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Rod Jacobson, Admimstrator

Bear [Lake Memorial Skilled Nursing Facility
164 South Fifth Strect

Montpelier, ID §3254-1557

Provider #: 135070

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear M. Jacobson:

Omn July 22, 2014, a Facility Fire Safety and Construction survey was conducted at Bear Lake
Memorial Skilled Nursing Facility by the Department of Health & Welfare, Bureau 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 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 significant corrections are required.

Enclosed 1s a Staternent of Deficiencies and Plan of Correction, Form 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 completion date for
cach federal and state tag in column (X35) Completion Date to signify when you allege that cach
tag will be back in compliance. NOTE: The alleged compliance date must be after the "Drate
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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 admintstrator should sign both
Staiement of Deficiencies and Plar of Correction, Form CMS-2567 and State Formn, 1o the spaces
providec and return the onginais to this office.

Your Plan of Correction (PoC) for the deficiencics must be submitted by Awpgust 13, 2614,
Failure to submut an acceptable PoC by August 13, 2014, may result in the imposition of crvil
monetary penalties by September 2, 2014.

Your Pol must contain the iollowing:

¢ What corrective action(s) will be accomplished for those residents found to have been
affecied by the deficient practice;

o How vou will identify other residents having the potential to be affected by the same deficient
practice andd what corrective action(s) will be taken;

s What measures will be put into place or what systemic changes you 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,
i.c., what quality assurance program will be put into place; and,

o Include dates when corrective action will be completed.

» 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 Form.

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

Remedies will be recommended for tmposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility hes failed 1o aclieve substantial compliance by August 26, 2014,
(Opportunity to Correct). infonmal dispute resoiution of the ciied deficiencies will not delay the
tmposition of the enforcement actions recommended {or revised, as appropriaie) on August 26,

2014, A change in the senousness of the deficiencies on August 26, 2014, mavresultina
change m the remedy.

The remedy, which will be recommended if substantial compliance has not been achisved by
Aungust 26, 2014, includes the foliowing:
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Denial of pavment for new admissions effective October 22, 2014
42 CEFR §488.417(a)

If vou do not aciueve substantial comphiance 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 Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on Fanwary 22, 2015, if substantial compliance is not
achieved by that time.

Please mote that this nofice does not constitute formal notice of imposition of alternative
remedies or terminatien 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 nofification of that determination.

If'you believe these deficiencies have heen corrected, vou may contact Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Burean of Facility Standards, 3232 Eider
Street, PO Box 83720, Boise, [ 83720-0009, Phone #: (208) 334-6626, Fax #; (208) 364-188E,

Ath vour 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 substaniiated by 2 revisit or other means. In such a case, neither
the CMS Reglopal Office nor the State Medicaid Agency will impose the previously
recormendad remedy, if apprepriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mertioned in this letter be imposed by the CMS
Repgional Office or the State Medicaid Agency begmnming on Juby 22, 2014, and continue until
substantial comphance is achieved. Additionaily, the CMS Regional Office or State Medicaid
Agency may rmpose a revised remedy{ies}, based on changes in the senousness of the
non-compliance at the time of the revisit, if’ appropriate.

In accordance with 42 CFR §488.331, vou have ons opportunity fo question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, vou are
required {o send your written request and all required information as directed in Informational
Letter #2001-10, Ieformational Letter #2001-10 ean also be found on the Internet at:

nttpy//heaithandwelfare idaho.zov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tanid/d34/Diefauit. aspx
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Go to the middie of the pape to Information Letiers section and click on State and select the
following:

BES Letiers (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-1¢ IDR Request Form

This request must be received by Angust 13, 2014, 1f your request for intormal dispute
resolution ts received atter Angust 13, 2014, the request will not be granted. An incomplete
informal dispute resolution process will not delay the eflective date of any enforcement action.

Thank vou for the courtesies extended to us during the survev. If yon have any questions, please
comtact g at (208} 334-6624.

