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Bernardo Carotenuto, Administrator

Coeur d'Alene Health Care & Rehabilitation Center
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Coeur d'Alene, Idaho 83814-3720

Provider #: 135052

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Carotenuto;

On January 27, 2016, a Facility Fire Safety and Construction survey was conducted at Coeur
D'Alene Health Care & 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 prograin 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
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
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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 retumed along with the CMS-2567 Form,

Your Plan of Correction (PoC) for the deficiencies must be submitted by February 17, 2016.
Failure to submit an acceptable PoC by February 17, 2016, may result in the imposition of civil
monetary penalties by March 8, 2016.

Your PoC must contain the following:

¢  What corrective action(s) will be accoinplished 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 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 March 2, 2016,
-(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay the

imposition of the enforcement actions recommended (or revised, as appropriate) on March 2,
2016. A change in the seriousness of the deficiencies on March 2, 2016, 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
March 2, 2016, includes the following:

Denial of payment for new admissions effective April 27, 2016.
42 CFR §488.417(a)

If you do not achieve substantial compliance within three (3) months after the last day of the
survey identifyimg 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 July 27, 2016, 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 belicve 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 writfen 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 January 27, 2016, and continue
until substantial compliance is achieved. Additionally, the CMS Regional Office or State
Medicaid Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process.-To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:
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- http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa
cilities/tabid/434/Default.aspx

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 February 17, 2016. If your request for informal dispute
resolution is received after February 17, 2016, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

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

Sincerely,

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/
Enclosures
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SUMNARY & o PROVIDER'S FLAN OF CORAECTION
(SACH DEFICIENCY .‘JL FREFIX (E3CH CORRECTIVE ACTION SHOULD B2
OR LSC TAG CROSS
CEFICIENGCY)
K000 INITIAL COMMENTS ‘ K000
The facility is a single story, type V (111) Preparation and submission of this plan of
construction built in 1961, 1tis fully sprinklersd _ correction does not constitute an admissicn or

with a complete fire alarm/smoke detection ;
system that includes resident rooms. Currently agreement by the provider of the truth of the
the facllity is licensad for 117 SNE/NF beds. ~ facts alieged or correctness of the conclusions
: + set forth on the staterent of deficiencies, the

Tha following deficiencies were cited during the L.
plan of correction is prepared and submitted

special focus Fire/Life Safety survay conductad

on January 27, 2018. The facility was surveyed - - solely because of the requirements under State
under the LIFE SAFETY CODE, 2000 Edition, " and Fedecal law,

_ Existing Health Care Oceupancy and in ;
accordance with CFR 42, 483.70. : ' This Plan of Correction will serve as the

The Survey was conducted by: Facility's alfegation of substantial compliance

Mate Elkins
Heaalih Fasility Surveyor
Facifity Fire Safely and Cansiruciion

K027 NFPA 101 UFE SAFETY CODE STANDARD K027 .

Doar openings in smoke barriers have atleast a
20-minute fire protection raling or are at least
- 1o-Inch thick solid bonded wood core. Non-raied
protective plates that do notexcesd 48 inchas
from the bottom of thie door are permitied.
- Horizontal sliding doors comply with 7.2.1.14.
Doors are sek-closing or automatic closing in )
accordancs with 19.2.2.2.6. Swinging doors are i
not reqguired to swing with egress and positive
latching is notrequired.  19.3.7.5, 19.3.7.6,
19.3.7.7
This Standard is not met as evidenced by:
Based on gbsarvation, operaiional testing, and
“interview the facility failad {o maintain cross
- corridor doors. Failure to mainiain cross corridor
, " goors could allow smoke and dangsrous gasas fo
] - pass fresly betwean comparimanis afiecting
i "egress and sheliar in place during a fire svent.
[ This d=ficient practice affected 13 residents, staff,:
LASGR-TORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE § SIGNATURE

isnicy stetement endingwith en esisrisk (%) denotes 2 U':flCI_..'le which ths institution may be excussd from corre:t'na providing it is dsiarn
2r szfaguarn 3:. prowda— suificient prafection to the patlents. (Ses instructions) Excegt for nursing homes, the findings sizied GSO‘IE zrz disclossb SD

wirgihe dats of survay whethsrornat & p)zn of correction is providsd. For nussing hemes, the shovs findings and plans of corrsction are disclo sa:
dgys fehiowing tnu ste thess documents ars mede zvallabls to the facility. If dsficienciss are cr‘sd an approved plan of correclion is requisite to continus:
pregram padicipation. ’

