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HEALTH & WELFARE 
C.L. "BUTCH" OTIER- Governor 
RICHARD M. ARMSTRONG- Director 

June 23, 2014 

Shawn Sayer, Administrator 
Belmont Care Center 5th Street 
4806 Hawthorne Road 
Chubbuck, ID 83202 

RE: Belmont Care Center 5th Street, Provider #130079 

Dear Mr. Sayer: 

DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

B~se, ID 83720-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

This is to advise you of the findings of the Medicaid/Licensure survey, which was conducted at 
your facility, Belmont Care Center 5th Street, on June 18,2014. 

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, which states that 
no Federal deficiencies were noted at the time of the survey. 

Also enclosed is a Statement of Deficiencies/Plan of Correction form listing State Licensure 
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of 
Conection. It is important that your Plan of Correction address each deficiency in the 
following manner: 

1. What conective 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 conective 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; 
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5. The plan must include the title of the person responsible for implementing the acceptable 
plan of correction; and 

6. Include dates when corrective action(s) will be completed. 42 CFR488.28 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 conective actions, which require construction, competitive 
bidding or other issues beyond the control of the facility, additional time may be granted. 

Sign and date the form( s) in the space provided at the bottom ofthe first page. 

After you have completed your Plan of Conection, return the original to this office by July 3, 
2014, and keep a copy for your records. 

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 the State Informal Dispute Resolution (IDR) Process which 
can be found on the Internet at: 

V>'V>'W.icfnu·.dhw.idaho.gov 

Scroll down until the Program Information heading on the right side is visible and there are three 
IDR selections to choose from. 

This request must be received by July 3, 2014. If a request for informal dispute resolution is 
received after July 3, 2014, 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 our visit. If you have questions, please call 
this office at (208) 334-6626. 

Sincerely, 

~-:V2~ 
JIM TROo/,FE~ITER 
Health Facility Surveyor 
Non-Long Term Care 

JT/pt 
Enclosures 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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NAME OF PROVIDER OR SUPPUER 

BELMONT CARE CENTER 5TH STREET 

STRER ADORESS, CITY, STATE, ZIP CODE 
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(X4) IP I SUMMARY STATEMENT OF DEFlCIENCIES 
PREFIX (EACH DEFlCIENCY MUST BE P~CEDEO eY FULL 

TAG I REGULA lORY OR lSC IOENTIFYIIIG INFORMATION) 

M ooo! 16.03.11 Initial Comments 

The following dellcienc!es were cited during the 
annual licensure survey conducted from 6/16/14 
loS/18/14. 

The sliiveywas conducted by: 
Jim Troulfetler, QIDP, Team Leader I Ashley Henscheid, QIDP 

Common abbreviations used in this report are: 

MM271 16.03.11.100.04(b) Storage ofToxic Chemicals 

J All toxic chemicals must be properly labeled and 
·J stored under lock and key. 
l)lls Rule is not met as evidenced by: 
Based on observation and staff interview, if was 
determined the facility failed to ensure all toxic 
chemicals were properly labeled and stored tor 
12 of 12 individuals (IndiViduals #1 - #12) residing 
in the facility, This resulted in toxic chemicals 
being unlabeled, unlocked and accessible. The 
findings include: 

1. An environmental review was conducted at the 
facility on 6/17114 fium 10:00-10:45 <l.m. During 
that time, the following was observed: 

a. An unlocked storage closet was noted to 
contain a one-gahon bottle of Pres!one De-Icer 
windshield wiper fluid. The label stated "May be 

I fatal or cause blindness If swallowed" and 
"Cannot be made non poisonous.'' 

The Dietary M<tnager, Who was present during 
the review, stated the chemical should have been 
locked. When asked if the closet was ever 
locked, the Dietary Manager stated it was not 
because the closet contained excess fOOd 
storage and aGee$$ was regularly needed. 

ID 
PREFIX 

TAG 

MOOD 

MM.271 

50/LB 39\ld NN I NOld'.'I\IH 

PROVIDeRS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BI; 

CROSS-REFER~NCE.tl TO THEAI'PROPRIATe 
DEFICIENCY) !

j cc:."lcr. 
DA!l'O 

POC MMl7116,03,U,100.04(b) 
Storage of Toxic Chemlc;lls 

Fi11h Street Qu-e Center wiU ensure all toxic I
I 

chemie(lls are pro)?"rlY labeled and stored I 
under lock and key. I 

i 

The Prestone bt·l~r windshield wiper fluid 
1

1 

was r=ved from the closet and stored , 
Mderlock and key. I 
Tite spray bottles in. piKi four were properly I 
labeled with the conte01s of the chemical. I 
P<lrsonlWsponsible: HOYtsekeeping 
Manager, Residential fion;Ie Progtalli 
Suvewlsor, and City Dllector. 

