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Jason Jensen, Administrator
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98 Poplar Street

Blackfoot, ID 83221-1758

Provider #: 135007

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT
COVER LETTER

Dear Mr. Jensen;

On August 27, 2020, a Facility Fire Safety and Construction survey was conducted at
Bingham Memorial Skilled Nursing & Rehabilitation 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 bea
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 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.
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Please provide ONLY ONE completion date for each federal and state tag in column (X5)
Completion Date to signify when 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 September
16, 2020, Failure to submit an acceptable PoC by September 16, 2020, may result
in the imposition of civil monetary penalties by October 8, 2020.

Your PoC must contain the following:

¢ 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
October 1, 2020, (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 November 25, 2020. A change in the seriousness of the
deficiencies on October 11, 2020, may result in a change in the remedy.
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The remedy, which will be recommended if substantial compliance has not been
achieved by October 1, 2020, includes the following:

Denial of payment for new admissions effective November 27, 2020,
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 February 27, 2021, 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 Regional 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 recommend that the remedies previously mentioned in this letter be imposed by the
CMS Regional Office or the State Medicaid Agency beginning on August 27, 2020, 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:
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http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Program
s/NursingFacilities/tabid/434/Default.aspx

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 September 16, 2020. If your request for informal
dispute resolution is received after September 16, 2020, 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. 1f you have any
questions, please contact us at (208) 334-6626, option 3.

Sincerely,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/]j
Enclosures
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K000 | INITIAL COMNMENTS K 000
The facility is a single-story, type V (11} structure . o .
with a partial basement utilized for l This pl?rj Of correction is su'bm|tted by
mechanical/electrical rooms, storage, offices and the facility in accordance with het
classrooms, A two-hour fire wall separates the pertinent terms of provisions of 42CFR
gccriQitfg ﬂOSPi'tta} ?"d “;ﬁ Agﬁ[ﬁdgid G(_ariatric Section 488 and/or related State
: Psychiatric Hospital from the Skilled Nursing : dis intended to serve
« Facility. The facifity was originally built in 1863 feBUiat!ons, :n |s‘|n enfe ntent to
» with & renovation and addition in 1999. The as credible a Ega'tion's of ourinte i
+ building is fully sprinklered and Is protected by a correct the practices identified as
: complete fire alarm system with smoke detection deficient. The Plan of Correction
1in corridors and open spaces. The Essential should not be construed or i
| Electrical System is supplled by a diesel powered, interpreted as an admission that the
. on-site automatic generator. The facility is - 4 did. in fact. exist:
 currently licensed for 53 SNF/NF beds and had a deficiencies alleged did, in fact, exist;
: census of 42 on tha date of the survey. rather, the facility is filing this ;
i document in order to comply with its
annual fireflife safety survey conducted on Augus . . caid '
27, 2020. The facility was surveyed under the In the Medicare/Medicaid program(s)
LIFE SAFETY CQDE, 2012 Edition, Existing
Health Care Qccupancy, in accordance with 42
CFR 483.70.
The Survey was conducted by, .
Linda Chaney RECEIVED
Health Facility Surveyor
Facility Fire Safety & Construction SEP 15 2020
K 324 | Cooking Facilities K324
§8=D | CFR(s): NFPA 101 FACILITY STANDARDS

Cooking Facilitios

Cooking equipment is protacted in accordance
with NFPA 86, Standard for Ventilation Control
and Fire Protection of Cormmercial Cooking
Operations, unless:

K342 '

All patients and staff have the

ation s , i /3]
* residential cooking equipment {.e., small \ potential to be affected. | EJES
E i
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 016) DATE
/A»:Dm M ‘:srfr&c\r 9/7 ‘// ple

Any deficiency statement ending with an asteris(*} denotega deficiancy which the institution may be excusad from correcting providing It Is determinéd tat
other safeguards pravide sufficlent protection {o the patients. (Ses instructions.) Except for nursing homas, the findings staled abave are disclosable 80 days
following the date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days fallowing the date these documents are made available to the facllity. If daficlencies are citad, an approved plan of correction is raquisite to continuad
program participation.

