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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Gulden:

On June 39, 2014, a Facility Fire Safety and Construction survey was conducted at Bingham
Memorial Skilled Nursing & Rehabilitation by the Department of Health & Welfare, Burean
of Facility Standards to determine if your facility was in compliance with State Licensure and
Federal participation requirements for nursing homes participating in the Medicare and/or
Medicaid programs. This survey found that your facility was not i substantial compliance with
Medicare and Medicaid program participation requirements. This survey found the most serious
deficiency to be an isolated deficiency that constitutes no actual harm with potential for more
than minimal harm that 1s not immediate jeopardy, as decumented on the enclosed CMS-2567,
whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Forrn CMS-2567, listing
Medicare and/or Medicaid deficiencies and a similar State Form listing licensure health
deficiencies. In the spaces provided on the right side of each sheet, answer each deficiency and
state the date when each will be completed, Please provide ONLY ONE completicn date for
each federal and state tag in column (X5} Completion Date to signify when you allege that each
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tag will be back i comphance. NOTE: The alleged compliance date must be afier the "Date
Survey Completed” (located 1n field X3) and on or before the "Opportunity to Correct” (listed on
page 2). After each deficiency has been answered and dated, the admimstrator should sign both
Statement of Deficiencies and Plan of Correction, Form CMS-2567 and State Form, in the spaces
provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitied by July 23, 2014. Failure
to submit an acceptable PoC by July 23, 2014, may result in the imposition of civii monetary
penalties by August 12, 2014,

Your PoC must contain the following:

s« What corrective action(s) will be accomplished for those residents found to have been
affecied 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;

e What measures will be put into place or what systemtc changes vou will make to ensure that
the deficient practice does not recur;

s [How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
1.e., what quality assurance program will be put into place; and,

s Include dates when corrective actior will be completed.

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

All references to federal regulatory requirements contamed 1o this letier are found n Title 42,
Code of Federal Reguiations.

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 August 4, 2014,
(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 August 4,
2014. A change in the seriousness of the deficiencies on August 4, 2014, may result in a change
in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
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Angust 4, 2014, includes the foliowing:

Demal of payment for new admissions effective September 3¢, 2014,
42 CFR §488.417(a)

If vou do not achieve substantial compliance within three (3) months afier the last day of the
survey identifying noncomplance, the CMS Regional Office and/or State Medicaid Agency must
deny payments Tor new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that vour
provider agreement be terminated on December 30, 2014, 1f substantial comphiance is not
achieved by ihat fime.

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 yeu with a separate formal notification of that determination.

If you beheve these deficiencies have been corrected, vou may contact Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Bureau of Facility 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 vou 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, 1f appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on fune 30, 2014, 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 seriousness 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 mformal dispute resolution process. To be given such an opportunity, vou 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/ProvidersFacilifies/StateFederal Programs/INursineFa
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cihities/tabid/454/Default.aspx

Go to the middie of the page to Information Letiers 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 Julby 23, 2014, If your request for informal dispute resolution 1s
received after July 23, 2014, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of apy enforcement action.

Thank you for the courtesies extended to us dunng the survey. If you have any questions, please
contact us at (208) 334-5626.

