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April 25, 2014

Panl McVay, Administrator

Lacrosse Health & Rehabilitation Center
210 West Lacrosse Avenue

Coeur d'Alene, ID 83814-2403

Provider #: 135042

RE:  FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. McVay:

On April 15, 2014, a Facility Fire Safety and Construction survey was conducted at Laerosse
Health & Rebabilitation 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 most serfjous deficiency
to be a widespread deficiency that constitutes no actual harm with potential for more than
rminimal 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 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 in column (X5) Completion Date to signify when you allege that each
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May 20, 2014, includes the following:

Dental of payment for new admissions effective July 15, 2014.
42 CFR §488.417(a)

If you do not achieve substantial compliance within three (3) months after the last day of the
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must
deny payments for new admissions.

We must recommend to the CMS Regonal Office and/or State Medicaid Agency that your
provider agreement be terminated on October 15, 2014, if substantial compliance is not achieved
by that time. '

Please note that this notice does not constitute formal notice of imposifion of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that terminaticn or any other remedy is warranted, it will
provide you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder
Street, PO Box 83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, Fax #: (208) 364-1888,
with your written credible allegation of compliance. If you choose and so indicate, the PoC may
constitute your allegation of compliance. We may accept the written allegation of compliance
and presume compliance until substantiated by a revisit or other means. In such a case, neither
the CMS Regional Office nor the State Medicaid Agency will impose the previously
recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on April 15, 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
nop-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 mmformal 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:

http://healthandwelfare idaho.gov/Providers/ProvidersFaciliies/StateFederal Programs/NursingFa
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cilities/tabid/434/Defaulfaspx

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

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 May 8, 2014. If vour request for informal dispute resotution is
received after May 8, 2014, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

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

Sincerely,

/s

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/
Enclosures




ALY, 122014 71 31AM 0.9 o402 camamone

DEFARTMENT OF HEALTH AND HUMAN SERVICES | ‘ _ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0938-0391
STATEMENT OF DEFICIENCIES  |PH) PROVIOER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUTBER! A BUILDING 01 - ENTIRE FACILITY BUILDING COMPLETED
B WING ‘
135042 041512014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

LACROSSE HEALTH & REHABILITATION GEN! 210 WEST LACROSSE AVENUE
' COEUR [’ALENE, ID 83814

(%4) 1D SUMMARY STATEMENT OF DBFIGIENCIES I PROVIDER'S FLAN OF CORRECTION )
PREFY  KEAGH DEFICIENCY MUST BE PRECEDED BY FULLREGULATORY  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG DR LEC IDENTIFYING INFORMATION; TAG GROSES-REFERENCED 7O THE ARPROPRLATE DATE
DEFICIENCY)
K 000 INITIAL COMMENTS K Qoo
Submdssion of this plan of
The facility is a single story, Typa V(1) correction does not constitute an
construction that includes an ventilator unit wing, admission of fact of wrong doing

it has an avtomatic fire extinguishment system
throughout the facility, The fire alarm system has
smoké detectars in coridors and areas that are

on the part of the facility; this
plan of correction is being

opan to the comidor, with the 300 hall znd the 600 submitted as it is required by law,
hall having smoke detectors in each resident
room as well. The facility was built in 1987 and Please acoept this submission of

currently is licensad for 130 SNF beds. The

ventilator unit was approved in November of 2011 the plan of correction as our

and has a type 1 Emergency Electrical System. aliegai.tion of substantial
| Census on the date of the survey was 94, compliance,
The following deficiencies were dited af the above ¥ 029 G-Zo- 1

Tacility during the annual Life Safety Code survay
eonducted on April 15, 2014, The facility was
surveyed under the LIFE SAFETY CODE, 2000°
Edltion, Bxdsting Health Care Qccupancy, and 42
CFR 433.70. ;

wm # 1 pass-through window
abaudoned and replaced
Taming and drywall,

Ttem # 1a. 5 latehen doors ¥o have

The survey was conductzd by fﬂ, ﬁ?@% aufomatic door closers installed.
Dan Holbrook, Fire Health Surveyor ITten ﬁ% Hydro Thera:py roony
Sarn Burbank, Fire Health Surveyor < $.d60r to be replaced with

Wark P. Grimes, Suparvisor ﬁgﬂg S appropriate door for a hazardous

Facility Fire Safety and Construction Pragra

K 028 NFPA101 LIFE SAFETY CODE STANDARLD
S5=F

area. Maintenance Supervisor to
K029| ensure compliance.