Smcerely, .
J
?@/ cT——"

Mark P. Grimes, Supervisor
Factlity Fire Safety and Construction

MPG/
Enclosures
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Prnted:

07/3072014
FORMAPPROVED
OMB NO. 0238-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATICN NUMBER:

135070

{X2) MULTIPLE CONSTRUCTION
4 BUILDING 01

B, WING

{X% DATE SURVEY
COMPLETED

07/22/2014

NAME OF PROVIDER OR SUPPLIER
BEAR LAKE MEMORIAL SKILLED NURSING F

STREET ADDRESS, CITY, STATE, ZIP COODE
164 SOUTH 5TH STREET
MONTPELIER, ID 83254

(k) 10
TAG

SUMMARY STATEMENT OF DEFICIENCIES
OR L5C HIENTIFYING INFORMATION)

PREFIX ;(EACH DEFICENCY MUST BE PRECEDED BY FILL REG UUXTDRY

]
PREFI(
TAG

PROVIDER'S PLAN OF CORRECTION (X5}
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-HEFERENCED TO THE APPROPRIATE
DEFICIENDY)

DATE

COMPLETION

K 'aeoé

K 029:
$8=F

INITIAL COMMENTS

The facility is 2 single story type V {111}

oanstrucnon fully sprinklered and bulit in 1577, It
- is separated from the existing hospitat by a two
* hour fire separation. The nursing faciity has two
- smoke compartments. The facifity is currently
| licensad for 36 SNF/NF beds.

| The following deficiencies were cited during the

annua! fire/life safety survey conducted on July
22, 2014, The facility was surveyed under the
LIFE SAFETY CODE, 2000 Edition, Exjsting

. Health Carz Occupancy, in accordance with 42
- CFR 4B3.70.

The Survey was conducied by:

Sam Burbank
Health Facility Surveyor

. Facility Fire Safety and Construction

NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1

i and/or 19.3.5.4 protects hazardous areas. When
the approved autematic fire extinguishing system.

option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or

3

field-applied protective plates that do not exceed |

48 inches from the hottorn of the door are
permitted.  19.3.2.1

. This Standard is not met as evidenced by:

Based on observation, operational testing and
lntervtew the facifity failed to ensure hazarﬂc)us

Koo

K 028
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ﬁﬁmﬁmom S OR PRZVIDER/SUPPLIER REPRESENTATIVE'S BIONATURE

TITLE

Lo

(%61 DATE

& sy

Any c:efsiency sta*er#ér&b{ndmg with an asterisk (“} denute< a deficiency which the instiution may ba excirsed from corfestmg providing it is destermmead that
oihar safeguards provids sufficient protection tothe patients. (See instructions.} Excapt for nursing homes, the findings stated above are discinsable 90 days
foliowing the date of survey whether or not a pilan of correction is provided. For nursing homes, the above findings and plans of corection are disciosatie 14
days folicwing the dafe these documents are niade available to the faciity. ¥ deficiencies ane cited, an approved pian of correction i$ requisie to conlinued

program parbcipation.

FORM CMS-2567(02-95} Previoes Versions Obsolete

£33821

I¥ continuation shael Page 1 o 7
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Printed: (7/30/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION - 43y DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 COMPLETED

135070 B, WING _ 07/22{2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

BEAR LAKE MEMORIAL SKILLED NURSING F| 184 SOUTH 5TH STREET
MONTPELIER, ID 83254

o | SUMMARY STATEMENT OF DEFICIENCIES | ID : PROVIDER'S PLAN OF CORRECTION

| . ‘3
PREFIX [HEACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY} PREFIX - {EACH CORRECTIVE ACTION SHOULD BE | COM;’:T?ON
TAG OR LSC IDENTIFYING INFORMATION) i TAG, | CROSS-REFERENCED TO THE APPROPRIATE |
: DEFICIENCY)
K 029' Continued From page 1 KC28

* areas were protected with a self-closing door.
 Failure to provide self-closing doors to hazardous
- areas would result in the passage of smoke and
dangerous gases between smoke compariments
- during a fire. This deficient practice affected 20 ‘
 residents, staff and visitors in 1 of 2 smoke | 1o :
 compartments on the date of the survey. The i | which has the potential for smoke and
facility is licensed for 36 SNF/NF beds and had a | gases to pass through it during a fire.
census of 30.on the day of the survey. This deficiency will be repaired by our
;| maintenance supervisor so the self-
Findings include: ‘| closure door works by 08/20/15.The
failure of the door to close has the

The alleged deficiency K029 is regarding
the storage room door not self-closing

gg;i’%éh; gaggﬂgrtf Lt]; g?;sd;ﬂ??)t?geﬁgci‘g%an d potential to affect 36 residents, staff and
| operational testing of the storage rocm door : .| visitors. Additionally the Maintenance
! abutting the Clean Utility room demonstrated it Supervisor will perform a physical
wouid not self-close. Further observation inventory of all doors in the SNF to
revealed the storage room was approximately 80 ensure they have self-closing devices and
square feet in size. Wl:len_ asked, the they are functioning properly. This
Maintenance 'Dil'eCtOF indicated the self-closure inventory will be completed by 08/20/14.
was recently installed and he was not aware the . .

