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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Ms. Keliogg:

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 I'ederal participation
requirements for nursing homes participating in the Medicare and/or Medicaid programs. This
survey found that vour 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 1s 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 and a similar State Form listing licensure health
deficiencies. In the spaces provided on the right side of each sheet, answer each deficiency and
state the date when each will be completed. Please provide ONLY ONE completion date for
each federal and state tag m column (X3) 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 should 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 oifice.

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:

s  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 inake to ensure that
the deficient practice does not recur;

e 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 piace; and,

e Include dates when corrective action will be completed.

e The admimstrator 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 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 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 i the senousness 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
Juby 14, 2014, includes the following:
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Dental 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 noncompiiance, 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 Medicard Agency that your
provider agreement be terminated on December 9, 2014, if substantial compliance is not
achieved by that time,

Please note that this notice does not constitute formal notice of impesition 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 vou 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 subseguent 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 beginming 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 guestion cited deficiencies
through an informal dispute resolution process. To be gtven such an opportunity, you are
required to send your written reqguest and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Intemnet at:

hitp://healthandwelfare.idaho.sov/Providers/ProvidersF acilities/StateF ederal Programs/NursingFa
cllities/tabid/434/Default.aspx
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Go to the middle of the page to Information Letters section and click on State and seject the
following:

BES Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Reguest Form

This request must be received by July 2, 2014. If your request for informal dispute resotution is
received after July 2, 2014, the request will not be granted. An incomplete informal dispute
resotution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during the survey. I you have any questions, please
contact us at (208} 334-6626.

Sincerely,
/f’]”@g /ﬁ o

Mark P. Gonmes, Supervisor
Facility Fire Safety and Construction

MPG/L;
Enclosures
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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STREET ADDRESS, CITY, STATE, ZIF CODE

LIFE CARE CENTER OF VALLEY VIFW 1130 NORTH ALLUMBAUGH STREET
BOISE, ID 83704

minutes. Doors in sprinklered buildings are only
required fo resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a meansg suitable for keeping
the door closed. Dutch doors meeting 16.3.6.3.6
are permifted.  19.3.6.3

Rotlter latches are prohibited by CMS reguiations
in ail heaith care facilities.

(%4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX [EACH DEFICIENGY MUST BE PREGEDED BY FULL REGULSTORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 INITIAL COMMENTS K 000
The facility is a two story Type Il (111) completed
in 1985. It underwent a complete renovation in e : :
2003. There is a two-hour fire separation bebween I;r palratlorfl and/or ‘executlon of
the nursing facility and the fetirement center this plan of correction does not
apartments. The fire alarm gystem was upgraded constitute admission or agreement
in 2009 with addressable smoke detection by the provider of the truth of the facts
throughout the building. The fire sprinkler system alleged or conclusions set forth in
was upgraded in 2008 with jguick response heads the stat i of deficienci
throughout the facility. The facility is currently ¢ statement of deliciencies.
icensed for 120 SNF/NF beds. The plan of correction is prepared
, and/or executed solely because it
The following deficiencies were cited during the is required by the provision of
annual firefiife safety survey conducted on June
8, 2014, The facility was surveyed under the LIFE federal and state law.
SAFETY CODE, 2000 Editlon, Existing Health
Care Occupancy, in accordance with 42 CFR
483.70. RECEIVED
The survey was conducied by
Sam Burbank JUN 38 201k
Health Facility Surveyor _
Facility Fire Safety and Censtruction FACILITY STANDARDS
K 018/ NFPA 101 LIFE SAFETY QODE STANDARD K018
$5=D

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or '
hazardous areas are substantial doers, such as K018
those constructed of 1%4 inch solid-Donded core )
wobnd, or capabie of resisting fire for at least 20 Residents Affected: "] - /'(i /){/

The doors for residents in

rooms 103,114,119, and 125
~ have been adjusted and laich
~ when closed.