Ona hour fire rated construction (with % hour

fire-rated doors) or an approved automatic fire 2.All house inspection of walls

exfinguishing system in accordance with 8 4,1 and doors of facility to ensure
and/or 18.2.5.4 protects hazardous areas. When hazardous areas protected by
the approved autamalic fire extinguishing system ~ appropriate doors and walls,

opfion is usad, the areas are separafsd from : :
other spaces by smoke resisting partitions and MMt?m Supervisor 10 ensure
doors. Doors are seltclosing and non-rated or compliance.

field-applied profective plates that do not exesed
43 inchies from the bofiom of the door are
perritiad.  19.3.2.1

LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER, REPRESENTATIVE'S BIGNATURE TITLE ‘ (%E) DATE

Pl Yt , MR- 5Zr2-ry

Any deficiency statement ending with 2n asﬁyék {*) denotes a deficiency which the instiution may be excused from corrécting providing it is determined that
other safequards provide sufficient protestion te tha pafients. (See instructions) Except for nursing bomes, the findings staled above are discinsable 90 days
foliowing the date of survey wheather ornet a plan of correction is provided, For oursing homes, the above findings and plans of conection are disclosable 74
days ioliowing the date these documerts are made available to the faciity. If deficlencies are cited, an appreved pian of carection is raquisite to confinued

program marticipation. :
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This Standard is not met as evidenced by
Based upon observation and interview, the faciiity
failed 1o safeguard hazardous areas, This
potertially exposeas all residents, and staff to the
effects of fire and smoke. The facility was
ficensad for 100 beds and had the census of 54
the day of the survey.

Findings include:

1, Observalion at on April 15, 2014, at 3220 PM
revaglad the kitchen pass-through window did not
have & seif closing, smoke proof door. The
findings were acknowledged by the Maintenanca
Supervisor and the Buiiding Administrator at the
exit mterview,

1.2, Observation at on April 15, 2014, at 3:25 FM
revealed five kitchen exit doors do not have
automatic closure devices. Three of the five
doors lead fo an access haliway and then inte the
dining room.

2 Observation at on April 156, 2014, at 1:50 PM
revealed the Hydro Therapy room had been
converied ino a starage room containing
flarnmabie matericls without meeting hazardous
area door requirements. The findings were
acknowledged by the Maintenance Suparvisar
and the Building Administrator at the exit
interviaw.

The findings were acknowledged by the
Maintenance Supervisor and the Building
Administrator at the exit inferview.

NFPA Referance

18.3.2.1 Hazardous Aréas.

Any hazardous arsas shall be safeguardad by a
fire barier having a 1-hour fire resistance rating

or shall be provided with an automatic

Administrator and maintenance
Supervisor 1o ensure hazardous
areas protected by appropriate
doors and walls. Administrator io
ensure compliance.

4 Any issues related to bazardous
areay being protected by
apptoprigte doors and/or walls
will be corrected immediately and
referred to the Quality Assurance
Comraittes for further evaluation,
and commections as required,
Administrator to ensure
compliance.

STATEMENT OF DEFICIENGIES oty PROVIDER/SUPPLIER/CLIA (*2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
AND PLAN OF GDF{RE[CTiON IDENTIFIGATION NUMBER: A BUILDING 01 - ENTIRE FAGILITY BUILDING GOMPLETED
B, WING
135042 D4/18/2014 ;
"NAME OF PROVIDER OR SUPPLISR STREET ANDRESS, CITY, STATE, ZIF CODE
FACROSSE HEALTH & REHAPILITATION CENY 210 WEST LACROSSE AVENUE
' - COEUR D'ALENE, ID 83814 |
e I SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRESTION %) |
PREFIX {.:ACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY,  PREFIX (EAGH CORREGTVE AGTION SHOULD BE COMPLETION i
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE '
DEEICIENGY}
K. 028| Continued From page 1 K 029
3.Periotic inspections by