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

e —

MPG/H
Enclosures
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Printed: 07/08/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (2} MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 02 - ENTIRE NF COMPLETED
135007 B. WING 06/30/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
BINGHAM MEMORIAL SKILLED NURSING & R 98 POPLAR STREET
' ' BLACKFOOT, ID 83221 ,
oy ID |- SUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN OF CORRECTICN 5)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULLREGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMDF’:{? iON
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMNCED TO THE APPROPRIATE
: * DEFIGIENCY)
K 000| INITIAL COMMENTS K 000
The facility is a single story, type V {Il) structure
with a two hour fire wall to the JCAHO accredited
hospital. The faciiity was originally built in 1963 | The following Plan of Cormrection is submitted by
with renovation and adgition in 1999. The building fhf;l facility in aCCfoigaél;;wSith the pertinent terms
. . - and provisions o ection 488 and/or
is fully sprinklered and is licensed for 70 beds. related state regulations, and is intended to serve
] . i : ] as a credible allegation of our intent to correct the
The following deficiencies were cited during the practices identified as deficient. The Plan of
annual fireflife safety survey conducted on Juns Correction should 10t be construed or interpreted
30 2014, The 'faci[ity was surveyed under the a3 an admission that the deficiencies alleged did,
! ' v CODE. 2000 Editi Exis in fact, exist; rather, the facility is filing this
LIFE SAFET v bl mon, X|5J“‘ng . document in order to comply with its obligations
Health Care Occupancy, in accordance with 42 as a provider participating in the
CFR 483.70. Medicare/Medicaid program{s),
| The Survey was concucied by: g i“%é g%“’
gf
84 | D
i P
Dan Holbrook ‘ ﬂ%éq
aps Ly )
Health Facility Surveyor
. Facility Fire Safety and Construction
K 012| NFPA 101 LIFE SAFETY CODE STANDARD K012 K012 ACHLIT
55=D =k

Building construction type and height meets one
of the following. 18.1.6.2, 19 1.8.3,15.1.6.4,
19.3.5.1

This Standard is not met as evidenced by:

Based on obsarvation the facilily faiied to protect
smoke partitions from peneirations. This deficient
practice will allow products of combustion to pass
from one compartment to another. This deficiency
affected five residents, staff, and visitors. The
facility is licensed for 70 bads and had a census
of 36 the day of survey.

Findings inciude:

rvation f the two hour flre bamer above

" Corrective action for residents that may he

Corrective achon for resxdents found to
have been affected by this deficiency:

Alf firewall penefrations observed during
survey have been sealed.
affected by this deficiency:

“All residents have the potential to be affected
by these identified concerns.

All firewail penetrations observed during
survey have been seaied,

Full facility audit completed to ensure ary
other instances of firewall penctrations were
sealed.

In-service will be given to engineering and IT
staff regarding firewall integrity by 8/1/14

LABORATORY RMR! CTORS O%PR {@EWSUPPL]ER’TT%NTATNES SIGNATURE

TITLE

}_ij\yfmwz ﬁ\%-ﬁl‘»hwﬁ / } If

(X6), DATE -

Any defcnency %taternent enchng with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is deten'nmed that
other safeguards provide sufficient protection fo the patients. {See instructions.) Except for nursing homeas, the findings stated above are disclosabie 90 days
foliowing the date of survey whether or not a plan of cormection is provided. Fer nursing homes, the above findings and plans of corrsction are disclosable 14
days foliowing the date these documents are made available fo the facility. |f-deficiencies are cited, an approved plan of correction is requisite to.continued

program participation.