RATORY DIRECTOR'S OR PROVIBER/SY
LABOI OV RSy

R
™

PPLIER REPRESENTATIVE'S SIGNATURE

] T fdwinishier P50 A YVE

TITLE

(X6) DATE )
g-3079

Any deficie

other ssfeguards provide sufficient protectio
following the dafe of survey whether or not 2
days following the date these documents ars
program participation.

ncy staterfient ending with an asierisk (%) denotes a deficiency which the institution may be excﬁéed from correcting providing it is determined that

1 to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosabie 14
> made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued

FORM CM3-2567(02-99) Previous Versions Obsolete

2R5.021 If continuation sheet Page 1 of 13
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STATEMENT OF DEFICIENCIES
AND PLAN QF CORRECTION

{X1) PROVIDER/SUPPLIERIGLIA
IDENTIFICATION NUMBER:

135098
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NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF VALLEY VIFW

STREET ADDRESS, CiTY, 8TATE, ZIP CODE

1130 NORTH ALLUMBAUGH STREET
BOISE, ID 83704 .

XD
PREEIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY!
OR LSC IDENTIFYING INFORMATION)

D
PREFTX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETIGN
DATE

K018

'| Doors protecting corridor epenings in other than

Continued From page 1

This Standard is not met as evidenced by:

Based on observation and gperational testing, the
facility failed fo ensure resigent room doors
latched securely and rasist the passage of smoke
during a fire event Failure to ensure that resident
room doors fully close and Izsich would allow
smoke and dangerous gases to pass freely into
adjacent smoke compartments. This deficient
praclice affected 4 residents, staff and visitors in
1 of 5 smoke compartments on the first floor. The
facility is licensed for 120 SNF beds and had a
census of 87 on the date ofiﬂﬁe survey.

|

|
During the facility tour condhcted on.June 8, 2014
between the hours of 11:30{AM and 2:20 PM
operational testing of resident doors 103, 114,
118, and 125 located on the first floor would not
latch. This observation was|acknowledged by the
Maintenance Supervisor and accompanying
Maintenance staff.

Findings include:

Actual NFPA Standard:
NFPA 101; 16.3.6.3 Corridgr Doors.

19.3.6.3.1"

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 bf construction that

K018

FORM CMS-

2567{02-99) Previous Versicns Obsolete

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.

2R5J21

if continuation sheat Page 2 of 13
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(x4) ID SUMMARY STATEMENT [OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED EY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
K 018| Continued From page 2 Kg18
resists fire for not less than 20 minutes and shall
be constructed o 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 fioor covering not exceeding 1 in. (2.5 cm)
shall be permitied for corridor doors.
Excaption No. 1: Doors fo foilet rooms, '
bathrooms, shower rooms, sink closets, and i
similar auxiliary spaces that do not contain '
flammable or combustible materials.
Exception No. 2: In smoke compariments
protected throughout by an approved, supervised
automatic sprinkler system| in accordance with
19.3.5.2, the daoor consfruction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resigt the passage of
smoke.
K 021| NFPA 101 LIFE SAFETY CODE STANDARD K 021
85=D
Any door in an exit passageway, stairway K021
enclosure, horizontal exit, smoke barrier or .
hazardous area enclosure is held open only by Residents Affected:
devices arranged to automatically close all such : ,
doors by zone or throughout the facility upon No specific residents were 7*/}‘/ ?
activation of identified.
a) the required ranual fire lalarm system; The latching system on the smoke
compartment doors:
b) local smoke detectors designed to detect on the 1% floor
smoke passing through the opening or & required .
smoke detection system; and (at the receptzon office)
and on the 2" floor
¢) the automatic sprinkler ystem, if instalied. (door to the dining room)
192228, 7.21.82 has been adjusted to latch
and closed
when the fire alarm is activated.

FORM CMS-2567(02-99) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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(%4)iD SUMMARY STATEMENT [OF DEFICIENCIES D PROVIDER'S FLAN QF CORRECTION (5)
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY!  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC [DENTIFYING [INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
‘ DEFICIENCY)
K G21| Continued From page 3 K 021

This Standard is not met as evidenced by: Other residents that may
Based upon cbservation, operational testing and be affected:
interview, tha facility failed E) ensure that corridor

doors equipped with automatic closures would " All residents have the potential
completely close when actiyated. Faflure to To be affected

ensure complete closure of smoke compartment 0 be allected.

doors would aliow smoke and dangerous gases The other smoke compartment
to move freely into and befyween exit access doors in the building have been
commidors compromising egfess. This deficient checked to insure they are

latching properly during

practice affected 4 resideng;, staff and visitors in
operational testing.

