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LETTER 

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 inrmediate 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 sitnilar State F01m will be provided 
listing Iicensure 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 O'NE 
completion date for each federal and state tag in column (XS) Completion Date to signify when 
you allege that each tag v->ill 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 "Oppo1tunity to 
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Conect" (listed on page 2). After each deficiency has been answered and dated, the ad1ninistrator 
should sign the Statement of Deficiencies and Plan of Conection, 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 Conection (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 
monetaiy penalties by March 7, 2016. 

Your PoC must contain the following: 

• What conective 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 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 conective action will be completed. 

• The administrator must sign and date the first page of both the federal survey rep01t, Fann 
CMS-2567 and the state licensure survey repo1i, State Form. 

All references to federal regulat01y 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, 
(Oppo1iunity to Conect). 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 recommended if substantial compliance has not been achieved by 
l\iarch 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. 

\Ve 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 c01Tected, you may contact Mark P. Grimes, 
Supervisor, Facility Fire Safety and Constrnction, Bureau of Facility Standards, 3232 Elder 
Street, PO Box 83720, Boise, ID 83720-0009, Phone#: (208) 334-6626, Fax#: (208) 364-1888, 
with your \Vritten 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 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 oppo1tunity to question cited deficiencies 
through an informal dispute resolution process. To be given such an oppo1tunity, you are· 
required to send your written request and all required information as directed in Informational 
Letter #2001-10. Info1mational Letter #2001-10 can also be found on the Internet at: 

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFedera!Programs/NursingFa 
cilities/tabid/ 4 34/Default.aspx 



Mmy Ruth Butler, Administrator 
February 3, 2016 
Page 4 of 4 

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, 

Mmk P. Grimes, Supervisor 
Facility Fire Safety and Construction 

MPG/lj 
Enclosures 
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01/26/2016 
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KINDRED NURSING & REHABILITATION, MOI 
STR'EET ADDRESS, CITY, STATE, ZIP CODE 
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(X4) ID SUM~WW STATEMENT OF DEFICIENCIES I 
PREFIX (EACH DEFlClENCY.MUST BE PRECEDED BY FULL REGULATORYil 

TAG OR LSC IDEN11FYING INFORIA~TION) 

K,000 INITIAL COMMENTS 

The building is a type V (111) fully sprinklered, 
single story structure with complete fire 
alannldetecUon system. The building was 
constructed In 1971 and Is liceosed for 68 beds. 

The folloWing deficiencies were cited during the 
annual Fire/Life Safety survey conducted on · 
January 26, 2016. The facility was surveyed 
under the LIFE SAFE1Y CODE, 2000 Edition, 
Existing Health Care Occupancy, in accordance 
With 42 CFR 483.70. 

The survey was conducted by: 

Nate Elkins 
Health Facility Surveyor 
FaGilily Fire Safety & Construction 

K 018 NFPA 101 LIFE SAFE1Y CODE STANDARD 
SS=E 

·Doors protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
hazardous areas shall be substantial doors, such 
as those constructed of 13/4 inch solid-bonded 
core wood, or capable of resisting fire for at least 
20 minutes. Clearance between bottom of door 
and floor covering is not exceeding 1 inch. Doors 
In fUl\y sprinklered smoke compartments are only 
required to resist the passage of smoke. There is 
no Impediment to the closing of the doors. Hold 
open devices that rele<1se when the door is 
pushed or pulled are pem1itted. Poors shall be 
provided with a means suitable for keeping the 
dqor closed. Dutch doors meeting 19.3.6.3.6 are 
permitted. Door frames shall be labeled and 
made of steel or other materials in compliance 
with 8.2.3.2. i. Roller latches are prohibited by 
CMS regulations in all health care facilities. 
19.3.6.3 
This Standard is not met a;> evidenced by: 

ID 
PRER:X 

TAG 

KOOO 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTTVEACTION SHOULD BE 

CROSS-REJ'ERENCED TO THE APPROPRIATE 
DEFICIENCY) 

This Plan of Correction is the center's 
credible a/legation of cvmpliance. 

Preparation and/or execul!on of 111/s p/t/n of 
cvrrection does not constllute admission or 
tl§llMfi'IMt by Ille provider of the truth of 
the facts alleged or conclusions set forth in 
the statement of difidendes. T/le p/i/11 of 
correction is prepared and/or executed 
solely beaJuse it is fe{fulred by the 
provisions of federal iJlld state law. 