The maintenance department will

door was not closing.
g monitor the self-closing doors fora 6

Actual NEPA standard: i {| month period with documentation of the
findings.

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas.

Any hazardous areas shall be safeguarded by a
fire barrier having a 1-hour fire resistance rating :
or shall be provided with an automatic : ;
“extinguishing systern in accordance with §.4.1.
The automatic extinguishing shalt be permitted to
be in accordance with 19.3.5.4. Where the f !
sprinkier option is used, the areas shall be ! |
separated from other spaces by smoke-resisting ; |
partitions and doors. The doors shall be ]
. seif-closing or automatic-closing. Hazardous

: areas shall include, but shafi not be restricted to,
the following:
i {1) Boiler and fuel-fired heater rooms

FORM CMS-2567(02-99) Previous Versions Obsolste 738921 If continuation sheet Page 2 of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 7/30/2014
FORM APPROVED
OMB NO. 0938.0391

STATEMENT OF DEFICEMCIES X1} PROVIDERSSUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
135070

{427 MULTPLE CONSTRUCTION
A, BUILDING 91

B.WING

X3 DATE BURVEY
COMFLETED

0712212014

NAME OF PROVIDER OR SUSPLIER
BEAR LAKE MEMORIAL SKILLED NURSING F

STREET ADDRESS, CITY, STATE ZIF GODE

164 SOUTH §TH STREET
MONTPELIER, ID 83254

P
PREFIX.
TAS

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL Rﬁ&JLATOR‘{E

-OR LSC IDENTIFYING INFORMATION; |

i
§

o
PREFIX
TAG

(EACH CORRECTIVE ACTION BHOULD BE
CROSSREFERENCED 70 THE APPROPRIATE

PROVIDER'S FLAN OF CORRECTION : (X5)
L COMPLETION
DATE

CEFIGIENCY)

i

K 056
SS=F

?
K 028 Continued From page 2
|

: {3; Paint shops

: (4} Repalr shaps

. {5) Soiled inen rooms
(8} Trash collechion rooms

| systems are equipped with water flow and tampar

| This Standard is not met as evidenced by:

(23 CentraVbulk izundries iarger than 100 f2 (5. 3 '
L M2}

(7} Rooms or spaces larger than 50 ft2 {4.6 m2),
including repair shops, used for storage of
combustible supplies and equipment in quantities
desmed hazardous by the authority having
Jurisdiction

(8) Laboratories employing RBammable or
combusiibie materials in quantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted te have nonrated, factary- or '
field-applied protective plates extending not more
than 48 in. {122 cm}) above the bottorn of the
door.

NFFA 101 LIFE SAFETY CODE STANDARD

If there is an aulomatic sprinkler system, itis
instailed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems,
provide complete coverage for afi portions of the
building. The system is properly maintained in
accordance with NFPA 28, Siandard for the
inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. [t s fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler

switches, which are electrically connescted to the
building fire alarm system.  18.3.5

Based on observation and interview, the faciiity

Koo |

FORM CMS
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Printed: 07/30/2014

FORM ARPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0381
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT:ON NUMEER: A BUILDING 04 COMPLETED
135070 B. WING 07122/2014
NAME OF PROVIDER OR SUPPLIER "1 &TREET ADDRESS, CITY, STATE, 2IF CODE
BEAR LAKE MEMORIAL SKILLED NURSING F 1684 SOUTH 5TH STREET
MONTPELIER, 1D 83254

XHD | SUMMARY STATEMENT OF DEFICIENCIES. : D PROVIDIER'S PLAN OF CORRECTION Db

PREED  {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX {EACH CORRECTIVE AGTIEN SHOULD BE ; GWP‘«TE}@
TaG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | PATF

DEEIGIENSY)

K 058! Continued From page 3
failed to ensure that cverhangs greater than four
: feet in depth were protectsd as required under

{ NFPA 13. Faliure to provide supprassion
covarage of overhangs would result in an
uncantrofled fire spreading into the facility. This

: deficient practice affected all residents, staif and
: vigitars using the southeast exit on the date of the
{ survey. The faclity is licensed for 36 SNF/NF
beds and had a census of 30 on the day of the
survay.