[WR )
S
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DR CHB-2387 ((2-89) Pravious Varsions Qbsolsls LIOZ24 [F caninuzton shest Page 1 6P 1
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01127/2016

ttlE OF FROVIGER OR SUFFLIER

STREZTADDRESS CITY, &

TATE. Zi? CODE

COEUR D'ALENE HEALTH CARE & REHABILI 2514 NORTH SEVENTH STREET

COEURD'ALENE, 1D 83514

ICIENCIES

D

FROMIDER'S FLAN OF CORRECTION

¥ FULLREGULATORY  PREFIX (ECH CORRECTIY muioispouma:
LATION TAG 7
bEricIE NCY)
K027 Continued From pegs 1 K027

=
-licensed for 117 SNF/NF bads with & cen

and visitors on the dais of survey. Tha facility is
sus of
21 on the day of survey,

Findings includs:

1.y During the facility tour on January 27, 2018 at

eporoximately 1:30 PM, observaiion and
operational testing of the cross corridor doors

"near rooms 210/211 ravaaled 1-1/2 inch

clearance beiwesn botiorn of door and floor

“covering that would not resist the passage of

smoks. Whan asked, the Mzintenance
Supervisor sizted the facilily was unaware of the

. gap batween the door and the floor.

2.) During the factity tour on January 27, 2018 &t
zpproximately 3:30 PM, observation and
operstional testing of the cross corridor doors
near tha copy room and the DNS ofiice revezaled
= 1-1/2 inch clearange belween bottom of door
cnd floor covering that would not resist the
passege of smoke. Whan asked, the
Maintenance Supsrvisor siated the facility was

unaware of tha gap bebwaan the door and the

floor.

Actual MFFA standard:

NFPA 101

19.3.7.6%
Doors in smoke barriars shall comply with 8.3.4

- and shall be ssif-closing or automatic-closing in

accordance with 19.2.2.2.6. Such doors in smoke
barriers shall not be required to swing with egress
travel, Positive latching hardware shall not ba

“required.

8.3.4 Doors.

8.3.4.1%

1. Mo residents, staff, or visitors were
adversely affected.

2. Facility door openings were audited
and flashing was placed on Corridor
Doors near Rooms 210 and 211 as
weil as doors near the copy room to
prevent gases from passing between
compartments.

3. The maintenance director was in-
serviced on ensuring door openings
/ closures meet fire protection
standards. The maintenance
director will observe and test doors
monthly to ensure door closure .
prevent gases from passing between
ctompartments. Findings will be
reported to the safety committee to
ensure substantial compliance.

4. The ED will conduct a random audit
of doar closure to ensure fire
protection standards are met.
Results for the audit will be reparted
to the monthly QAPI committee to |
ansure substantial compliance.

5. AOC 2/14/16 '

QR CIAS-2557(02-25) Pravious Varsions Obsalsis
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FORM APPROVED
OMB NO. 0935-03%1

C‘. i
CO%H:..A 1U‘

Py

01/27i2618

2514 NORTH SEV

ADDRESS, CITY, STAT

COEUR D'ALENE,

,,.

EN

I

REcULAT

Cu‘/ #ClIO"L.:‘OUlDr:
ENCED 7O THE APPROPRIATE
DEFIGIZMNCY )

OF L83 IDENTIFYING INF onwﬂnou,
K027 Coniinueo From pags 2 Ko27
Doors in smoke barriers shzll close the opening

leaving only the minimum clearance nacassary
for proper opseration and shall be without
undarcuis, louvers, or grillas.

