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P.O. Box 83720

. Boise, ID §3720-0009
PHONE 208-334-5626
FAX 208-364-1838

April 10, 2015

Paul McVay, Administrator

Lacrosse Health & Rehabilitation Center
210 West Lacrosse Avenue

Cocur d'Alene, ID 83814-2403

Provider #: 135042

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. McVay:

On April 1, 2015, a Facility Fire Safety and Construction survey was conducted at Lacrosse
Health & Rehabilitation Center 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 inost serious deficiency
to be a widespread deficiency that constitutes no actual harm with potential for more than
minimal harm that is not iminediate 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 sijnilar 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 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 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 office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by April 23,2015, Failure
to submit an acceptable PoC by April 23, 2015, may result in the imposition of civil monetary
penalties by May 13, 2015.

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 saine deficient
practice and what comrective 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;

o THow 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,

o Include dates when corrective action will be completed.

e 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 Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed fo achieve substantial compliance by May 6, 2015,
(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 May 6, 2015.
A change in the seriousness of the deficiencies on May 6, 2015, may result in a change in the
remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
May 6, 2015, includes the following:
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Denial of payment for new admissions effective July 1, 2015.
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 terminated on October 1, 2015, 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 Mcdicare &
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, IID 83720-0009, Phone #: (208) 334-6626, Fax #: (208) 364-1888,
with your written credible allegation of compliance. If you choose and so mdicate, 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 iinposed by the CMS
Regional Office or the State Medicaid Agency beginning on April 1, 2015, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001~10. Informational Letter #2001~10 can also be found on the Intemet at:

http://healthandwelfare.idaho.pov/Providers/ProvidersFacilities/StateFederalProgr ams/Nursm,qFa
cilities/tabid/434/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 Tnformal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by April 23, 2015. If your request for informal dispute resolution
is received after April 23, 2015, 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. Tf you have any questions, please
contact us at (208) 334-6626.

Sincerely,

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/j
Enclosures
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF CORRECTION T (xs)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL REGULATGRY|  PREFIX {EACH CORRECTIVE ACTION SHOULD RE CFI“"*;ALEE”Q“
™we | - OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
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K 000} INITIAL COMMENTS . . Kgoo

N : : Submission of this plan of
The facility Is a single story, Type V(111) correction does not constitute an

"construction that includes an ventilator unit wing. ea] i
It has an automatic fire extinguishment system admission of fact of wrong doing

throughout the facility: The fire alarm system has ' on the part of;th_e i':acﬂity; t]:]jsrplan
smoke detectors in corridors and areas that are of correction is being submitted as
open to the corridor, with the 300 half and the 608 | - it is required by law.

halt having smaoke detectors in each resident - - -
room as well. The facility was built in 1967 and o el )
currently is licensed for 100 SNF heds. The Please accept ﬂns submission of.the
ventilator unit was approved in November of 2011 plan of correction as our allegation
and has a type 1 Emergency Electrical System. | of substantial compliance.

Census on the date of the survey was 94,

The following deficiencies were cited at the above
facllity during the annual Life Safefy Code suivey
conducted on April 1, 2015, The facility was

surveyed under the LIFE SAFETY CODE, 2000 . ]
Edition, Existing Health Care Occupancy, and 42 i
CFR 483.70. ‘ - L

The survey was conducted by: ) . -

Nathan Elkins
Health Facility Surveyor ’
Fire Life Safety & Construction

K 047| NFPA 101 LIFE SAFETY CODE STANDARD K 047 .
S8=F

Exit and directional signs are displayed In

. } accordance with section 7.10 with confinuous, KO4’€r ' i .
ilumination also served by the emergency lighting 1.Exit sigh at 500 hall near nurses / '3
system. 19.2.10.1 . station had the back up battery <f .

replaced.