R

- Findings inciude:

1} During the facility tour conducted on July 22,
2014 from 3:45 PM to 4:30 PM, abservaticn of
the =southeast exit revealed a five foot wide, fifty
foat iong overhang which was unsprinklered.
“Interview of the Maintenance Director revealed
this overhang was craated to prevent ice from
building up aiong the axit watk during winter
months. This finding was further acknowiedged
by the CFO during the exit conference conducted
o July 22, 2014 from 4:45 PM tc 5:30 PM.

2} During the facility tour conducted on July 22,
2014 from 3:45 PM to 4:30 PM, abservation of
the overhang on the east side of the building
 revealed a six foot by five foot section without
-sprinklers, Intervisw of the Maintenance Director
reveaied he was not aware of this section being
unsprnklered.

. Actual NFPA standard;

5-13.8* Exterior Roofs or Canopies.

$5-13.81

- Sprinkiers shall be installed under exterior roofs
 of canopies exceeding 4 ft (1,2 m) in width. _
i Excepiion; Sprinklers are permitted to be omitted |
: where the.canopy or rocf is of noncombusltible ar ¢

K D58 The alleged deficiency K056 refers to

the overhang on the east side of the
SNF building. This overhang was built
in 2006 to prevent ice build-up an the
stairs. The original design did not
have a fire sprinkler included. This
deficiency has the potential to affect
ail 36 residents, staff and visitors _
using the southeast exit of the
facility. The SNF wilf cantract with a ‘
licensed Fire Sprinkler contractor to
install an approved sprinkler system
in this overhang. The date of
completion will be 09/15/14.

The Maintenance Supervisor wiil be
responstble to arrange the contract
with the contractor and to oversee

the completion of the project.

With any pians for future
constryction the maintenance
supervisor will be responsible to
assure sprinklers are included where
they are required.

FORM CMS-2567(02-99) Previous Versions Obsdlete
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EPARTMENT OF HEALTH AND HUMAN SERVICES
ENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/30/2014
FORM APPROVED
CMEB NQ, 0938-0391

[ATEMENT OF DEFICIENGIES (%%; PROVIDERVSLFPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
4D PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING (1 COMPLETED
135070 2 WING Q712212014
AME OF PROVADER JR SUPELIER STREET ADDRESS, CHY, STATE, 22 CODE
EAR LAKE MEMORIAL SKILLED NURSING F| 164 SOUTH 5TH STREET
MONTPELIER, ID 83254
o . SUMMARY STATEMENT OF DEFICIENCHES ! oo © PROVIDER'S PLAN OF CORRECTION to
REFIX  {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) ; TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
£ DEFICIENCY) :
K 056° Continued From page 4 K056 | §
limited combustible construction. : :
K087 NFFA 101 LIFE SAFETY CODE STANDARD K067 | | The alleged deficiency K067 refers to
S8=F )

Heating. ventilating, and air conditioning comply
: with the provisions of section 8.2 and are installed:
; in ascordance with the manufaciurar's

| specifications.  19.5.2.1, 9.2, NFPA 80A,
18522

- This Standard is not met as evidenced by:

! Based on record review and interview, the faciiity
faited to complete 4-year interval testing on its

{ dampers as required under NFPA 80A. Failure to

- ensure dampers will operate to manufacturer's
. specifications would allow smeke and dangerous :
. gases to pass freely throughout the facility during
a fire avent. This deficient practice affected 30

' residents, staff and visitors in 2 of 2 smoke

: compartments on the date of the survey. The
facility is licensed for 36 SNF/NF beds end had &
census of 30 on the day of the survey.

{ Findings include:

During record review conducted at the facility on
DJuly 22, 2014 from 9:15 AM fo 11:00 AM, the

- Taciity failed fo provide a 4-year interval festing

| report of its dampers. During interview, the

; Maintenanca Director staled this tasting had nat
i been compieted for bath the Skitled Nursing |
i section andfor the hospital.

