 3
The findings include:

.During record review on March 13, 2013 at 3:59

PM, the facjiity was unabie to produce a
documented 5-year sprinkler system.jnternal
obstruction investigation inspection. When
questioned about the 5-year inspection the
Maintenance Supervisor staled that he was
unable to produce any further documentation.

Actual NFPA Standard

NFPA101® Life Safety Code ® 2000 Edition
9.7.6 Maintenance and Testing. -

All automatic sprinkler and standpipe systems
required-by this Code shall be inspected, tested,
and maintained in accordance with NFPA 25,
Standard for the Enspectlon, Testing, and

.| Maintenance of Watnar—Based Flre Protectlon

Systems T

'.

NFPA 25 Standard for the Inspection, Testing,

| and Maintenance of:, Water-Based Fire Protection
Systems 1998 Edttlon

2

2-2 Inspection.
Gauges Tes{ 5 years

'Obstruction mvestigation Maintenance 8 years or

as needed

I3

1

1

B
g
i
P
b

K 062 Cluality Assurance:

meeting.

The Engineering Director and/or desighee
will monitor for compliance. Areas of
concern will be addressed as needed PRN
or at monthly QA(Quahty Assurance)

ZORM CMS-2667(02-99) Previous Versions Obsolete
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Bureay. of Facmtv Standards

PRINTED: 03/19/2013
FORM APPROVED

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION -

(X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

130067

{X2) MULTIPLE CONSTRUCTION
A. BUILDING ¢ - MAIN BUILDING 01

B. WING

{X3) DATE SURVEY
COMPLETED

03/14/2013

NAME OF PROVIDER OR SUPPLIER
IDAHO DOCTORS HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE

350 NORTH MERIDIAN STREET
BLACKFQOQT, ID 83221

PREFIX
- TAG

XA ID i

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LS IDENTIFYING INFORMATION}

]
PREFIX
TAG

PROWVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X8)
COMPLETE
- DATE

B 000

BB169}

16.03.’14,£nitial Gomments

 Facility Fire Safety and Construction

The plan sheu be: rehearse’d annual{y

7 Based upan record feview and interview, it was .

The hospital is a 11,000 s.f, single story, protected
wood frame structure. Construction of the hospital
commenced in early 2003 and was completed in
March 2004, The initial license was issued on July:
12,2004 for eight (8} beds, The building s
protected throughout by an automatic fire
extinguishing-system desugnedltnsta!led per NFPA
Std 13 for a'light hazard occupancy. A complete,
addressable fire alafm system, including smoke
detection throughout; is provided and the system
is off-site monitored. Emergency power is supplieq
by an on-site diesel powered generator set.
designed/Installed per NFPA Std 99 for a Type 1
Essential Electrical System Piped in medical
gasses and vacuum-are prowded Thereis a
single smoke barrier partition wall-the sub-divides
the building:into two {2y smoke compartments. -

There are two {2) remote exits dlrect!y to grade as|

well as a main entry To the hospital

The-foEE_owlng deficiericies were cited during the
Life Safety Code survey conducted on March 13
and 14, 2013. The facility was surveyed under
IDAPA 16.03.14 Rules and Minimum Standards
for Hospitals in Idaho.

The survey was conducted by:

Taylor Barkley
Health Facliity Surveyor

D

16.03.14.520.02 Drills

This Rule s not met as evidenced by:

determined that the faciiity failed to ensure that the
facility conducted an annual disaster drili. This

B 000

BB169

' BB169

Identified ReSIdents o
All residents, visitors, and staff members
were identified to be effected. ‘

41213

idaho form

: -ABORATORY CIRECTOR'S OR F'ROVTDERISUF'F'LIER REPRESENTATI@GN: § :

TITLE
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(X6) DATE
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:TATE FORM
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PRINTED: 03/19/2013

IR . FORM APPROVED
Bureau of Facility Standards I
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA | {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

LA JON “ " IDENTIFICATION NUMBER: S COMPLETED
PR ELAN oF CORRECTIO ’ A, BUILDING 01 - MAIN BUILDING 01
3 - 130067 B. WING : 03/14/2013
. NAME OF PROVIDER OR SUPPLIER ) .| STREETADDRESS, CITY, STATE, ZIP CODE ' :

IDAHO DOCTORS HOSPITAL 350 NORTH MERIDIAN STREET

B : | BLACKFOOT, ID 83221 _ .

Toaym | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | = (EACHCORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| _ e . - DEFICIENCY)
BB169| Continued From Page 1 : BB169  |Corrective Action:
- . B The facility conducted an annual disaster drill
| deficiency has the potential for the facility's _ on 3/28/13.

| inabtlity o effectively manage the care, heaith and
safety of patients and other individuals when a
major disruptive event may occur.
Findings include:

Ongomg Compliance:
The Engineering Director and/or destgnee will
schedule a disaster drill each year for the

During record review of the facnhiy S disaster ptan facility. _

on March 13, 2013 at 3:15 PM, it was revealed Quality Assurance:

that there was not a documented annuaf disaster The Engineering Director and/for designee will
drill. When questicned about the disaster plan and monitor for compliance. Areas of concern will
a lack of a documented annual drill the Facility be addressed as needed PRN or at monthly

manager stated thathe was unaware that the | QA(Quality Assurance) meeting.
facility was required to conduct an annuai drill in .
accordance with the-facility's disaster plan.

i
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