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LETTER 

Dear Mr. Green: 

On October 4, 2016, a Facility Fire Safety and Construction survey was conducted at Valley 
Vista Care Center of Sandpoint by the Department of Health & Welfare, Bureau of Facility 
Standards to detennine 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 participatiqn 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. 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 fag 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 11 0pportunity 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 October 27, 2016. · 
Failure to submit an acceptable PoC by October 27, 2016, may result in the imposition of civil 
monetary penalties by November 16, 2016. 

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 4 2, 
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 November 8, 
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 
November 8, 2016. A change in the seriousness of the deficiencies on November 8, 2016, may 
result in a change in the remedy. 

The remedy, which will be recommended if substantial compliance has not been achieved by 
November 8, 2016, includes the following: 
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Denial of payment for new admissions effective January 4, 2017. 
42 CFR §488.41 ?(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 April 4, 2017, 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 October 4, 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: 

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingF a 
cilities/tabid/ 4 34/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 October 27, 2016. If your request for informal dispute 
resolution is received after October 27, 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, option 3. 

Sincerely, 

~~· 
Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
Enclosures 
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I 
INITIAL COMMENTS 

The facilit)is a single story, Type V{111) 
structure. T~c building is protected throughout by 
automatic fire extinguishing and fire alarm 
systems. T~e buildl~~ was originally constructed 
in 1959 w1tli an add1t1on in 1985. There have 
been several minoi ~dditions and remodels with a 
major rern9deling completed in 2001. The facility 
C1Jrrently is 

1
11cen5cd for 73 SNF/NF bed$. 

The foUowi~g deficiencias were cited during the 
annual firel!ife s~fcty survey conducted on 
October 4, ~016. The facility was surveyed under 
the Life Safety Code 2000 Edition, Existing Health 
Care Occupancy and in accordance with 42 CFR 
483.70 

The Survey was conducted by: 

Unda Chaney 
Health Facility Surveyor 
Facility F'ire Safety & Constn.1ctio11 

K 025 NFPA 101 LIFE SAFETY CODE STANDARD 
SS"'D 

Smoke barriers shall be constructed to provide at 
least a one half hour fire resistance rating and 
constructed in accordance with 8.3. Smoke 
bamers shall be permitted to terminate at an 
atrium wall. Windows shall be protected by 
fite-rated glazing or by wired glass panels and 
steel frames. 
8.31 19.3.7.31 19.3.7,5 
This STANDARD is not met as evidenced by: 
Based on observation and interview, the f?cility 

failed to ensure smoke resistive properties of 
srnoke barriers were maintained. Failure to 
ensure smoke barrir<:rs resist the pa::;sage of 
smoke would allow smoke and dangerous gases 

P.:11ie: 2/17 
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A. BUILDING 01 - ENTIRE 81,111,.DING 

B. WING~-~-------

10 
PREFIX 

TAG 

STREF.T AOD~F.:SS, CITY, STATE, 7..IP CODE 

220 SOUTH DIV!SION 

SANDPOINT, 1D 83864 
PROVIDCR'S Pl.AN OF COFU~l"Cilc"lN 
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KOOO Preparation and execution of 

K025 

this POC does not constitute 

admission or agreement by 

the provider of the truth of the 

facts alleged or the conclusions 

set forth in the statement of 

deficiencies rendered by the 

reviewins agency. The plan of 

correction Is pre pa red and 

executed solely because the 

provisions of federal 

law require it. 

CORRECTIVE ACTION 

The penetrations in th~ communications/ 

mec:h;;1nical room have been filled 

with spray foam and ~ ceiling tile 

was replaced to ensure that all 

penetrations &re sealed. 

10/04(2016 

(X~) 

COMPlETJOf'I 
OATE 

l1/0?/20i6 

' 

,i I 

... 

" 

: ·.· ; ... :i 
',l\' 

• t .. ' i.' \ 
,I':: 

J I 

R PROVIOER/SUPPLIER REPRESENT1\TlV'E'S SIGNATURE TITl..E (X5) DATE 

Any delic.iMcy :itement c g with an asteri k c·1 denotes a deflc1cncy which the institution may be exi;\l$1!!tl from correc;Jing prov!dlr1~ It ~s de\erm ed that 
oilier ~afeguards · clent µH,1l1.:i.:li1J11 lo llle p!ltim11~. (See instruclk:ms.) Except for nursing homes, the findings slalod obQve are chsclosable 90 d<iys 
following the d;ite of survey whether or not a plan of coucclion iG provided. For nurn.lno horn.e$, the above findings 3!Jd plans of conecllon are d1scios.able 14 
ctnys followin~ lho dalo lhe!le dnc.uments are mad0 availablo lo the f~cility If delir:iAnr:iM. MP. f:itP.r!, i:in approved plan of correction i$ requisite lo continued 
program participation. 

