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Mary Ruth Butler, Administrator
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601 West Cameron Avenue

Kellogg, ID 83837-2004

Provider #: 135065

RE:  FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER '

Dear Ms. Butler;

On January 27, 2015, a Facility Fire Safety and Construction survey was conducted at Kindred
Nursing & Rehabilitation - Mountain Valley by the Department of Health & Welfare, Bureau
of Facility Standards to determine if your facility was in compliance with State icensure 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 is a Statement 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
each federal and state tag in column (X5) Completion Date to signify when you allege that cach
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 Cormrect” (listed on
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page 2). After each deficiency has been answered and dated, the administrator should sign both
_Statement of Deficiencies and Plan of Correction, Form CMS-2567 and State Form, in the spaces
pr ovided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by February 18, 2015.
Failure to submit an acceptable PoC by February 18, 2015, may result in the imposition of civil
monetary penalties by March 10, 2015.

Your PoC must contain the following:

o What corrective action(s) will be accomnplished 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;

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

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

¢ Include dates when corrective action will be completed.

e 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 1equ11 emnents contained in this letter are found in Title 42,
Code of Federal Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by February 24,
2015, (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
February 24, 2015. A change in the seriousness of the deficiencies on February 24, 2015, may
result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
February 24, 2015, includes the following:




Mary Ruth Butler, Administrator
February 5, 2015
Page 3 of 4

Denial of payment for new admissions effective April 27, 2015.
42 CER §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 July 27, 2015, 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 Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder
Street, PO Box 83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, Fax #: (208) 364-1888,
with your written credible allegation of compliance. If 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. '

I, 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 January 27, 2015, 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/Prowders/Plov1dersFac1htIes/StateFede1alPlo,q1ams/NulsmgFa
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 February 18, 2015. If your request for informal dispute
resolution is received after February 18, 2015, 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 e)itended to us during the survey. If you have any questioﬂs, please
contact us at (208) 334-6626.

Sincerely,

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/
Enclosures




‘Feb. 16, 2015 12:39PM Ko, 2246

Pl 2
Printed: 02/04/2016

DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NOC. 0938-0391
STATEMENT OF DEFICIENGIES  |(X1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUGTION - (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE NF STRUCTURE COMPLETED
135065 B. WING oA/27/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
KINDRED NURSING & REHABILITATION - MOl 601 WEST CGAMERON AVENUE
KELLOGG, |D 83837
£44) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN (OF CORRECTION 08
PREFIX |(EACH DEFICIENGY MUST 8E PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE CORPLETION
TAG OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000/ INITIAL COMMENTS K 00D
The building Is a type V {{11) fully sprinklered, This Plan of Cormection 15 the centers
single story structure with complete fire credibie allegation of compliance.
atarmidetection system. The building was '
.| constructed in 1971 and is licensed for 68 beds.  Prepatation and/or execulion of this plan of
. conrectlon does nof constitute admission or
The following deficiencies were cited during the agrgement by tha provider qf the fruth of
annual Fire/l ife Safety survey conducted on the facts alleged or conclusions set forth In
January 27, 2015. The faclity was surveyed the statement of defriencies. The plan of
under the LIFE SAFETY CODE, 2000 Edition, correction iis prepared andjor executed
Exisling Health Care Oacupancy, in accordance safle ;:atnuse # is required Dy the
with 42 CFR 483.70. provisions of federal and state faw.
The survey was conducted by:
Sam Burbank
Health Facility Surveyor
Facility Fire Safety & Construction
K 064| NFFA 101 LIFE SAFETY GODE STANDARD K064
8S=F o o K D&
Portable fire exhngmspers are provided in all I, On February 23, 2015, all five (5) extingulshers
health care occupancies In accordance with installed in resident corridors above sixty inches in
9741, 19356 NFPA10 helght will be replaced with 24 fire extinguishars
welghing less than 40 pounds with top of
extinguishers less than 60 Inches abiove finistied
float,
11, All residents were affected by the instaliation
height of the five (5) cxridor fire extingutslies.
This Standard is not mef as evidencad by The Maintenence Director will monitor cwp(szrf
Based-onobservation-and-intarview, the facitity gﬁ?ﬂﬁﬁiﬁf;é?&f;maﬁﬁ
fa_rled to ensursi-: fira EX{.IHQUIST_IEI’E} were I_nsta‘lled replacement of curvent fire extinguishers. No
with NFPA 10. Faifure fo provide fire extinguishers other fire extinguishers height exceeded the
installed at the correct height could result in requirements. :
hindering staff accessibility aliowing fires to grow
beyond incipient stages. This deficieni practics T, On February 23, 2015, all five (S) fre
affected 64 residents on the date of the survey. extinguistiers will be replaced by Simplex Grinnel
The facliity is licensed for 68 residents and had a The Mafntenance Directar was educated by the
Fire Life Safaty Surveyor and provided the NFPA
census of 64 on the day of the survey. 10-1-6.10 fiow chart for compliance of any new
and/or replacement of current fire extinguishers.
Findings Include:
{X%) DATE

LABORATORY DIRECTOR'S OR PROﬁ/SUFPUER REPRESENTATIVE'S SIGNATURE TJLE

| et el 2o, st oeelic)  o2-1b45

Any deffmency st’glament ending with an astarisk (<Y denoles 2 deficiency which the Institution may Be sxcused from cotrecling providing it is determined that
other safeguards provids sufficient protecfion to the patients. {See instructlons,} Exeept for nursing homes, the findings staied above ara disclosable 90 days
foltowing the date of supvey whether or not a plan of coprection is pravided. For nursing homes, the above ﬁndings and plans of correction ars disclosable 14
days following the date those documents are made avallahle to the facilily. If deflciencies.are cited, an approved plan of cormtion i3 requisita to eentinued
program participation. .