FORM CMS-2567{02-39) Previous Versions Obsolete

Event ID; 00ZY21

Faciéty ID: MDS001040

{f continuatian sheet Page 1 of 5
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appliances such as microwaves, hot plates,
toasters) are used for food warming or {imitad
cooking in acgordance with 18.3.2.5.2, 18.3.2.5.2
* cooking facilities open 1o the comidor in smoke
compartmeants with 30 or fewer patients comply
with the conditions under 18.3.2.6.3, 19.3.2.5.3,
or

* cooking facilities In smoke compartments with
30 or fewer patients comply with conditlons under
18.3.2.5.4, 19.3,2,5.4,

Cooking facilities protected according to NFPA 96
per 9.2.3 are hot required to be enclosed as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19,3.2.5.5, 9.2.3, TIA12-2

This REQUIREMENT is not mel as evidenced
by:

Based on observation and interview, the facility
failed to maintain the kitchen hond system,
speciftcally, grease filters, in accordance with
NFPA 998, Fallure to maintain grease filters could
increase the risk of fires due to excessive
build-up of grease laden vapors. This deficlent
practice affected staff in the kitchen on the date
of the survey.

Findings inciude;

During the facility tour on August 27, 2020, from
approximately 2:00 PM to 4:00 PM, inspection of
the hood system revealed several of the baffle
filters were damaged, preventing them from fitting
tonether tightly and leaving gaps of ane (1) inch
or more In several places on both sides of the

K324 con't

Rouot-cause analysts revealed fack of
communication or identification of
damage causing gaps in the hoad
system.

We beliave education/training is the
best prevention. Staff In the kltchen
and engineering were educated on
evaluating and identifying the hood
system for proper functioning/
damage, and to then communicate
the need for any repairs/
replacements. Replacement of the
identified damaged hood parts have
been ardered and will be replaced
when delivered.

We will maintain this through
scheduled reviews, by engineering, of
equipment far damage or not
functioning properly during rounds,

Audit of this during monthly rounds by
engiheering manager cr designee.

Areas of concern will be addressed
immediately and discussed at QA

(Quality Assurance) meeting, quarterly
and PAN.

Date of completion: 930720

Cf} 30 },:/:o

IRM CNS-2667(02-99) Previous Verslons Obsclete

Event {D: 00Z2Y21

Facility 1D: MDS001040

if continuztion sheet Page 2 of 5




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

PRINTED: 09/02/2020
FORM APPROVED
OMB NO. 0838-0391

TATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
HD PLAN OF GORRECTION IDEMTIFIGATION NUMBER: A, BUILDING 02 - ENTIRE NF COMPLETED
135007 B. WING 08/27/2020

NAME OF PROVIDER OR SUPPLIER

BINGHAM MEMORIAL SKILLED NURSING & REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
98 POPLAR STREET
BLACKFQQT, ID 83221

41D
PREFEL
THG

SOMMARY STATEMENT OF BEFICIENGIES
{EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC JDENTIFYING INFORMATION)
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PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION %5
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K324

K353

Continued From page 2

hood system. The humerous gaps were allowing
grease laden vapors to enfer the duct systam
unfilterad. When asked, the Director of
Engineering stated the facllity was unaware the
grease filters were damaged.

Actual NFPA sfandard:
NFPA 96

4.1 General,

4.1.1 Gooking equipment used in processes
producing smoke or grease-laden vapors shall be
equipped with an exhaust system that complies
with all the equipment and performance
reguirements of this standard.

4.1.2 All such equipment and its performance
shall be maintained in accordance with the
requirements of this standard during all periods of
operation of the cooking equipment.