----·--- _____ ,, .. ___ ... , " 

FORM CMS-2567(0~-99) Pre~lous Versions Obsolete. E11eni ID: WRSM21 Facility 10. MOSOOH40 If conl1nw:ition sheol Page 1 of 6 
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Continued From page 1 

to pass freely between smoke compartments. 
This deficient practice affected 16 residents, staff 
and visito(s on the dale of the survey. The facility 
is licensed for 73 SNF/NF beds and had a censu~ 
of 52 on the deiy of the survey. 

Findings include: 

During the facility tour on October 4, 2016 from 
approximately 10:30 AM to 2:00 PM, observation 
of the communications/mechanical room off Of 
th!!! kitchen found multiple penetrations in the 
ce1l1ng and walls. The penetrations ranged in size 
from 1' x 2' to 2" x 4''. When asked the 
Maintenance Supervisor stated the facility was 
vnaware of the penetrations. 

Actual NFPAstandard: 

19.3.7.3 
My required smoke barrier shall be constructed 
In accordance with Section 8.3 and sh;ill hcive a 
fire resistance rating of not IP.SS than 1/2 hour. 
Exception No. 1: Where an atrlum ls used, 
smoke barriers shall be permitted to termin.9tc at 
an atrium wall constructed in accordance with 
Exception No. 2 to 8.2.5.6(1). Not less tha11 two 
separate srncke compartments $hall be provlded 
on each floor. 
Exception No. 2•: Dampers sh.:il! not bo required 
in duct penetrations of smoke barrier$ in fully 
ducted heating 1 ventilating, and elr conditioning 
systems where an op proved, $Upervised 
automatic sprinkler system In accordance with 
19 3.5.3 has been provided fot t>moke 
compartments adjacent to the smoke barrier. 

1 8.3.2~ Continuity. 
Srnokc barriers required by this Code shall be 

Pa;ie:3/17 
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ID 
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TM 

s·1 Nt:l!.T AOORt:SS, CITY, STATF., ZIP COOE 

2~0 SOUTH DIVISION 

SANDPOINT, ID 83864 

PROVIDER'S J:'LAN 01" CORRECTION 
(EACH CORRECTIVF.ACTION SHOULD BE 

CROS.S-REFERENCl:;(J TO 'ti-IE APPROPRJATE 
DEFIClf.:NGY} 

K025 AFFECTED RESIOENTS 

This deficient practice had the 

potenti<il to affect 16 Residents, 

Staff and visitors. 

SYSTEMATIC CHANGES 

All rooms in the Facility have 

been ln5pected by the Maintenante 

Supervisor to ensure compliance. 

In-Service provided tc st;iff on 10/24/16 

~ducating them on reporting any 

penetrations that my need repair. 

MONITORING 

The maintenance Supervisor or 

designee will do documented weekly 

rounds x 4, Q 2 weeks x's 2 and 

monthly x 3 and report to the QA 

Committee to ensure on-going compliance. 

Aui;llts wlll begin U./07/'l016 

p(~j 

(;0/APLETION 
OAT6. 

' . ~ . 

. ' 

.. ,:' 

. '. 

RM CMS-2567(02-99) Previous Wrslons Ot>59lete Event ID:WR5M21 F4;;;ility ID: MDSOOl.540 
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K 025 Continued From page 2 

continuous from an outside wall to an outside 
wall, from a floor to a floor, or from a smoke 
barrier to a smoke btirrier or a combination 
thereof. Such barriers shall be conlinunus 
through all concealed spaces, such as those 
found aibove lll ceiling, Including interstitial 
spaces. 
ExceptlM: A smoke barrier required for an 
occupied space below an Interstitial space shall 
not be required to extend throtJgh the interstiti::il 
space, provided that the construction assembly 
forming the bottom of the Interstitial space 
provides resistance to the passage of smoke 
equal to that provided by the smoke barrier 

K 062 NFPA 101 LlFE SAFETY CODE STANDARD 
SS=F 

Required automatic sprinkler system$ are 
continuously maintained in reliable operating 
condition and are inspected and tosted 
periodically. 19. 7.6, 4.6.12, NFPA 13, NFPA 25, 
975 
Thi~ STANDARD is not met as evidenced by: 
Based on observation and interview, the facility 
failed to ensure that sprinklers were maintained 
free of p.aint. Failure to keep sprinklers clear of 
paint could result in lack of system performance 
during a fire. Thi$ deficient pr.1ctice affected 62 
residents, staff and visitors on the date of the 
survey. The facility is licensed for 73 SNF/NF 
bed$ <:ind had a censu.s of 62 on the day of the 
survey. 