2 Facility exits signs audited for - 3—-!5
S propet operation of back up -

This Standard is not met as evidenced-by: batteries and none were found to be
Based on observation and interview the facility in need of replacement.

failled to ensure exit signage was continuausly
lluminated. This deficient practice could confuse

MBOM‘WOR%RWSUPPLIEW{ESENTAT[VE’S SIGN!?RE 3 TITLE : (X&) DATE

Any deficiency statement ending wi asterlsk *) denotes a deficlency which the institution may be excused from carrecting providing it is determined tha
other safequards provide sufficlenterotection to the patients. (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 80 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 disclosable 14
days following the date these documents are made avallable ta the facllily. If deficiencies are cited, an approved plan of correction is tequisite ta continued
program padiclpatlon

FORM CMS-2667{02-99) Previous Versions Obsolele . ZN7221 if continvallon sheet Page 1 of 10
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. FORM APPROVED
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STATEMENT OF DEFICIENCIES  |(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE FAGILITY BUILDINGS 1 COMPLETED
) . &2
' 135042 B. WING 04/01/2015
NAME OF PROVIBER OR SUPPUER STREET ADDRESS, CiTY, STATE, ZIP CODE
LAGCROSSE HEALTH & REHABILITATION CEN{ . 210 WEST LACROSSE AVENUE
) COEUR D'ALENE, D 83814
OIS SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (%3)
PREFIX (EACH CEFICIENCY MUST BE FRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG _ CROSS-REFERENCED TO THE APPROPRIATE DATE
- . - . DEFICEENCY)
K 047| Continued From page 1 K047
evacualion in a dark smoke filted coreidor : _ 3 Facility maintenance director will
affecting 22 residents, staff members, and visitors X . '
on the date of survey. The facility is licensed for checkfill exil $1gns fog proper
100 SNF/NF beds with a census of 94 on the day operation of back up atteries
of survey, Monday through Friday and replace |}
SR back up batteries as required.
Findings include: 4.Any issues related to exit signs
During-the facility tour on Aprii 1, 2015 at back up batteries not functioning -
approximately 1:30 PM, observation and interview properly will be corrected
reveled the exit sign in the 500 hallway near the immediately and forwarded to the
nurses station was not operational. Interview with: Quality Assurance Committee for
maintenance‘supervisor reVea]eq the facillty was . further review and systems
aware the exit sign was not working properly. .
. correctlon’s as necessary,
Actual NFPA reference: ' )
19.2.10 Marking of Means of Egress.
19.2,10.1 _
Means of egress shall have signs in accordance
with Section 7.10.
Exception: Where the path of egress travel is
obvious, signs shall not be required in one-story
_buitdings with an occupant load of fewer than 30
persons.
7.10.5 |Hlumination of Signs.
7.10.5.1* General.”
Every sign required by 7.10,1.2 or 7.10.1.4, other
than where operations or processes require low
lighting levels, shall be suitably illuminated by a K052
reliable light source. Externally and internally d .
iltuminated signs shalt be legible in both the 1.Smoke detectord]%%l;\tai cleane ?‘y -/ 5
normal and emergency lighting mode, _ of dust and placed back into .
tion. :
K 052| NFPA 101 LIFE SAFETY CODE STANDARD Kos2{ OPeta
SS=F ) i s 2.Facility smoke detectors audited | L/J 3 S|
Afire alarm system required for life safety is and cleaned tq ensure proper smoke
installed, tested, and maintained in accordance detector function.
with NFPA 70 National Electrical Code and NFPA |- ’
72, The system has an approved maintenance
and testing pragram complying with applicable
! K
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FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

" l(X1) PROVIDERISUPPUIERICUA
IDENTIFICATION NUMBER!