FORM CMS-

2567(02-99) Previous Versions Obsolete

NJUH21

If continuation sheet Paga 1of 9
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CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/09/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - A. BUILDING 02 - ENTIRE NF COMPLETED
135007 B. WING 06/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
BINGHAM MEMORIAL SKILLED NURSING & R 88 POPLAR STREET
_ BLACKFOOT, ID 83221
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTICN (x5)
PREFIX [{EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLTET TaN
TAG OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
K012 Contmued‘ From page 1 K012
vay ceiling - on J_une 30,2014 at e 05
pm reveaied ) penetrat ns. One was
approximately three by five inches with fow
voltage cable going through it and a second was :
approximately one inch in diameter around a Mﬂﬂs““;f fht’;lﬁwéil be put into place to
conduit pipe. The Director of Engineering and the cosure that this deficiency docs not recur:
Lead Maintenance Technician witnessed and Director of Engineering or Administrator will
acknowiedged this finding. complete spot check audit in 5 areas of the *
facility fo examine firewalls for a period of at
least 8 weeks beginning the week of 7/27/14.
2, Dbservation.onJune 30, 2014 at.2:10 pm i Any issues will be reported to the Safety
e al.ed penetratlons in the hotse keepmg closet Committee,
‘wall zround a water drain line and a water supply
“line.The Director of Engineering and the Lead- Measures that will he implemented to
Maintenance Technician witnessed and monitor the continued effectiveness u\f the
corrective action taken to ensure that this
acknowledged this finding. deficiency has been corrected and will not
recur:
3. Observa’uon of the dialysis reverse osmoas _ o
water room on June 30, 2014 at 2:40 pm ; The Safety Committee will review any issues
. uncovered by weekly andits and after the
revea]ed penetfat]ons of varicus sizes in the : initial § weeks wmake a determination related to
‘cetting. around piping. The Directer of Engineering changing the frequency of those audits,
and the Lead Maintenance Technician witnessed Additionally, Safety Committee will review
and acknowledged this findin g facility progress on firewall penetrations on an
’ on-going basis to aid in momtormg N .
ae e . ) - ‘ . compliance. . g{}f!&{
4.i0bservation of resident room #304 on June 30,
_{20‘]4 at 2:50 pm revealed a fire spri inkler head
without an escutcheon. This revealed a hole'in.
the ceiling afound the pipe. The Director of
Engineering and the Lead Maintenance
Technician witnessed and acknowledgad this
finding.
Actual Reference:
NFPA 101
. 8-2.4.4 Penetrations and Miscellaneous
Openings in Smoke Partmons
8.2.4.4.1
Pipes, conduits, bus ducts, cables, wires, air
ducts, pneumatic tubes and ducts, and similar
FORM CMS-2587(02-83) Pravious Versions Obsolete NJUH21 ¥ continuation sheet Page 2 of 9
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CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/09/2014
FORM AFPROVED
OMB NC. 0938-0381

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

135007

(X2} MULTIPLE CONSTRUC TION
A. BUILDING 02 - ENTIRE NF

B. WING

(*3) DATE SURVEY
COMPLETED

06/30/2014

NAME OF PRGVIDER OR SUPPLIER 7
BINGHAM MEMORIAL SKILLED NURSING & R

STREET ADDRESS, CITY, STATE, ZiP CODE

98 POPLAR STREET
BLACKFOOT, ID 83221

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST-BE PRECEDED BY FULL REGULATORY]
OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION (x5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFIGIENGY)

K012

Continued From page 2

Ko12

K027
55=D

BUIAING service eguipment that pass througn
smoke partitions shall be protected as follows:
{1} The space betwesan the penetrating item and
the smoke partition shall meet one of the
following conditions: )

a. It shal be filled with a material that is capable
of iimiting the transfer of smoke.

b. It shall be protected by an approved device
that is designed for the specific purpose. -

(2) Where the peneiraling iftem uses a sleeve to
penetrate the smoke partition, the sleeve shall be
solidly set in the smoke partition, and the space
between the item and the sleeve shall meet one
of the following conditions:

a, It shall be filled with a material that is capable
of limiting the fransfer of smoke.

b. It shall be protected by an approved device
that is designed.for the specific purpose.

{3} Where designs take transmission of
vibraticns into cansideration, any vibration
isolation shall meet one of the following
conditions:

a.- it shall be made on either side of the smoke
partificns.

b. |t shall be made by an approved device that
is designed for the specific purpose.

NFPA 101 LIFE SAFETY CODE STANDARD

Door openings in smoke barriers have at least a
20-minute fire pratection rating cr are at least
1%-inch thick solid bonded wood core, Non-rated
protective plates that do not exceed 48 inches
from.the bottom of the door are permitted.
Horizontal sliding doors comply with 7.2.1.14.
Doors are self-closing or automatic closing in
accordance with 19.2.2.2.6, Swinging doors are
not required io swing with egress and positive
latching is not required.  19.3.7.5, 19.3.7.5,
18.3.7.7

K027

K027

Corrective action for residents found to
have been affected by this deficiency:

500 hail door was fixed and able to fuily close
prior to the end of survey.