Flndin9s include: 

During the facility tour on October 4, 2016 from 
approximately 10:30 AM to 2:00 PM, observation 
of sprinkler pendants found the following 
locations had sprinklers with non-factory applied 

A. BUILDING 01 - E!NT!RE l;lUILDlNG 

ID 
PREFIX 

TAG 

K025 

K062 

l'ROVllJE;R'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REl'£~ENCED TO THE APPROPRIATE 
DEFICIENCY) 

CORRECTIVE ACTION 

Simplex Grinnell came to the Facility 

On 10/20/16 to assess the sprinkler 

heads on the hallway across from 

the lodge nurses station, Resident 

rooms 202,203, 206, 212, 301 and 

the hallw~y between resident rooms 

204 and206 and replacement heads 

have been ordered to replace all 

sprinkler heads that have non factory 

;ipplied paint on them. 

' 

: r 

(X5) 
COMPLellON 

Dl\TE 

'. t • ,; 

11/07/2016 

' 
' ' ': 

., 

l _JR_M_C_M_3--2-"S6-7-(0-2-~il9-)-Pr-ev-io_v_ll -Vc-ra-io-ns_O_o_so-le-lo-- .. ,.-~-E-ve-11-1 l-D:_W_R_~_2L1 ___ F_a...Lcl-llly_l_D.-· M-D-S-00~1-54_0 ______ lf-r.:i>~;inuauon sheet Page 3 of 6 
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Continued Fram page 3 
paint or overspray: 
Directoi of Therapy Office 
Medical Records 
Medical Records Bath 
Hallway acres$ from the ''Lodge" Nurse's Station 
Resident room 202 and adjoining bath 
Resident Rooms 203, 206, 212, and 301 
Hallway between resident rooms 204 and 206 

Based on the quantity found in multiple loc:11tions, 
the condrlion was deemed widespread anel 
rurther documentation was unnecessary. 

When asked, the Maintenance Supervisor ~t.:ited 
the facility was unaware of the painted sprinkler 
heads. 

Actual NFPA standard: 

NFF'A 25 
2·2 Inspection. 
2-2.1 Sprinklers. 
2-2.1.1* 
Sprinklers shall be inspected from the floor level 
annually. Sprinklers i:;hall be free of corro$ion, 

foreign materials, paint, and physical damage and 
shall be installed in the pror;Jer orientation (e.g., 
upright, pendant, or sidewall). Any sprinkler shall 
be replaced that is painted, corroded, damaged, 
loaded, or In the improper orie::ntation. 
Exception No. 1*: Sprinklers installed In 
concealed spaces such a5 above suspended 
ceillnos shall not require inspection. 
Exception No. 2: Sprinklers installed in areas that 
are inaccessible for safety consioer atians due ta 
process opert:itions shall be inspected during 
each scheduled shutdown. 

K 072 NFPJ\ 101 Llr-E SAFETY CODE STANDARLJ 

(X3) .DAI~ srmv(!y, , i • ., .1 

COMPLF.'rE:\)
1 

'.," '; ., / 11
1 

(X2) MULTIPLE CONSTRUCllON 

A. BUILDING 01 • ENTIRe 13UILDING 

ll WING 

SiRF.ET ADDREE\S. CITY, STATE, ZIP CODE 

220 SOUTH DIVISION 

· 1: l, I ' •i, ~'t':r' 
•1: 

, 10/04~261 ~ '1 

.:'i ' 1:~/ \ 

SANDPOINT, ID 83864 

ID 
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rr<oVIDER'$ PlAN OF CORRECTION 
{EACH CORRIU'.TIVE ACTION SHOULD Be 

CROSS·FU:FEReNCED TO THE Af>PROPRIATe 
OEFICIENCY) 

AFFECTED RESIDENTS 

This deficient pr~<:tlce had the 

potential to effect all Residents, 

st~ff and visitors. 

