
I D A H 0 D E P A R T M E N T 0 F 

HEALTH &WELFARE 
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February 5, 2015 

Mary Ruth Butler, Administrator 
Kindred Nursing & Rehabilitation-- Mountain Valley 
601 West Cameron A venue 
Kellogg, ID 83837-2004 

Provider#: 135065 

DEBRA RANSOM, RN.,RH./.T., Cltiel 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 8.1721}0009 
PHONE 208-334-6626 

FAX 208-364-1888 

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER 
LETTER 

Dear Ms. Butler: 

On January 27, 2015, a Facility Fire Safety and Constmction survey was conducted at Kindred 
Nursing & Rehabilitation- Mountain Valley by the Department of Health & Welfare, Bureau 
of Facility Standards to dete1mine if your facility was in compliance with State Licensure and 
Federal participation requirements for nursing homes pmticipating in the Medicare and/or 
Medicaid programs. This survey found that your facility was not in substantial compliance with 
Medicare and Medicaid program pmticipation requirements. This survey found the most serious 
deficiency to be a widespread deficiency that constitutes no actual harm with potential for more 
than minimal h= 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 ofConection, 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 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 Conect" (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 ofConection, Form CMS-2567 and State Fmm, in the spaces 

. provid~d and return the originals to this office. 

Your Plan ofConection (PoC) for the deficiencies must be submitted by Februa1y 18,2015. 
Failure to submit an acceptable PoC by Februmy 18, 2015, may result in the imposition of civil 
monetmy penalties by March 10, 2015. 

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 cmTective 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 conective 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 and the state licensure survey repmi, State Fmm. 

All references to federal regulatmy requirements 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 Februaty 24, 
2015, (Oppmiunity to Conect). Infmmal 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 iri 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: 
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Denial of payment for new admissions effective April27, 2015. 
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 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 Constmction, 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. 

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 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 opp01tunity, you are 
required to send your written request and all required information as directed in Inf01mational 
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at: 

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

BFS Letters (06/30/11) 

2001-1 0 Long Te1m Care Informal Dispute Resolution Process 
2001-10 IDRRequest Form 

This request must be received by February 18, 2015. If your request for infmmal dispute 
resolution is received after February 18, 2015, the request will not be granted. An incomplete 
infmmal 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. 

Sincerely, 

1J~· 
Mark P. Grimes, Supervisor 
Facility Fire Safety and Constmction 

MPG/lj 
Enclosures 
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DEPARTMI::NT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF OEFICioNCIES 
AND PlAN OF CORRECTION 

{X1) PRO'v1DER/SUPPLIERICUA 
IDENTIFICATION NUMBER: 

135065 

No. 2246 P. 2 

(X2} MULTIPLE CONSTRUCTION 

A BUILDING 01 -ENTIRE NF STRUCTUR~ 

B. WlNG 

Printed: 02/04/2015 
FORM APPROVED 

OMS NO 0938-0391 
(X3} DATE SUJWE'( 

COMPLETED 

01/27/2015 

NAME OF PROVIDER OR SUPPUER 

KINDRED NURSING & REHABILITATION· MOl 
STRJ;ET ADDRESS, CITY, STATE, ZIP CODE 

601 Wl:ST CAMERON AVENUE 
KELLOGG, ID 83837 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMEJolT OF DEFJCIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGulATORY 

OR LSC IDENTIFYING INFORMATION) 

K 000 INITIAL COMMENTS 

The building Is a type V (111) fully sprtnklered, 
single stol)' structure with complete fire 
alann/detection system. The building was 
constructed in 1971 and is licensed for 68 beds. 

The folloWing deficiencies were cited during the 
annual Fire/Life Safety ~urvey conducted on 
January 27, 2015. The facility was surveyed 
under the LIFE SAFETY CODE, 2000 Edition, 
Existing Health Care occupancy, in accordance 
With 42 CFR 483.70. 

This Standard is not met as evidenced by; 
"· ·" . . .. 

, """"'~"• u•o •QCU:')'. 

failed to ensure fire extinguishers were installed 
with NFPA 10. I' allure to provide fire extinguishers 
installed at the correct height could result in 
hindefing staff accessibility alloWing fires to grow 
beyond incipient stages. This deficient practice 
affected 64 residents on the date of tl1e survey. 
The facility is licen~ed for 68 residents and had a 
census of 64 on the day of the survey. 