FORM CMS-2567(02-88) Previous Versions Qbsolete

OXG221 If enpinuaten sheet Page 1of 2
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDHCAID SERVICES OMB MO. 0935-0391
STATEMENT OF DEFICIENCIES  [(X1) PROVIDER/SUPPLIERICLIA {(2) MULTIPLE CONSTRUCT:ON (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILDING 01 - ENTIRE NF STRUCTURE ‘ COMPLETEO
135065 B. WING 01/27/2015
NAME OF PROVIDER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP CODE
KINDRED NURSING & REHABILITATION - MG 601 WEST CAMERON AVENUE
KELLOGG, ID 83837,
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GORRECTION pea]
PREFX  ((FACH DEFICIENCY MUST BE PRECEDED 8Y FULL REGULATORY|  PREFIX . (EACH CORRECTIVE ACTION §HOULO BE . COMPLETION -
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ~ +  OAIE
DEFICIENCY)
K 064 Cantinued From page 1 K 064 .
Durlng the facility tour conducted on January 27, IV, The Malntenance Qireétur or designee will
2015 from 9:30 AM to 12:00 PM, observation and mﬁﬂu‘gﬁ:ﬁﬁ;ﬁe T;!ngmaman?ftlﬂs for Hw;le]e
PR , dorume ings on the
me_a\surement of fire ext_ingutlshers Ilns_talled jn the audit todl, &nd report findings to Executive
facility found five (5) extinguishers installed in Director ongoing, Findings will also be reported
res_ide:nt F:orrido rs above sfxty Inches in helght, to the Safely and Performance Improvement
- This finding was acknowledged at each location Conirrittes on a manthly basts,
. by the Administrator and the Maintenance ) :
| Supervisor. Interview of the Maintenance v ;%E%??a action will be completed
Supervisor and the Administrator found that )
neither were aware of the height requirement of
fire extinguisher Installations. '
Actual NFPA standard:
_INFPA10
1-6.10 ‘
Fire extingulshers having a gross weight not
i exceeding 404 |b (18.14 kg) shall be installed so
that the top of the fire extinguisher [s not more
than 5 1t (1.53 m) above the floor. Fire i
_extinguishers having a gross weight greater than
- 40 |b (18.14 kg) (except wheeled types) shallbe |
- 80 installed that the top of the fire extinguisher is |
i not more than 31/2 ft (1.07 m) above the floor. In
", no case shall the clearance hetween the bottom
: of the fire extinguisher and the floor be less than
i4in. (10.2 cm).
FORM GMB-2567(02-88) Previous Versions Obsclate oxez21 It continuation ahaet Pages 2 of 2
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FORM APPROVED
Bureau of Fagility Standards

STATERENT OF DEFICIENCIES 1 iFIZg“D{ERJSUPPL[ERIGLIA -{X2) MULTIPLE CONSTRUGTION (43) DATE SURVEY
IAND PLAN DENTIFIGATION NUMBER; COMPLETEDR
OF CORRECTICN A BUILDING 91 - ENTIRE NF 3TRUCTURE

135065 B. WING 01/27/2015
NAME OF PHOVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE

KINDRED NURSING & REHABILITATION - MQUNTA| 601 WEST CAMERON AVENUE
KELLOGG, ID 83837

[ed) 1D SUMMARY STATEMENT CF DEFICIENCIES : D PROVIDER'S FLAN OF CORRECTION s
FREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSCIDENTIFYING IRFORMATION) - TAG CROSS-REFERENCED TQ THE APPROFRIATE DATE
. DEFICIENTY)

C000| 16.03.02 INITIAL COMMENTS € 0o

The building is a typa V (111) fully sprinklered,
single story structure with complete fire
alarm/detection system. Tha building was
constructed in 1971 and is licensed for 68 beds,

The folldwing deficiencies were cited during the
annual FirefLife Safely survey conducted on
January 27, 2015. The facilitly was surveyed
under the LIFE SAFETY CODE, 2000 Edition,
Existing Health Care Occupancy, In acordance
with 42 CFR 483.70 and IDAPA 16.03.02, Rules
and Minimum Standards for Skilled Nursing and
Intermediate Care Facllities.

The survey was conducted by.

Sam Burbank
Health Facility Surveyor
Facility Flre Safety & Construction

C 226 | 02.106 FIRE AND LIFE SAFETY 228

1Q6. FIRE AND LIFE SAFETY. - _ Refer to Pan of Correctian far K064
Buildings on the premises used as
facilities shall meet all the
requitaments of local, state and

national codes conceming fire and
if:

applicable to health care facifitios.

This Rule is not met as evidenced by:
Please refer to federal "K" tags on CMS 25667:

K-064 - Installation of firg extinguishers

{datio forn
WCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATTVE’S SIGNATURE ;ﬂTLE {Xd) DATE

7Y Mottty Lotler) __pepticts fuedoes o7 V645

_STAT!—?FORM& p211e OXGE221 H contnuaticin shoed 1 of 1




