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Dear Ms. Butler:

On January 26, 2016, 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 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 one that comprises a pattern 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 sigmficant 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
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
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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 February 16, 2016.
Failure to submit an acceptable PoC by February 16, 2016, may result in the imposition of civil
monetary penalties by March 7, 2016. :

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;

s What measures will be put mto 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,
i.c., what quality assurance program will be put into place; and,

o Include dates when corrective action will be completed.

o The administrator must sign and date the first page of both the federal survey report, Form
(CMS-2567 and the state licensure survey repoit, State Form.

All references to federal regulatory 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 March 1, 2016,
(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 1,
2016. A change in the seriousness of the deficiencies on March 1, 2016, may result in a change
in the remedy. '

The remedy, which will be recoinmended if substantial compliance has not been achieved by
March 1, 2016, includes the following:
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Denial of payment for new admissions effective April 26, 2016.
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 26, 2016, 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 Agenoy will impose the previously
recommended remedy, if appropriaté. -

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 26, 2016, 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:

httn://healthandwelfare.idahc;.g0V/Providers/P1‘0vide1"sFacﬂities/StateFederalPrograms/NursingF_a E
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 16, 2016. If your request for informal dispute
resolution is received after February 16, 2016, 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.

Sincerely, %\
Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/
Enclosures
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K000 INITIAL COMMENTS K 000
The building is a type V {(111) fully sprinklered, This Plan of Correction is the cemters
single story structure with cormnplets fire credible aflegation of compliance.
alanm/detection systemn. The building was
constructed In 1971 and ls lleensed for 68 beds. FPreparation andfor execulion of this plan of
O correction does nof constitule admission or
The following deficiencles were cited during the agreement by e provider of tha iruth of
annuat Fire/Life Safety survey conducted on the facts alleged or conclusions set forth in
January 28, 2018. The facility was surveyed the statement of defidencias. The plan of
under the LIFE SAFETY CODE, 2000 Edition, corTection ks prepared anqfor executed
Existing Health Care Qccupancy, in accardance solely hecause it is required by the
with 42 GFR 483.70, provisions of federal and state faw.
The survey was conducted by,
Naie Elking
Health Facillty Surveyor
Facility Fire Safety & Construction
K 018| NFPA 101 LIFE SAFETY CCDE STANDARD Koig| k018
58=E

18.3.6.3

Deors protecting cortidor openings in other than
reguired enclosures of verilcal openings, exits, or
hazardous areas shall te substantial doars, such
as those constructed of 13/4 Inch sofid-bonded
core wood, of capable of resisting fire for at least
20 minutes. Clearance between bottom of door
and floor covering Is not sxeseding 1 inch. Doors
In fully sprinkiered stneka compartrnents are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors, Hold
apen devigces that release when the deor Is
pushed or pulled are permitted. Doors shall be
provided with a means suitable for Keeping the
door closed. Dutch doors meeting 18.3.6.3.6'ara
permitted. Door frames shall be [abeled and
rnade of steel or other materials in-compliance
with 8.2.3.2.1. Roller latches are prohibited by
CMS reguriations in all health care facilities.

This Standard is not met as evidenced hy:

- maonttor compliance of NFPA 19.3.6.3 with dally

I, On February 10, 2016, the door hardware on
restdent ropm 200 was removed, adjusted, and
reinstalled so 1t would fatch property.

11, Twenby-glght reddents were affected by the
door hardware. The maintenance director wil

rounds and monthly doar checks.

m. On Febrvary 10, 2016, the malntenance
dlzechor removad, adjusted and replaceed the
daor hardware to room 200 {a ensure pasitive
latching of door hardware and compliance of
NFPA19.3.6.3.

