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Dear Ms. Kellogg: 

On June 9, 2014, a Facility Fire Safety and Construction survey was conducted at Life Care 
Center of Valley View 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 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 ofDeficiencies and Plan of Correction, Form CMS-2567, listing 
Medicare and/or Medicaid deficiencies and a similar State Form listing licensure health 
deficiencies. ln 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 Correct" (listed on 
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page 2). After each deficiency has been answered and dated, the administrator shonld sign both 
Statement of Deficiencies and Plan of Correction, Form CMS-2567 and State Form, in the spaces 
provided and return the originals to this office. 

Your Plan of Correction (PoC) for the deficiencies must be submitted by July 2, 2014. Failure to 
submit an acceptable PoC by July 2, 2014, may result in the imposition of civil monetary 
penalties by July 22, 2014. 

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 and the state licensure survey report, State Form. 

All references to federal regulatory requirements contained in this letter are found in Title 42, 
Code of Federal Regnlations. 

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 July 14,2014, 
(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 July 14, 
2014. A change in the seriousness of the deficiencies on July 14,2014, may result in a change in 
the remedy. 

The remedy, which will be recommended if substantial compliance has not been achieved by 
July 14,2014, includes the following: 
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Denial of payment for new admissions effective September 9, 2014. 
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 tenninated on December 9, 2014, 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. 

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 June 9, 2014, 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 #200 1-10. Informational Letter #200 1-10 can also be found on the Internet at: 

http:/ !healthandwelfare.i daho. gov /Providers/ProvidersF aciliti es/S tateF ederalPro gram siN ursingF a 
cilities/tabid! 4 3 4/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 July 2, 2014. If your request for informal dispute resolution is 
received after July 2, 2014, 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, 

1~(~~ 
Mark P. Grimes, Supervisor 
Facility Fire Safety and Construction 

MPG/lj 
Enclosures 
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(X4) 10 ' SUMMARY STATEMENT F DEFICIENCIES I 
PREFIX (EACH DEFICIENCY MUST BE PREC ~~D BY FUl.i. REGULATORY! 

TAG OR LSC IDENTIFYING NFORMATION) 

. . 

K000 1 1NITIALCOMMENTS 

I The facility is a two story T~ pe II ( 111) completed 

I 

in 1985. It underwent a co0pleta renovation in •

1

. 
2009. There is a two-hour rre separation between 

, the nursing facility and the etirement center 

I 

apartments. The fire alarm ~ystem was upgraded I' 
in 2009 with addressable s P,oke detection 
throughout the building. Th fire sprinkler systam 

: was upgraded in 2009 with quick response heads t 

throughout the facility. The facility is currently 'I 
licensed for 120 SNF/NF b ds. 

! The following deficiencies ere cited during the i 
'1 annual fireMe safety surve conducted on June II 

. 9, 2014. The facility was s rveyed under the LIFE 
1 
SAFETY CODE, 2000 Edit on, Existing Health ! 

Care Occupancy, in accor ,ance with 42 CFR I 

' ~::· ::~ey was conducted~! by: ' 
Sam Burbank 
Health Facility Surveyor 
Facility Fire Safety and Co structlon 

K 018 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

Doors protecting corridor c penings in other than 
required enclosures of ver ical openings, exits, or 

1 hazardous areas are subs antial doors, such as 

I 
those constructed of 1 Y. i ch solid-bonded core 

1 
wood, or capable of resisti[lg fire for at least 20 

I 
minutes. Doors in sprinkl red buildings are only 
required to resist the pass ge of smoke. There is 

I 
no impediment to the clos ng of the doors. Doors 
are provided with a mean suitable for keeping 
the door closed. Dutch dcors meeting 19.3.6.3.6 
are permitted. 19.3.6.3 

Roller latches are prohibit d by CMS regulations 
in all health care facilities. 

ID I PREFIX 
TAG l 

I 
KOOO I 

I 

I 
I 

I 

K018

1 

I 
' I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CR05S-REFERENCED ro THE APPROPRIATE 
DEFICIENCY} 

Preparation and/or execution of 
this plan of correction does not 
constitute admission or agreement 

I 
(XS) 

COMPLETION 

I DATE 

by the provider of the truth of the facts 
alleged or conclusions set forth in 
the statement of deficiencies. 
The plan of correction is prepared 
and/or executed solely because it 
is required by the provision of 
federal and state law . 

