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RUSSELL S. BARRON-- Director D{VISION OF LICENSING & CERTIFICATION
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December 28, 2018

Richard Ord, Administrator

Bennett Hills Rehabilitation And Care Center
1220 Montana Street

Gooding, ID 83330-1856

Provider #: 135134

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr, Ord:

On December 18, 2018, a Facility Fire Safety and Construction survey was conducted at
Bennett Hills Rehabilitation And Care Center 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 wpattern 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 corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
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 each federal and state tag in column (X5) Completion Date to signify when
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must
be after the "Date 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 administrator
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces
provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by January 10, 2019.
Failure to submit an acceptable PoC by January 10, 2019, may result in the imposition of civil
monetary penalties by February 1,2019.

Your PoC must contain the following:

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

¢ 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;

¢ What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

¢ 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,

¢ 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. If a State Form was issued as well, it should also be signed, dated and returned.

All references to federal regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations. ‘

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by , (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 March 18, 2019. A change in
the seriousness of the deficiencies on February 1, 2019, 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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includes the following:

Denial of payment for new admissions effective .
42 CFR §488.417(a)

If you do not achieve substantial compliance 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 , if substantial compliance is not achieved by that time.

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 you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Nate Elkins, Supervisor,
Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder Street, PO Box
83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, option 3; Fax #: (208) 364-1888, with
your written credible allegation of compliance. If you 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 Regtonal Office nor the State Medicaid Agency will impose the previously
recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recomimend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on December 18, 2018, 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 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 Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograins/NursingFa
cilities/tabid/434/Default.aspx
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Go to the middle of the page to Information Letters section and click on State and select the
following:

BFS Letters (06/30/11)

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

This request must be received by January 10, 2019. If your request for informal dispute
resolution is received after January 10, 2019, 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 the survey. If you have any questions, please
contact us at (208) 334-6626, option 3.

Sincerely,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/Lj Enclosures
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The Berrett Hils Renabilitation and Care Center provides
 this plan of comection without admitting o denying the

: validity or existence of the: alleged defidendes. The Plan of
. Commection is prepared and executed sdiely becase it is
required by federd and state law.

© The facility is a single story, Type V {111) !
. structure constructed in August of 1971, Itis fully
 sprinklered with a complete fire alarm/smoke '
: detection system in hallways and open spaces.

» The Essential Electrical Systern is supplied by a

| propane powered, on-site automatic generator,
: Currently the facility is licensed for 80 SNF/NF
: beds and had a cersus of 30 on the date of the

| survey, 5

! The following deficiency was cited during the

- annual firellife safety survey conducted on

' December 18, 2018. The facility was surveyed

“ under the LIFE SAFETY CODE, 2012 Edition,

i Existing Health Care Occupancy, in accordance
i with 42 CFR 483.70, and 42 CFR 483.80.

‘ The survey was conducted by:

Linda Chaney
! Health Facility Surveyor L
 Facility Fire Safety and Construction ;
K 232 Aisle, Corridor, or Ramp Width Kzx-E 119
= | CFR(s): NFPA 101 ) X ¢
SS E‘g ) 1} Tre3fir2 extirguisrer boxes thet vera Sirches

1 2012 EXISTING te romore then dirches ot fremitre vl in tre -
: The width of aisles or corridors (clear or belinays, cerplsted by the Neintererce :
| unobstructed) serving as exit access shall be at Supeniscr as cf 0201/19. Trey vill te placed &

' least 4 feet and maintained to provide the the eporegriats irches frem e fccr per e

2 convenient removal of nonambulatory patients on reguaticn.

: stretchers, except as modified by 19.2.3.4, i _ . _

. exceptions 1-5. - 2 Aredewdf thewcle fadlity wes comglsted by

119.2.3.4,12.2.3.5 i tre Meirterzrce Superviser with ro cther fire
This R IR NT is not met as evidenced extirgLisher boes fcurd o te at Sirches

exterced fremthe well in the buildirg ss of

4 tion and interview, the facilty . 12ans.
AE?ﬁOR\" DIREZTJR(S OR FROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE Yo
‘ 3 A

\ny daficiency statement ending with an astarisk {7) denotes a deficiency which the institution may ba excused from carrecting providing #t is determined that
ither safeguaids provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosatie 50 days
ollowing lhe date of survey whather or not a plan of comrection Is provided. For nursing hames, the above findings and plans of correction are disclosable 14
lays foflowing the date these documents are made available 1o the facliity. If deficlencies are cited, an approved plan of carrection I3 requisite to continued
rograrn participation.