4.1.3 The following equipment shall be keptin
working condition;

(1) Cooking equipment

(2) Hoods

{3) Ducts (if applicable)

(4) Fans

(6) Fire-extinguishing equipment

(€) Special effluent or energy canirof equipment
4.1.3.1 Maintehance and repairs shalt be
performed on ail components at intetvals
necessary to maintain good working condition.
B.2.3 Grease Filters,

B8.2.3.2 Grease filters shall be of rigid constructlon
that will not distort or crush under normal
operation, handling, and cleaning conditions.
6.2.3.3 Grease filters shall be arranged so that all
exhaust air passes through the grease filters.
Sprinkler System - Maintenance and Testing

K 324 qj3cf20

K 353

IRM CKS-2567(02-88) Pravious Versians Obgolefe Event ID: 00ZY21

Facillty 1D: MDS001040 If continuation sheet Page 3of &
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88=D | CFR(s): NFPA 101 K359

Sprinkler System ~ Maintenance and Testing
Autornatic sprinklar and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Waler-based Fire
Protection Systems. Records of systam design,
maintenance, inspection and testing are
maintained in a secure [ogation and readily
available,

a) Date sprinkler system last checked

b} Who provided system fest

c} Water system supply source

Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7,9.7.8, and NFPA 25
This REQUIREMENT s nict iniet as evidenced
by:

Based on observation and interview, the facility
failed to ensure fire suppression systern pendants
were maintained free of ohstructions such as
loading or corrasion, Failure o maintain fire
sprinkier pendants frae of ohstructions could
insulate thermal slements and delay operation,
affect water disttlbution patterns, or otherwise
render the sprinkler inoperable or ineffectual
during a fire event. This deficlent practice
affected staff in the kitchen on the date of the
survey. '

Findings include:

During the facility tour on August 27, 2020, from
approximately 2:00 PM to 4:00 PM, observation

All patients and staff have the
potential to be affected.

Roct-cause analysis revealed lack of
communication or identification of
darnaged or corroded/dirty sprinkler
heads.

We believe education/tralning Is the
best prevention, Staff in the kitchen
and engineering were educated on
evaluating and identifying the
sprinkler system for proper function
and te then communicate the need
far any repairs/replacements/
cleaning. Replacement/repair of the
identified sprinkler heads have been
scheduled for repair/replacement.

We will maintain this through
scheduled raviews, by engineering, of
equipment for damage or not working
properly during weekiy rounds,

Audit of this will be done during
monthly rounds by engineering
manager or designee,

Areas of concern will be addressad
immediately and discussed at QA
{Quallty Assurance meeting, quarterly
and PRN.

Date of Completion: 9/30/20
Y30/20

RM CMS-2567(02-89) Pravious Versions Obsolate

Evenl ID:ODZY¥21

Facility ID: MDS001040

If continuation sheet Page 4 of 5
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of the sprinkler heads in the kitchen near the
range revealed one sprinkler head was corroded
and 1hree (3) were loaded with grease, and dust.
When askod, the Director of Engineering stated
the facility was unaware the sprinkler heads were
loaded and corroded,

Actual NFPA standard:
NFPA 25

5.2.1 Sprinklars.

5.2.1.1* Sprinklers shall be inspected from the
flocr level annuatly.

5.2.1.1.1* Sprinklers shall not show signs of
loakage; shall be free of

corrosion, forelgn materials, paint, and physical
damage; and shall be

installed in the correct orientation (e.g., up-right,
pendent, or sidewall).

5.2.1.1.2 Any sprinkler that shows signs of any of
the following shall

be replaced:

(1) Leakage

{2) Corrosion

(3) Physical damage

{4) Loss cf fluid in the glass bulb heat responsive
element

{5)*Loading

(B) Painting unless painted by the sprinkler
manufacturer

5.2.1.1.4 Any sprinkler shall be replaced that has
signs of leakage;

is painted, other than by the sprinkler
manufacturer, corroded,

damaged, or loaded; or Is In the improper
orientation.