135042

(X2} MULTIPLE CONSTRUCTION
A BUILDING 01 - ENTIRE FACILITY BUILDINGS 1

&2
8. WING

(X3) DATE SURVEY  ~
COMPLETED

04/01/2015

NAME OF PROVIDER OR SUPPLIER |
LACROSSE HEALTH & REHABILITATION CEN

STREET ADDRESS, GITY, STATE, ZIP CODE

210 WEST LACROSSE AVENUE
COEUR D'ALENE, ID 83814

4y ID

SUMMARY STATEMENT OF DEFICIENCIES - ID PROVIDEB'S PLAM OF CORRECTION (X5)
PREFFX (FACH 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
DEFICIENCY)
K 052| Continued From page 2 ‘ K 052 '
requirements of NFPA70and 72. 9.86.1.4 3',Facﬂity maintenance Director
, will monitor all-smoke detectors |
Monday through Friday for proper
functioning and cleanliness.
4.Any issues related to proper
functioning of smoke detectors
- and/or cleanliness of smoke
- ’ detectors will be repaired
This Standard Is not met as evidenced by: immediately and forwarded to the
Based- upon observation and Interview the facility Quality Assurance CokmiOtteee
falled to ensure the fire alarm system was im0 for furth . d
maintained in a refiable operating condition. meeting lor furlier reviews ana
Fallure to maintain the fire alarm system could systems corrections as Necessary.
resuit in the failure to provide early notification to ’
building occupants when a fire occurs. This -
deficient practice affected one of four smoke l
compartments, 21 residents, staff and visitors on |
the day of the suivey, the facllity is licensed far i
100 SNF/NF beds and had a census of 94 an the ;
date of the survey. - .
Findings include: _ ,
During the facility tour on April 1, 2015 between
9:00 AM 104:00 P, obsetvation and Interview
revealed that smoke detector D33 located in the
-300 hallway was activated. Upon further visual
investigation of the Fire Alarm Control Panel it
was confirmed the fire alarm systetn was in
trouble due to smoke detector D33, interview with
the maintenance supervisor found that this
particular smoke detector has been a nuisance in |
the past
Actua] NFPA standard;” .
9.6.14.
| Afire alarm system required for life safety shall
be lnstalled tested, and maéntamed In
FORM CMS- ZN7224 If confinualion sheel Page 3 of 0
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| STATEMENT OF DEFICIENCIES . |(Xi) PROVIDER/SUPPLIERICLIA (<2) MULTIPLE COMSTRUGTION . oty oaTE sURvEY
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. - &2 .
135042 BLWiNG 0410112015
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i COEURD ALENE 1D 83814
(*4) D ,SUMMARY STATEMENT OF DEF!C{ENCIES D. - PROVIDER'S FLAN OF CORRECTION : )
PREFIX YEACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|.  PREFIX "(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG " ORLSC IDENTIFYING INFORMATION) COTAG CROSS-REFERENCED TO THE APPROPRIATE PATE
. DEFICIENCY)
K 052| Continued From page 3 K 052
accordance with the applicable requirements of ‘
NFPA 70, National Electrical Code, and NFPA 72,
Mational Fire Alarm Gode, Unless an existing
msta[latlon, which shall be permlﬁed to be K064
continued in use, subject to the approval of the . )
authority having jurisdiction; Hems # 1 & 2 below will be
9.6.1.7* completed after POC accepted.
To ensure operational infegrity, ihe fire alarm .
system shalt have an approved maintenance and 1&2, Facility fite extinguishérs will | o os
testing program complying with the applicable b ' ted at 2 hoi £60 - 4
requirements of NFPA 70, National Electrical be re-mounted at a height o / .
) inches throughout the facility. One |
Gode, and NFPA 72, National Fire Alarm Code, fire extinguisher will be added to @ .
7142 . the lounge area between the 500 '
System defects and malfunctions shall be and 600 hallways. One-fire 7 )5
corrected. [f a defect or malfunction is not - extineuisher s ﬂl - ! :
corrected at the conclusion of syster inspection, - extinguisher sign that was partially | i
testing, or maintenance, the system owner or the hidden by drapes will be_re- '
owner 's designated representative shall be mounted to ensure
informied of the impairment in writing within 24 proper/unobstructed view of the
hours. fire extinguisher sign.
K 064| NFPA 101 LIFE SAFETY CODE STANDARD K064 | 3 Maintenance ditector educated to
S5=F o ' ) : . . :
Portable fire extinguishers are provided in all 11132311 al}jﬁlmhif.ne extmgtg‘shers ;
hHealth care occupancies in accordance with al. meass. v amtenancze ?ECJ[.OI '
9.7.41. 19.3.6.6, NFPA10 will audit facility fire extinguishers
weekly to ensure proper placement
continuing, and ensure fire :
extinguisher signs not obstructed. )
4.Any issues related to the proper 1
This Staridard is not mefas evidenced by. installation of fire extinguishers
Based on observation and interview, the facility . and/or fire extinguisher signage
| failed to ensure that fire extinguishers were will be corrected immediately and
installed in accordance with NFPA 10. Fatiure to ' . » :
ensure fire extinguishers were installed at the ié)rwart‘iedt(f)‘ the Qiahty f}ssuraﬂce ;
correct height and readily accesstble could inhibit ommittee for forther review and 1
their use during a fire event. This deficient systems correttion as required. I
ractice affected all'residents, staff and visitors in _—
O all four smoke compartments on the date of the ‘vj