Findings include: 

ID 
PREFIX 

TAG 

KOOO 

K064 

PROVlllER'S PlAN OF CORRIOCTlON 
(EACH CORRECTIVE ACTION SHOUlD BE 

CROSS.R~FERENCED TO THE APPROPRIATE 
OEFlCIEHCY} 

This Plan of OJrrectlon Is the center's 
credible allegation of compliance. 

Prepara/1011 a!ldjorexecullon of this plan of 
corred/011 does nat consblute admission or 
agreement by the provider of the wth of 
the fads alleged or conclusions set fotth In 
the statement of def!dmde$. Tlle plan of 
correction is prepared and/or executid 
solely because it is required by tire 
provfslons of fedeJ'Q/ 11nd state law; 

K064 

I. On FebruaJY 23, 201~, all rrve (5) extinguisherS 
installed in re!lclent corridorS above sixty lnches in 
height Will be repla<l!d with 2A fire extinguishers 
welghlng lass than 40 pounds 11'1th top of 
Eldinguishefs Jess than 60 lndleS above finlsfled 
floor. 

IJ. All residents were affected by !he ins\illlation 
height of the live (5) corridor fire extinguisherS. 
T11e Maintenance Dl~or will monitor compliance 

durtng Fire Ufe ~r,;{~urv;f for any new and/or 
repla<:emE'flt of CUrretlt fire Eldingui\ihem. No 
otlw fire extinguishe~> height exceeded the 
requiremrols. 

Jll. On February~, 2015, all five (5} fire 
· extinguishers will be replated by Simplex GnnneH. 

The Maintenance Director was educated by the 
Fire U(e Safely SuJVeyor and provided the NFPA 
1H~.10 ftow chilrt for complian<;» oF any new 
and/or repl;u;emenl of current nre extinguisheJS. 

IX•l 
COMPl£!10N 

DATE 

(Xa) DATE 

oi-J!,-;5 
Any deftciency st'ltem$nt ending with an asterisk (1-" denotes a deficiency which the lnstitutioo maybl# excused from corrQcting providing it is determined thfll 
other safeguards provide sufficient protection to the patients. {See instructloos.) EXcept for nursing homes, the findings .stated aboye are d\sclosable 90 days 
following the date of survey Wh~ther or not a plan of eQtrection is provided. For nursing homes, the above findlngs and plans of correction M$ disclosable 14 
df!ys following the date theS$ d~;~GUmenls are made av~Hable to the facility. If deflcienoles.are cited, an approved plan of cor~tlon is requisUe to continued 
pmgtt~m participation. 

FORM GMS-2507(02-99} Previous Versions Obsolete OXG221 If CQfltlnuafM She at Page 1 of~ 



·Feb. 16. 2015 I 2:39PM 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CEI'iTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND P1..AN OF CORRECTION 

(Xt) PROVIDERISUPPLIERICLIA 
IDENTIFICATION NUMBIOR: 

135065 

No. 2246 P. 3 

(X2) MULTIPLE CONSTRUCTION 
A. BUILDING 01 -ENTIRE NF STRUCTURE 

B. WING 

Printed: 02104/2015 
FORM APPROVED 

OMB NO 0938-0391 

(X.) DATE SURVEY 
COMPLETED 

01/27/2015 
NAME OF PROVIDER OR SUPPLIER 

KINDRl:D NURSING & REHABILITATION· MOl 
STREET ADDRESS, CITY, STATE, ZIP CODE; 

601 WEST CAMERON AVENUE 
KELLOGG, ID 83837. 

{X4) 10 SUMMARY HATEMENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGUlATOR' 

TAG OR UlC IDENTIFYING INFORMATION) 

K 064 Continued From page 1 

During the facility tour conducted on January 27, 
2015 from 9:30AM to 12:00 PM, observation and 
measurement of fire extinguishers Installed In the 

.facility found five (5) extinguishers installed in 
) resident corridor$ above $IX(y lnche$ In height 
: This finding was acknowledged at each location 
. by the Administrator and the Maintenance 
: Supervisor. Interview of the Maintenance 
i Supervisor and \he Administrator found that 
l neither were aware of the height requirement of 
I fire extlngui$her ]n$tallations. 

I Actual NFPA standard: 

l NFPA 10 
. lj.(i,10 . 