'"-- n/ED 

30 

""' "" 1 "'n"' "''"" ' 

K018 

Residents Affected: 

The doors for residents in 
rooms 103,114,119, and 125 
have been adjusted and latch 
when closed. 

I 
' I 

'7-Jl}( 

Any deficiency stater6ent ending with an ast risk (")denotes a deficiency which the institution may be excifsed from correcting providing it is determined that 
other safeguards provide sufficient protectio to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not 1plan of co~rection is provi~7d. For nu~in~ homes •. the above findings and plans of _con:ection _a:e disclo~ble 14 
days following the date these documents ar made avatlable to the faCility. If defictenc1es are ciTed, an approved plan of correction IS requ1srte to conttnued 
program participation. · 

FORM CM$-2557(02-99) Previous Versions 9bsolele 2R5J21 lf continuation sheet Page 1 af i3 
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K 0181 Continued From page 1 I 

!
! l 

i I , 

i ! 

I I 
! 

This standard is not met a evidenced by: ! 
Based on observation and perational testing, the I 
facility failed to ensure resi ent room doors I 
latched securely and resist Ule passage of smoke 
during a fire event Failure p ensure that resident 

I room doors fully close and lf!lch would allow 
smoke and dangerous gas s to pass freely into 
adjacent smoke compartm~ts- This deficient 
practice affected 4 resident , staff and visitors in 

1

1 of 5 smoke compartmen on the first floor. The 
facility is licensed for 120 S F beds and had a 

:census of 87 on the date of
1
the survey. 
I 

Findings include: I 
I 

During the facility tour cond~cted on June 9, 2014 
between the hours ol11 :30IAM and 2:20 PM 
operational testing of residfnt doors 103, 114, 
119, and 125 located on th first floor would not 
latch. This observation was acknowledged by the 
Maintenance Supervisor ar d accompanying 
Maintenance staff_ 

Actual NFPA Standard: 
NFPA 101; 19.3.6.3 Corridc r Doors_ 

19.3.6.3.1* 
Doors protecting corridor o enings in other than 
required enclosures of vertipal openings, exits, or 
hazardous areas shall be s bstantial doors, such 
as those constructed of 131/4-in. (4.4--cm} thick, 

\ solid-bonded core wood or Ff construction that 

ID 
PREFIX 

TAG 

K018 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNE ACTrON SHOULD BE 

CROSs-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Other residents that 
may be affected: 

All residents have the 
potential to be affected_ 
All doors to resident rooms 
were checked to insure 
they latch upon closing and 
adjusted as necessary. 
All resident room doors 
in the facility were checked 
to insure they latch upon 
closing and adjusted as 
necessary. 

Measures or systemic 
changes made: 

The Maintenance Supervisor/ 
designee will check resident room 
doors and smoke compartment 
doors weekly to insure that they will 
latch when closed. 

Monitoring of deficient 
practice: 

A QA monitor of resident 
room doors and smoke corridor 
doors will be set up by the 
Maintenance Supervisor/designee. 
These doors will be 
monitored weekly for 3 months. 
The results will be reported to 
the CQI committee. 

I {XS) I COMPLETION 
I DATE 
I 

i 

FORM CMS-2567(02-99) Previous Versions Obtolete 2R5J21 If continuatiOn sheet Page 2 of i 3 
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K 0181 Continued From page 2 
resists fire for not less thar 20 minutes and shall 

I be constructed to resist the passage of smoke. 

I Compliance with NFPA 80, Standard for Fire 
. Doors and Fire Windows, hall not be required. 
i Clearance between the bo om of the door and 1 

i the floor covering not exce ding 1 in. (2.5 em) 
l shall be permitted for corri or doors. 

I Exception No. 1: Doors to ~oilet rooms, 
' bathrooms, shower rooms.Jsink closets, and 
similar auxiliary spaces th~t do not contain 
flammable or combusbble naterials. 

Exception No. 2: In smoke compartments 1 

protected throughout by an approved, supervised I 
automatic sprinkler system in accordance with 
19.3.5.2, the door construe ion requirements of 
19.3.6.3.1 shall not be mar datory, but the doors 
shall be constructed to resi t the passage of 
smoke. 

