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Todd Winder, Administrator
Oneida County Hospital

PO Box 126

Malad City, ID 83252

RE: Oneida County Hospital, Provider ID# 131303

Dear Mr. Winder:

This is to advise you of the findings of the Medicare/Licensure Fire Life Safety Survey, which was
concluded at Oneida County Hospital, on September 11, 2012.

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 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,

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.



Todd Winder, Administrator
September 18, 2012
Page2 of 2

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 bottom of the first pages of each of the respective
forms and return the originals to this office by October 2, 2012.

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%e:}%
MARK P. GRIMES

Supervisor
Facility Fire Safety and Construction Program

MPG/Jj
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K 000| INITIAL COMMENTS K 000
The statements made
The facility is a single story with basement, Type herein on this plan of
I1 (211) building completed in November 1870, correction are not an
with a 1993 addition. Currently the hospital is PP
licensed for 11 beds. There is an attached InISSIOtr_Itt(; and do
Nursing Facility licensed for 33 beds and is : constitu e_ an
considered part of the same building. ‘eement _V\{lth the ‘
rged deficiencies or |
The following deficiencies were cited during the ‘he correctness of
gnmtjal fgelliﬁ sza(];?t%/ S'thr;efé qtlo_tr1ducted on . “conclusion set
eptember 11, . cility was surveye .
under the LIFE SAFETY CODE, 2000 Edition, th herein. The plan
Existing Health Care Occupancy, in accordance “orrection Is
with 42 CFR 485.623. ymitted as is
uisite to continued
The Survey was conducted by: )gram participation.
Taylor Barkley ICiol2
Health Facility Surveyor ‘ K029 oo
! Facility Fire Safety and Construction
‘ 1 Our assessment
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K 029 determined that 1
One hour fire rated construction (with % hour residents may be affected
fire-rated doors) or an approved automatic fire 4 Staff members _COUld be
extinguishing system in accordance with 8.4.1 affected. Corrective
and/or 19.3.5.4 protects hazardous areas. When measures are stated
the approved automatic fire extinguishing system below.
option is used, the areas are §eparat§q from 2 All residents and
other spaces by smoke resisting partitions and taff
doors. Doors are self-closing and non-rated or staft. .
field-applied protective plates that do not exceed 3 1. Mechanical
48 inches from the bottom of the door are } Room to be fitted with
permitted.  19.3.2.1 ; self-closing device.
] 2. Combustibles to be
| removed.
i 4  Facility Safety
This Standard is not met as evidenced by: | Committee will monitor
Based on observation and operational testing it |
was determined that the facility did not ensure {
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
LA el I L) Ao CEC 4-3%-1>

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.

FORM CMS-2567(02-99) Previous Versions Obsolete
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If continuation sheet Page 1 of 3
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K 029| Continued From page 1 K029
that hazardous areas were provided with self compliance during

closing doors. This deficiency can allow smoke
and fire gases to spread beyond the hazardous
area in the event of a fire occurring in the rooms.

rounds. Deficits will be
reported immediately to

The facility had a census of three patients on the the maintenance

day of survey. This deficiency affected one department for

patient and four staff members in one of two correction. This plan of
smoke compartments. correction is integrated

into the quality assurance
program for further
During the tour of the facility on September 11, follow-up as necessary

2012, at 10:55 AM, observation of operational
testing of the door to the hot water heater

Findings include:

mechanical room revealed that the door would KO56 loiti2-

not self close when released from the open

position. The door was not equipped with a self 1 For all residents

closing device. This was observed and noted by . e ]

the Maintenance Supervisor and Surveyor. fxi?:gtﬁgt;it:;e system will
K 056 NFPA 101 LIFE SAFETY CODE STANDARD K 056 be upgraded to include

If there is an automatic sprinkler system, it is sprinkler protection of

installed in accordance with NFPA 13, Standard combustible overhangs.