e

IRM CMS-2857{02-99) Prevlous Versions Obsolete

Event iD;00zZY29

Facliity ID; MDS0D1040

If cantinuation sheet Page § of §
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BRAD LITTLE ~ Govemor TAMARA PRISOCK~ ADMINISTRATOR
DAVE JEPPESEN- Director DIVISION OF LICENSING & CERTIFiCATION
DEBRA RANSOM, RN .RH.LT., Chief

BUREAU OF FACILITY STANDARDS

3232 Elder Street

P.0. Box 83720

Boise, ID 83720-0008
PHONE 208-334-6626
FAX 208-364-1888

September 3, 2020

Jason Jensen, Administrator

Bingham Memorial Skilled Nursing & Rehabilitation
98 Poplar Street

Blackfoot, ID 83221-1758

Provider #: 135007
RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER
Dear Mr. Jensen:

On August 27, 2020, an Emergency Preparedness survey was conducted at Bingham
Memorial Skilled Nursing & Rehabilitation by the Department of Health &
Welfare, Bureau of Facility Standards to determine if your facility was in compliance
with 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 is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid 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 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.
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Your Plan of Correction (PoC) for the deficiencies must be submitted by September
16, 2020. Failure to submit an acceptable PoC by September 16, 2020, may result
in the imposition of civil monetary penalties by October 8, 2020.

Your PoC must contain the following:

« What corrective action(s) will be accomplished for those residents found to have
been affected 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 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
October 1, 2020, (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 . A change in the seriousness of the deficiencies on October
18, 2020, may result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been
achieved by October 1, 2020, includes the following:

Denial of payment for new admissions effective November 27, 2020.
42 CFR §488.417(a)
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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 February 27, 2021, 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 Regional 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 recommend that the remedies previously mentioned in this letter be imposed by the
CMS Regional Office or the State Medicaid Agency beginning on August 27, 2020, 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 /StateFederal Program
s/NursingFacilities/tabid/434/Default.aspx

Go to the middle of the page to Information Letters section and click on State and select
the following:
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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 September 16, 2020. If your request for informal
dispute resolution is received after September 16, 2020, 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/j
Enclosures
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The facility is a single-story, type V (ill} structure
with a partial basement utilized for
mechanicalfelectrical rooms, storage, offices and

This plan of correction s submitted by
the facility in accordance with het

classrooms. A two-hour fire wall separates the pertinent terms of provisions of 42CFR
Accredited Hospital and the Accredited Geriatric Section 488 and/or related State
Psychiatric Hospital from the Skilled Nursing regulations, and is intended to serve

Facility. The facility was originally built in 1983
with a renovation and addition in 1989, Tho
building is fully sprinklered and is protected by a

as credible allegations of our intent to
correct the practices identified as :

! complete fire alarm system with smoke detection deficient. The Plan of Correction
in corridors and open spaces. The Essential should not be construed or
Elactrical Systern is supplied by a diess! powered, interpreted as an admission that the

» on-site automatic generator, The facility is ;

: currently licensed for 53 SNF/NF beds and had a eficiencies alleged did, in fact, exist;

! census of 42 on the date of the survey. : rather, the facility is filing this

i ) document in order to comply with its
' The following deficiencies were cited during the obligations as a provider participating
i emergency preparedness survey conducted on in the Medicare/Medicaid program(s),

| August 27, 2020. The fagility was surveyed under
' the Emergency Preparedness Rule, in
| accordance with 42 CFR 483.73.

The Survey was conducted by: RECE“/ED

1

i Linda Chaney SEP 1 5 ZUZU
Health Facility Surveyor
Facility Fire Safety and Construction FACILITY STANDARDS
F 004 | Develop EP Plan, Raview and Update Annually E 004

58=F | CFR{s): 483.7%(a)

The [facility] must comply with aif appiicable

Fedsrai, State and local emergency E 004

preparedness requirements. The [facility] must .

develap establish and maintain a comprehensive All patients and staff have the

emergency preparedness program that meets the potential to be affected.

requirements of this section. ci { 36 , 20

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENT, 'S SIGNATURE TITLE (X6) DATE

