
I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH" OTIER- Governor 
RICHARD M. ARMSTRONG- Director 

DEBRA RANSOM, R.N.,RH.I.T ., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720-0009 
PHONE 208-33'"6626 

FAX 208-364-1888 

CERTIFIED MAIL: 7012 1010 0002 0836 3912 

April 25,2014 

Paul McVay, Administrator 
Lacrosse Health & Rehabilitation Center 
21 0 West Lacrosse A venue 
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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER 
LETTER 

Dear Mr. MeV ay: 

On April 15, 2014, 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 su,_rvey 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 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 ihe following: 

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

If you do not achieve substantial compliance vvithin three (3) monihs after the last day of ihe 
survey identifying noncompliance, the CMS Regional Off1ce and/or State Medicaid Agency must 
deny payments for new admissions. 

We must recommend to ihe CMS Regional 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 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 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, ihe 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, neiiher 
the CMS Regional Office nor ihe State Medicaid Agency will impose ihe previously 
recommended remedy, if appropriate. 

If, upon ihe subsequent revisit, your facility has not achieved substantial compliance, we will 
recommend ihat the remedies previously mentioned in this letter be imposed by the CMS 
Regional Office or the State Medicaid Agency beginning on AprillS, 2014, and continue until 
substantial compliance is achieved. Additionally, ihe CMS Regional Office or State Medicaid 
Agency may impose a revised remedy(ies ), based on changes in the seriousness of ihe 
non-compliance at ihe time of the revisit, if appropriate. 

In accordance wiih 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: 

http:/ /heal thandwelfare.i daho. gov /Pro viders/ProvidersF aciliti es/StateF ederalPro grams/NursingF a 
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cilities/tabid/ 4 34/Default.aspx 

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

BFS Letters (06/30/ll) 

200 l-l 0 Long Term Care Informal Dispute Resolution Process 
2001-10 IDR Request Form 

This request must be received by May 8, 2014. If your request for iuformal dispute resolution is 
received after May 8, 2014, the request will not be granted. An incomplete iuformal dispute 
resolution process will not delay the effective date of any euforcement action. 

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

Mark P. Grimes, Supervisor 
Facility Fire Safety and Construction 

MPG/lj 
Enclosures 
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. IDENTIRCATION NUMBER: 

135042 

(X2) MULTIPLE CONSTRUCTION 

NO. 297 PriP. 2 04/24/2014 
FORM APPROVED 

0 B NO. 0938-0391 

A BUILDING 01 • ENTIRE FACILITY BUILDINI 

(JO) DATE SURV~ 
COMPLETED 

B. WING ________ _ 

04/1512014 
MME OF PROVIDER OR SUPP"ER STREET ADDRESS, CITY. STATE, ZIP CODE 

LACROSSE HEALTH &. REHABILITATION CEN' 210 WEST LACROSSE AV~NUE 
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(X4) 10 
PREFIX 

TAG 

KOOO 

K029 
SS:=F 

SUMMARY $TATEIV1$;NT OF DEF[CIENClES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL. REGULATOR 

OR LSC IDEN1lFYING INFORMATION) 

INITIAL COMMENTS 

The facility is a single story, Type V( Ill ) 
construction that includes an ventilator unit wing. 
It has an automatic fire extinguishment system 
throughout the facility. The fire alarm system has 
smoke detectors in corridors and areas that are 
open· tc the corridor, with the 300 hall and the 600 
hall having smoke detectors in each resident 
room as well. The facility was built in 1967 and 
currently is licensed for 130 SNF beds. The 
ventilator unit was approved in November of 2011 
and has a type 1 Emergency Electrical System. 
Census on the date of the survey was 94. 

The following deficiencies were cited at the above 
facility during the annual life Safety Code survey 
conducted anApri\15, 2014. The faciHtywas 
surveyed under the LIFE SAFElY CODE, 2000" 
Edition, Existing Health Care Occupancy, and 42 
CFR483_70. 

The survey was ocnducted by: 

Dan Holbrook, Fire Health Surveyor 
Sam Burbank, Fire Health Surveyor 
Mark P. Grimes, Supervisor 
Facility Fire Safety and Construction Progra~~ 

NFPA 101 LIFE SAFETY CODE STANDA~ 
One hour fire rated construction (with Y. hour 
fir&.rated doors) or an approved automatic fire 
extinguishing system in accordance with 8 4.1 
andfor 19.3.5.4 protects hazardous areas. When 
the approved automatic fire extinguishing system 
option is used, the areas are separated from 
other spaces by smoke resisting partitions and 
doors. Doors are self-closing and non-rated or 

I 

field-applied protective plates that do not exceed 
48 inches from the bottom of the door are 
permitted. 19.3.2.1 . 

ID 
PREFIX 

TAG 

KOOO 

K029 

LABOrATORY DIRECTOR'S OR PROVIOERISUFIF"L.IER REPR.ESENTATrvE.'S SIGNATURE. 

f/~ r AI II A· s=n.-1 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

GROSS~REFER~NC5D TO THE 1\F!PROPRU!..TE 
DEFICIENCY) 

Subnrission of this plan of 
correction does not constitute an 
adnlission of fact of wrong doing 
on the part of the facility; tills 
plan of correction is being 
submitted as it is required by law. 

Please accept this submission of 
the plan of correction as OUI 

allegation of substantial 
compliance. 

K029 

# 1 pass-through window 
bandoned and replaced 
aming and drywall. 

Item# la. 5 kitchen doors to have 
automatic door closers installed. 
l~tl$ Hydro Therapy room a r to be replaced with 
appropriate door for a hazardous 
area. Maintenance Supervisor to 
ensure compliance. 