K 021 NFPA 101 LIFE SAFETY C~ODE STANDARD 
SS=D 

Any door in an exit passag way, stairway 
enclosure, horizontal exit, ~make barrier or 
hazardous area enclosure is held open only by 
devices arranged to autombtically close all such 
doors by zone or throughmbt the facility upon 
activation ot 

a) the required manual fire alarm system; 

b) local smoke detectors d~signed to detect 
smoke passing through th~ opening or a required 
smoke detection system; +' d 

i c) the automatic sprinkler ystem, if installed. 
19.2.2.2.6, 7.2.1.8.2 

I 

' 

ID 
PREFIX 

TAG 

K018 

I 
I 
i 

I 

I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K021 i 

I 

K021 

Residents Affected: 

No specific residents were 
identified. 
The latching system on the smoke 

I compartment doors: 
on the 1'1 floor 
(at the reception office) 
and on the 2nd floor 
(door to the dining room) 

has been adjusted to latch 
and closed 

when the fire alarm is activated. 

iXS) 
COMPLrnON 

DATE 

FORM CMS-2567(02-99) Previous versions or1ete 2R5J21 lf continuation sheet Page 3 of 13 
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(X4) 10 I SUMMARY STATEMENT ~F DEFJCIENCIES l 
PREFIX I(EACH DEFICIENcY MUST BE PREC !Eo Eo BY. FULL REGULATOR 

TAG OR LSC IDENTIFYING INFORMATION) 

I I 

K 021 Continued From page 3 

I 

I 
This Standard is not met a~ evidenced by: I 
Based upon observation, o erational testing and 
interview, the facility failed o ensure that corridor I 
doors equipped with automatic closures would 
completely close when acti ated. Failure to 
ensure complete closure o smoke compartment 

1 doors would allow smoke c nd dangerous gases 
' to move freely into and be!J een exit access 
I corridors compromising eg ess. This deficient 
I practice affected 4 residen s, staff and visitors in 

1

1 

I 2 of 5 smoke compartmen on the first floor; 
visitors and assigned staff n 1 of 5 smoke 
compartments on the secorct floor. The facility is 
licensed for 120 SNF beds and had a census of 
87 on the day of the surve . 

I Findings include: 

I 1) During the facility tour c nducted on June 9, 
12014 between 11:30 AM tol11:45 AM, oparafional 
1 testing of the smoke barrie[ doors at the main 

I 
recepfion office located on 1the first floor revealed 
they would not completely close and latch. This 

I failure exposed a gap of a~proximately 1/2 inch 
; between the doors. When asked if he was aware 
I of the doors not closing coflnpletely, the Assistant 
Maintenance steff stated h was not. 
2) During the facility tour c nducted on June 9, 
2014 between 2:00 PM an~ 3:00 PM, testing of 1 
of 2 doors leading from th~ main second floor 
dining room into the corrid • r revealed it would not 
completely close leaving a gap of approximately 
1/2 inch. When asked. the Maintenance 
Supervisor stated he was ot aware this door was 
not completly closing. 

Actual NFPA standard: 

ID 
PREFIX 

TAG 

K021 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS..REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Other residents that may 
be affected: 

All residents have the potential 
To be affected. 
The other smoke compartment 
doors in the building have been 
checked to insure they are 
latching properly during 
operational testing. 

Measures or systemic 
changes made: 

Regular monthly audits of 
smoke compartment doors 
in the building (l st floor,2nd floor 
and the dining rooms) 
will occur. During fire drills the 
Maintenance designee will check 
smoke compartment doors in 
the building to insure they completely 
close and latch. He will provide a 
report to the Maintenance Director. 

(XS) 
COMPLETJON 

DATE 

FORM CMS-2567(02-99) Previous Versions otisolete 2R5J21 If continuation sheet Page 4 of 13 
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19.2.2.2.6* 
Any door in an exit passag~way, stairway . 

I 
enclosure, horizontal exit, moke barrier, or 

. hazardous area enclosure shall be permitted to 
i be held open only by an a tomatic release device 
'that complies with 7.2.1.8 .. The automatic 
I sprinkler system, if provided, and the fire alarm 
1 system, and the systems r quired by 7.2.1.8.2 
!I shall be arranged to initiat the closing action of 
all such doors throughout re smoke 

1 compartment or throughou the entire facirlty. 
7.2.1.8.2 

I 

In any building of low or or inary hazard contents, '!. 

as defined in 6.2.2.2 and 6 2.2.3, or where . 
approved by the authority aving jurisdiction, i 
doors shall be permitted to be automatic-closing, i 
provided that the following criteria are met: · 
(1) Upon release of the held-open mechanism, I 
the door becomes self-clo ing. II 

(2) The release device is esigned so that the I 
door instantly releases maf

1 

ually and upon 
release becomes self-closi g, or the door can be 
readily closed. 
(3) The automatic releasil mechanism or 
medium is activated by the operation of approved 
smoke detectors installed i accordance with the 
requirements for smoke d teeters for door 
release service in NFPA 7~, National Fire Alarm 
Code®. : 
(4) Upon loss of power to ~·he hold-open device, 
the hold-open mechanism s released and the 
door becomes self-closing 
(5) The release by means of smoke detection of 
one door in a stair enclosure results in closing all 
doors serving that stair. 