K 018 KOIS 

l, on February 10, 2016, the door hardware Of1 

res!dent room 200 was removed, adjusted, and 
re1nsta11ed so It would latd1 properly. 

II. Twenty·elght reslde.1ts wete aff<'>'.ted by the 
dO{)'" harchvare. The maintenance director \viii 

· monitor compllar<e of NFPA 19.3.6.3 ~Alh dally 
raunds arO montMy door checks. 

III, On Fellnlory 10, 2016, the malntenonce 
dlrectur removed, adjusted and replaceed the 
door hardware ~o room 200 to ens'ur~ posWve 
latching of doof' hardware and CQmpliance or 
NFPA 19,:J.fj.~. 

IV. The Mointenanre Director or deslgnee will 
make preventative maintenance rounds each 
week for tnree months. tnen montnly, docvment 
fintfiogs on the audit tool, and ~J'Ofi fr1ldl1'19s to 
Executive l)irector oogcing. Finding;; will also be 
repotted to Jhe Safety and Pelfom1aoce · 
Improvement Committee on a monthly basls. 

(X6') OATE 

' J-1 :J-ll;, 
AA deficie11 $\~tetner)t ending \Yith ilri asterisk(") denote-s a deficlericy whk:h 1he Institution may be- exc:uwd frOfll correcting providing it is detetrnifled that 
ot er S8feguards provide S1Jfflcle11t prd.ec:tion lo the p?.tlents, (See instntcl!ons.) Except for nursing homes, tiie findings stated above are d!sclosable 90 days 
fol1rnr1ing tM date of suNey whether or not a p!p:n of correction k; provided, i::'or nursing homes, the above findings and ·plans of corre?1lon are disclosable 14 
days folt!Mling tho date thesa docu1ne:nts am mad a avai!abl~ to the· fi!clllty. If c)afid.'.!ntias a(~ cltOO, an apptoved p!<ln of corr(!¢tiOl't fs r~quis~~ ta continued 
program participation. 

FORM Cl\1S~2.567(02~99) Ptevioug Versions Obsole:e . PBDN21 
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SUM!MRY STATEM.;NI' OF DEFICIGNCIES 
(EACH DEFICIENCY MUST Bo PRECEDED'BY FULL FEGUlATOR' 

OR LSC IDENTIFYING INFORIMTION) 

K 018 Continued From page 1 
Based on observatiOn, operatlonal tesfing, and 
interView the facility failed to maintain doors Iha! 
protect conidor openings. Failure to maintain · 
corridor doors could allow smoke and dangerous 
gases to pass freely between compartments. This 
deficient practice affected one of three smoke 
comp<irtments, 28 residents, staff, and visitors on 
the date of survey. The facility io licensed for 68 
SNFINF beds with a censuo 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 room 200 
revealed the door WOlild not clooe and latch 
properly. When asked, the Maintenance 
Supervisor stated the facility was µnaware the 
door would not close <ind latch property. 

Actual NFPA standard' 

19.3.6.3 Corridor Doors. 
19.3.6.3.1· 
Doors protecting corridor openings In other than 
required enclosures of vertical openings, exits, or 
hazardous areas shall be substantial 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 $hall 
be constructed to resist the passage of smoke. 
Compliance with NFPA 80, Standard for Fire 
Doors and Fire Windows, shall not be required. 
Clearance between the bottom of the door and 
the floor covering not excee"ding 1 in. (2.5 cm) 
shall be permitted for corridor doors. 
Exception No. 1: Doors to toilet rooms, 
bathrooms, shower roams, sink closets, and 
similar auxiliary spaces that do not contain 

FORM CMS-2567(02-99) Previous Versions Obsolete 

JO 
PRoFC( 

TA(; 

K018 

PR0'110ERS Pl.AN Of CORRECTIO~ 
(EACH CoRRECTrvEACTION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRll\TE 
DEFIC1ENCY) 

V. COrre<tlve action wos completed 02/10/2016. 

\XS) 
COlt'fLC:l!ON 

DAT!' 

P6DN21 If continuation e.!)~t Pag: 2of6 
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FORM APPROVED 
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NAME OF PROVIDER OR SUPPLIER 

KINDRED NURSING & REHABILITATION - MOI 
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PREFIX (EACH DEFICIENCY MUST BE ?RECEDED BY FULL REGUlATORY 

TAG : OR LSC IDtNTIFYlNG INFORMATION) · . 

