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March 23, 2018

Mary Ruth Butler, Administrator
Mountain Valley of Cascadia
601 West Cameron Avenue
Kellogg, ID 83837-2004

Provider #: 135065

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Ms. Butler:

On March 14, 2018, a Facility Fire Safety and Construction survey was conducted at Mountain
Valley of Cascadia 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 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
cach 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
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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 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 April 5, 2018. Failure
to submit an acceptable PoC by April 5, 2018, may result in the imposition of civil monetary
penalties by April 25, 2018.

Your PoC must contain the following:

e What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

e 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;

e What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

s 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,

e Include dates when corrective action will be completed.

» The administrator must sign and date the first page of both the federal suﬁey 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 42,
Code of Federal Regulations.

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by April 18, 2018,
(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 April 18,
2018. A change in the seriousness of the deficiencies on April 18, 2018, may result in a change
in the remedy.
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The remedy, which will be recommended if substantial compliance has not been achieved by
April 18, 2018, includes the following:

Denial of payment for new admissions effective June 14, 2018.
42 CFR §488.417(a)

If you do not achieve substantial compliance within three (3) months afier 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 September 14, 2018, 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. I 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.

Tf, 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 March 14, 2018, 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-contpliance 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:
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http://healthandwelfare.idaho. gov/Providers/ProvidersFacilities/StateFederal Programs/Nursingla
cilities/tabid/434/Default.aspx

Go to the middle of the page to Information Letters section and click on State and select the
following:

BES Letters (06/30/11)

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

This request must be received by April 5,2018. If your request for informal dispute resolution is
received after April 5, 2018, 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/j
Enclosures
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

135065

{X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - ENTIRE NF STRUCTURE ~ ~

B. WING

(X3} DATE SURVEY
COMPLETED

03/14/2018

NAME OF PROVIDER OR SUPPLIER
MOUNTAIN VALLEY OF CASCADIA

STREET ADDRESS, CITY, STATE, ZIP CODE " | -
601 WEST CAMERON AVENUE
KELLOGG, ID 83837

List in the REMARKS section any LSC Section
18.1 and 19.1 General Requirements that are not
addressed by the provided K-tags, but are
deficient. This information, along with the
applicable Life Safety Code or NFPA standard
citation, should be included on Form CMS-2567.
This REQUIREMENT is not met as evidenced
by:

Based on record review, the facility failed to
demonstrate implementation of a water
management program for waterborme pathogens
such as Legionella, in accordance with 42 GFR
483.80. Failure to conduct a facility based risk
assessment or defined, applicable control

Facility failed to demonstrate
implementation of a water management
program for waterborne pathogen such ag
Legionelia, in accordance with 42 CFR
483.80. The facility risk assessment muyst
identify decorative fountain, fire
suppression system, and control measures
for stored water systems, point of use,
and/or inactive systems.

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN OF CORRECTION )
PREFIX |(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)
K Q00| INITIAL COMMENTS K 000
The building is a type V (111} , single story RECEIVED
structure originally constructed in 1971. It is fully
sprinklered in accordance with NFPA 13 and is n o .
equipped with a complete fire alarm/detection APR b 2618
system. Emergency power is supplied by & — ng -
natural gas diesel generator system with a FACILITY STANDAR
propane alternate backup. Currently, the facility is
licensed for 68 beds.
) : . This plan of correction is submitted as
The following deficiencies were cited during the o
annual Fire/Life Safety survey conducted on requi e‘_i under Federal and S_j.rare :
March 14, 2018, The facility was surveyed under regulations and statutes applicable to
the LIFE SAFETY CODE, 2012 Edition, Existing ‘ fﬂﬂg-fe’f'{n care providers. .The plan of
Health Care Occupancy, in accordance w|th 42 Corre(_:non does not constitute agreemen)
CFR 483.70. by the facility that the surveyors findings
constitufe a deficiency and/or that the
The survey was CO"dUCtEd by scope and severity of the deficiencies cited
are correct applied,
Sam Burbank : , correct appiie
Health Faciiity Surveyor
Facility Fire Safety & Construction
K 100! General Requirements - Other K 100
$5=F! CFR(s): NFPA 101 K100
General Requirements - Other 1! SPECIFIC ISSUE:

WTORY DIRECTOR'S'OR PROg(.’SUPPL!ER REPRESENTATIVE'S SI NATURE Z TITLE

el

{X8) DATE

A?/deﬂmeanstatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from carrecting providing it is detesmined that
otler safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above flndlngs and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567{02-99) Previous Versians Obsolete