K 029 NFPA 101 LIFE SAFETY qoDE STANDARD 
SS=D 

One hour fire rated constrJction (with% hour 
fire-rated doors) or an approved automatic fire 

I extinguishing system in aci:ordance with 8.4.1 
I i 

ID 
PREFJX 

TAG 

K021 i 

I 
I 

K029 

PROVIDER'S PlAN OF CORRECTION 
[EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Monitoring of deficient 
practice: 

The results will be reported 
to the CQI committee. The 
Maintenance Director will bring 
the report to the QA monthly 
meeting for review and 
monitoring. 

(XS) 
! COMPLETION i DA1E 

'!-11-F( 

I 

I 
I 
I 
! 
! 
i 
I 
I 
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I 
K 0291 Continued From page 5 I 

, and/or 19.3.5.4 protects ha ardous areas. When 

I 
the approved automatic fire extinguishing system I 
option is used, the areas a e separated from 

, other spaces by smoke re~ isting partitions and 
1 

: doors. Doors are self-closi[lg and non-rated or ' 
1 field-applied protective platj;!s that do not exceed I 
! 48 inches from the bottom pf the door are / 
I permitted. 19.3.2.1 , 
I ! 
I 1 
I j 
I , 
I This Standard is not met< s evidenced by: 

1
1· 

Based on obseNation, the acility failed to ensure 
that self-closing doors to a hazardous area were 
not impeded from closing completely during a fire 
event. Failure to ensure th t hazardous area 
doors will self close during an emergency will 
allow smoke and dangero s gases to escape and 
enter adjacent smoke compartments_ This 
deficient practice affected II residents in the 
main dining hall, kitchen s ~ff and visitors on the 
date of the survey. The faolity is licensed for 120 
SNF/NF beds and had a c nsus of 87 on the day 
of the survey_ 

I Findings include: I 
i 1) During the facility tour c<Dnducted on June 9, 
i 2014 between 2:00 PM an~ 3:00PM observation ! 
I of the door from the Kitchdn into the service i 
J corridor abutting the Assisfrd living Dining room l 
- revealed that it was propped open by a door 
wedge_ Acknowledging th~ observation, the I 
Maintenance SupeNisor rimoved the wedge and I 
closed the door. 1 I 

2) During the facility tour cr,nducted on June 9, ]' 
2014 between 2:00PM a~ 3:00PM, observation 
of the Kitchen door from t e dishwashing area I 

[ into the main access corri or for the Assisted I 

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

I 

10 
PREFIX 

TAG 

K029 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNE ACTION SHOULD BE 

CROS5-REFERENCEO TO THE APPROPRIATE 
DEFICIENCY) 

K029 

Residents Affected: 

l COM~JnoN 
! DA.TE 

l 

I 
I I( I ?-il~ 
I 

No specific residents were affected. I 
The trash cans in the closure ! 
area of the smoke compartment ! 
door have been relocated. The i 
wedge holding the other fire 
door open was removed. 

Other residents that may 
be affected: 

All residents have the 
potential to be affected. 

2R5J21 If continuatinn sheet Page 6 of 13 
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Living dining hall revealed hat it was propped 
open with a trash can. Upof! observation of this, i 

j the Assistant Maintenance staff removed the ! 
I obstruction to the door and infonned the kitchen 1 

I staff that the door must be ~llowed to close freely. i 
, I 

! Actual N FPA standard: 
' l 
j19.3.2.1 HazardousAreas. 
j Any hazardous areas shall be safeguarded by a 
1 fire barrier having a 1-hour fire resistance rating 

1 

.