FORM GMS-2567(02-32) Previous Memions Ohsolete
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axfinguishing system in accordancs with 8.4.1,
The autornatic extinguishing shall be permitted to |
b in accordance with 19.3.5.4, Where the '
sprinkier option is used, the areas shall be
separated from ofher spacas by smoke-resisting
partitions and doors, The doors shall be
self-closing or automatic-closing. Hazardous
areas shall inciude, but shall not be restricted o,
the following:

(1) Boiler and fuakfirad heater rooms

{2} Central/bulk laundrizs larger than 100 2 (8.3
™M)

(3} Paint shops

(4} Repair shops

{5) Soiied linen rooms

{8} Trash collection roams

(7) Rooms or spaces larger than 50 i2 (4.6 m2),
including repair shops, used for storage of
combustible supplizs and equipment in quanfities
deemed hazardous by the autharity having
jurisdiction .

(8) Laboratories employing flammable or
cambustiple matsrials in quantities less than
those that would ke congidered a severe hazard.
Exception: Doors i raied enclosures shall be
permitied to have nonrated, faclory- ar
field-applied protestive plates extending not more
thart 48 in, (122 cm) above the boftom of the
daor,

B4.1.17

Protection from any area having a degree of
hazard greafer than that normal o the general
occupancy of the building or structure shall be
provided by one of the foliowing mezans:

(1) Enclose the area with a fire barmiar without
windows that has a 1-hour fire resistance rating in
accordsnce with Section 82,

(2} Protect the area with auiomatic extinguishing
systems in accordance with Section 9.7.

(2) Apoly both 8.4.1.1(1) and (2} where the

STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA {*2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATICON NUMBER: ABULDING 01 -ENTIRE FAGILITY BUILDING COMPLETED
B WING
135042 047162014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
P ACROSSE HEALTH & REHABILITATION CEN! 210 WEST LACROSSE AVENUE
COEUR D'ALENE, ID 83814
1D SUMMARY STATEMENT OF DEFICIENCIES I¥) PROVIDER'S PLAN (OF SORRECTION 5
FREFIX |(EACH DEFCIENGY MUST BE FRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRESTIVE ACTION SHAULD BE CﬂMgLTEEHDN
TAG OR LSC JDENTIFYING INFORMATION) ToG CROSE-REFERENCED TO THE APPROPRIATE s
‘ DERICIENGY)
K 029] Continued From page 2 K029

FORM CMS-2567(02-99) Frevious versions Obsalets
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STATEMENT OF DEFICIENCIES (41) PROVIDER/SUPPLIER/CLIA {42) MULTIRLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULOING 01 - ENTIRE FACILITY BULLDING | COMPLETED
135042 e 04/15/2014
HNAME OF PROVIDER OF SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
LACROSSE HEALTH & REHABILITATION CEN) 210 WEST LAGROSEE AVENUE
COEUR D'ALENE, ID 83844
(Ad) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (X3)
PREFIX  |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX (BACH GORRECTME ACTION SHOULD RE COMPLETION
TAS OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE =
DEFICIENCY)
K 029] Continued From page 3 K028
hazard is severe or whare otherwise spacified by K 056 £-20-
Chapters 12 through 42,
K 056 NFPA 101 LIFE SAFETY CODE STANDARD K055 1.Two exterior fire sprimkler
- SoER i there tomatio sorinki A heads to be installed at the
ers is an automatic sprinkier system, it is . ,
installed in accordance with NFPA 13, Standard exterior overhangs at both exits
for the Instaliation of Sprinkier Systems, to from “_)O hall. Mamtc:nanc:j:
provide complete coverage for all portions of the Supervisor to ensure compliance.
building. The system i properly maintained in
accordance with NFPA 25, Sandard for the 2.A1 facility inspection of
Inspzction, Tasting, and Maintenance of T
Water-Based Fire Profection Systems. It is fully cﬁenﬂrvm ensure Ojf&rhallgs have
supervised. There is a reliable, adeguate water appropriate fire quﬂde:r heads as
supply for the system. Required sprinkiar required by regulations.
systems are equipped with water flow and tamper Maintenance Supervisor to ensure
switches, which are electrically connecied to the compliance.
building fire alarm system.  18.3.8
3 Peplotic exterior inspections by
Administrator and maintenance
This Standard is not met denced b Supervisor to ensure exterior
is Standard is not met as evidenced by: e .
Based upon obsarvation, the faciliy failed to ot eirnﬁngshhaf ﬂgp“}?r?if fm \
provide protection throughout by an approved, sprinkier heads. Administrator to
supervised, and maintained automatic sprinkler engure compliance.
sysiemn. The deficien pracfice sffects one of four
smoke c_??pgxnr?gnts ar;_ci 61 r%s;c;et}]tgbsbtagf and 4.Any issuss related to fire
vigitors, The facility was ficensed for ads . .
. rinki exte
and had the census of 94 the day of the survay. ‘;PV crhazrgshs:iillsl?é c}cftnzc?‘:{; 1
Findings includs: . :
immediately and forwarded to the
Chbservation at on Aprii 15, 2014, at 1:40 PM Quakity Assurance Committes for
revtealizd ng sc?n;nkler re;lalg}d ntc:5 sépnn;dertrh i further review and cortection as
protection had been installed outside of either exi . ..
Ht the end of the wing 100 leading into the garden requm.?d. Administrator to ensure
area and the street. imterview with the compliance.
Maintenance Supervisor revealed the faciity was
not aware overhangs excesding 4 feet in depth
must have fire sprinklers.
FORM CMS-2567(02-99) Previcus Versians Obsolele NUsS21 W cortinustion; shest Page 4 f7
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ETATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(X1 PROVIDER/SURPLIER/CLIA
IDERTIFICATION NUMBER:

135042

(X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
ABULDING 01 - ENTIRE FACILITY BUlLDN¢ | COMPLETED
B. WING

04/1572014

NAME QF PROVIDER OR SUPPLIER
{ ACROSSE HEALTH & REHABILITATION CEN|

STREET ADDRESS, CITY, STATE, ZIP CODE

210 WEST LACROSSE AVENUE
COEUR D'ALENE, ID 83814

Required automalic sprinkler systems ars
continuously maintained in relizhle operating
condifion and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
a.7.%

This Standard is riot met as evidenced by:
Based upon chsefvalion and record review, the
facility failed to maintain the sprinlkler system.
This deficient practice could aliow the system to
fail whan needed. This deficiency affected all
residents, staff, and visitors. The facility is
ficensed for 100 beds and had a census of 84 on
the day of the survey.

A. Observation ot Aprit 18, 2014 betwesn the
hours of 9:00 AM and 11:20 AN records review
revealed the sprinkler maintsnance company had
indicated the dry barrel sprinkler assemblies in
the walk-in freszer and cooler were.out of
compliance and had been since 2010, Interview
with the Maintenance Supervisor revealed he was
aware of the requirernent and had faken action to
correct the deficiahay. )

B. Observation on April 15, 2014 between the

hours of 9:00 AM and 11:20 AM records review

a4y 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S FL&N OF CORRECTION (s)
PREFI  |[EACH DEFICIENCY MUST BE PRECEDED BY FULL REGUIATORY  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THEAPRROPRIATE RATE
_ DEFGIENTY)
K 058! Continued From page 4 K 058
The findings were acknowladged by the K062 £-z0-t
Main_tgnance Supervisgrtand the Building 1.A, Walk m freezer and coolers
Adminisirator af tha exit intervisw. to have fire sprinkler heads
Actual NFPA Standards: removed and replaced with
NFPA 13, 5-13.8.1 appropriated fire sprinkler heads.
Sprinkiers shall be installed under exterior roofs B. First quarter 2014 flow and
or canopies exceading 4 & (1.2 m) in widih, valve testing report unavailable.
Exception: Sprinklers sre permitied io be omitted : rinkler trim. o .
where the canopy or oof is of noncombustible or Ci-'i}])ﬁfisgﬂ - T " m-i;g ?uﬁgf
limited combustible construction. E‘.[ o W‘usg exit to be mstail.
K 082! NFPA 101 LIFE SAFETY CODE STANDARD Kosg| HAIRICRANCE SUDEIVISOL 10 ClsuTe
SS=F compliance of A, B, & C,

2.A. All facility inspection of fire
sprinkler heads to ensure
appropriate fire sprinkler heads
installed and corophant.