~NFPA 101 LIFE SAFETY CODE STANDARD K 058

“Where required by saction 19.1 8, Healih care
facilities shall be protectad throtighout by an
approved, supervised automnalic spanxler system
in accordance with section 9.7, Required sorinkler
systems are equippsd with water flow and tamper
switches which are electrically intarconnscied {o
the building firs 2larm. Ia Type | and 1
construction, alisrnative proieciion measures
shall be permitied to ba substiiuied for sprinkler
protaction in soscific areas whare Stats or local
regulations protibit sprinklers. 18.3.5, 19.3.56.1,
NPFA 13
This Standard is not mst as evidsnced by:

ased on obssrvation and interview, the facility
did not ensure that the sprinkler sysiem was
installad in accordance with NFPA 13, Standard

- for the Installation of Sprinkler Sysiems, o
provide comolste coverage for all poriions of tha
huilding. The deficient area would not have the
ability to slow fire growth and provide more time
for residents fo evacuate during a fire event. The
deficient practice affzcted 8 residenis, staff and
visitors. The facility is licensad for 117 SMF/NF
bads with a census of 21 on the day of the

. survey.

Findings include:

During the facility tour on Januarj 27,2018 at
~approximately 11:45 AM, observation of the 100
haltway restroom revealed the room did not have -
- sprinkler profection in place. Wnen asked, the
“Maintenance Supervisor stated ths facility was

unaware the room did not have sorinkler

FORM CMS-2357{02-59) Pravicus Varsions Obsalats

No residents, staff, or visitors were
adversely affected.

Sprinkler head was ordered and _
installed in the 100 Hall restroam by
Patriot Fire Protection our service
verndor.

The maintenance director was in-
serviced on ensuring the sprinkler
system meets fire protection
standards that would provide _
complete coverage for all portions of
the building that would slow fire :
growth and provide mare time for
evacuation during a fire event. The
maintenance director will audit the
sprinkle head system monthly and
report findings to the safety
committee.

The ED will conduct a random audit

of the sprinkler system to ensure the
system meets fire protection ‘
standards. Findings will be reported

to the monthly QAP| commitiee to
ensure substantial compliance.

AOC 2/14/16

07214

W eontnusion shest Pags 3 of i1
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Frintsd: 02/03.2012
FORM A
OB

PrROVED

NO. 0925-03

2314 NORIH SEVENTH STREET
COEUR D'ALENE,

ID 83814

SUMMARY STATEY
FICIENCY MUST B
ORL&C ID"‘\JTIF‘([NC i

(ZACH DE

‘l‘ilO‘i

. DEFICIENCY;

K056 Continued From page 3
CovEerage. ~
Actual NFPA Siandard:
NFPA 13
1-8 Level of Protaction.
1-6.1
A building, where protected by an automatic
sprinkler system installation, shall be providad
ith sprinklers in ali areas.
E xception: This requirement shzll not apply
- wheare epeunlc sections of this standard permit
the omission of sprinklers.

K082 NFPA 101 LIFE SAFETY CODE STANDAR

55=F
Required automatic sprinkler systems are
continuously maintainad in reliable operating
condition and are inspaciad and teste
periodically. 19.7.8, £, 6 12, NFPA 13, NFPA 25,
a7.h5 :
This Standard is nai mst as evidenced by:
Based on record review and interview, the iacility
failed te provids quarterly inspection re ports for
theinstalicd automatic sprinkler system. Failure to
est the sprinklar system could allow the system
to not operate efiectivaly during a fire evant. The
deficient practice affectad ali rasidents, staff, and

- visitors on the date of survey. The IauIIE[y is

licensed for 117 SNF/NF beds with a census of
21 on the day of survey.

Findings include:

During record review on Jznuary 27, 2016 =i
. approximately 10:00 AM, tha facifity could npt
“produce quarterly sprinkler testing reporis on the
installzd sprmﬂlursya{:m for the fast 12 monih
efiod. When askad, the Maintenance Supervisor
- stated the facility was unaware of the quartarly
testing reguirements.