Corrective action for residents that may be
affected by this deficiency:

All residents have the potential to be affected
by these identified concems.

FORM CMS-2567(02-99) Previous Versions Obsolete

NJUH21

if continuation shest Pagé 3ofd




DEPARTM'EN’T OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/09/2014
FORM APPROVED
OMB NO. 0838-0391 .

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 02 - ENTIRE NF 1 compLETED
135007 B. WING 06/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BINGHAM MEMORIAL SKILLED NURSING & R 98 POPLAR STREET
_ BLACKFOOT, ID 83221
044} ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY| - PREFIX {EACH CORRECTIVE ACTION SHOULD BE COM&TEET 10N
TAG " OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 027 Continted From page 3 K 0z7
This Standard is not met as evidenced by;
Baged on observation and operational testing the
facility failed to maintain smoke compartment 500 hatl door was fixed and able to fully close
doors. Faiture to maintain smoke compartment prior to the end of survey.
doorsf_may resultin thertprodtutcts of ;:homb#;_txon fo Full facility audit completed to ensure all other
pass from one companment 1o another. 1Nis comidor doors sealed properly.
deficiency affected 4 residents, staff, and visitors. : .
The facility is licensed for 70 beds and had a iﬂ-ﬁf;}l}ce ?’111 dePIOVé;iEd Slzig;neeling y
ep ent regarding the need for all corridor
census of 36 the day of S_uwey' doors fo seal properly by 8/1/14. -
Findings include; Measnres that will be put inte place to
: ensure that this deficiency does nof recur:
;Observahon and operatlonal testlng of the 500 Dircctor of Engineering or Administrator will
Chaliway, cross corndor doors.on, June. 30 2014 at audit at least 3 corridor doors weekly for a
1:50 pm revealed one of two deors wouid swing, period of at least 8 weeks starting the week of
‘apprommateiy 85 degrees but failed to fully close. 7/27/14 to ensure they seal properly. Any
‘When forged to close the center Smoke seal gz‘;ffn‘;"ﬁ‘élebe reported o the Safety
| ;._falled to engage fully due to apparent” '
‘misafignment. The Director of Engmeer}ng and Measures that will be implemented to
the Lead Maintenance Technician withessed and monitor the wntimifd eﬂecﬁveness of ‘Lhe
e correetive action taken to ensuie that this
aCknOWiedQEd this flndmg. deficiency has been corrected and will not -
recur:
NFPA 101 ‘
The Safety Committee will review any issues
19.2.2 2 &* uncovered by weekly audits and after the
An.y dOO[’ in an exit passageway, stairway miftial 8 weeks make a determimation related to
) A ) ' changing the frequency of those audits.
enclosure, herizontal exit, smoke barrier, or Additionally, Safety Committee will review
hazardous area enclosure shall be permitted to facility progress on corridor doors sealing on )
be held open only by an automatic release device am on gomne basis to 2id in monitoring o
. . : . COIm e it
that complies with 7.2.1.8.2. The automatic e % i‘(/H
sprinkler system, if provided, and the fire alarm
system, and the systems required by 7.2.1.8.2
_shall be arranged to initiate the closing action of
all such docrs throcughout the smoke
compartment or throughout the entire facility.
K 029| NFPA 104 LIFE SAFETY CODE STANDARD “K 029
$8=D g . B
One hour fire rated construction (with % hour
FORM CMS-2567(02-88) Previous Versions Obsolete NJUH21 f continuation sheet Page 4 of 9
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ' ' OMB NO. 0938-0391
'STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY i
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING 02 - ENTIRENF COMPLETED