1 

or shall be provided with a~ automatic 
extinguishing system in aceordance with 8.4.1. 
The automatic extinguishinS shall be permitted to 1 

be in accordance with 19.3f5.4. Where the I 
sprinkler option is used, th'f areas shall be 
separated from other spaces by smoke-resisting ! 
partitions and doors. The dbors shall be I 

I 
self-closing or automatic-clbsing. Hazardous 
areas shall include, but sh~ll not be restricted to, 

; the following: 
(1) Boiler and fuel-fired heater rooms 
(2) CentraVbulk laundries arger than 100 ft2 (9.3 
m2) 
(3) Paint shops 
(4) Repair shops 
(5) Soiled linen rooms 
(6) Trash collection rooms 
(7) Rooms or spaces larg, r than 50 ft2 (4.6 m2), I 
including repair shops, used for storage of I 

1 
combustible supplies and E!quipment in quantities I 

1 deemed hazardous by the ' uthority having 
I jurisdiction 
! (8) Laboratories employin flammable or 

I 

combustible materials in q antities less than 
those that would be consid ~red a severe hazard. 

I 
Exception: Doors in rated "nclosures shall be 
permitted to have nonrated, factory- or 

1 field-applied protective plats extending not more 
I than 48 in. (122 em) abovlthe bottom of the 
l 

ID 
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! 
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I 
! 
i 
I 
I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROss-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Measures or systemic 
changes made: 

The dietary staff has been 
inserviced regarding keeping 
fire exits/smoke compartment 
door areas clear and not 
wedged open. A magnetic door 
holder has been installed to 
eliminate issues with a door 
wedge use. 
(Please see the picture) 

Monitoring of deficient 
practice: 

A QA monitor of the dietary 
compartment doors will be set 

up by the Maintenance Supervisor/ 
designee. 
This will be monitored 2 X' s 
per week for 2 weeks, 
then weekly for 4 weeks, 
then monthly. 

I (XS) 
I COMPLETION 
l DATE 
I 
l 
I 
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door. 

K 047 NFPA 101 LIFE SAFETY C )DE STANDARD 
SS=DI 

II Exit and directional signs a ~ displayed in ! 
accordance with section 7. 0 with continuous , 

f illumination also served by he emergency lighting i 
I system. 19.2.1 0.1 ! 

I I 
I This Standard is not met a evidenced by: 
Based on observation and interview, the facility 
failed to ensure that exit si ns clearly identified 
exits. This failure would co fuse occupants as to 
the location of an actual sa e means of egress 
during a fire event This de cient practice 
approximately 6 staff and v sitors in 1 of 5 smoke 
compartments on the date pf the survey. The 
facility is licensed for 120 ~NF beds and had a 

1 
census of 87 on the day of 'he survey. 

I 
I 

Findings include: J I 
During the facility tour con ucted on June 9, 2014[ 
at 3:00 PM it was observec by the surveyor and 
the Maintenance Supervis r that the exit sign on 
the second floor be!ween e main office and the 
exit staircase did not clear! identify the stairs as 
the exit The directional arrpws of the sign also 
indicated the business offi e as an exit When 
asked if he had ever noticEd the sign was 
pointing into a dead-end o ce, the Maintenance 
Supervisor stated he had not 

Actual NFPA standard: 

1 9.2.1 0 Marking of Means ff Egress. 
19.2.10.1 I 

Means of egress shall have signs in accordance 
! I 

ID 
PREFIX 

TAG 

K047 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K047 

Residents Affected: 

No specific residents were 
identified. 
The exit sign with double 
arrows by the business office 
has been replaced with a sign 
that has one arrow 
pointing in the correct exit 
direction. 
(please see the picture) 

Other residents that may 
be affected: 

Residents on the 2nd floor 
have the potential to be 
affected. 
All exit signs with arrows 
have been audited to insure 
that they accurately 
indicate the exit way. 

Measures or systemic 
changes made: 

The exit signs will have arrows 
pointing in the right 
exit direction. 

JX5) 
COMPLETION 

DATE 

llii-Jif 
' 
I 
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K 047! Continued From page 8 

II with Section 7.10. 
7.1 0. 1.2* Exits. 

I 
Exits, other than main exte ior exit doors that 

1 
obviously and clearly are identifiable as exits, 

'I shall be marked by an app oved sign neadily 
visible from any direction o exit access. 

K 072 NFPA 101 LIFE SAFETY CODE STANDARD 

SS"'F 
Means of egress are contir uously maintained 
free of all obstructions or. in pediments to full 
instant use in the case of fl e or other emergency. 
No furnishings, decoration , or other objects 
obstruct exits, access to, e ress from, or visibility 
ofexits. 7.1.10 

I 
This Standard is not met~ evidenced by: I Based on observation the cility failed to ensure 
that means of egress were continuously 

[ maintained free of all obstr ctions. Failure to 
ensure clear and unobstru ted means of egress 
would affect the rapid remfral of residents staff 
and visitors in the event of n emergency 
evacuation. This deficient ractice affected 20 
residents, all staff and visitbrs in 1 of 5 smoke 
compartments on the first 11~' oar and 51 residents, 
all staff and visitors in 5 of smoke 
compartments on the seco d floor on the date of 
the survey. The facility is lifnsed for 120 SNF i 
beds and had a census of 7 on the day of the 1 

survey. . 