K082 o2

1. Noresidents, staff or visitors ware
adversely affected.

2. The maintenance director has
scheduled quarterly inspections with
Patriot Fire Protectian our sarvice
provider toensure sprinkler system
meets fire protection standards.

3. The maintenance director will
ensure the facility fire protection
system is inspected quarterly and
report findings the safety
committee.

4. The ED will monitor sprinkler system
inspection compliance through the
monthly QAP committee to ensure
substantial compliance,

5. AOC2/14/16.

ar
o

FORM CMS-2587(02-59) Pravious Varsions Obsalal
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Frirtzd: C2

C [iEpa ARTMENT OF HEPLTH AMD HUMA .m SERVICES FORMA
=y iERS FOR MEDICARE & MEDICALID SERVICES OMIB NG, 093
X, FROVIDER SUFELIER.CLIA X2 MUY RUCTICN
ATION NUNVIZER
135052 2UWNG 01127120158
NAVE OF FROVIDER OR SUBELIER ) STREETADDREZE CIYY, STAVE ZiF CO0E

COEUR D'ALENE HEALTH CARE & REHABILIY 2514 NORTH SEVENTH STREET
COEUR D'ALENMNE, D 83814

ATEVENT OF DEFICIENCIES
EDED BY FULL REGULATORY
EYING INFORMATION,

PROVIDER'S FLAN OF CORRECTION

ADH TIVE ASTION SHOULD 82
=0 TO THE APFROFRIATE
DEFIGIENGY)

Actual NFPA Standard:
NEPA 10T, 4.8.12.1. Evary required sprinkler

" system shzli be continuously maintained in propes
operaiing condition.

"NFPA 25, 2-3.3, Water flow alarm devicss
including. but not limited to, mechanical water
motor gongs, vane-typs water-flow devices, and
pressure switches that provide audibie or visual
signals shall be tested quarisriy.

K067 NFEPA 101 LIFE SAFETY CODE STANDARD Koa7 K067

Heating, vaniilaiing, end air conditicning comply : 1. Noresidents, staff, or visitors were
with the E)ro‘ha.ogg of szotion 9.2 an-:? are installed adversely affected.
in accordance with the manufacturer's
spacifications.  19.5.2.1, 8.2, NFPA S0A, 2. Damper testing was conducted on
19.6.2.27 8/13/2015 to ensure the dampers
This Standard is not mat as evidenced by .
Basead on obssrvatlion, record review and
interviaw, ths facility failed fo comoleis 4-yeaar
interval testing on the fire/lsmoke dampers as - 3. The maintenance director has heen
“raquired under MFPA G0A. Falure o ensurg in-serviced heduli
. dampers will operate to manufacturer's ' viced on schaduling damper
specifications would allow smokes and dangeraus _ testing at four year intervals to
gases to pass frealy throughout the facility during ' ensure dampers meet manufacture’s
a fire event. This deficient practice afiected staff
“and visiiors on the date of survey. Tha facility is :
licensed for 117 SNFINF beds with a census of _ will be reported to the safety

21 on day of the survey. committee.

operate to manufacture’s
specifications,

specifications. Results of the testing

4. The ED will monitor compliance

_ , through the monthly QAPI
During the facilily tour and record review on T committee.
January 27, 2016 between 3:00 Pt and 4:00 P, "
observation revealed the facility had firelsmoke 5. AOC2/14/1s.
dampers installad in the heating, ventilation, and
air conditioning {HVAC) systam. Ugon
“investigation of the facility records revealed the

Findings include:

OREICHS-2357(02-29) Pravious Varsions QObaolsis L0721 . {fcontinueticn ghasi Pacs Do 11
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L= CONSTRUCTION

201 - PINEWOOD CARE CZNTER

+

01/27/2018

TRIST ADDRIES. C TAT
2514 NORTH SEVENTH STREET
EUR D'ALENE, ID 83814

" T2 i ; CIZS 1o FREOVIDERS FLA
{(ZACH DEF CLx I‘-_)\Y ST BZ FRECEDED BY hJ* PEGULA.TORI’ FREFIX ZACH CD
OR LC IDENTIFYING INFORMATION TAG CrQ S-RE

K087 Continued From page K 087
facility did not have any docu' eniation stating i '
fira/amokes dampers ware tzsted. Wh:n“
the Mainisnance Suoer\nxo; the facility w
unawars of ths fire/smoke dampars.