2 of 5 smoke compartments on the first floor;
visitors and assigned staff in 1 of 5 smoke
compartments on the secopd floor. The facility is
licensed for 120 SNF beds|and had a census of

87 on ihe day of the survey. Measures or systemic

Findings include: changes made:

1) During the facility tour cenducted on June §, Regular monthly audits of

2014 between 1130 AM to 11:45 AM, operational smoke compartment doors

testing of the smoke barrier doors at the main 1 the buildi 15t 41 ond £
reception office located on fhe first floor revealed in the building ( oor, oot

they would not completely close and latch. This and the dining rooms)
failure exposed a gap of aqaproximately 1/2 inch will occur. During fire drills the
between the doors. When asked if he was aware Maintenance designee will check

of the doors not ciosing coinpletely, the Assistant

Maintenance staff stated he was not. smoke compartment doors in

2) During the facility tour conducted on June 9, the building to insure they completely
2014 between 2:00 PM and 3:00 PM, testing of 1 close and latch. He will provide a
of 2 doors leading from thel main second floor ~ report to the Maintenance Director.

dining room into the corrider revealed it would not
completely close leaving & gap of approximately j
1/2 inch. When asked, the Maintenancs |
Supervisor stated he was not aware this door was |
not comnpletly closing. ’
|
I
|

Actual NFPA standard:

FORM CMS-2567(02-59) Previous Versians Obsolete 2ReJ21 if continuation sheet Page 4 of 13
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STATEMENT OF DEFICIENCIES
AND FLAN OF CORRECTION iDE

_CENTERS FOR MEDICARE & MEDICAID SERVICES
(X1) PRiVIDER!SU?PUERI’CLiA

TIFICATION NUMBER:

135088

(X2) MULTIPLE CONSTRUCTION
A BUILDING 01 - ENTIRE BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

66/09/2014

NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF VALLEY V

IEW

STREET ADDRESS, CITY, STATE, ZIP CODE

1130 NORTH ALLUMBALUGH STREET
BOISE, ID 83704

(41D
PREFIX
TAG

SUMMARY STATEMENT)

(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]
OR LSC IDENTIFYING INFORMATION)

OF DEFICIENCIES

(2]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION i oy
[EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K 021

K 029
S5=D

Continued From page 4
18.2.2.2.6*
Any door in an exit passag

enclosure, horizontal exit, smoke barrier, or
hazardous area enciosure shali be permitted to
be held open only by an automatic release device
that compfies with 7.2.1.8.2. The automatic
sprinkler systern, if provided, and the fire alarm
system, and the systems required by 7.2.1.8.2
shali be arranged to inifiate the closing action of

all such doors threughout ]
compartment or throughou
72182

in any building of low or or
as defined in 6.2.2.2 and &
approved by the authotrity |
doors shall be permitied to
provided that the following
{1) Upon release of the hg
the door becomes self-clos
(2) The release device is ¢
door instantly releases ma
release becomes self-closi
readily closed.

(3) The automatic releasin
medium is activated by the
smoke detectors installed i
requiremenis for smoke de
release service in NFPA 72
Code®. i

{4) Upon loss of power to éhe hold-open device,
the hold-open mechanism js released and {he

door becomes self-clesing

(5) The release by means|of smoke detection of
one door in a stair enclosure results in closing all

doors serving that stair.

NFPA 101 LIFE SAFETY C‘TODE STANDARD

One hour fire rated constnj

fire-rated doors) or ar appy

extinguishing system in actordance with 8.4.1

way, stairway

e smoke
t the entire facllity.

dinary hazard contents,
2.2.3, or where !
aving jurisdiction, i
be automatic-closing,
criteria are met;
Id-open mechanism,
ing.

jesigned so that the
nuaily and upen

ng, or the door can ba

g mechanism or
operation of approved
n accordance with the
tectors for door

, National Fire Alarm

ction (with % hour
oved aufomatic fire

K021

K 029

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.