! Fire extinguishers having a gross weight not 
1 exceeding 40 lb (18.14 kg) shall be installed so 
' \hat the lop of the fire extlnguisher is not more 
· than 5 ft (1.53 m) above the fioor. Fire · \ 
. extinguishers having a gross weight greater than 
:40 lb (18.14 kg) (except Wheeled types) shall be , 
, so installed that the top of the fire extinguisher is ! 
; not more than 31/2 ft (1.07 m) above the ftoor. In ' 
: no c9se shall the clearance between the bottom j 

' of the fire extinguisher and (he floor be less than 
i 4 in. (1 0.2 em). · 

}="ORM GMS~2567{02~99) Previous Versions Obsolete 

ID 
PREFlX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EAC~ CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE; 
DEFICIENCY) 

lV. The Maintenance DireCtor or de!lgnee will 
make preve!'lllltive rnointenonce rounds for three i 
!11<lnlhs then quarterly, doormen! flndings on the 
audlt tool, and report findings oo Executive 
biredpr C<l!Joir<,J. Andlngs will also be reporWd 
oo tlte Safety and PErfllrmtmce Improvement 
Commitlee on a montl\ly basis • 

v. Corr&tlve action will be CQillploted 
02/Z3/201f;. 

(X5] 
COl,IPLETION • 

OAlf: 

OXG221 tf eontinu:rlion ~haei Paga 2 of 2 



. Feb. 16. 2015 I 2:40PM No. 2246 P. 4 
t'RIN I I=U: 02/04/'2016 

FORM APPROVED 
Bureau of Facilitv standards 

STATEMENT OF DEFICIENCIES 
i'NO PlAN Of CORRECTION 

NAMe OF PROVIDER OR SUPPLIER 

(XI) FRCMDERISUP?liERICUA 
IDENTIFIG'<TION NUMBE~; 

135065 

·(X2) MULTIPLE CONSTRUCTION 

A. SUILDING 01 ·ENTIRE NF STRUCTI)RE! 

B. WING 

KINDRED NURSING & RE!HABIUTATIOt.i • MOUN'rA 

STREET ADDRESS, CITY, STATE, ZIP CODE 

601 WEST CAMERON AVENUE 
KELLOGG, 10 83837 

()(3) DATE SURVEY 
COMPLETED 

01/2712015 

()(4) ID SUMMARY STATEMENT OF DEFICIENCieS 10 PROVlDER'S PlAN OF CORRECTION (XS) 
PREFIX (EACH DEPICIENGYMUSTBE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM~lE:TE: 

TAG REGULATORY OR LSC1DENTIFYING INFORMATION) TAG CROSS.llEFERENCED TO THJ;N'PROJ'RIAIE DIATE 
DEFICIENCY) 

cooo 16.03.02INITIAL COMMENTS cooo 

The building is a type V (111) fully sprinklered, 
single story structure with complete fire 
alarm/detection system. The building was 
constructed in 1971 and' is licensed for 88 beds. 

The following deficiencies were Med during the 
annual Fire/Life Safety survey conducted on 
January 27, 2015. The facility was surveyed 
under the LIFE SAFETY CODE, 2000 Edition, 
Existing Health Care Occupancy, In ;;~cordance 
with 42 CFR 483.70 and IDAPA 16.03.02, Rules 
end Minimum Standards for Skilled Nursing ;;~nd 
lnlermedlato;~ Care Facilities. 

The survey was conducted by; 

Sam Burbank 
Health Facility surveyor 
Facility Fire Safety & Gonsliuctlon 

C226 02.106 FIRE AND LIFE SAFETY C228 

106. FIRE AND LIFE SAFETY. · Refer to Plan of Correction lor Ko64 

EiuUdings on the premises used as 
facilities shall meet all the 
requirements of local, state and 
national codes concerning fire and 
lifo •fok . • fh of 

applicable to health care facilities. 

This Rule is not met as evidenced by: 
Please refer to federal"~'. tags on CMS 2567: 

K-064 · Installation of fir~;~ extinguishers 

Idaho fonn 
IABORA ORY DIRECTOR'S OR PROVIDER!SUPPLIE~ REPRESENTATI'k'S SIGNAnlRE (X6) DATE: 

t;.{_; !a) "tidv J'-)&, -!5 
OXG221 If contJnuatlcn itlaet 1 of 1 