A-Luei NFPA siandard:

NF PA S0A

3-4.7 Maintznance.

At lzast every 4 yaars, fusidle links {whare
applicab!e) shall be remaoved; all dampers shall
b= operaied toveriy tha they fully clossg; the
latch, if provided, shal be chacked; and moving
paris shal bz lugricaisd as nscassary.

K50 NFPA 101 LIFE SAFETY CODE STANDARD K 058 Kos9
gD
ooking facililies &rs proteciad in O :
S::’;[;gg“ u‘j] 9?’3 56 ;j“ PCL\ Qdol accordanc ‘ - 1. Noresidents, staff, or visitors were
This Standard i3 not mnat as evidencad by adversely affected.
Bassd onrecord revisw and inlerviaw, the facilit / 2. The Hood inspactions were
failzd Io ensure cooking ficil%i%esx rare maintaing , '
or: & & month basis, Failure to ensura that conducted 91 6/25/2015 and
cooking equipment is maintained could expos 12/20/2015 with the next schaduled
ihe rasidenis tofire risks dus to failure of : for June of 2016,
equomﬁ nt. This deficiant practice afiectad siaff 3 N , )
and visitors on the date of the survay. The facility The maintenance director and
s licensed for 117 SNFINF beds with & census of dietary director have been in-
2 on the day of the survsy. serviced on ensure hood inspections

Findings includs: are conducted semi-annually.

ou | »7 2018 4. The maintenance directar will report
tring record review on Januan 2018 at " \
appro?(ima aly 10:30 AM, h faciliy's Kitchon findings to the safety committee.
hood fire extinguishing system inspection reporis
reveslad no semi-annual insgeciion report prior o campliance through the QAPI
Dacember 11, 2015, When a:.k:;o the , process

Maintenancs Supervisor stated the facility was '

unaware the Kitchen suppression system was not 5. A0C2/14/16
inspectad prior to Decamber 11, 2015.

The ED will monitor inspection

“OEN (A3-2557{02-82) Praviaus Varsions Obsslats LIoZ21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID S::P\\;’IuFS

TRICTON
SVWO0D CARE CENTER

5 VNG 01/27/2016

\DORESS. CITY. STATE. ZIF CODE
TH SEVENTH STREET
'ALENE, tD 83814

Q‘:L H OF CORRZCT

=A0R CTIVZACTION &
CROSS-REFERENCEID T THE ARPROPRY
TDEFCENCY)
K088 Continusd From page 8 K 068
Actual NFPA standard:
NFPASH
11.2 Inspaction of Firs-Exiinguishing System
11.2.1* An inspection and servicing or the
fire-exiinguishing system and listed exhaus
hoods contzining 2 consiant or fire- achaz:
watsr systam shall be mads at lsast evary 6 .
monins by property trained and qualified persons. K130
K430 NFPA 101 MISCELLANEOUS K130,
58=E 1. Mo residents, staff, or visitors were
THES o CENCIEA Y MOVT 97 .
OTHER LSC DEFICIENCY NOT ON 2786 adversely affected. The three inch
This Standacd Iz not et as evidencad oy ) .
Based on observation and intarviaw, ths facility hole in therapy bathroom ceiling has
falied to ensure that smoks u:m iers wers been repaired.

raainizingd. Falure to maint
corzia dfla" smoKes and dan

2. Facility ceiling inspection has been
completed and no other holes were

,
a
4
(1\
r::

(=1 L.

cmrmg 2 firg '- observed that would affect the
affactas i'ﬁ'e' i \

A :;u = n smoke barrier.