I 
Findings include: i I 

I. 1) During the initial facility~Jour conducted at 9:30 
:AM on June 9, 2014, a nu e med pass cart was 
I observed in the corridor di ectly outside room 
! 124. This cart was again o served parked at this 

FORM CMS-2567(02-99) Previous Versions O~solete 

ID 
PREFIX 

TAG 

K047 

K072j 
! 

I 
I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRJATE 
DEFICIENCY) 

Monitoring of deficient 
practice: 

A QA monitor of the exit 
signs with arrows has been 
set up by the Maintenance 
Supervisor/designee. 
It will be monitored monthly 
for 3 months. The results 
will be reported to the CQI 
committee. 

K072 

Residents Affected: 

No specific residents were 
identified. 

i {X5) 
I COMPLETION 
I om 

I 

1-!111 

Nurses med pass carts, on either J 

floor, are not being stored I 

in the hallways and/or in the I 
path of egress. 
All doors were checked 
to insure that delayed egress lock 
is activated and functioning as 
designed. 

2RSJ21 If conTinuation sheet Page S of 13 
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K 072 1 Continued From page 9 i 

location during the facility I ur conducted on June ! 
9, 2014 at 12:00 PM and a ain prior to the exit ' 
conference conducted at 4 DO PM on that day. 
2) During the initial facility tpur conducted at 9:15 
AM on June 9, 2014, a nu~e med pass cart was I 
observed parked at the rna n nurses station on 
the first floor in the path of gress for east to west i 
travel in the exit conridor. T is cart was observed 1 

! parked in the same locatio! during the main 1 
1 facility tour conducted on J ne 9, 2014 at 11:30 1 

lAM and again prior to the xi! conference at 4:00 , 
fPM. I 
II 3) During the initial facility ur conducted at 9:45 I 
AM on June 9, 2014 three urses med pass carts 
were observed parked at t1 e second ftoor main 
nurses station impeding di ect egress travel 
through the conridors. The e carts were again 

I 
observed parked in the sa re location during the 

1 facility tour conducted on J~ne 9, 2014 from 3:00 I 
PM to 4:00 PM. 
4) During the facility tour c nducted on June 9, 
2014 at 11:45 AM, operati nal testing of the exit 
door between resident roo ns 118 and 119 
revealed the delayed egre s lock was deactivated 
and not functional as desi~ned. When the lock 
was activated and engage~ for testing, it would 
not release from either thetpanic mechanism 

·during a time delay, or by %se of the keypad as 
required. When asked, the Assistant Maintenance. 
staff stated that this lock w s not functional and i 
that a service vendor had llieen notified to repair 
it. He further stated the loc~ing mechanism was 
deactivated until repairs were completed to allow 
unhindered exit. I 

I 
Actual NFPA standard: ' 
7.1.1 0 Means of Egress Rtliability. 
7.1.10.1* 
Means of egress shall be lontinuously 
maintained free of all obst'j"ctions or 

ID 
PREF1X 

TAG 

K072 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRIATE 
DEFICIENCY) 

Other residents that may 
be affected: 

All residents have the 
potential to be affected. 

Measures or systemic 
changes made: 

All licensed nursing staff 
have been in serviced about 
appropriate locations to store 
nursing carts when not in use. 

Monitoring of deficient 
practice: 

A QA monitor checking for 
use/storing of nurses med pass carts 
will be set up by the SDC/designee. 
This will be monitored 
2X per week for a month, then 
monthly for 2 months. 
The results will be reported 
to the CQI committee. 

IX5J 
COMPlEnON 

DATE 

. . I 
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K 072 Continued From page 1 0 I I 
impediments to full instant ~se in the case of fire 1' 

or other emergency. f 
1 

K 147 NFPA 101 LIFE SAFETY ODE STANDARD ' 
I 

SS=E ! 

! 