V. The Maintenance Director or deslgnee wilf
make preventative maintenance rounds each
week for three months then monthly, decument
findings on the audit tool, and report findigs to
Executive Director chgoing. Findings will also be
reported to the Safety and Performance
Improvement Committee on a monthly basls,

/LA7B%LATORY DIRECTOR'E OR WR REPRESENTATIVE'S SIGNATURE

(X8) DATE

L Zinin Locitic 2

l{ eﬁdehtﬂ: statement ending with an asterisk (%) denotes n deficiency which the instiuiion may he excused from correcting providing it is determined that
r safeguards provide sufficlent protection to the paifents. (See instructions.) Except for nursfng homes, the findings siated above are disclosable B0 days
follewing tha date of survey whether or nota plan of covrection is pravided. Far aorsing hames, the above findings and plens of correclion 2re disclosable 14
daya following the date thesa decuments ae mada aveilablo 1o the facllity, If daficlansas arg clted, an appmved plan of comastion (s raquisks ta continued

program participation.
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(%2) MULTIPLE CONSTRUGTION
A BUILDING 1 - ENTIRE NF STRUCTURE

B. WING

(X3) DATE SURVEY
COMPLETED

0172672016

NAME OF F'iQCMDER OR SUPPLER
KINDRED NURSING & REHABILITATION « MO!

STREET ADDRESS, CITY, STATE, 2|P CODE

601 WEST CAMERON AVENUE
KELLOGG, ID 83837

(X4} 1D
PREFIX
TAG

GUNMARY STATEMEN' OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDEL BY FULL REGULATOR
QR L5C IDENTIFYING INFORKMATION)

D
PREFLY,
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

~ DEFICIENCY)

{¥5}
CONPLETION
DATE

K018

Continued From page 1 )

Based on observation, operational tasting, and
interview the facllity failed to maintain doors that
protect corridor openings. Failure to maintain -
corridor doors could allow smake and dangerous
gases to pass freely batween compattments, This
deficient praclice affected one of three simoke
compariments, 28 resldents, staff, and visitars on
the date of survey. The facllity is licensad for 68
SNF/NF beds with a census of 60 on the day of
survey. ’

Findings include;

During the facility tour on January 26, 2016 at
approximately 11:30 AM, observation and
operational testing of the door too roem 200
revealed the doar would not close and lafch
properly. When asked, the Maintenance
Supervisor stated the facility was unaware the

+| door would not close and latch propetly,

Actual NFPA standard:

19.3.6,3 Corridar Daors,

19,3.6.3,1*

Doors protecting corrldor openings In other than
required enclosures of vertical apenings, exits, or
hazardous areas shall be substantiat doors, such
as those constructed of 13/4-in. (4.4-cm) thick,
solid-bonded core wood or of construction that
resists fire for not less than 20 minutes and shall
be constructed to resist the passage of smake.
Compliance with NFPA 80, Standard far Fire
Doors and Fire Windows, shall ngt be required.
Clearance between the hoftom of the door and
the floor covering not exceeding 1 in. (2.5 om)
shall be permitted for corridor doors.

Exception No. 1; Doors to toilst rooms,
bathrooms, shower rooms, sink closets, and
similar auxiliary spaces that do not contain

K018

V. Corrective action was completed 0271072016,

FORM GRS-2467(02-90) Previous Versions Obsolete
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K 0'8; Continued From page 2 K018
flammable or combustible matertals.
Exception Na. 2. In smoke compariments
protected throughout by an approved, supervised !
automatic sprinkler systern in accordangs with
18.3.6.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be donstructed to resist the passage of
smoke. .
. K025
K 026 NFPA 101 LIFE SAFETY CODE STANDARD : K 025
. 8§=F g ' ~

t Smoke barriers shall be constructed to provide at
least a one half hour fire reslstance rating and
constructed In accordance with 8.3, Smoke - -
barrlers shall be permitted to terminate at an
atrium wall. Windows shall be protected by
fire-rated glazing or by wured glass pane!s and
steal frames. o

18.3,19.3.7.3,19.37.8

This Standard Is not met &s evidenced by
Based on observation and interview, the facility

Failure to maintain smoke barriers could allow
smoke and dangerous gases to pass fresly
between smoke compartments affecting egress
during a fire event. This deflclent practice

: affacted two of three sinoke bartiers, 28
résidents, staff and. visiters on the date of the
suvey. The facility is licensed for 68 SNF/NF
heds with a census of 60 on the day of the

|| survey.