of thz survey. The fach : X

SNFE/MNF peds and had & 3. The maintenance director has been
of the survey. in-serviced to include ceiling

il i ; servation inspection in the weekl
Findings include: obser pec o v
environmental facility tour. Finaings
During .t‘ne facility tour on January ‘271 2016 at will be reported to the safety
approximaiely 11:40 AM, coservation of trie ‘

i o : committes.
Prysical Therapy bathroom revealsd an : ‘ .
. eoproximﬂt: 3 inch hole in the ceiling. Whan 4. The ED will monitor safety
asked, the Maintenance Supervisor siated the : inspections through the monthfy

-cmzy balisves the hole was created by & falling

tree that struck the facility prior to the survay dais, QAPI commitlee to ensure

substantial compliance,
Aciual NFPA standard: 5. AP0 2/14/16
19.1.6.2

Healih carg occupancies shall be mited fo the
types of building construction QhO‘;‘a’ﬂ in Table

IF continueson sheztPazs 7o bl

LI

I~
i)
wh
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UE OF FROVADER OR SUFFLIER STREZT ATDRZZSE CITY. 574

CO“UR D’ALENE HEALTH CARE & REHABILI} 2514 NORTH SEVENTH STREET
COEUR D'ALENE, ID 83814

=, ZiF CODE

, =DE '_L RE2ULATORY
ORLSC IDENTI"I’.“C INFORLATION}

K130 Continusd From pegs 7 K130

12.1.8.2. (Ss£ 8.2.1)
Exception™ Any building of Type I(MB) Tch
(332}, Tyoe 1i(222), or Type lI{111) construction

- shall be permitiad 1o include roofing systems
invelving combustidle suppors, dscking, or
roofing. providad that the following critaria are
st
{a) The roof covering mesais Class C
raquirements in accordance with NFPA 238,
Standard Methods of Fire Tests of Roof

. Coverings.
{b) The rooiis separatzd from all occupied
portions of the building by & noncombustible fioor

asssmbly thatincludas not lessthan 21/2in (6.4
cm) of concreis or gypsum fill.
() Ths atiic ar othsr space is either unoccupisd
or protscied throughout by an aporoved
automatic sprinkier system.

8.2.4 Srnoke Pariitions
t82.4.1

Wihere required elsewhere in this Code, smoke
partitions shall be providad fo timit the transfer of
smoke,
re242

Smoke pafiitions shall extend from the floor to tha
undersides of the floor or root dsck above through
. eny concealad spacss, sucn as thass abovs
suspanded cailings, and through lﬂLchLﬂlzi
structural end mechanical spaces.
Excepiion®. Smoks pariitions shall be permittad
o terminate et the underside of & monelithic or
suspendad cefling system whare ths following
conditions are met
(a) Tha ceiling systam forms a continuous
mambranea.
(b} A smoketioht joint is provided bstwsen ths
top of the smoka pariifion and the botiom of the
suspanoead ceiling.
{c) The space abovs the ceiling is notused as &

FORM (815-2557(02-9%) Pravicus Varslons Obsolsts LIDZ219 f coniin
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K133 Continued From page 8 K130
plenum. _
K144 NFPA 01 LIFE SAFETY CODE STANDARD K144
8S=F ' K144
Gsnerators inspecied waskiy and exarcisad
under load for 30 minuies per month and shall be 1. Na residents, staff, or visitors were
iri accordance with NFPA 99 and NEPA 110.
) adversely affected. The Genarator
3441 and 8-4.2 (NFPA 69), Chapter 6 (NFPA Ve ne Generator
110) was tested the next morning to
This Standard is not met &s evidenced by: insure it's operatian,
" Basead on record review end intervisw, the facility 9
A i Ny . . . The generator w
failed to maintein gensrator weekly inspection & tor wilf be tested weekly
records and operate the gs yarator under iozd under fultfoad to ensure proper
riontnly. Failure to inspact and documsni weekly function.
inzpsciions and ooerals the generator system 3. The maint di
under load .r.mm!\/ cauid lead to the system not : maintenance director has been
operating corraciiy v:hiea required. This deficient in-serviced to routine generator
aatieo ".'.::ﬂ'“* -~ Q.‘.‘."q taff = . ;
pra.r?-_xc.,‘ aitected alir gsider L-_,S aff a nd visiors testing and documentation of such.
on the day of survey. The fachity is licensed for Findi .
117 SNF/NE beds with g census of 21 on the day indings will be reported to the
of survey. safety committee.
4. The ED will monitor compliance
Findings include: C .
through the monthly QAp|
During record revizw o0 J:ﬂuar/ 27,2016 at committee to ensure the generator
o 3 A -\ Y | ,_i A R
approximatzly 11:00 AN, the fa '_‘"/ faile e o testing and documentation are
providgs weakly gensrator inspection logs and ]
monthly load testing resuits from January 2015 completed as scheduled.
through August 2015, When asxad, the 5. AOC2/14/16
" Maintenanca Sunervisor siated the facility was
not awsare of the missing degumentation.
Actuzl NFPA Siandard: |
MEPA 110
6.4.1, Level1end Lavei2 EPSSs, including all
gp erLuf‘cr" componeants, shall ba inspeacted
’ wwrdy and shall be exzarcisad undar load at least
_rmontnly.
xcaption: If ths generator setis usad for
standby power or for paak [oad shaving, such uss
FORMCIIS-2567(02-6%) Previous Versions Obsaleis Li0z29 i entimustion, shest Pags & ol i
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shzlt be recorded and shall be permitted io be