Electrical wiring and equipt ent is in accordance 
with NFPA 70, National El ctrical Code. 9.1.2 

I This Standard is not met [s evidenced by: 
1 Based on observation and,nterview, the facility 

I 
failed to ensure adequate~ectrical safety in 
accordance with NFPA 70. Failure to ensure that 

/ electrical systems are ace ssible and properly 1 

I 
used can impede emerge y operations and i 
cause electrical fire or sho k. This deficient 1 

i practice affected all reside 
1 
ts using common 1 

1 areas, approximately 7 sta 'f and all visitors in 2 of I 
i 5 smoke compartments o the first floor on the 
date of the survey. The fac lity is licensed for 120 
beds and had a census of ~7 on the day of the 
survey. 

Findings include: 

j1) During the facility tour c nducted on June 9, 
i 2014 from 12:00 PM to 4:CO PM a microwave I oven was found plugged i to a relocatable power 
' tap in the Social Services ffice and the second 
fioor ActMty Room. When asked, the 
Maintenance Supervisors; id he was not aware 
that these were in use in tt is manner. 
2) During the facility tour conducted on June 9, 

, 2014 from 1:45 PM to 2:3q PM it was observed 

1

1 that the electrical panel in \he storage area 
located in the main entran~e corridor next to the 
main dining room had a fiqor scrubber and floor 
cleaning supplies stored in~' front of the panel 
blocking access. When qu stioned, the 
Maintenance Supervisor s id he was not aware 

I 

ID I 
PREFIX 

TAG I . 
K072! 

K147 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS.REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K147 

Residents Affected: 

No specific residents were 
identified. 
The microwave oven in the 
social service office and the 
activity room have been plugged 
into a regular outlet. 
The floor scrubber will not be 
stored in front of the electrical 
panel. 
For the breaker to the range in the 
therapy gym will install appropriate 
switch at the stove so staff can turn 
off power on the stove after each 
use to protect 

therapy patients in that area. 

(X51 
COMPLETION 

DATE 

I 
I 
' ' I 

i 

I 
I 

I 
' 

?11-11
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K 1471 Continued From page 11 j K 147 
j this was a problem. 
j3) During the facility tour c nducted on June 9, 
2014 between 12:45 PM a d 2:00PM 
observation and operation I testing of the 
controls to the stove locate in the physical 
therapy gym revealed the E lectrical power was 

I not disconnected between pse as required. When 
I asked, staff stated that the power was controlled 
I by the circuit breaker in the electrical closet, but 
i had not been turned off. S*ff further stated it had 
[ been used for baking seve al hours earlier. Staff 

I 
could not identify the brea; er and required 
Maintenance to tum it off. 

Actual N FPA standard: 

NFPA 70-110.3 Examinaton, Identification, 
Installation, and Use of Eq ipment 

i (A) Examination. In judgin~ equipment, 
l considerations such as the following shall be 
evaluated: 
(1) Suitability for installatio~ and use in conformlty 
with the provisions of this <pode 
FPN: Suitabillty of equipm<fnt use may be 

1 identified by a description rarked on or provided 

I 
with a product to identify tlje suitability of the 
product for a specific purp0se, environment, or 
application. Suitability of e~uipment may be 
evidenced by listing or labeling. 
(2) Mechanical strength arld durability, including, 
for parts designed to encldse and protect other 
equipment, the adequacy bt the protection thus 
provided I 
(3) Wire-bending and conlection space 
(4) Electrical insulation 
(5) Heating effects under ormal conditions of . 
use and also under abnorrpal conditions likely to 
anse m serv1ce 1 
(6) Arcing effects I 

(7) Classlfication by type, <pize, voltage, current 
I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Other residents that may 
be affected: 

All residents have the potential 
to be affected. A review of all the 
relocatable power taps in the building 

' has been completed and any i 
equipment that was inappropriately l 
plugged in has been removed. 
This has the potential to affect 
all residents in the building. 
Other electrical panels were 
Audited to insure nothing was stored 
In front of them. 
Any resident that may participate 
in therapy has the potential to 
be affected. 

(XS) 
COMPLETION 

DATE 
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Continued From page 12 
capacity, and specific use 
(8) Other factors that cent bute to the practical 

! safeguarding of persons u ing or likely to come in 
i contact with the equip men 
1

1 

(B) Installation and Use. Li ted or labeled 
equipment shall be instelle~ and used in 

.

1 

accordance with any instruf;tions included in the 

1 
listing or labeling. 

1 110.26 Spaces About Elec neal Equipment 
I Sufficient access and wor; ing space shall be 
i provided and maintained apout all electric 
I equipment to permit ready and safe operation 
: and mamtenance of such qUJpment. Enclosures 
' housing electrical apparat s that are controlled by 
lock and key shall be cons de red accessible to 
qualified persons. 