Actual NFPA standard:

' NFPA 90A :
- 3-4.7 Maintenance, _ ;
‘At least every 4 years, fusibie finks {(where

* | afailure to perform a 4 year interval

! testing of dampers. This deficiency
had the potential to affect 36
residents, staff and visitors ip the
event of a fire. The failure of dampers
to operate would allow smoke and

¢+ dangerous gases to pass throughout
the facility. The plan of correction
includes the Skilled Nursing Facility to
contract with a ficensed inspection
contractor to perform the damper
testing. SNF will contract with this
company to do this inspection on a
preventative basis every 4 years. The
testing of the dampers will be
completed by 09/15/14.

The Maintenance Supervisor will be

. | responsible to initiate and follow

i | through with the contract

| agreements and completion of the
testing. The MS will also monitor and
document the testing and resuits

i | every 4 years.

i
kl
g
3
]
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 07/30/2014
FORM AFFROVED
OMB NQ. (928-0301

STATEMENT OF DEFIGIENCIES X1} PROVIDER/SUPFLIER/CLIA (K2} MULTIFLE CONSTRUCSTION (%) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMEER: A, BUILDING 01 GCOMPLETED
135070 B. WING 0712212014
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
BEAR LAKE MEMORIAL SKILLED NURSING F} 164 SOUTH 5TH STREET
. MONTPELIER, ID 83254
Lo SUMMARY STATEMENT OF DEFIGIENCIES ! 0 PROVIDER'S PLAN OF CORRECTION )
| PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFDXX {EACH CORRECTIVE ACTION SHOULD BE oM ion
- OR LSC IDENTIEYING INFORMATION: TAG CROSE-REFERENGED TO THE APPROPRIATE | £
1 ; DEFICIENCY) ‘
K 057 Continued From page 5 K 067 g
| applicabie) shall be removed; ali dampers shaif g
| be operated to verify that they fully close; the |
i fatch, if provided, shall be checked; and moving ] ;
parts shall be jubricated as nacessary. ‘
K 1471 NFPA 101 LIFE SAFETY CODE STANDARD K 147 ]
S5=F; « :
Electrical wiring and equipment is in-accordance |
‘ with NFPA 70, Nationa! Elsctrical Code, 3.1.2 : f
| The alleged deficiency K 147 refers to A

This Standard s not met as evidenced by: ;
: Based on observation and interview, the facility
failed to ensure electricat instaliations were in
accordance with NFPA 70. Failure to ensure !
proper electrical installetions would result in
electrocution or fire. This deficient practice
affected 20 residents, staff and visitors in 1 of 2
' smoke compartments on the date of the survey.
The facility is licensed for 36 beds and had a

: census of 30 on the day of the survey.

Findings include:

During the facility four conducted on July 22,
2014 from 2:30 PM fo 3.45 PM, observation of
the Clean Utility room abutting the smoke
compartment doors revealed a four inch square
electncal conduit box without the profective
covering in place. inlerview of the Maintenance
: Directar indicatad he was not awares this cover

: was missing.

Actual NFPA standard:

- NFPATD

NFFA 7D

110.12 Mechanical Execution of Work.
Electrical equipment shall be installed in 4 neat
and workmanlike manner.

a missing cover plate which had the
potential to affect 36 residents, staff 5
and visitors. Failure to ensure proper |’
electrical installations could result in
electrocution or fire. The missing
cover plate will be replaced by
08/14/14. A survey will be conducted
by the maintenance supervisor
throughout the SNF to assure no
similar conditions exist by the same
deadline as listed above. The
maintenance supervisor will monitor
and document his findings, checking
all electrical conduit hoxes for covers
for the next 3 months.

o R R ot Ao
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Printec: 07/30/2014

FORM APPROVED
CENTERS FOR MEDICARE & NEDICAID SERVICES CMB NO. 0938-0381
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER A, BUILDING 01 COMPLETED
135070 B. WING 07122{2014
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BEAR LAKE MEMORIAL SKILLED NURSING F| 164 SOUTH 5TH STREET
MONTPELIER, ID 83254
FAm SUMMARY STATEMENT OF SEFICIENCEES C D PROVIDER'S PLAN OF CORRECTION )
PREFIX  {(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGU%.A?OR?‘ PREFIX {EACH CORRECTIVE ACTION SHOULD BE i ﬁo“gizg? N
e | OR LSC IDENTIFYING INFORMATION; TAG |  CROSS-HEFERENOED TQ THE APPROPRIATE
i
1

DEFIGIENCY)

K 147} Continued me page §

which persons enter for instafiation and
rnairttenance.