B.Audit of flow and valve testing
to ensure the onty missing flow
and valve testing report is the first
quarter of 2014,

C.Al facility inspection of fire
sprinkler heads to be completed to
ensure appropriate trim rings
installed. Maintenance
Superviscr to ensure eompliance
of A, B, &£ C.. :

' FORM CMS-2867(02-99) Previous Versions Obsolaie
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STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICLLA (42) MULTIPLE CONSTRUCTIDN 1X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULDING 01 - ENTIRE EAGILITY BUILDING |  COMPLETED
‘ B, WING
135042 04M52014

NAME OF PROVIDER QR SUPPLIER
LACROSSE HEALTH & REHABILITATION CEN/

STREET ADDRESS, CTTY, STATE, ZIP CODE
210 WEST LACROSSE AVENUE
COEUR D'ALENE, i1 83814

(X4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVILER'S PLAN OF CORRECTION %
PREFIX  {TACGH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY)  PREFIX (EACH CORREGTIVE AGTION SHOULD BE CaVFLETION
TAG ORLSC IDENTIFYING INFORMATION) THG CRDSS-REFERENCEEIEO g%E AFPROFRIATE AT=
BEFIGIEN!

K 0682| Coniinued From page 8 K 052 S ) .
revealed no documentation of first quarter, 2014 3 Periotic audits by Adminisrator
flow and valve testing. and Meaintenance Supervisor to
C. Observafion on April 15, 2014 at about 11:20 ensure: A, appropriate fire
AM found the exterior firs sprinkler putsids of the sprinkler heads in place and
exit at the end of the 300 wing is missing = Tim g .
ring ateafing a void around the sprinkiar head. within compliance, B. flow and
This affects 13 patients, all staff, and visitors. valve testing completed quariezly,
Actual Code Reference: and C. instalted fire sprinkler
LSGC 101, 2000 edition heads have appropriate tim fings

. installed. Admin to emsure
©.7.5 Maintenance and Testing. : s liance strator to
Al autorrratic sprinkier and standpipe systems COMPAAnce.
required by this Code shall be ngpectad, tested, _
and maintained in accardance with NFPA 28, 4. Any issucs related to Al
Sta_ndard for the Inspection, Testing, and appropriate firs sprinkler heads in
gﬂ;g:;sance of Water-Based Fire Protection place and within cqmp]iance; B.

’ : flow and valve testing completed

};;i;(’: NEFA 101 LIFE SAFETY CODE STANDARD K 147 . qu;a_rterly, and C. ingtalled ﬁxe
Electrical wirlng and equipment is in accordance SPHDI?IE’I h_eads have appropriate
with NFPA 70, National Electrical Code. 9.4.2 trim rings installed will be

corrected immediately and
forwarded to the Quality
. ran muittee for furth
This Standard iz nof met &2 evidenced by ASS CZCO ;te for . :;1, :
Based upon obsenvation, the faciity failed fo TeVIeW and COTrecion as roqurn
comply with National Electrical Code ina Administrator to ensure
potentially hazardous area. This affects all compliance.
residents and staff, The facility was licensed for
100 beds and had the census of 34 the day of the K147 4-20- e
?:l%;yé < include: A 1,Air compressor in the kitchen,
Observaiion at on April 15, 2014, at 3:15 PM beverage area will be plugged into
revealed the heverage area in the Kitchen was an appropriats outlet, and the
g 1 Cporats i i ompressor and 8. portable power tap will be
ad wiring to operate an air n .. .
refrigeration unit. The air compressor had e:hmmqted. Maintenapce .
marking indicating it was drawing 24 amps. The Supervisor 1o ensure compliance.
findings were acknowledged by the Maintenance | |
Supervisor and the Building Administrator at the

FORM CMS-2567(02-02) Previous Versions Obsolets

NUBS21
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DEFARTMENT OF HEALTH AND HUMAN SERVICES . EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 08380201
STATEMENT OF DEFI.CEENG!ES &A1) PROVIDER/SUPPLIER/CLIA (%2) tAULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN QF CORRECTION JOENTIFIGATION NUMBER: A, BUILDING {1 « ENTIRE FAGILITY BUILDING COMFLETED