FORM CMG-2567(02-89) Previous Versions Of

solae
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FORM APPROVED
OMSB NO. 0938-0391

main dining hall, Kitchen s

ff and visitors on the

date of the survey. The facility is licensed for 120

SNF/NF beds and had a census of 87 on the day

of the survey.
Findings incliude:

1) During the faciiity tour co

nducted on June 9,

2014 between 2:00 PM and 3:00 PM observation
of the door from the Kitchen into the service
corridor abutting the Assisied fiving Dining room
revealed that it was propped open by a door

wedge. Acknowledging the

Maintenance Supervisor removed the wedge and

closed the door.
2} During the facility tour cp

2014 between 2:00 PM and 3:00 PM, observation

observation, tha

nducted on June 9,

of the Kitchen door from the dishwashing area
into the main access corridor for the Assisted

STATEMENT OF DEFICIENCIES {1} PROMDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENFTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135098 B. WING 06/09/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIFE CARE CENTER OF VALLEY V|EW 1130 NORTH ALLUMBAUGH STREET
BOISE, ID 83704
) 1D SUMMARY STATEMENT [OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTICN {X5)
_PREFIX  {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING|INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE
DEFIGIENCY)
K 029 Continued From page 5 K (029
and/or 19.3.5.4 protects hagardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
! other spaces by smoke regfsfing partitions and
! doors, Doors are self-closing and non-rated or
| field-applied protective plates that do not exceed
i 48 inches from the bottom of the door are
permitted.  18.3.2.1 !
; K 029 é
| 7111
? Residents Affected:
This Standard is not met 3s evidenced by: . .
Based on observation, the faciiity failed to ensure No specific residents were affected.
that self-closing doors to a hazardous area weie The trash cans in the closure
not impaded from closing gompletely during a fire area of the smoke compartment
event, Failure to ensure that hazardous area d h b relocated. The
doors will self close during [an emergency wil oor have _een erocated.
allow smoke and dangerods gases to escape and wedge holding the other fire
enter adjacent smoke compartments. This door open was removed.
deficient practice affected all residents in the

Other residents that may

be affected:

' All residents have the
~ potential to be affected.

FORM CMS-2567(02-29) Previous Versions Ot

salete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEBICAID SERVICES OMB NQ. 0338-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2} MULTIFLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BULDING 01 - ENTIRE BUILDING COMPLETED
135098 B. WING 06/09/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LiFE CARE CENTER OF VALLEY VIEW 1130 NORTH ALLLUMBAUGH STREET
BOISE, ID 83704
(%4) 1D _ SUMMARY STATEMENT|OF DEFICIENCIES ) PROVIGER'S PLAN OF GORREGTION {X3)
PREFXX [{EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COM;A—EE 1ox
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE
DEFICIENCY)
K 029 Continued From page 6 K029
Living dining hall revealed that it was propped
open with a frash can. Upon obsarvation of this,
the Assistant Maintenance staff removed the .
obstruction to the door and informed the kitchen Measures or systemic
staff that the door must be allowed to close freely. changes made:

Actual NFPA standard: The dietary staff has been

19.3.2.1 Hazardous Areas. inserviced regarding keeping
Any hazardous areas shall be safeguarded by a fire exits/smoke compartment
fire barrier having a 1-hourifire resistance rafing door areas clear and not

or shall be provided with an automatic

extinguishing system in acgordance with 8.4.1. wedged open. A magnetic door

The automatic extinguishing shall be permitted to holder haS‘ been in§talled to
be in accordance with 19.3.5.4. Where the eliminate issues with a door
sprinkier option is used, the areas shall be wedge use.

separated from other spaces by smoke-resisting
partitions and doors. The doors shall be
self-closing or automatic-closing. Hazardous
areas shall include, but shail not be restricted to, Monitoring of deficient
the following: practice:

{1) Boiler and fuel-fired heater rooms

{2) Central/bulk laundries {arger than 100 ft2 (9.3

(Please sce the picture)

A QA monitor of the dietary

m2) .

{3) Paint shops compartment doors will be set.

{4) Repair shops up by the Maintenance Supervisor/
{5) Sciled linen rooms designee.