‘ORM CMS-2567(02-99) Previous Verslons Obsolete Event ID; OMOP24 Facitity ID* MDS001 235 If continuation sheet Page 1aof4
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STATEMENT OF DEFICIENCIES {Xt) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IENTIFICATION NUMBER: A. BUILDING 01 - HELPING HANDS OF GOODING COMPLETED
135134 B. WING 12i18/2018

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

1220 MONTANA STREET

BENNETT HILL.S REHABILITATION AND CARE CENTER GOODING, ID 53330

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [r.13]
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTiON SHOULD BE COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG i CROSS-REFERENCED TO THE APFROPHIATE DATE
g DEFICIENCY)
E ,
K232 | Continued From page 1

K232,
! failed to maintain corridor exit access free of . !
: obstructions. Failure to maintain exit access width
:in the path of travel, could hinder the safe
! evacuation of residents during a fire or other
j emergency. This deficfent practice affected 30
, residents, staff and visitors on the date of the
L survey. '
! -1 4} TreMeinterence Superviscr Fes received
! Findings include:
|

3)  TreMeinterarce Superviscris awara of the
requirement/sterndard ard rere reroglans to
crarge ¢r plece ery fve exdirguisher baxes intre
tuildicg clifferently tren the curert placemert,

- ecucztion frem tre Admiristretor recending the
2 irperiarce of this MNFPA sterderd; this wes

r During the facility tour on December 18, 2018, cerpleted by 011513,

- from approximately 1:30 PM to 3:30 PM, ;
; observation of the exit access corridors revealed 5)

Tre szsulis of this surey will te revdened by tre
: fire extinguisher boxes projecting from the

Quaiity corrrritee in the Decerrber ard Jervary

‘ corridor wall 5 inches at a height above the hand
s rail and below 80". The fire extinguisher boxes

. were in the North, South and Southeast corridors

QrFt mrestirgs. Tre CAM meslings will be Feld
122018 ard 0172219, Furiter action by ke
QeA seamwill be teken if recessery at that frre,

 for a total of three (3) boxes. When asked, the
" Maintenance Supervisor stated the facility was
‘ unaware of the requirements for non-continuous ;
 projections in the corridor. : ‘ *

Actual NFPA Standard: : | i

- 19.2.3.4* Any required aisle, corridor, or ramp

: shall be not less than 48 in. (1220 mm) in clear

: width where serving as means of egress from

! patient steeping rooms, unless otherwise

. permitted by one of the following:

| (1) Alsles, corridars, and ramps in adjunct areas

. not intended for the housing, treatment, or use of

s inpatients shall be not less than 44 in. (1120 mm) :
in clear and unobstructed width. ‘
(2) *Where corridor width is at least 6 ft (1830
mmy}, non-continuous z :

. prajections not more than 6 in, {150 mm) from the '

~ corridor wall, above the handrail height, shall be ‘

- permitted. 3

" (3) Exit access within a room or suite of rooms |

'ORM CMS-2567{02-99) Previcus Versions Obsclele

Event |D: QMOP21 Facility 1D: MDS001235 If continuation sheet Page 2 of 4
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{X4} 1D H SUMMARY STATEMENT OF DEFICIENCIES 0 ; PROVIDER'S PLAN OF CORRECTION (X5}

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

; DEFICIENCY)

BENNETT HILLS REHABILITATION AND CARE CENTER

{

K 232 Continued From page 2 ‘ K232

complying with the requiremeants of 19.2.5 shal
be permittad. !
{4} Projections Into the required width shall be
permitted for wheeled equipment, provided that
all of the foilowing conditions are met: ‘
(a) The wheeled equipment dces not reduce
the clear unobstructed
corridor width to less than 60 in. {1525 mm).
{b) The health care occupancy fire safety plan
and training program address the relocation of :
the wheeled equipment during a fire or similar | i
emergency. ,f ;
(cy*The wheeled equipment is fimited tothe
following: ; i
i. Equipment in use and carts in use
ii. Medical emergency equipment not in Use
iii. Patient lift and transport equipment
(5} “Where the corridor width Is at least 8 ft (2440
mm), projections into the required width shail be
perrnitted for fixed furniture, provided that all of |
the following conditions are met; i
(a} The fixed furniture is securely attached to “ '
the floor or to the wall,
(b} The fixed furniture does not reduce the clear
unobstructed corridor width to less than 6 ft {1830
mm), except as permitted by 19.2.3.4(2}.
{c} The fixed furniture is located oniy on one
side of the corridor.
{d) The fixed furniture is grouped such that each
grouping does not exceed an area of 50 ft2 (4.6
mz).
(e} The fixed furniture groupings addressed in ; !
19.2.3.4(5)(d) are separated from each other by a .
distance of at least 10 ft (3050 mm).
(*The fixed furniture is located so as to not !
obstruct access to building service and fire ’
protection equipment.
(g} Corridors throughout the smoke compartment
are protected by an electrically supervised

- l
‘ORM CMS.256702-99) Pravigus Varsions Obgolele Event 1D- QMOP24 Facikity ID: MDSC01235 if continuation sheet Page 3 of 4
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PRINTED: 12/28/2018
FORM APPROVED
OMB NC. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