'. Findings.inc!ude:

During the facllity tour on January 26, 2016 at
approximately 11:00 AM, ohservation of the
smoke harrler wall above'the cross corridor doors
near, room 100 revealed multiple penetrations

| ranging frorn 1 inch to 2 inches in diameter that
were unsealed. When asked,.the Maintenance

falled to ensure smoke harriers were maintained. -,

Supervisor stated the facility was unaware of the

1. Penetratlons In smoke bariers will be sealed
with appropriate sealant.

11. Twenty-eight rasidents were affected by
‘penetrations In smoke barrers, The melntenance
director wifl monitor compllance in sealing of
peretrations in smoke barriers with NFPA
19373, .

I Penetrataom in smoke barters will ba sealed

with the apprpriate sealant by mainkenance
director folloving compllance of NFFA 19.3.7.3.

V. The Maintenance Director or designee wiil

" make preventative malitenance rounds each

week for threa months then monthly, document
firdings on the: audit toof, and report findhgs to
Executive Director ongdng. Findings will also be
reported bo the Safety and Performnance
Impravement Committee ot 8 monthly basls.

V. Corrective action will be completed by
03012016,

FORNM CMS-2567(02-98) Previous Versions Obsolste
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unsealed penetrations.
Actual NFPA standard:

18.3.73

Any required smoke barrier shall be constructed
in accordance with Section 8.3 and shall have a
fire resistance rating of not less than 1/2 hour.
Excepfion No. 1: Where an atrium is used,
smoke barriers shall be perritted to terminate at
an atrium wall constructed in accordance with
Exception No. 2 to 8.2.5,6(1). Not less than two
separate smoke compartments shalt be provided
on each floor. ‘

Excaption No. 2*; Dampers shall not be required
in duct penetrations of smoke barriers in fully
ducted heating, ventilating, and afr conditioning
systems where an approved, supetvised
automatic sprinkler system in accordance with
19.3.5.3 has been provided for smoke
compartments adjacent to the smoke barrier,

8.3.2* Continulty.

Smoke barriers required by this Code shall be
continuous from an outside wall to an outside
wall, from a flogr to a floor, or from a smoke
barrier to 2 smoke barrier or a combination
thereof. Such barriers shall be continuous
through all concealed spaces, such as those
found above a celling, including interstitial
spaces.

Exceplion: A smoke barrier required for an
ocecupied space below an interstitial space shall
not be required to extend through the interstitial
space, provided that the construction assermbly
forming the bottom of the interstitial space
provides resistance to the passage of smoke
equal to that provided by the smoke bartizr.

K 062| NFPA 101 LIFE SAFETY GODE STANDARD K g2
S5=D| .

FORM CMG-2567(02-95) Previous Versions Obsolets FEDN21 if continuaban shset Page 4 of6




- Feb 15 2016 9:25AM

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

o, 5495

b

Printed: 02/02/2016
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__OMB NO. 0939-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{%1) PROVIDER/SUPPLIERIGLIA
IGENTIFICATION NUMBER:

135065

B. WING

£42) MULTIPLE CONSTRUGTION
A BUILDING 01 - ENTIRE NF STRUCTURE -

{X3) DATE SURVEY
GOMPLETED

01/26/2016

NAME OF FROVIDER OR SUFPLIER |
KINDRED NURSING & REHABILITATION MDI

STREET-ADDRESS, CITY, STATE, ZIP CODE

601 WEST CAMERON AVENUE
- KELLOGG, ID 83837

SUMMARY STATEMENT OF DEFICIENCIES

1 2-34* Antifreeze Syatems
. The freezing point of solutions in antlfreeze shall

| periodically.