. FORM CMS-2567(02-29) Previous Versions Obsolete.
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FORM APPROVED
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STATEMENT OF DEFICIENGIES . (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

135042

(X2} LAULTIPLE CONSTRUCTION
A BUILDiNG 01 - ENTIRE FACILITY BUILDINGS 1 COMPLETED

&2

- | B. WING

(X3} DATE SURVEY

- 04/01/2015

NAME OF PROVIDER OR SUPPLIER
'LACROSSE HEALTH & REHABELITATION CEN

STREET ADDRESS, CITY, STATE, ZIP CODE

210 WEST LACROSSE AVENUE
" COEUR D'ALENE, ID 83814

. k4o
PREFIX
‘TAG

SUMMARY STATEMENT OF DEFICIENCIES
NEACH DEFICIENCY MUST BE PRECEDED.BY FULL REGULATQORY]
OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE AGTION SHOULD BE Co’ﬁTEEm“
CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

K 064

.| measured from the lounge area between the 500

Continued From page 4

survey. The facility is ficensed for 100 SNF/NF
beds with a census of 94 on the day of the
survey, :

Findings include;

1) Diring the facility tour on Aprli 1, 2015 from
1:00 PM te 4;30 PM, observation of the fire
extinguishers located throughout the entire facility
were Installed above the maximum height
requirement of 60 inches. The extinguishers were
measured and ranged in height hetween 62
inches and 68 inches to the top of the
extmgulshers

2} During the facility tour on April 1, 2015 from "
1.00 PM to 4:30 PM, observation found the
distribution of portable fire extinguishers that were

and 600 hallway of the huilding did not meet the
travel distance of 75 feet or less to any portable
fire extinguisher for a class A hazard,

3) During the facility tour on Aprif 1, 2015 at
approximately 1:00 PM, observation-revealed a
window curtain was obstructing/obscuring the
view of a fire extinguisher and the fire
extinguisher sign located in the lobby area near
the business office,

Interview with the Maintenance Supervisor found
he was not aware of the standard requiring fire
extinguishers installation height, travel distance,
and location requ1rements

Actual NFPA standard:

NFPA 10 Slandard for Portable Fire Extinguishers
1-6.3

Fire extinguishers shall be conspicuously located
where they willbe readily accessible and

i

K 064

FORM CMS-ZSST(OZ-QQ) Previous Versions Obsolete ‘
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| STATEMENT OF DEFICIENCIES (1) PROVIDER/SURPUER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIF(CATION NUMBER: A. BUILDING 01 - ENTIRE FACILITY BUILDINGS 1 COMPLETED
. ' &2 N
135042 B, WING 04/0112015
NAME OF PROVIDER OR SUPPLIER STREET ACDRESS, CITY, STATE, ZIP COBE
LACROSSE HEALTH & REHABIL]TATION CEN| 210 WEST LACROSSE AVENUE
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-4 ID SUMMARY STATEMENT OF DEFICIENCIES I T PROVIDERS PLAN OF CORRECTION (5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE CD"gALTEE”‘-’N
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
) ' o DEFICIENCY)

K 064| Continued From page §

immediately available in the event of fire;
Preferably they shall be located aleng normal
paths of travel, including exits from areas.