135007 B. WING - 06/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE - '

BINGHAM MEMORIAL SKILLED NURSING & R 98 POPLAR STREET
- BLACKFOOT, ID 83221

i

X4 Io - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN {X5)
PREFIX  (EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY)  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
K 029, Gontinued From page 4 {4 K029 o

firer=ted doorsj or ar apploved automatic jire
extinguishing system in accardance with 8.4.1
and/or 13.3.5.4 protects hazardous areas. When
the approved auiomatic fire extinguishing system

option is used, the areas are separated from o K029

other spaces by smoke resisting partitions and | o N '

doors. Doors are self-closing and non-rated or Correetive action for residents found fo
have been affected by this deficiency:

field-applied protective plates that do not exceed :

48 inches from the bottom of the door are _ Pediatric storeroom corridor doar giver: a self-

permitted.  19.3.2.1 closing device and door was tested and found
te be working properly.

Corrective action for residents that may be
affected by this deficiency:

This Standard is not met as evidenced by: All residents have the potential to be affected

. . ! by these identified concerns.
Based on observation and operational testing the
facility failed o maintain hazardous area doors. Pediatric storercom corridor door given a self-
Failure to maintainhazardous area doors may - . closing device and door was tested and found
result in the products of combustion to pass from to be working properly.
one compartment to another. This deficiency Full facility audit completed to ensure all
affected no residents, staff, and visitors. The . required doors had a self-closing device,
facility is licensed for 70 beds and had a census
of 36 the day of survey. In-service provided to Engineering department

about self- closing doors prior to 8/1/14

Findings include: : Measures that will be put into place to
. ensure that this deficiency does not recur: ’
.-'Observatxon on 1 JUne 30, 2014 at .15 pm of the ' ' .

. Director of Engioeering or Administrator will

-basement pediatric storeroom Tevealed 4 fire. andit at least 3 doorways roquiring self-closing
;spnnk!ed reSIdem shower.room: greater than 50 . devices weekly for a period of at least 8 weeks
square feet. COnver

E starting the week of 7/27/14 to ensure seif-
‘standing metal. she]vmg units -hnlng all walls. 01051“g1 dc;;“ isin Plﬂ_“]? E“d Worklgg N
‘Each shelf was. filled with plastic children's toys. properly. Any ssues will be reported fo the

Safety Committee.
|- The carridor door did not have a self closing 7
‘device, The Director of Engineering and the Lead " Measures that will be implemented to

‘Maintenance Technician withessed and ' monitor the continued effectiveness of the

corrective action taken to ensuré that this
aCkﬂOWIEdQEd this fnd]ng deficiency has been corrected and will not .

recur:

Actual NFPA reference

18.3.2.1 Hazardous Afeas.

‘FORM CMS-2567(02-99) Previous Versions Obsolete NJUHZ1 If continuation sheet Page & of 9

N



o . _ e Printed: 07/09/2014 :
DEPARTMENT OF HEALTH AND HUMAN SERVICES . ' FORM APPROVED' '

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0351

STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION ' (X3) DATE SURVEY

AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A. BUILDING 02 - ENTIRE NF COMPLETED
135007 B. WING _ 06/30/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

BINGHAM MEMORIAL SKILLED NURSING & R 98 POPLAR STREET
: : ' BLACKFOOT, ID 83221

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION : (X5)

PREFIX |(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATCRY|  PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE
’ . 7 DEFICIENCY)
© K029 Continued From page 5 K029

ARV hazardals areas snall besafeguarded oy a
fire barrier having a 1-hour fire resistance rating
or shall be provided with an automatic
exiinguishing sysiem in‘accordance with 8.4.1.

| The automatic extinguishing shall be permitted to * The Safety Committee will review any issues
bé in accordance with 19.3.5.4, Where the uncovered by weekly andits and after the
Sprinkler optidn is used. *he areas shall be } initial 8 weeks make a determination related to
ted F th ' b K isti changing the frequency cof those audits.
Sepa(a edirom Cther spaces Dy SmOoKe-TesIsing Additionally, Safety Committee will review
partiions and doors. The doors shall be facility progress on corrider doers and seif-
self-closing or automatic-cicsing. Hazardous closing devices on an on-going basis to aid in :
areas shall include, but shalf not be restricted io, moniforing compliance. %{L{ iy
the following:

{1} Boiler and fuelfired heater rooms

{2} Cenfral/bulk faundries targer than 100 fi2 (9.3
m2} _ ,

{3) Paint shops

{4) Repair shops

{5) Soailed linen rooms

(8) Trash callection rcoms

(7) Rooms or spaces larger than 50 fi2 (4.6 m2),
inctuding repair shops, used for storage of
combustible supplies and eguipment in quantities
deemed hazardous by the authority having
jurisdiction

(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard.
Exception: Doors In rated enclosuras shail be
permitied to have nonrated, factory- or
field-applied protective plates extending not more
than 48 in. {122 cm} gbove the bottom of the
door.

K070 NFFA 101 LIFE SAFETY CODE STANDARD K070
88=D ' K070

Porteble space heating c!evices are prohibited,in Corrective action for residents found to .
all health care occupancies, except in have been affected by this deficiency: g
non-sleeping staff and employee areas where the |- : 1 '
heating elements of such devices do not exceed Portable heater removed from facility prior 1o
212 degrees F. (100 degrees C)  19.7.8 _ end of survey

FORM CMS-2567(02-98) Previous Versions Obsolete ' NJUHZ21 ¥ continuation shest Page € of §
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 02 - ENTIRE NF

(X3} DATE SURVEY
COMPLETED

135007

B. WING

06/30/2014

NAME OF PROVIDER OR SUPPLIER
BINGHAM MEMORIAL SKILLED NURSING & R

STREET ADDRESS, CITY, STATE, ZIP CODE

98 POPLAR STREET
BLACKFOOT, ID 83221

(X4 ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX |[(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATCRY,  PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) E
K 070| Continued From page 6 K 070
This Standard is not met as evidenced by: _
.Based on observation and interview the facility Cf[f’”t“é‘;"- ft‘gf‘“g i?r_f esidents that may be
failed to monitor for prohibited portable heating alieeied by tus delienty:
devices. Operaﬂon of pro hibited portable heating All residents have the potential to be affected
devices risks starting a fire. This deficiency by these identified concems.
afiected 4 residents, staff, and visitors, The Portable heat dfrom Facility orior &
facility is licensed for 70 beds and had a census oo ot sorey e RCH pror o
of 36 the day of survey.
Faciiity inspection done and no other portable
Findings include; heaters were found ‘
: In-service will he provided fo SNRC staff prior
_Observatlon of._ihe speech therapy officei ln__ the 10 8/1/14 regarding portahle heaters
-000: ha.way onJune 30,2014 at 2:25 pm L
.révealed a portable heatlng device plugged in and Measures that will be put into placc to
{-under a desk. Director of Mainténance stated - eosure that this deliciency does not recar:
they have a pOHCY p!‘Ohlbi’[Iﬂg portable heaters Director of Engineering or Administrator will
and d]d not kriow this heater was on the” audit 5 rooms and/or offices weekly for a
‘premises. The Director of Engineering and the period °f4ﬂt Jeast 8 weeks beginning the week
|ead Maintenance Technician witnessed and of 7/27/14 to ensure no portable heaters are
o present. Any issues will be reported to the
acknowtedged this finding. Safety Committes.
Actual NFPA reference: Measures that will be implemented to
monitor the continued effectiveness of the
T . corrective action taken to ensure that this
18.7.8 Portable Spa_ce—Hea’Flng Devices. deficiency has heen corrected and will not
Portabie space-heating devices shall be recur:
protibited in all health care occupancies. :
: The Safety Committee will review any issues
— S . uncovered by weekly audits and after the
Excepthn. Portabie spage—heatmg (_jevlces shall initial 8 weeks make a determinaticn related to
be permitted to be used in nonsieeping staff and changing the frequency of those audits,
employee areas where the heating elements of Additionally, Safety Committee wilf review )
such devices do not exceed 212°F (100°C). Facility progress on mainéaining u portable A
heater free environment on an on-going basis % ,_{ [ ..{
K 147| NFPA 101 LIFE SAFETY CODE STANDARD K 147 to aid in monjtoring compiiance. b
- 55=D _ ) o :
Electrical wiring and equipment is in dccordance
with NFPA 70, National Electrical Code. 9.1.2