(6) Trash coliection rooms

(7) Rooms or spaces larger than 50 fi2 (4.6 m2), This will be momtored 2 X’s

including repair shops, used for storage of per week for 2 weeks,

| combustible suppiies and equipment in quantities then weekly for 4 weeks,
deemed hazardous by the autherity having then monthly.
iurisdiction

{8} Laboratories empiloying flammable or
combustible materials in qlantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitied o have nonrate . factory- or
field-applied protective piages exterding not more
than 48 in. (122 cm) abovq the botiom of the

FORM CMS.2567(02-89) Previous Versions Otjsclete ) 2R5J21 If continuation sheet Page 7 of 13
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A. BUILDING 01 - ENTIRE BUILDING COMPLETED
16/02/2014
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(X4 1D SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
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i DEFICIENCY)
K 028) Continued From page 7 K 029
door.
K 047 NFPFA 101 LIFE SAFETY CODE STANDARD K 047 K047
S&=Df _ o . . : s )i
Exit and directional signs are displayed in Residents Affected: % .f(,. } i- !’

accordanca with section 7.10 with continuous

itumination also served by
system. 19.2.10.1

This Standard is not met a

Based on abservation and interview, the facility

failed to ensure that exit si
exits, This failure wouid co
the location of an actual sa

during a fire event This deficient practice

approximately 6 staff and v
compartments on the date

facility is licensed for 120 SNF beds and had a

census of 87 on the day of
Findings include:

During the facility tour cond
at 3.00 PM it was observed
the Maintenance Supervisg
the second floor betwean
exit staircase did not cleari
the exit The directional am
indicated the business offig
asked if he had ever notice
pointing into a dead-end of]
Supervisor stated he had n

Actual NFPA standard:

19.2.10 Marking of Means pf Egress.

18.2.10.1

he emergency fighting ;

5 evidenced by:

ns clearly identified
fuse occupants as to
e means of egress

sitors in 1 of 5 smoke
of the survey. The

the survey.

ucted on June 8, 2014
by the surveyor and

r that the exit sign on
'e main office and the
y idenfify the stairs as
ows of the sign aisc

e as an exit. When

d the sign was

fice, the Mainienance
ol

Means of egress shail have? $igns in accordance

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 2™ 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.

|
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
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A4 1D E SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX J[EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY] PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K047 C?onﬁnugd From page 8 K 047 Monitoring of deficient
with Section 7.10. ractice:
7.10.1.2* Exits. p :
Exits, other than main extetior exit doars that
obviously and clearly are identifiable as exits, A QA monitor of the exit
shall be marked by an appfoved sign readily signs with arrows has been
visible from any direction of exit access. set up by the Maintenance
K 072| NFPA 101 LIFE SAFETY CODE STANDARD K 072 Supervisor/designee.
SS=F It will be monitored monthly

Means of egress are continuously maintained
free of all obstructions or impediments to full
instant use in the case of fife or other emergency.
No furnishings, decorations, or cther abjects
obstruct exits, access to, egress from, or visibifity
of exits. 7.1.10

This Standard is not met as evidenced by:
Based on abservation the facility failed to ensure
that means of egress were continucusly
maintained free of all obstructions. Failure to
ensure clear ang unobsiructed means of egress
would affect the rapid removal of residents staff
and visitors in the event of}n emergency
evacuation. This deficient practice affected 20
residents, all staff and visitors in 1 of 5 smoke
compartments on the first floor and 51 residents,
all staff and visitors in 5 of 5 smoke
compartments an the second floor on the date of
the survey. The facility is licensed for 120 SNF
beds and had a census of §7 on the day of the
survey.

Findings include:

1) During the initiat facility tour conducted at 9:30
AM on June 8, 2014, a nurse med pass cart was
observed in the corridor directly outside room

124. This cart was again observed parked at this

Nurses med pass carts, on either

path of egress.

to insure that delayed egress lock

for 3 months. The results
will be reported to the CQI
committee.

Residents Affected:

No specific residents were
identified.

floor, are not being stored
in the hallways and/or in the

All doors were checked

is activated and functioning as
designed.
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FORM APPROVED
OME NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROWVIDER/SUPPLIERICLIA
IBENNFICATION NUMBER:

135098

{X2) MULTIPLE CONSTRUCTION (043) DATE SURVEY
A. BUILDING 01 - ENTIRE BUILDING COMPLETED
B. WING 06/09/2014

NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF VALLEY VIEW

STREET ADDRESS, GITY, STATE, ZIP CODE
1130 NORTH ALLUMBAUGH STREET
BOISE, ID 83704

9, 2014 at 12;00 PM and agan prior to the exit
conference conducted at 4100 PM on that day.