: {C) Integrity of Electrical Equipment and
Cuonnections. Intemal parts of eleciricat

Bodies, or Fittings.

' comply with 314.17(A) through {2}

closed.

equipment, including busbars, wiring terminals,
insuiatore, and other surfaces, shal not be ;
. damaged or contaminated by foreign materiats
! such ag paint, piaster, cleaners, abrasives, or

corpsive rasidues. There shall be no damaged
paris that may adversely affect safe operation or
mechanical strength of the equipment such as
parts that are broken; bent; cut, or deteriorated by
gorrasion, chernical action, or overheating.

. 31417 Conductors Entering Bexes, Conduit

Conductars entering boxes, conduit bodies, or
ﬁﬁings shall be protected from abrasion and shall

! (A} Openings to Be Closed, Openings through
which conductors enter shall be adequately

- {A) Unused Openings. Unused cable or raceway |
{ openings in boxes, raceways, auxiiiary gutters,
: cabinels, cutout boxes, meter socket enclosures, |
| equipment cases, of housings shall be effectively
-ciosed to afford protection substantiafly equivalent
to tha wali of the equipment. Where metaliic
piugs or piates are used with nonmeialiic :
" enclosures, they shall be recessed at least 6 mm
i {¥ i) from the ouler surface of the enciasure.
(B} Subsurface Enclosures. Conductors shall be
' racked to provide ready and safe access in ;
{ underground and subsurface enclosures inko

K147

FORM CMS-2567{02-38) Previous Versions Obsolete

Z38921

i conlinuaton shesf Page 7 of 7



”

[ —

- »

Bureau of Facility Standards

PRINTED: G7/30/2014
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

135070

(X1} PROVIDER/SUPPLICR/CLIA
IDENTIFICATION NUMBER;

1 (X2} MULTIFLE CONSTRUCTION
A. BUILDING 01 « ENTIRE NF

B WING

(X3) DATE SURVEY
COMPLETED

07/22/2014

NAME OF PROVIDER OR SUFPLIER
BEAR LAKE MEMORIAL SKILLED NURSING FACIL]

STREET ADDRESS, CITY, STATE, ZIP CODE

164 SOUTH 5TH STREET
MONTPELIER, ID 83254

| SUMMARY STATEMENT OF DEFICIENCIES
i {EACH DEFICIENCY MUST BE PRECEDED BY FULL
| REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX
TAG

wo PROVIDER'S PLAN OF CORRECTION L s
{EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
CROSS-REFERENCED TO THEAPPROPRIATE | DATE

DEFICIENGY)

DATE

i 16.03.02 INITIAL COMMENTS

The Administrative Rules of the ldaho
Depanment of Health and Welfare, -
Skilled Nursing and intermediate Care
Facilities are found in IDAPA 16,

Title 03, Chapter 2.

The facitity is a single story type V {111)

. licensed for 36 SNF/NF beds.

Intermediate Care Facilities.
| The Survey was conducted by:

. Sam Burbank
Heaith Facility Surveyor
Facility Fire Safety anc Construction

C 2261 02.106 FIRE AND LIFE SAFETY
106. FIRE AND LIFE SAFETY.
Buildings on the premises used as
facilities shali meat all the
requirements of local, state and
national codes concerning fire and
iife safety standards that are

. applicable to health care faciiities.

‘ This Rule is not met as evidenced by:
Piease refer to "K" tags on CMS 2557

construction, fully sprinkiered and built in 1977, }t
is separated from the existing hospital by a two

i hour fire separation. The nursing facility has two
* smoke compartments. The facility is currently

The foliowing deficiencies were cited during the
annual firefiife safety survey conducted on July
22, 2014, The facility was surveyed under the
LIFE SAFETY CODE, 2000 Edition, Existing
Heaith Care Occupancy, in accordance with 42
CFR 483.70 and IDAPA 15.03.02 Rules and
Minimum Standards for Skilled Nursing and
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