FORM CMS-2567(02-83) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: (07/09/2014
FORM APPROVED
OMB NO. 0938-0381

FORM CMS

STATEMENT OF DEFICIENGIES (X7) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION *\(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING 02 - ENTIRE NF COMPLETED
135007 BLWING 06/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BINGHAM MEMORIAL SKILLED NURSING & R 98 POPLAR STREET
‘ ' BLACKFOOT, ID 83221 -
"xan | SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {xs)
FREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATOR PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG OR |.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE bATE
_ DEFICIENCY)
K 147} Continued From page 7 K147 ‘
This Standard is not met as evidenced by:
Based on observation the faciiity failed to comply
with the Nationa! Electrical Code. Failure to
comply with the National Electricat Code can K147
res.l“”.t n -e]ecmc shock and _startmg a fire. This Corrective action tor residents found to
deﬂcuency affected four residents, staff, and have been affected by this deficiency:
visitors. The facility is licensed for 70 beds and
had a census of 36 the day of survey. Cireuit breaker devices have been labeled in
‘ the 500 hall
Findings inciude: Electric boxes have received covers in the
dialysis water room and housekeeping office
une 30 2014 at 2 20 pm reveaied Correciive action for residents that may be
_ f.of the. csrcuii breaker devices were: affected by this defieiency:
. unlabeled as 16 Use. The Director of Engineering .
and the Lead Maintenance Technician witnessed All residents h;jfzthe potential to be affected
and acknowledged this finding. by these identified concerns.
_ Circuit breaker devices have been labeied in
2.0n .J_une 30, 2014.at 2:40 pm observation of the 500 balt
ig dialysis TeVErse 0Smosis water room revea[ed . ) .
/0.€lectrical junction boxes without covers in- Eleatric hoxes have received covers in the
Rt diatysis water room and housekeeping office
.;one wall. The Director of Engineering and the
Lead Maintenance Technician witnessed and Facility audit conpleted to ensure aii other
acknowledged this finding. circuit breakers devices have been labeled and
electric boxes covered
3 At 3 30 pm On ‘June 30,2014 Obsewat[on of In-service will be provided to Engineering staff
‘_the housekeeplng ofﬂce revealed an electrical regarding circuit breaker labeling and eloctric
‘Junction box without a cover in the cenmg The box coverings by 8/1/14
irecto eerin
Eﬂ . tt rof En.lg_m hni .g anﬂ[ the L%ad d Measures that will be put into place to
an enance ec_ nI.CIa'ﬂ winessed an ensure that this deficiency does not recur:
acknowledged this finding.
Director of Engineering or Administrator will
Actual reference: h complete weekly andit for a period of at least 8
- i weeks to exanine circuit breaker labels and 3
eleciric boxes cach week. Any issues will be
NFPA 101 reported to the Safety Committee.
70.10.22 |dentification of Disconnecting Means.
Each disconnecting means shall be legibly
; _
-2567{02-98) Previous Versions Obsolets NJUHZ1 f continuation sheet Page of 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/09/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
135007

B, WING

(*2) MULTIPLE CONSTRUCTION
A. BUILDING 02 - ENTIRE NF COMPLETED

(X3) DATE SURVEY

06/30/2014

NAME OF PROVIDER OR SUPPLIER
BINGHAM MEMORIAL SKILLED NURSING & R

STREET ADDRESS, CITY, STATE, ZIP CQDE

58 POPLAR STREET
BLACKFOOT,ID 83221

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES \D PRCVIDER'S PLAN OF CORRECTION - (X5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENGED TO THE APPROPRIATE a
, DEFICIENCY)
Continued From page & K 147

K147

arranged sc the purpose is evident. The marking
shall be cf sufficient durability to withstand the
environmeit involved.