Adwmindratac glho

Any deficlency statement ending with an astarisk (’}/d?;notes a gleficiency which the institution may be excused from correcting providing il Is delern{inaﬁ that
other safaguarda provide sufiicient protaction te the patients, (See Inatructione.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whethar or not a plan of correction is provided, For nursing homes, the above findings and plans of cerrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencias are cited, an approved plan of correction is requisite to confinued
program paricipation. :
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; State, and local emergency preparedness

; emergency preparedness program that meets the

The emergency preparedness program must
include, but not ha limited to, the following
glements;

(ay Emeorgency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be [reviewed], and updated at least
avery 2 years. The plan must do all of the
following:

* [For hospitals at §482.15 and CAHs at
§485,625(a);] Emergency Plan. The [hospital or
CAH] must comply with all applicable Federal,

raquirements. The [hospital ar CAH] must
develop and maintain a comprehensive

requirements of this section, ufilizing an
all-hazards approach.

*[For LTC Facliities at §483.73(a):] Emergency
Plan. The LTC facility must develop and maintain
an emergency preparedness plan that must be
reviewed and updated at least annually.

* [For ESRD Facilities at §494.62({a):] Emergency
Plan. The ESRD facility must develop and
maintain an emergency preparedness plan that
must be [evaluated], and updated at least every 2
years.

This REQUIREMENT is not met as evidenced
by:

Based on record raview, the facility failed fo
demonsirate the Emergancy Plan {EP} had been
raeviewed and updated annually. Failure to update
the EP annually has the potential to provide
information not relevant to the facility procedures
and hinder staff amergency response and fraining
during a disaster, This deficient praciice affected

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN DF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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iLLED REHABILITATIO
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x4y I SUMMARY STATEMENT OF DEFICIENGIES D : PROVIDER'S PLAN OF CORREGTION (xs}
PREFIX (EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 004 | Continued From page 1 E 004

E 004 con't

Root cause analysis revealed that the
annual review meeting was not
schedule due to restrictions on
meetings due to Covid-19 and was not
rescheduled |ater or via electronic
methods.

We believe education/training is the
best prevention. Staff involved in the
annual review will be educated on the
need for annual reviews/updates to
the Emergency Plan. A member of the
review committee wifl be assigned to
schedule the next annual review.

We will maintain this through
scheduled calendar review a week
after the annual review meeting is
held to make sure it is on all
committee member calendars.

Audit of this the week after annual
meeting to review Emergency Plan by
administrator or designee.

Areas of concern will be addressed
immediately and discussed at QA
{Quality Assurance) meeting, quarterly

9302
and PRN.

FORM CM3-2567{02-99) Pravious Verstons Cbsoleta

Event iD: O02Y21

Facility 1D; MDS001040

If continuation sheet Page 2 of 8




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

PRINTED: 00/02/2020
FORM APPROVED
OMB NQ, 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERI/CLIA {X2) MULTIFLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
135007 B. WING 08/27/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
88 POPLAR STRERT
B &R
INGHAM MEMORIAL SKILLED NURSING EHABILITATION BLACKFOOT, ID 83221
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION X6y
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX | {FACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG i  CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY}
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42 residents and staff on the date of the survey.
Findings include:
During review of the provided Emergency
Preparedness Plan conducted on August 27,
2020, from approximately 11:00 AM to 1:45 Piu,
documentation showed the last annual review
had been conducted oh March 25, 2018.
Referance: F
42 CFR 483,73 (a)
E 008 | Plan Based on All Hazards Risk Assessment E 008
s5=F | CFR(s): 483.73(a)(1)-(2)
[{a) Emergency Plan. The [facility] must develop E 006
and maintain an emergency preparedness plan .
that must be reviewed, and updated at least every All patients and staff have the
2 years, The plan must do the following:] potential to be affected.
{1} Be based on and include a documented, Root-cause analysis revealed lack of
facility-based and community-based rlsk continulty in the risk assessment to
assessment, ulilizing an all-hazards approach.* include the identified hazards in the Q/zé S
Hazard Vulnerability Assessment }3

: {2} Include strategies for addressing emergency

(2) Include strategies for addressing emergency
events [dentified by the risk assesament.