K 0'18: Continued From page 2 
' flammable or combustible materials. 
Exception No. i: In smoke compartments 
protected throughout by an approved, supervised 
automatic sprinkler system in accordance with 
19.3.5.2, the door construction requirements of 
19 .. 3.6.3.1' shall not be mandatory, but the doors : 
s)lall be &instructed to resist the passage. of 
smoke. · 

K 026 NFPA 101 ~IFE SAFETY CODE STANDARD 
s~e . . 

'Smoke barriers shall be constructed to p.rovlde at 
least a one half hour fire resistance ratjng and 
constructed In accordance with 8.3. Smoke ·. · ! 
barriers shall be perinitted to' terminate .at an 
atrium wall. Windows shall be protected by · 
fire·rated gl<JZing or by wired glasS panels.and 
steel frames. · 

! 8.3, 19.3.7.3, 19.3.7.5 . 
This Standard Is not met as evidenced by: 
Based on observation and. interview, the facility 
failed to ensure smoke barriers were maintained. ' 
Failure to· maintain smoke barriers could allow 
smoke and dangerous gases to pass freely 
between smoke compartments affecting egr6Ss 

, during a fire event This deficient practice·· 
; affected.,two of th.ree smoke barriers, 28 
· residents, staff and. visitors on the date of the 
surley. :The facility.is license<.i for 68 SNFINF 
beds with a census of 60 on the day of the · 
survey .. 

, Findings.include: 

During the facility toitr on January 25, 2016 at 
appro~mately 11 :O,O AM, observation of the 
smoke barrier wall above· the cross corridor doors 
near. room 100 revealed multiple penetrations 

. ranging from 1 inch to 2 inches in.diameter that 

I 
were unsealed. When asked,.the' Maintenance 
supervis~r st;ited the facility was unaware of the 

10 
PR£FlX 

TAG 

K018 

K025 

! 

' 

; 

PROVIOrn'S PIAN OP CORRECTION 
(EACH CORRECTIVEACTl(lN SHOULD BE 

. GROS&RtFERENCEO TO THEAPPRQPRIArl! 
DEFICIENcY) · 

K025 

l. Penetrattons In smoke barrters will be sealed 
with appropriate se<ilant. 

ll. rwenty·eight residents were affected by 
·Jlefletratiom; In srllQke bar~srs. Tue maintenance 
director will monitor compliance in seating of 
penetration; in smoke b..-oiers with NFPA 
19.3.?.J, . 

ID. Pe"'trali<ms in smoke bamers will be sealed 
,,;ih the appropriate sealant by mointen<1nee 
director follovnng oompllance of NFPA 19.3.7.3. 

. lV. The Maintenance Director or deslgnee 1'1111 
make prnvertatlve maintenance rounds each 
week for three monU\s then monthly, document 
finding> on the aU>l~ tool, and rep mt findings to 
Executive Director ongcJng. Findings will also be 
reported to the Safety and Performance 
Improvement Committee on a monthly basis. 

V. Cmedlve actlm1 will be completed by 
03/01/2016. 

I (XS) 

i 

' 

i 

COMPLET:ON 
DATE 

Pi)DN21 If ctintinua(-0n .eheet Page 3 of6 
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K 025 Continued From page 3 
unsealed penetraiions. 

Actual NFPA slandard: 

19.3.7.3 
Any required smoke barrier shall be constructed 
in accordance with Section B.3 and shall have a 
fire resistam:e rating of not less than 1 /2 hour. 
Exception Na. 1: Where an atrium is used, 
smoke barriers shall be permitted to terminate at 
an atrium wall constructed in accordance with 
Exception No. 2 to B.2.5,6(1). Not less than two 
separate smoke compartmento sh;;ill be provided 
on each fiOor. 
Exception No. 2•: Dampers shall not be requited 
In duct penetrations of smoke barriers in fully 
ducted heating, ventilating, and air conditioning 
systems where an approved, supervised 
automatic sprinkler system in accordance with 
19.3.5.3 has been provided for smoke 
compartments adjacent to the smoke barrier. 

8.3.2* Continuity. 
Smoke barriers required by this Code shall be 
continuous from an outside wall to an oulside 
wall, from a floor to a floor, or from a smoke 
barrier to a smoke barrier or a cembinatlon 
thereof. Such barriers shall be continuous 
through all concealed spaces, such as those 
found above a celling, including interstitial 
spaces. 
Exception: A smoke barrier required for an 
occupied space below an Interstitial space shall 
not be required to extend through the interstilial 
space, provided tl1at the construction assembly 
forming the bottom of the interstitial space 
provides resistance to the passage of smoke 
equal to !hat provided by the smoke ban·ier. 