135134

(%X2) MULTIPLE CONSTRUCTION
A BUILDING 01 - HELPING HANDS OF GOODING

B. WING

{X3) DATE SURVEY
COMPLETED

12/18{2018

NAME GF PROVIDER OR SUPPLIER

EENNETT HILLS REHABILITATION AND CARE CENTER

STREET ADORESS, CITY, STATE, ZIP CODE
1220 MONTANA STREET
GOODING, 1D 83330

SUMMARY STATEMENT OF DEFICIEMCIES

X4) 1D
g {EACH DEFICIENCY MUST BE PRECEDED BY FULL

PREFiX

D
PREFLX
TAG

! PROVIDER'S PLAN OF CORRECTION {x5;
{EACH CORRECTIVE ACTION SHOULD BE | COMPLET:ON
CROSS-REFERENCED TO THE APPROPRIATE | DATE

DEFICIENCY)

1

:
TAG é REGULATORY OR LSC ICENTIFYING INFORMATION}
;
;
]

K 232 Continued From page 3 K232

E
. autornatic smoke detection system in accordance |
(with 19.3.4, or the fixed furniture spaces are ‘
‘arranged and located to allow direct supervision

. by the facility staff from a nurses’ station or

: similar space.

: (h) The smoke compartment is protected

: throughout by an approved, supervised automatic - i
: sprinkler system in accordance with 19.3.5.8,

" CMS Final Rule:

. SECTIONS 18.2.3.4(2) AND
19.2.3.4(2)}-CORRIDOR PROJECTIONS
This provision reguires non-continuous :
projections to be no more than & inches from the

- corridor wail. [n addition to following the :

' requirements of the LSC, heaith care facilities

. must comply with the requirements of the ADA,

~including the requirements for protruding objects.

' The 2010 Standards for Accessible Design (2010

. Standards) generally fimit the profrusion of

: wall-mounted objects into corridors to no more

| than 4 inches from the walf when the object's

i leading edge is located more than 27 inches, but

! not more than 80 inches, abave the foor,

!
!
i

i

'ORM CMS3-2567402-98} Previous Versians Qbsclete Event 1D- QMOP2Y Facitly iD: MESC01235

If continuation sheet Page 4 of 4
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C.L."BUTCH" OTTER - Govemor TAMARA PRISOCK-- ADMINISTRATOR
RUSSELL S. BARRON- Directar DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, R.N.RH.I.T., Chief
BUREAU OF FACILITY STANDARDS
3232 Elder Strest

P.O. Box 83720

Boise, ID 83720-0009

PRONE 208-334-6626

FAX 208-364-1888

December 28, 2018

Richard Ord, Administrator

Bennett Hills Rehabilitation And Care Center
1220 Montana Street,

Gooding, ID 83330-1856

Provider #: 135134
RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Mr. Ord;

On December 18, 2018, an Emergency Preparedness survey was conducted at Bennett Hills
Rehabilitation And Care Center by the Bureau of Facility Standards/Department of Health & Welfare to
determine if your facility was in compliance with Federal participation requirements for nursing homes
participating in the Medicare and/or Medicaid programs. Your facility was found to be in substantial
compliance with Federal regulations during this survey.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, which states that the
facility complies with the requirements of CFR 42, 483.70(a) of the federal requirements. This form is
for your records only and does not need to be returned.

Thank you for the courtesies extended to us during the survey. If you have any questions, please
contact this office at (208) 334-6626, option 3,

Sincerely,
Nate Elkins, Supervisor

Facility Fire Safety and Construction

NE/Lj
Enclosures
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
135134 B. WING 12/18/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1220 MONTANA STREET

BENNETT HILLS REHABILITATION AND CARE CENTER GOODING, ID 83330

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES (2] PROVIDER'S PLAN OF CORRECTION (45}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 | Initial Comments E 000

The facility is a single story, Type V (111)
structure constructed in August of 1971. It is fully
sprinklered with a complete fire alarm/smoke
detection system in hallways and open spaces.
The Essential Electrical System is supplied by a
propane powered, on-site automatic generator.
Currently the facility is licensed for 80 SNF/NF
beds and had a census of 30 on the date of the
survey.

The facility was found to be in substantial
compliance during the annual Emergency
Preparedness Survey conducted on December
18, 2018. The facility was surveyed under the
Emergency Preparedness Rule established by
CMS, in accordance with 42 CFR 483.73.

The survey was conducted by:
Linda Chaney

Health Facility Surveyor
Facility Fire Safety and Construction

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
01/07/2019

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused fram 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 pian of correction is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days following the date these documents are made avaifable to the facility. If deficiencies are cited, an approved plan of coirection is requisite to continued
pragram participation.
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