2) During the initial facility tour conducted at 915
AM on June 9, 2014, a nurse med pass cart was
cbserved parked at the majn nurses station on
the first floor in the path of egress for east to west
travel in the exit corridor. This cart was observed
parked in the same location during the main
facility tour conducted on June 9, 2014 at 11:30
AM and again prior to the gxit conference at 4,00
PM.
3) During the iniftal facility tour conducted at 9:45
AM on June 8, 2014 three nurses med pass carts
were observed parked at the second floor main
nurses station impeding dinect egress travel
through the corridors. These carts were again
observed parked in the same location during the
facility tour conducted on June 9, 2014 from 3:00
PM fo 4:00 PM.
4) During the facility tour cenducted on June 8,
2014 at 11:45 AM, operatignal testing of the exit
door between resident rooms 118 and 119
revealed the defayed egress lock was deacfivated
and not functional as designed. When the lock
was activated and engaged for testing, it would
not release from either thejpanic mechanism
during a time delay, or by use of the keypad as
required. When asked, the Assistant Maintenance
staff stated that this lock was not functional and
that a service vendor had been notified to repair
it. He further stated the locking mechanism was
deactivated until repairs were completed to allow
unhindered exit.

iocation during the faciiity t%ur conducted on June

Actual NFPA standard:
7.1.10 Means of Egress Reliability.
7.1.10.1*
Means of egress shali be econfinuocusly
mainfainad free of ail cbstructions or

4o | SUMMARY STATEMENT DF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX JIEACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K072 Confinued From page 9 K072

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.
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K 072| Continued From page 10 K072
impediments to full instant use in the case of fire
or other emergency. H
K 147| NFPA 101 LIFE SAFETY QODE STANDARD K 147
S8=E

Electrical wiring ang equipment is in accordance
with NFPA 70, National Electricat Code. 8.1.2

This Standard is noi met ds evidenced by:
Based on observation and ﬁnterview, the facility
failed to ensure adequate electrical safefy in
accordance with NFPA 70.|Failure to ensure that
electrical systems are accessible and properly
used can impede emerge gy operations and

cause electrical fire or shogk. This deficient
practice affected all residefts using common
areas, approxdmately 7 staff and all visitors in 2 of
5 smoke compartments oz{’the first floor on the
date of the survey, The facility is icensed for 120
beds and had a census of 87 on the day of the
survey.

Findings include:

1) Buring the facility tour cpnductad on June 8,
2014 from 12:00 PM to 4:.00 PM a microwave
oven was found piugged into a relocatable power
tap In the Social Services o¢ffice and the second
fioor Activity Room. When psked, the
Maintenance Supervisor said he was not aware
that these were in use in this manner.

2) During the facility four conducted on June S,
2014 from 1:45 PM to 2:30 PM it was observed
that the elecirical panet in the storage area
located in the main enfrance corridor next o the
main dining room had a floor scrubber and floor
cleaning suppiies stored ingront of the panel

blocking access. When guestioned, the
Maintenance Supetvisor S id he was not aware

K 147

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 arca.
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K 147| Continued From page 11 K 147 i

this was a problem.
3} During the facility tour canducied on June 8,
2014 between 12:45 PM and 2:00 PM
observation and operations! testing of the
controls to the stove located in the physical
therapy gym revealed the slectrical power was
not disconnected between pse as required. When
asked, staff stated that the |power was controlied
by the circuit breaker in the electrical closet, but
had not been turnad off. Staff further stated it had
: been used for baking several hours eariier. Staff
could not identify the breaker and required
Maintenance to tumn it off.