Monitor: Weekly the llonscl:eeping 
Manager will= aU chemicals are 
proverly labeled and llllder lock and key. 
Monthly f.~cllity ~lions be completed 
by the Home Program Supervisor. 15'/'·1g-);<j 
Quarterly the C.'ity Dlra:tor will complete Y' 
facility inspections. 

TITlE 
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MMZ71j Continued From page 1 
I 

I
! The facility failed to ensure all !Ql(iC chemicals 
were maintained under locked condHians. 

I 
I 

'I b. A loc;ked cleaning .Close! in pod fOur contained 
~ two spray bottles. When asked, a direct care 

stalf who was present during the revie>w staled 
j th"' bottles wr;>re used for cleaning supplies. 

I However, the spray bottles did not contain labels 
1 indicating the GOntents. 

MM271 

Th"' facility failed to ensure all chemicals were 
property labeled. 

MM38J

1 

16.03.11.120.03(a) Building and Equipment MM360 

The building and all equipment must be in good 

I repair. The walls and floors must be of such 
cllaracter as to permit frequent cleaning, Walls 
and ceilings in kffchens, bathrooms, and utility 
rooms must hilve smooth enameled or equallY 
washable surfaces. The building must be kept 
clean and sanitary, and every reasonable 
precaution must be taken to prevent tha entrance 
of Insects and rodents. . 
This ~ule is not met as evidenced by; 
Based on observation and staff interview, it was 
determined the facility f<liled to en~ure the facility 
was kept in good repair fOr 12 of 12 individuals 
(lndividuals#1-#12} residing in the facility. This 
resulted in the environment being kept in 
ilk'epair. The findings include: 

1. An environmental review was conducted at the I facility on 6/17/14 from 10:00-10:45 a.m. During 
that time, the fOllowing was noted: 

·The se<~m of carpet in the doorway of pod fOur 
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MM380 Continued From page 2 

wa~ separated across the enbyway in an 
approximately six foot ship. 

-There were various-sized, dark, gray stains on 
the .t\;!!1,1\y<!y carp~~ ~anging Jrorn approximately 
one inch to three inches in diameter. 

- The seam of carpet in front of the entertainment 
stand of pod three was separated in an 
approximately two foot strip. 

:-rhere were various-sized marks on the carpet 
of the entryway of pod three, ranging from 
approximately one inch to ten inches in diameter. 
The two largest marks were perfect circles. The 
marks were first noted during an earlier 
observation 01'16116/14 from 4:15-5:00 p.m. At 

i that time, Individual #1 stated the marks were 
bums from attempts to put out a grease fire that 
occurred in a pan while cooking. 

~Individual #7's room had a stmng urine-like 
odor. During the exit c;onference on 6118/14 from 
10:49,11:05 a.m .. theAdministratotetated 
attempts to keep Individual #Ts room cleen had 
been made, but had not provided a long-term 
solution. 

The facility failed to ensure environmental repairs 
were maintained. . 
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poe MM38016.03.11.120.03(a) 
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Fifth Street. Care Center will ensure the 
. building a_nd eqnl,p~~'?~ &ejp. g!?!,l;d_repai,r. 

1. The seam of the cmpet in the 
doorway of pod f<l"IU' will be 
repaired. 

2. The dmk grey stains on the hallway I 

carpet Will be cleaned or the carpet ' 
repla<:W. 

3. The seam Of tlle Cal]let in front of 
the entertainment stand in pod three 
that has separated will be rep.'lited 
and/or repL~ced, 

4. The carpet in the eliliy way ofpQd 
three will be cleaned and/or 
mplaced. 

5. Individual #7's room will be 
cleaned. The c.-upet will be cleaned 
and/or repbi:W. 

Pel1lon Respol!Sible; Housekeeping 
Manager, Residential Hom~ Program 
_Supervisor, and City Director. 

~ 
DAlE 

Monitor: Monthly facility inspectious be 
completed by the Home Program Supervisor 
and Houscl:eeping. Quarterly the City ./ J 
bircctorwill complete facility inspecti=. 'tjl'if; ;'{ 
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