1-6.6*

Fire extinguishers shall not be obstructed or
obscured from view.

.§ Exception: In large rooms, and In cerlain
locations where visual obstruction cannat be
completely avoided, means shall he prowded to
Indicate the locatlon

1-6.10

Fire extinguishers having a gross weight not
exceeding 40 1b (18.14 kg) shalt be installed so
that the top of the fire extingulsher is not more
than 5 ft {1.53 m) above the floor. Fire
extinguishers having a gross weéight greater than
40 1b (18.14 kg) (except wheeled types) shall be
so installed that the top of the fire extinguisher is
not more than 31/2 ft {1.07 m) above the floor. In
no case shail-the clearance between the bottom
of the fire extinguisher and the floor be less than
41n, {10.2 cm).

See Table 3-2.1 Fire Extinguisher Size and
Placement for Class A Hazards = Maximum fravel
distance to extinguishers is 75 feet

K 076 NFPA 101 LIFE SAFETY CODE STANDARD
SS=F| -

Medical gas storage and administration areas are
protected in accordance with NFPA 99, Standards
far Health Care Facilities. .

(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation. _

(b) Locations for supply systetns of greater than
3,000 cu.ft. are vented to the outside, NFPA9S
43.1.1.2, 19.3.24 - -

K084|

K076

acceptance of this Plan of
Correction, POC.

3.Education provided to

and transferring rooms be
inches above the floor.

1.The light switch in the Oxygen
storage and transferring room will
be raised to 60 inches upon

2.0Other facility oxygen storage and - |
{ransferring rooms andited for light |
switches at 60” and light switches L{ /%/ls
were found to be 60 inches above

K076  the floor as required by code.

Maintenanée directot regarding
light switches in oxygen storage !

Mamtenance dizector to audit
oxygen rooms wéekly to ensure
proper conditions for storage and
transferring oxygen are maintained.

T A T .,

at 60

FORM CM5-2567(02-99) Previous Versicns Obsolete
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TAG OR LSC IDENTIFYING INFORMATION)

STATEMENT OF DEFICIENGIES  |(X1) PROVIDER/SUPPLIER/GLIA 2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE FACILITY BUILDINGS 1 | . COMPLETED
B2
135042 RS | 04/01/2015
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE '
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PREFIX  [(FACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
- TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCYY

K 076| Continued From page 6

This Standard is not met as evidenced by:
-Based on c¢bservation and interview, the facilily
failed to assure that supplemental axygen
supplles were safely stored. Fallure o safely
store oxygen supplies could resuit in electrical
damage and cause a fire. This deficient practice
affected one of four smoke compartments, 22
residence, staff and visitors on the date of survey.
| The facility Is licensed for 100 SNE/NF beds with
a census of 94 on the day of survey

Findings include:

During the facility four on April 1, 2015 at
approximately 3:00 PM, observation revealed that
a light switch iIn the oxygen transfilling/storage
roorn was installed approximately 48 inches
above the floor. Interview wiih the maintenance
supetvisor revealed that he was aware of the
requireément for all electric wall fixtures, switches,
and receptacles in an oxygen transfilling/storage
room to be installed at least 60 inches above the
floor.

{ Actual NFPA reference:

19,3.2.4 Medical Gas.

Medical gas storage and admlmstrat!on areas
shall be protected in accordance with NFPA 89,
Standard for Health Care Facilities.