8E5121

if continuation sheet Page 1of 3
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- FORMAPPROVED
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measures, has the potential to fimit relevant
facility awareness and expose residents to
Legionella and other water source bacterium
based on inconclusive data. This deficient

| STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE NF STRUCTURE COMPLETED
135065 B. WING 03/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
MOUNTAIN VALLEY OF CASCADIA 601 WEST CAMERON AVENUE
- KELLOGG, ID 83837
X4y 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . (x9)
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMEF;LTEET 1ON
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE -
DEFICIENCY)
K 100} Continued From page 1 K 1002 OTHER RESIDENTS:

All residents have potential to be affected
by deficient practice.

practice affected 66 residents, staff and visitors 3. SYSTEMIC CHANGES:

on the date of the survey. Facility will implement facility risk

Findings include: ' assessment for water management and
A control measures.

During review of provided water management

documentation conducted on 3/14/18 from 4 MONITOR:

approximately 8:30 - 11:00 AM, do_c:um?ntation Executive director and/or designee will

Egiié%gzwtogztrzaffr ‘leﬁ ?nir:'fﬁggigﬁo? water validate that facility water management

waterborne pathogens such as Legionella that program is comp‘lete ‘f"it!‘ facility risk

included a risk assessiment and identified control assessment, and identifying control

measures as determined by evaiuation of the measures. Audits will be completed

system. monthly for 3 months. Monitoring of this

Further review of the provided water system will be added to the preventative

management plan for the control of waterborne maintenance check. Resujts of audit will

pathogens such as Legionella revealed the be reviewed in QAPI to ensure systems

following: being followed. Plan to be updated as
L . . , indicated.

The risk assessment did not identify the :

decorative fountain.

The risk assessment did not address the fire 5. DATE OF COMPLANCE:

suppression system. April 18,2018

Controlled sources of emergency water were

identified on the risk assessment that were not

part of the complex water system (bottled water

and water from a vendor for emergency usage).

The risk assessment was not in alignment with

the described water system for the facility.

Control measures were not identified for stored

water systems, point of use, or inactive systems

as applicable.

CFR standard:

42 CFR 483.80

FORM CMS$-2567(02-99) Previous Versiong Obsclete 8E5121 , if continuation sheet Page 2 of 3
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MOUNTAIN VALLEY OF CASCADIA

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE NF STRUCTURE COMPLETED

135065 B. WING 03/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

601 WEST CAMERON AVENUE
KELLOGG, |D 83837

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]|
OR LSCIDENTIFYING INFORMATION)

D
PREFEX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMS’;TEET 10N
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

K100

Continued From page 2

§ 483.80 Infection control.

The facility must establish and maintain an
infection contral program designed to provide a
safe, sanifary, and comfortable environment and
to help prevent the development and
transmission of disease and infection.

Additional reference:
Center for Medicaid/Medicare Services S & C
letter 17-30

K 100

FORM CMS-2567(02-99) Previous Versions Obsolete
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING : COMPLETED
135065 B. WING 03/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
MOUNTAIN VALLEY OF CASCADIA 601 WEST CAMERON AVENUE
KELLOGG, ID 83837
{X4) D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM&TEET 10N
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY}
E 000| Initial Commenis E 000

The facility is a single story, type V (111)
structure, originally constructed in 1971. Afull -
NFPA 13 compliant fire sprinkler system is '
installed and there is smoke detection throughout.
The facitity is sitGated within a municipal fire
district. Emergency power is supplied by a natural
gas generator system, with an optional propane
backup fuel supply. The facility is currently
licensed for 68 SNF/NF beds, with a census of 66
on the day of the survey.

The facility was found to be in substantial

compliance during the emergency preparedness
survey conducted on March 14, 2018. The facility
was surveyed under the Ernergency RE GCEl VED
Preparedness Rule established by CMS, in
accordance with 42 CFR 483.73. APR - i 2R
The Survey was conducted by: FACILITY STAND ARDS

Sam Burbank
Health Facility Surveyor
Facility Fire Safety and Construction

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE STITLE (%5) DATE

I desistl  atloo  EhecTui uvetic 4. 2:/¢

An deficienc%tatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
otHer safeguards provide sufficient protection 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 a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the dafe these documants are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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