ID 
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TAG 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRU\TE 
DEFICIENCY) 

Measures or systemic 
changes made: 

All staff will be inserviced 
regarding appropriate 
equipment use with power 
strips. 
Housekeeping staff have been 
inserviced about keeping electrical 
panels clear. 
All therapy staff will be inserviced 
regarding use of the range and 
turning off the power between uses. 

Monitoring of deficient 
practice: 

A QA monitor checking for 
clearance in front of 
electrical panels will be 
completed by the Maintenance/ 
designee. This will be monitored 
weekly for 3 months. The results 
will be reported to the CQI 
committee. The Rehabilitation 
Manager/designee will monitor 
to insure that the stove being off 
between uses. This will be 
monitored daily for 2 weeks 
then 3X per week for 3 months. 
The results will be reported to 
the CQI committee. 

{X5) 
COMPLETION 
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C 000; 16.03.02 INITIAL COMM FNTS 
~ 

: The Administrative Rules of the Idaho ! 
· Department of Health an · Welfare, i 
: Skilled Nursing and Inter pediate Care 

1
) 

· Facilities are found in ID PA 16, 
l : Title03, Chapter2. , 

The facility is a two story ype II (111) completed ! 
·- in 1985. It underwent a c mp\ete renovation in i 

2009. There is a lwo-hou fire separation between! 
: the nursing facility and th retirement center ! 
i apartments. The fire alar~ system was upgraded ! 
• in 2009 With addressable smoke detection : 
' t~roughout the building. he fire sprinkler system J 

' was upgraded in 2009 wi h quick response heads ! 
' throughout the facility. n e facility is currently l 
' licensed for 120 SNF/NF ~eds. ' 
i i 
' The following deficiencie were cited during the i 
annual fire/life safety sun ey conducted on June j 
9, 2014. The facility was urveyed under the LIFE i 
SAFETY CODE, 2000 E ition, Existing Health i 
Care Occupancy, in accc dance with 42 CFR I 
483.70 and IDAPA 16.03_ 2 Rules and Minimum i 
Standards for Skilled Nu ing and lntenmediate 

11

! 
Care Facilities. . 

! The survey was conducb d by: 
l Sam Burbank 
' Health Facmty Surveyor I l Facility Fire Safety and cpnstruction 

czzsl 02.106 FIRE AND UFE~FETY 
, 106. FIRE AND LIFE S~FETY. 
; Buildings on the premises used as 
i facilities shall meet all thJ 
j requirements of local, sta,te and 
i national codes concerninb fire and 
' life safety standards that t:re 
; applicable to health care ~cilities. 
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PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSs-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPlETE 

DATE 

IVI:D 

30 

sr• 
Preparation and/or execution of 
this plan of correction does not 
constitute admission or agreement 
by the provider of the truth of the facts 
alleged or conclusions set forth in 
the statement of deficiencies. 
The plan of correction is prepared 
and/or executed solely because it 
is required by the provision of 
federal and state law. 

Please see the Plan of 
Correction for Federal tags: 

K018- Door latches 
K021-Door closures 
K029-Hazardous area 
K047-Exit signage 
K072-Ciear and unobstructed 
egress 
K147-Electrical wiring and 
equipment 
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STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

NAME OF PROVIDER OR SUPP':..IER 

(Xi) P!OVIDERISUPPUER!CLIA 
JD NllFICATION NUMBER: 

DS001810 

(X2) MULTIPLE CONSTRUCTION 

A. BUilDING: 01 - ENTIRE BUILDING 

B. WING 

I 
STREET ADDRESS, CllY, STATE. ZIP CODE 

1130 NORTH ALlUMBAUGH STREET 

No. ~m r. Y j 

PRINTED: 06/27/2014 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

06/0912014 

UFE CARE CENTER OF VAlLEY VIEW 
BOISE, ID 1!3704 
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SUMMARY STATEMENT OF DEF!CIENClES 
(EACH DEF!C!ENCY MUS"'f E PRECEDED BY FULL 

REGULATORY OR LSC !DEN FY!NG iNFORMATION) 

C 226 Continued From page 1 

' I This Rule is not met as e~idenced by: 
[ Refer to federal tags: 
1 K018 - Door Latches 
i K021 - Door closures 
; K029 - Hazardous area 
. K047 - Exit signage 
• K072 -Clear and unobstn cted egress 
' K147- Electrical wiring ankl equipment 
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