NFPA S8, 4-3.1. 1 2(a)4 Regquires that the electric
installation in storage focations or manifold

comply with ifie standards of NFPA 70, National |
Elactrical Code, far ordinary locations. Electric
wall fixtures, swztches and receptacles shall be
installed in fixed iocatlons ‘not less than 152cm (5

enclosures for nenflammable medical gases shalt| -

K076 T T

4, Any issues regarding the proper
storage and transferring of oxygen
will be corrected immediately and
forwarded to the Quality Assurance
" Committee for firther review and
systems corrections as required.
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Electrical wiring and equipn'ient is in accordance
with NFPA 70, National Electrical Code, 9.1.2

This Standard is not met as evidenced bhy:

Based on observation the facility did not ensure
that electrical wiring and equipment usage was in
accordance with NFPA70 and UL fistings.
Utilizing relocatable power taps improperly can
lead to overload wiring and start a fire. The
deficient practice affected two of four smoke
compariments, 41 residents, staff, and visitors on
the date of survey. The facility is licensed for 100
SNFE/NF beds with a census of 94 an day of
survey,

Findings include:

1) During the facility four on April 1, 2015 at
approximately 3:30 PM, observatian of raom,
#208 revealed non special purpose Relocatable -
Power Taps (RPT) being used to powera. -
Nebulizer.

2) During the facility tour on April 1, 2015 at
approximately 2:00 PM, abservation of room
#508 revealed non special purpose Relocatable
Power Taps (RPT) bemg used to power a
Nebitizer.

3) During the facility tour on April 1, 2015 at
.appraximately 2:00 PM, observation of room
#5065 revealed non special purpose Relocatable
Pdwer Taps (RPT) being used to power an

oxygen concentrator.

1.Roomas # 206, # 506, and # 505
have had their Relocateable Power
Taps, RPT’s, removed.

2.Audit of facility rooms completed
and any RPT’s removed.

3. Weekly audits by maintenance
director or designee to complete
weekly audits to ensure facility
does not have any RPT’s in use.
4.Any issue related to RPT use will
be immediately corrected and
forwarded to the Quality Assurance,
Committee for further review and
systems correction,
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: ft) above the floor as a precaution agamst their ‘
physical damage _ . l
K 147 NFPA 101 LIFE SAFETY CODRE STANDARD K147 |- .
SS=E ’ ‘ K 147
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Continued From,pagé 8

Interview with Maintenance Supeivisor found the

-facility was unaware of the relocatable power taps|.

being used to power medical equipment.

Actual NFPA Standard:

NFPA 70 National Electrical Code 1999 Edltlon
400-3, Suitability ,

Flekible cards and cables and their associated
fittings shall be suitable for the conditions of use
and locatian.

110-3. Examination, ldentification, installation,
and Use of Equipment

(a) Examination. {n judging equipment,
considerations such as the following shall be
evaluated;

1. Suitability for installation and use in conformity
with the provisions of this Code

FPN: Suitability of equipment use may be
identified by a description marked on or provided
with a product toidentify the suitability of the
product for a specific purpose, environment, or

‘| application. Suitabifity of equipment may be

evidenced by listing or labeling.
2. Mechanical strength and durability, including,
for parts designed o enclose and protect other

I equipment, the adequacy of the protection.thus

provided

3. Wire-bending and connecticn space

4. Electrical insutation

5. Heating effects under normat conditions of use
and also under abnormal conditions likely to arise
In service-

8., Arcing effects

7. Glassification by lype, size, valtage, current
capacity, and specific use |

8. Other factors that contribute to the practical
safeguarding of persons using or likely to come in
contact with the equipment

K147
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(b) Installation and Use. Listed or labeled
squipment shaill be installed and used in
accordance with any instructions included in the
listing or labsling.

See UL listings:

ABYS Guide information

XBZN2 Guide Informaticn

L .
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