*{For LTC facilities at §483.73(a){1):] Emergency
Plan. The LTC facility must develop and maintain
an emergency preparedness plan that must be
reviewed, and updated at least annually. The plan
must do the following:

(1) Be based on and include a documented,
facility-based and community-based risk
assossment, utilizing an all-hazards approach,
including missing residents.

events identified by the risk assessment.

(HVA). Some items need to be
separated out and others may need to
be combined. Each of the 3 identified
facilities need separate HVA's.

We believe education/training is the
best prevention. Members of the
Emergency Planning Committee were
educated and trained on
comprehensive facility-based and
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determined the facility falled fo conduct a
comprehensive facilily-based and
community-based risk assessment to include
strategios for addressing emergency events
identified by the risk assessment. Failure to
conduct a facility and community-based risk
assessment with strategies for response hinders
the facllity's ablility to respond to localized
disasters and emergencies. This deficient

44) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL + PREFIX 1 {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG t  CROSS-REFERENCED TO THE APPROPRIATE DATE
| H DEFICIENCY)
E 006} Conlinued From page 3 E 008 , ,
community-based risk assessments
[For ICF/liDs at §483.475(a)(1):] Emergency and for properly addressing
Plan. The ICFIID must develop and maintain an emergency events identified through
emergency preparedness plan that must be . the HVA all have strategies for
reviewed, and updated at least every 2 years. The response for each facility that may be
plan must do the following: affected
(1) Be based on and include a documented, :
facility-based and community-based risk . Co
assessment, utilizing an all-hazards approach, We_w'“ maintain this t,h_mugh annual
Including missing clients. review of the HVA, facility-based and
(2} include strategies for addressing emergency community based risk assessments to
events identified hy the risk assessment. make sure all identified hazards are in
_ the Emergency Program {EP) and the
* [For Hospices at §418.113(a)(2}:] Emergency HVA, Simﬁar isysuesg\av'th s(im?I
Plan. The Hospice must develop and maintain an ‘ _ ! ar
emergency preparedness plan that must be processes will be condensed, others
roviowed, and updated at least every 2 years, The may be separated out or added.
plan must do the following: ‘
(1) Be based on and include a documented, Audit of this the week will be
facility-based ap.d .cornmunity-based risk conducted the week after annual
assessment, utilizing an all-hazards approach. meeting to review Emergency Plan by
{2} Include strategles for addressing emergency administrator or designee
events identified by the risk assessment, gnee.
including the management of the consequences | :
of power fallures, natural disasters, and other ; ‘Areas O.f concern WC!" be addressed
emergencies that would affect the hospice's immediately and discussed at QA
ability to provide care. (Quality Assurance} meeting, quarterly
This REQUIREMENT is not met as evidenced and PRN,
by:
Based on record review and interview, it was Date of completion: 9/30/20 Ci/ ’50] 2
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E 006 | Continued From page 4 E 006 i

practice affected 42 residents and staff on the
date of the survey.

Findings inctude:

On August 27, 2020, from approximately 11:00
AM to 1:45 PM, review of the provided !
emergengy preparedness plan, including the :
: facility Hazard Vulnerability Assessment (HVA) i
, revealed some hazards identified on the HVA did
not have strategies for response, Additionally, the
facility falled to include "Emerging Infectious
Diseases" to the HVA. When asked, the
Administrator and Dirgctor of Engineering stated
the facllity was not aware of the discrepancies.