Required automatic sprinkler systems are
continuously maintained in reliaple operating

: condition and are Inspected and tested - .
19 7.6, 4.6.12, NFPA 13, NFPA 25, ©

9.7.5

This Standard is not met as ewdenced by '
Based on record review and interview, the facilily
failed to ensure that the firg suppression system
was tested and maintained in accordance with

-| NFPA 25. Failuré.to provide proper testing of the

sprinkler system could result in the system not
performlng properly during a fire avent. This

deficient practice affected staff and visitors on the ! -

date of the survey. The facility is licensed for 68
SNE/NF beds with a census of 60 on the day of
-the survey

: Findings include:

During recard review on January 26, 2016 at |
approximatety 10:00 AM, the facility sprinkler
systern quarterly and annual testing reports dated
November 11, 2015'and January 21, 2016 stated
the Propylene Glycol Anlifreeze solutlon was
tostad to be at 52.7%. Upon furlher review of the
report dated July 8, 2015 stated the Propylene
Glycol Antifreeze solution was tested to be at
50,9%. The Propylene Giycol serves only the -
outside loop which covers the combustible -
overhangs. When asked, the Maintenance
Supsrvisor stated the faclilty was unaware of the
testing results

' .f\ctual NFPA standardr ’

NFPA 25

be tested annually by measuring the specfic
gravity with a hydrometer or refractometer and .

K 062

K 062

‘1. On February 9, 2016, the sprinkisr system over

outside covered walkway was draified and refilfed

. With Glycetln Solution of 48%.

11, All redldents were affected by the Propylene
Glyco! Antifregze Solution beirgg at 52.7% In the
sprinkler sysbem. The malntenance directar vall
monitor compliance us:ng NFPA 25 Table 2-3.4

. npw with the 48% glyoern system Installed.

.+ TIL On Februaty 4, 2016, Simptex Grinnell

removed the Propylene Ghycol Antifreeze Solution

" from tia Gutslde eovered vralkvay sprinkler

systemn and refilled it with a Glycer[n Solution at
4B% as per NFPA 25 Table 2-3.4.

1V. The Maintenance Director or deslynea will
hava tha Anti Freeze System tested for oorrect
Glycerin Selution percentages each quarter for

. first year and then every six months to ensure

cempliance. Al findings will be docisnented on
the audit too, and report findings to Bxecutive
Pirestor ongoing, Findings vAll alse ba reported
to the Safety and Performance Improvenent;

| Committee on @ Guarterty basls.

V. Correclive action was completed 02/03/2016,

(x4 1D . 1D PROVIDER'S FLAX OF CORRECTION .
FREFIX J(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY)  PREFIX [EACH CORREGTIVE AGTICN SHOULB-BE c,n%%nw :
YAG OR LSC IDENTIFYING INFORMATION) COTAG GROSS-REFERENCED TO THE ARPROFRIATE
- R DEFICIENCY) :
K 062| Continued Fram page 4
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S:TATEMENT OF DEFICIENCIES

(1) PROVIDER/SUPPLIERICLIA

{42) MULTIPLE CONSTRUCTION .
A, BUILDING 01 - ENTIRE NF STRUCTURE .

(X3) DATE SURVEY -

().

- v aceordance with any state or local heatth
| reguiations. {See Table 2-3.4(b).]

o

adjusting the solutions if necessary. Solutiens
shall be In accordance with Tables 2-3.4(a) and

I The use of antifreeze solutions shall be in

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
'135065 B.WING . 01/26/2018°

NAME OF PROVIDER OR SUPPLIER | STREETADDRESS, GITY, STATE, 2IP CODE
KINDRED NURSING & REHABILITATION - M0l 601 WEST CAMERON AVENUE
: : o Iy ‘KELLOGG, [D 83837 .

o | SUMMARY STATEMENT OF DEFIGIENCIES J Y PROVIDER'S PLAN OF CORRECTION )

FREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY.  PREFIX (EAGH GORRECTIVE AGTION SHOULB BE ConFLETION

TAG R LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED Y0 THE APPROPRIATE
‘ ‘ . DEFICIENCY) |
K 062| Continued From page 5 ‘ K 062
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