70 ARTICLE 314 Quilet, Device, Pull, and
Junction Boxes; Conduit Bodies; Fitlings; and
Manholes

11, Installation

(C) Covers. All pull boxes, junction boxes, and
conduit bodies shall te provided with covers
compatible with the box or conduit body
construction and suitable for the conditions of
use. VWhere metal covers are used, they shall
comply with the grounding requirements of
250.110. An extension from the cover of an
exposed box shall comply with 314.22, Exception.

marked to indicate its purnose unless located and |.

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action faken fo ensure that this
deficiency has been corrected and will not
recur:

The Safefy Committee will review any issues
uncovered by weekly andits and after the
initial 8 weeks make a determination related to
changing the frequency of those audits.
Additionally, Safety Committee will review
facility progress on labeling circuit breakers

and covering electric boxes on an on-going ; o F
basis to aid in monitoring compliance. g q f "{
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FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF CORR IDENTIFICATION NUMBER: COMPLETED
AND P ECTION A. BUILDING 01 - ENTIRE NF
135007 B. WING : 06/30/2014 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ‘
BINGHAM MEMORIAL SKILLED NURSING & REHA| 98 POPLAR STREET
BLACKFOOT, ID 83221 i
{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5) 3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE i
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGCY)

C 00| 16.03.02 INITIAL COMMENTS , Coo0

The Administrative Rules of the Idaho
Department of Health and Welfare,

i Skilled Nursing and Intermediate Care

Facilities are found in IDAPA 16,

Title 03, Chapter 2.

The facility is a single story, type V (lll} structure
with a two hour fire wall to the JCAHO accredited
hospital. The facility was originally built in 1963
with renovation and addition in 1999. The building
is fully sprinkiered and is licensed for 70 beds.

The following deficiencies were cited during the
annual fireflife safety survey conductaed on June
30, 2014. The facility was surveyed under the
LIFE SAFETY CODE, 2000 Edition, Existing
Health Care Occupancy, in accordance with 42
CFR 483.70 in addition to IDAPA 16.03.02 RULES
AND MINIMUM STANDARDS FOR SKILLED
NURSING.

The Survey was conducted by:
Dan Holbrook ¥

Health Facility Surveyor
Facility Fire Safety and Construction

C 226! 02.106 FIRE AND LIFE SAFETY C 226

’ ‘D . 72 Ay . ‘. ;:
106. FIRE AND LIFE SAFETY. E {ﬁ"““_ Ean ‘*%qmgzL
Buildings on the premises used as Lo e B O i}l/_ K OZ{?}
facilities shall meet all the Lo v en L s s
requirements of local, state and 1S OZ,Q{/ Ly U7Of‘€“ Kidy 1
national codes concerning fire and C 1 s“f{

life safety standards that are

applicable to health care facilities.

This RULE: is not met as evidenced by:
Refer to the following K-tags on form 2587:

K 12 Penetrations
K 27 Corrider doors
K 29 Hazardous area door

If deficiencies are Z ifed, an approyed plan of correction is requisite to continuasd program participation.

LABORATORY D"%é ; TOR&;}%@V D‘{E”RfSUPPU?F{R} %ESENTATlVE'S SIGNATURE TITLE {XB) DATE
VAR A ] i A
R el T 1 el n, b o ?/ 2] }! jiy
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FORM APPROVED
STATEMENT COF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICN X3} DATE SURVEY
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A. BUILDING 01 « ENTIRE NF
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) .
C 226 | Continued From Page 1 C 226

K 147 Electrical

K 70 Portable heater

If deficiencies are cited, an approved plan of correction is requisite ta continued program participation.
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