135042 B Wine 0411572014
MNAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

LACROSSE HEALTH & REHABILITATION CEN| 210 WEST LACROSSE AVENUE
COEUR DPALENE, ID 83814

4 1D SUMMARY STATEMENT OF DEFICIENCIES (s} PROVIDER'S PLAN OF GORREGTION £%8)
PREFTX,  [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  FREFIX (EACH CORRECTIVE AGTION SHOULD BE EOMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG CROES-REFERENCER TO THE APPROPRIATE DATE
DEFICIENGY)
K 147| Continued From page & ] K147 ]
exit interview. 2.All facility andit of plug in
NFPA 70, 400.8 appliance and/or devices will be

completed to ensure appropriate

Uses Not Permified. connections to electrical power.

Uniess specifically permitted in 400.7, fexible

cords and cables shalt not be used for the Meintenance Supervisor 1o ensure
following: _ compliance.

(1) As a subsiituie for the fixed wirlng of 2

struciurs 3 Periotic audits by Aduinistrator
2) Where run through holes i wallg, structural : .

(ce)ilings, suspendedgcei!ings, dropped ceffings, or apd Mainfenance Supervisor to
floors ensure appliance and/or devices
(3) Where run through doorways, windows, or have appropriate connections to
simitar openings glectneal power, Adroinistrator

(4} Whers attached to building surfacss
Exception: Flexible cord and cable shall bs
permitied to be attached to building sufaces in

fo ensure compliance.

accordance with the provisions of 368.8. 4. Any iSfﬂlff related to appliance
(8} Where conceaied by wails, floors, or ceflings and/or devices having appropriste
or lacated above suspended or droppad ceflings connections to electrical power
(6} Where ingtallad in raceways, except as will be corrected immediately and

otherwise permitied in this Code forwarded to the Quality

Assurance Committee for further

review and cormrection as required.
Administrator to ensure
cornpliance.
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16.03.02 INITIAL COMMENTS

The Adiministrativa Rules of the Idaho
Depariment of Health and Welfare,

Skilied Nursing and Intermediate Care

Faciiities are found i IDAPA 16,

Title 03, Chapter 2.

The facility is a single story, Type V(1 [1)
consirucdion that includes an ventilator unit wing. 'ﬂ
has 2n automatic fire sxtinguishment system
throughout the facility. The fire alartn system has
smoke detectors in comidors and areas that are
open to the corridor, with the 300 hall and the 600
hall having smoke detectors in sach resident room
as well The facifity was built in 1957 and currently
is licanzed for 130 SNF beds. The veniitator unit
was approved in Novembar of 2011 and has a
type 1 Emergency Electrical Sysiem. Census on
the date of the survey was 54,

The following deficiency was cited at the above
facility during the annuat Life Safety Cade survey
conducted on Aprit 15, 2014, The facility was
surveyed under the LIFE SAFETY CODE, 2000
Edition, Existing Health Care Occupancy, and 42
CFR 483.70 and IDAPA 18.03.02 Rules and
Minimurmn Standards for Skilied Nursing and
Intermediate Care Facifities.

The survay was conducted Dy:

Dan Holbrook, Fire Health Surveyor

Sam Burbank, Fire Heslth Surveyor

Mark P. Grimes, Supervisor

Facility Fire Sajfety and Construction Program

02.106 FIRE AND LIFE SAFETY

106. FIRE AND LIFE SAFETY.
Buiidings on the premises used as
faciliies shall meet all the
requirements of local, state and

national codes concerning fire and

-

Cono

C 226

If deficiencies are cited, an approved plan of correction is requisite fo continued program participation.
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life safely standards that are

applicabie to health care facilities.

Thiz RULE: is not mef as evidenced by:
Refer to CMS form 2567

K029 Harzardous Areas
KQ56 Sprinkler System
K062 Sprinkler Maintenance
K147 Electrical

Refn To Te wel Foanc

I deficiencies are dited, an approved plan of torrection is requisite 1o continuad program participation,
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