substitutad for scheduled operations &
of the generator s&i, pruv.e;d ine epp rocrial:e
datz &re recordsd,

NFPA 101 LIFE SA

—_
Y
-

ETY CODE STAMNDARD K K147
Eizc
socordance with Mztional Elscirical Ceds. 8-1.2
(NFPABS) 18.9.1, 19.81
This Standard is noi met as evidenced by:
Basad on ebservation and intervisw, the facility

- failed to ensure electrical wiring was coveared and
protected in accordance with ihe National

Elsctrical Cods. Fa%‘.ure to covar exposed live 2.

e liksfihood of slectrical shocks
is !Cl nt practice sitecisd 8
Eh and v;s tors on the dals of survey.
i or 1 IF SHEINF beds with

wmno increasse

1

CL m
443
=

T 3 L3
& census of 21 on the day i survey. 3

Findings inciude:

1.) During the facilify tour on Jﬂnuar/ 27,2018 at
aw'o,\lma'.my 11:30 AM, observaiion of room 109
revealsd the facsplate missing from an electrical
outlst. When eskad, {he Mainisnance Suparvisor
stated that he was unaware of the missing
faceplals.

2. Durmg
zpproximat
104 ravealsd
thn asksd
that e was

2 facility tour an January 27, 2016 &t

ly 12:00 PM, obsarvaiion of room

zd a broken slzctrizal oullst facsglaia.
, tha Meintenance Suparvisor st

unaware of tha broken faceplais.

th
f'::

et

7

3.) During the facility tour an January 27, 2015 at
approximately 3:45 PM, observation of of the
Physical Therapy room revazled tn= fﬂceu ate
rmissing from an electrical outlzet located undar the
wall heatsr. When askad, the Maimenancc

trical wiring and equipment shalt be in 1.

tated 4.

-68) Pravioiz Versions Ohsaolats L1072

No residents, staff or visitors were
adversely affected. Electrical
faceplates have heen replaced in
rooms 109 and 104 and the physical
therapy department,

The maintenance director
completed an audit of the electrical
outlets to ensure there were on
other missing or broken faceptates.
The maintenance director has been
in-serviced to include electrical
faceplate inspeciion on weekly
environmental safety rounds.
Facility staff will be in-serviced to
report missing or broken electrical
faceplates immediately to the
maintenance director, director
supervisor, or facility administration
to ensure prompt repair,

The ED / designee will conduct
random environmental safety
rounds, findings will be reported to
the monthly QAP committee to
ensure substantial compliance,
AOC 2/14/16
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Upervisor sizied that he was unawars aj the

S
missing faceplate.

Actual NFPA standard:

NFPA 70

403.5 Receplacle Facsplates (Covar Platss),
Receptacle facepiates shali be installed so as to
compietely cover the opening and sesta gainst
the mounting surface,
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