for the Installation of Sprinkler Systems, to 2  All residents

provide complete coverage for all portions of the admitted to facility.

building. The system is properly maintained in 3 Installation of fire

accordance with NFPA 25, Standard for the

Inspection, Testing, and Maintenance of extinguishing system of

Water-Based Fire Protection Systems. It is fully building overhangs will be
supervised. There is a reliable, adequate water planned and completed.
supply for the system. Required sprinkler Extension requested for

systems are equipped with water flow and tamper . .
switches, which are electrically connected to the complefl_ on of p-r ‘?le‘:t'
building fire alarm system.  19.3.5 4 Facility administrator
will oversee completion of
corrective action.

Facility Safety Committee

This Standard is not met as evidenced by: will monitor compliance

Based on observation and interview the facility

FORM CMS-2567(02-99) Previous Versions Obsolete LPT321 If continuation sheet Page 2 of 3
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K 056, Continued From page 2 K 056
did not ensure that the sprinkler system was during monthly safety
oreas oan alow = 16 10 grow, accelerate and. meetings. This plan of
spread. The facility had a cen’sus of three patients _correctlon IS llnteg rated
on the day of survey. These deficiencies affected into the quality assurance
all patients, staff members and visitors present on program for further
the day of the survey. follow-up as necessary

Findings include:

1. During the tour of the facility on September 11,
2012 at 10:45 AM, observation of the main
entrance to the facility revealed a combustible
overhang above the entrance that is
approximately thirty feet by nine feet in size that
does not have any sprinkler protection. When
questioned about the lack of sprinkler protection
the Maintenance Supervisor stated that he was
aware that the overhang was required to have
sprinkler protection.

2. During the tour of the facility on September 11,
2012 at 11:05 AM, observation of an exit by the
radiology department revealed a combustible
overhang above the exit discharge that is
approximately nineteen feet by nineteen feet in
size that does not have any sprinkler protection.
When questioned about the lack of sprinkler
protection the Maintenance Supervisor stated that
he was aware that the overhang was required to
have sprinkler protection.

Actual NFPA Standard:

5-13.8.1

Sprinklers shall be installed under exterior roofs
or canopies exceeding 4 ft (1.2 m) in width.
Exception: Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible construction.

FORM CMS-2567(02-99) Previous Versions Obsolete LPT321 If continuation sheet Page 3 of 3
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The facility is a single story with basement, Type Il
(211) building completed in November 1970, with
a 1993 addition. Currently the hospital is licensed

The statements made
herein on this plan of

for 11 beds. There is an attached Nursing Facility corre_action are not an
licensed for 33 beds and is considered part of the admission to and do
same building. not constitute an

agreement with the
alleged deficiencies or
of the correctness of

The following deficiencies were cited during the
annual fire/life safety survey conducted on
September 11, 2012. The facility was surveyed in

accordance with IDAPA 16.03.14 and the 1985 the CO“CIU_SiO“ set

Edition of the Life Safety Code. . forth herein. The plan
of correction is

The survey was conducted by: submitted as is
requisite to continued

Taylor Barkley ticipati
Health Facility Surveyor program participation.

Facility Fire Safety and Construction

BB161| 16.03.14.510 Fire and Life Safety Standards BB161 BB161 101612
Buildings on the premises used as a hospital
shall meet all the requirements of local, state, REFER TO K029
and national codes concerning fire and life safety
that are applicable to hospitals. Conne
General Requirements. General requirements for
the fire and life safety standards for a hospital Bkate
are that:

The hospital shall be structurally sound and shall
be maintained and equipped to assure the safety
of patients, employees, and the public.

On the premises of all hospitals where natural or
man-made hazards are present, suitable fences,
guards, and railings shall be provided to protect
patients, employees, and the public.

This Rule is not met as evidenced by:

Refer to Federal K tags on the CMS 2567,

REFER TO K056

1. K029 Hazardous Areas.

Idaho form
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2. K056 Sprinkler System Installation.
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