Reference;

42 GFR 483.73(a) (1) - (2)
E 042 | Integrated EP Program E 042
S5=F | CFR(s): 483.73(f)

(e) for (intagrated healthcare systems. If a k042
[facility] is part of a healthcare systom consisting | ,
of multiple separately certified healthcare facilities | All patients and staff have the
i that efects to have a unlfied and integrated ; potential to be affected.

| emergency preparedness program, the {facility] .
{ may choose to participate in the healthcare Root-cause analysis revealed lack of
| system’s coordinated emergency preparedness continuity-in the risk assessment to
program. n include the identified hazards in the
If elected, the unified and integrated emergency Hazard Vulnerability Assessment

preparedness program must- (do all of the (HVA). Some items need to be

following:]
separated out and others may need to

(1) Demonstrate that each separately certified be combined. Each of the 3 identified 9/28)20
facility within the systerm actively participated in facilities need separate HVA's. / 3 /
the development of the unified and Integrated
emergency preparedness program,
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{ on and include the following:

{2) Be developed and maintained in a manner
that takes into account each separately cortified
facility's unigue clrcumstances, patient
populations, and services offered.

{3) Demonstrate that each separately certified
facility is capable of actively using the unified and
integrated emergency preparedness program and
is in compliance [with the program].

{(4) Include a unifled and integrated emergsncy
plan that meets the requirements of paragraphs
(a)(2), (3), and (4) of this section. The unified and
infegrated emargency plan must also ke based

{iy Adocumented community-based risk
assessment, ufilizing an all-hazards approach.

(i) Adocumented individual facillty-based risk
assessment for each separately certified facllity
within the health system, utilizing an all-hazards
approach.

{(5) Include integrated policies and procedures
that meet the requirements set forth in paragraph
{b) of this section, a coordinated communication
plan, and training and testing programs that meset
the requirsments of paragraphs (¢} and (d} of this
section, respectively.

This REQUIREMENT Is not met as evidenced
by:

Based on record review and inferview, the facility
failed tc demonstrate compliance with the
requirements to participale in a unified and
integrated health systems' emergency
preparedness program. Failure to meet all the
requirements for participation, has the potential to
impeds communication, incumber coordination of

We believe education/training is the
best prevention. Members of the
Emergency Planning Committee were
educated and trained on
comprehensive facility-based and
community-based risk assessments
and for properly addressing
emergency events tdentified through
the HVA all have strategies for
response for each facility that may be
affected.

We will maintain this through annual
review of the HVA, facility-based and
community based risk assessments to
make sure all identified hazards are in
the Emergency Program {EP} and the
HVA. Similar issues with similar
processes wilt be condensed, others
may be separated out or added.

Audit of this the week will be
conducted the week after annual
meeting to review Emergency Plan by
administrator or designee.

Areas of concern will be addressed
Immediately and discussed at QA
{Quality Assurance) meeting, quarterly
and PRN,

Date of completion: 9/30/20

(36)20
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training and hinder staff response during a
disaster. This deficient practice affected 42
residents and staff on the date of the survey.

Findings include:

On August 27, 2020, from approximately 11:00
AM ta 1:45 PM, review of the provided
emergency preparednass plan, policies and
procedures revealed the facility was one (1) of
thres (3) faciliies on campus, each separately
certified as a Medicare-participating provider in a
unified and integrated healthcare system. The
facilities were identified as:

1.} Bingham Memaorial Hospital

2.) Bingham Memorial Skilled Nursing and
Rehabilitation Center

3.} Bingharm Mermorial New Leaf Geriatric
Psychiatric Unit

These facilities had developed a unified and
integrated emergency preparedness program that
included all the facilities within the healthcare
system. However, documentaticn couid not be
provided to demonstrate each separately certified
facility actively participaled In the development
and subsequent review and updates of the
program. MNor did it address unigue
circumstances, patient populations and services
offerad at each facility. Additionally, a
facility-based risk assessment had not heen
developed for each separate entity, taking into
consideration facility specific hazards unique o
each facility as required.

The unified and integrated emergancy
preparedness program did not include a
coordinated communication plan or training and
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testing program designed to meet all the specific
requirements for each facility type. interview of
the Administrator and the Director of Engineering
revealed the facility was actively participating in a
unified and integrated emergency preparedness
program but did not have the documentation
required o support their efforts.

Reference:
42 CFR 441.184(e)
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