Actual NFPA standard:

NFPA 70 - 110.3 Examination, ldentification,
installation, and Use of Eguipment.
(A) Examination. In judgingrequipment,
considerations such as the following shall be
evaiuated:
(1) Suitability for installation and use in conformity
with the provisions of this q:ode
FPN: Suitability of equiprnent use may be
jdentified by a description marked on or provided
with a product to identify the suitability of the
product for a specific purpose, environment, or
appiication. Suitability of e?uipment may be
evidenced by listing or labeling.
{2) Mechanical strength and durability, including,
for parts designed to enclgse and protect ofher
equipment, the adequacy of the protection thus
providad
{3) Wire-bending and connection space
(4) Electrical insulation
{5} Heating effects under normal conditions of
use and aiso under abnorrr;al conditions likely to
arise in sarvice |
(6) Arcing effects i
(7) Classification by type, size, voltage, current
i |

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
equipment that was inappropriately
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.
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K147| Continued From page 12 K 147

capacity, and specific use Measures or systemic

(8) Other factors that coninbute to the practical changes made:

safeguarding of persons using or likely to come in

contact with the equipment S 4 .

(B) Installation and Use. Listed or labeled All staff will be inserviced

equipment shall be instalied and used in regarding appropriate

accordance with any instruptions included in the equipment use with power

0.5 e About Eieckical Equipment SLIpS.

.26 Spaces Abou rical Equipmen .

Sufficient access and working space shall be .House'k ceping staffhgve been .

provided and maintained apout all electric inserviced about keeping electrical

equipment to permit ready land safe operation | panels clear.

: ﬁﬂd rpaintler;?rpce: of SUChtE*Q':;pTeﬂt- Eﬂgoguéeg i All therapy staff will be inserviced
ousing electrical apparatus that are controlled by .
lock and key shall be considered accessible to rega.rd.lng use of the range and
qualified parsons. 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.

i
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D i SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION H
4D (X5}
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOWRDBE . COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
| DEFICIENCY) :
C 00, 16.03.02 INITIAL COMMENTS ¢ 000 RECEIVED
The Administrative Rules|of the idano 7 701
: Depariment of Health and Welfare, JUN 30 2 4
; SKilled Nursing and iniermediate Care oy i
" Faciiios are found in IDAPA 16, FACILITY STANDARDS
: 'i_;rt’lef%.EChaPtGF 2. e I (114 ] Preparation and/or execution of
: The facility is a two story Type compiete . .
*. in 1885, It underwent a complete renovation in this p-la.n of 001“1'8(.}1:101’1 does not
: 2008. There is a two-hou fire separation between constitute admission or agreement
; the nursing facility and ihe refirement center by the provider of the truth of the facts
i apartments. The fire alanm system was upgraded e conclusions set forth in
: in 2008 with addressableismoke detection alleged or cf 5 (f)' . 5 t. ort
* throughout the buiiding. Tie fire sprinkler system the statement of de NCIENCIEs.
: was Upgraded in 2008 with quick response heads The plan of correction is prepared
: g __ QuICK rg P prep
! throughout the facillty. The acility is currently and/or executed solely because it
! licensed Tor 120 SNF/NF beds, . . . -
is required by the provision of
: The following deficiencies were cited during the federal and state law.
: annual frefiife safety survey conducted on June -
i 8, 2014. The facility was gurveyed under the LIFE
: SAFETY CODE, 2000 Egifion, Existing Health
¢ Care Occupaney, in accordance with 42 CFR
! 483.70 and IDAPA 16.03.02 Ruies and Minimum Please see the Plan of o
i Standards for Skilled Nursing and intermediafe Correction for Federal tags: ’?w//-/if
i Care Faciities. ,
) The survey was conductad by: K018- Door Latches
-1 Sam Burbank K021-Door ciosures
¢ Heaith Faciiity Surveyor K029-Hazardous area
Facifity Fire Safety and Construction K047-Exit signage
C 226 02,106 FIRE AND LIFE SAFETY c226 KO72-Clear and unobstructed
egress
{106, FIREAND LIFE SAFETY. K147-Electrical wiring and
; Bulldings on the premises used as ;
| faciliies shall mest all th equipment
 requirements of local, state and R
i national codes concerning fire and
' lite safely standards that are
| applicable to heaith cars faciliies.
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This Rule is not met as evidenced by:
Refer to federal tags:
KG48 - Door Latches
i K021 - Door closures
: K029 - Hazardous area i
. K047 - Exit signage ; i
: KO72 - Clear and unobstricied sgress :

: K147 - Elecirical wirihg and equipment
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