ID 
PRE RX 

TAG 

K025 

K 062 NFPA 101 LIFE SAFETY CODE STANPARP K 062 
ss~D 

FORM CMS~2567(02~99) Previous Versions Obsol<:itG 

PROVIDER'S PLAN OF CO'RREcr10N 
(EACH CORREcrlWACTION SHOULD BE 

CROSS·RE.FERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) . 

Co:".IPLETIOH 
DATE 
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PREFIX 
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K 062 Continued Fro·m page 4 
Required automatic sprinkler systems are 
continuously maintained in relia.ble operating 

; ccndiUori and are Inspected and tested 
; periodically. 19.7.6, 4.6.12, i'JFPA 13, NFPA25,:. 
9.7.5· ' 
This Srandard is not met as evidenced by: 
Based on record review and interview, the faclllty 
faile.d to ensure that the fire suppression system 
was .tested and maintained in accordance with 
NFPA 25. \=allure. to provicle proper testing of the 
sprinkler system could result in thi> sy5tem not 
performing properly during a fire event. This 
deficient practice affected staff and visitors on the, · 

. ; date of the survey. The facility is licensed for 6.8 
'SNF/NF beds with a census of 60 on the· day of 
the survey. · 

Findings include: 

During record review on January 26, 20'l6 at . 
approximately 10:00 AM, the facility sprinkler 

. ; system quarterly and annual testing reports dated 
November 11, 2015·anct January 21, 2016 stated 
the Propylene GJycol Antifreeze solution was 
tested to b.e a\52. 7%. Upon further review of the 
report dated July 8, 2015 stated the Propylene 
Glycol'Anmreeze solulion was tested to be al 
50.9%., The Propylene Glycol serves only the 
outside loop which cove.rs the combustible . 
overhangs. When asked, the Maintenance 
su·pervisor stated t11e facility was unaware of the 
te,;ting results. · 

· Actual NFPA stan9ard:· 

NFPA25 
.. 2-3.4* Antifreeze Systems. 
·' The freezing· point of solutions in antifreeze shall 

be te?ted annually by measuring the speclfic 
gravity with a hydrometer or refractometer and. 

FORM CMS-2567(02-99) Pro~ious Versions Obsolete 

ID 
PREF[)( 

TAG 

K 062 

.. 

. 

I 
l 

' 

' 

PROVIDER'S PW! OF CORRECTION 
(EACH CORRECT!Vt ACTICN SHOULO,ee 

CROSS·REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K06l 

· J, On f'ebruary 9, 2016, the sprin~er system over 
outside covered wolk\'iay was drained and refilled 

. )'lllfl Glycaln Solution of 48%. 

H, Ali' r~dents were affected by the Propylene 
Glycol Antifreeze Solution being at 52.7% In the 
sprinkler system~ The malntet1ance director will 
mooitor compliance using NFPA 2S T•ble 2-3.4 

. now with too 48% glycetin system ll>ltalled. 

JJI. On F<bruary 9, 2016, Simplex Grinnell 
removed the Propylene Glycol Antlfreeze Solution 

· From b)e Outside eov~ walkway sprinkler 
system arx! refilled it with a Glvcer!n Solution at 
48% as per NFPA 25 Table 2·3.4. 

' 
IV. The Maintenance Director or desJgnee will 
have tile Mti Free.le System tested for correct 
Glycerin Soluti0r1 percentages ead1 qualt€t for 

. firs! yea1 and then every six mooth; to eriwre 
compliance. All ~nolllgs 1'1111 be dorumented on 
the audit tool, and report nndings to B:ecutiVe 
Director ongoing. FifKfITTgs y~ll also be reported 

. to the Safety and. Performance Improvement 
. Committee on a qvarterty ba~s. . 

V. Corrective action IV<>s completed 02/09/2016. 

' 

I 

(X6) 
CCMPLETICN 

DATE 
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adjusting the solutions if necessary. Solutions 
shall be In accordance with !ables 2.-3:4(a)and 
(b). 
The use of antifreeze solutions shall be in 

' accordance with any state or local health 
regulations. [See Table 2-3.4(b).] 
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