SYSTEMIC CHANGES 

The maintenance supP.rvisor 

inspected ~u the Facilities sprtnkler 

heads to ens1,1re they do not hav1 

Non factory paint or over spray. 

The maintenance .Supervisor or 

Designee will be Involved in planning 

and inspect all future painting projects 

in the Facility to ensure no sprinkler 

heads get painted. 

MONITORING 

The maintenance supervisor or 

designee will do documented weekly 

rounds :<4 weeks, q 2 weeks x 2 and 

monthly x3 and report to the QA 

Committee to ensure on-going 

K 072 c:ompliance. Audit~ will begin U/07 /2016 

(X51 
COMPLETION 

OMI!. 
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Means or egress shall be continuously maintained .. 
rr~e of all obstructions or Impediments to full 
instant use in the case of fire or other emergency. 
No furnishings, decorations, or other objects shall 
ob::;truct exits, access thereto, cgreps there from, 
er visibility thereof shall be in accordance with 
7.110. ·1a.2.1, 1s.2.1 
Thls STANDARD is not met as evidenced by: 
Based on observation, operational testing and 
lntervi~w, the facility failed to ensure that exit 
doors were arranged to be readily opened from 

I the egress side and not require special 
knowledge. Failure to maintain means of egress 
tor full Instant use could hinder the safe 
evacuation of r0sldents duri119 an emergency. 
This deficient practice affected 19 residents, staff 
and visitors on the date of the survey. The facility 
is licensed tor 73 SNF/NF beds and had a census 
of 62 on the day of the survey. 

Findings include: 

During the facility tour on October 4, 2016 from 
appmximately 10:30 AM to 2:00 PM, observation 
and opl3ratlonal testing revealed the exit door at 
the 200 Hallway was equipped with controlled 
access and could not be opP.ned without special 
knowledge. (keypad code) 

When asked why th!'! doors were controlled 
acce$s, the Administrator and Maintenance 
Manager stated the facility installed them for 
security and were unaware th:at controlled access 
exit doors were not allowed. They furtho( tit.sited 
th;;it the controlled access component would drop 
ln the event of ai power out<:Jge or activation of the 
fire alarm system allowing egress. 

DEFICIENCY) 

K 072 CORRECTIVE ACTION 

The key pad was removed from 

Lhe 200 hall exit door so it no 

longer has controlled acc1m. 

AFFECTED RESIDENTS 

This deficient prii!c:tice had the 

potentl::ll to effect 19 residents, 

staff and visitors. 

SYSTEMATIC CHANGES 

Effective 10/44/2016 the maintenance 

Supervisor and Administrator will be 

directly Involved in any changes/ 

alteration> to all exit doors In the 

Facility Lo ensure on·golng i:ompli;mte. 

MONITORING 

The maintenance sup!!!rvlsor or 

designee will observe documented 

tampliance weekly x4, q 2 weeks x's 

i and monthly x3 and report to die 

11/07/2016 

i .•. 
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K 012 Continueo From page 6 

NFPA 101 
19.2 MEANS OF EGRESS R!:QUIREMENTS 
19.2 1 General. 
Eveiry ziisle, passageway, corridor, exit discharge, 
exit loctjtlon, and nccess shall be In accordance 
with Chapt~r 7. 
Exception: As modified by 19.2.2 through 
19.2.11. 

7.2.1.5 Locks, Latches. and Alarm Devices. 
7.2.1.5.1 
Doors shall be arranged to be opened readily 
from the egress side whemivi:;r the building is 
occupied. Locks, if provided, shall not require the 
use of a key, a tool, or special knowledge or effort 
for operation from the egress side. · 
f:xception No. 1: This requirement shall not apply 
where otherwise provided In Chapters 18 through 
23. 
Exception No. 2: Exterior doors shall be 
pf;!rmltlcd to have k€ly-operated locks from the 
egress $ide, provided that the following criteria 
~re mot: 
{a) Permission lo use this exception Is provided 
in Chapters 12 through 42 for the speciflc 
occupancy. 
(b) On or adjacent to the door, there ls a readtly 
visible, durable sign in letters not less than 1 In. 
(2.5 cm) high on a contrasting background that 
reads as follows: 
THIS DOOR TO REMAIN UNLOCKED 
WHEN THI:: BUILDING IS OCCUPIED 

K 072 
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