2.All house inspection of walls 
and doors of facility to ensure 
hazardous areas protected by 
appropriate doors and walls. 
Maintenance Supervisor to erumre 
compliance. 

{X<) 
COMPLETION 

OA"TE 

6-2<;>-1'( 

IlTLE (XS) DATE 

Any deJic:'i~n.cy st:atem~nt ending with an as sK (j de~m.otes. a Qeficie:ncy which the: institution may be excused frorn c:orr.kting providing it is determinecf that 
other safeguards provide suffic'1ent proi:ection to thep~pents. (Sse instructions,) Except for nursing homes, the findings stateO <;tbove are d1selosable g.o' de.ys 
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 disc\osable 14 
days iol!owing the date these dt;~cuments are macle available to the facility. If del'idencles are citM., an approvad plan of corr~ction ls requisiTe to continued 
program f:!a;rticipet\OI'I. 

t=ORM CMS-2567(02-99) Prev1ous Vers1ons Obsol~te N0882 l ;. s l&iou&&c., J;ce. l 4j6 : .... 
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TAG 
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(EACH DEFICIENCY MUST BE PRECEDED BY I'ULL REGULATOR 

OR LSC IDENTIFYING INFORMATION) 

K 029 Continued From page 1 

This Standard is not met as evidenced by: 
Based upon observation and interview, the facility 
failed to safeguard hazardous areas. This 
potentially exposes all residents, and staff to the 
effects of fire and smoke. The facility was 
licensed tor 100 beds and had the census of94 
the day of the survey. 
Findings include: 
1. Observation 01t on April 15, 2014, at 3:20 PM 
revealed the kitchen pass-through window did not 
have a self closing, smoke proof door. The 
findings were acknoWledged by the Maintenance 
Supervisor and the Building Administrator at the 
E!Xit interview. 
1.a. Observation atonApri115, 2014, at3:25 PM 
revealed five kitchen exit doors do not have 
automatic closure devices. Three of the five 
doors lead to an access hallway and !hen into the 
dining room. 
2. Observation at on April15, 2014, at 1:50 PIV! 
revealed the Hydro Therapy room had been 
converted into a storage room containing 
flammable materials without meeting hazardous 
area door requirements. The findings were 
acknowledged by the Maintenance Supervisor 
and the Building Administrator at the exit 
interview. 
The findings were acknowledged by the 
Maintenance SupeJVisor and the Building 
Administrator ;ot the exit interview. 

NFPA Reference 
19.3.2.1 Hazardous Areas. 
Any hazardous areas shall be safeguarded by a 
fire barrier having a 1-hour fire rasistance ·rating 
or shall be provided with an automatic 

FOR.M CMs-2oo7(02·99) Previous Versioos Obsoleto 

ID 
PREFIX 

TAG 

K029 

PROVIDER'S PI.AN OF CORRECTION 
{EACH CORRoC'i"NEACiiON SHOULD BE 

CROSS-REFE;RENCED TO THE Al'PROPI'I.IATE 
DEFICIENCY) 

3.Periotic inspections by 
Administrator and maintenance 
Supervisor to ensur~ hazardous 
areas protected by appropriate 
doors and walls. Administrator to 
ensure compliance. 

4 .Any issues related to hazardous 
areas being protected by 
appropriate doors and/ or walls 
will be corrected immediately and 
referred to the Quality Assurance 
Corw:oittee for further evaluation, 
md corrections as required. 
Administrator to eusure 
compliance. 

IXSI 
COMPl..ETlON 

DATE 

NUS$21 If o:;mtinualion sheei Page 2 of 7 
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TAG 
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OR l.SC I DENT/PIING INFORMATION) 

K 029 ConUnued From page 2 
extinguishing system in accordance with 8.4_ 1. 
The automatic extinguishing shall be permitted to 
be in accordance with 19.3.5.4. Where the 
sprinkler option'is used, the areas shall be 
separated from other spaces by smoke-resisting 
partitions and doors. The doors shall be 
self-closing or automatic-closing. Hazardous 
areas shall include, but shall not be restricted to, 
the following: 
(1) Boiler and fuel-fired heater rooms 
(2) Central/bulk laundries larger than iOO ft2 (9.3 
m2) 
(3) Paint shops 
(4) Repair shops 
(5) Soiled linen rooms 
(6) Trash collection roams 
(7) Rooms or spaces larger than 50 ft2 (4.6 m2), 
including repair shops, used for storage of 
combustible supplies and equipment in quantities 
deemed hazardous by the authority having 
jutisdicfion 
(8) Laboratories employing flammable or 
combustible materials in quantities less than 
those that would be conside~ed a severe hazard. 
Exception: Doors in rated enclosures shall be 
permitted to have nonrated, facto I)'- or 
field-applied protective plates extending not more 
than 48 h (122 em) above the botiPm of the 
door. 
8.4.1.1* 
Pfotection from any area having a degree of 
hazard greater than that normal to the general 
occupancy of the building or structure shall be 
provided by one of the following means: 
(1) Enclose the area with a fire barrier without 
windows that has a 1-hour fire resistance rating in 
accordance with Section 8.2. 
(2) Protect the area with automatic extinguishing 
systems in accordance with Section 9.7. 
(3) Apply both 8.4.1.1 (1) and (2) where the 

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

10 
PREFIX 

TAG 

K029 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORR~CTIVEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DeFICIENCY] 

IX51 
COMPLETION 

DATE:: 

NU8S21 If corttinuation sM\!:1. F'age 3 of7 
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K 029 Continued From page 3 
hilzard is severe or where otherwise specified by 
Chapters 12 through 42. 

K 056 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=F 

If there is an automatic sprinkler system, it is 
ins\<llled in accordance with NFPA 13, Standard 
for the Installation M Sprinkler Systems, to 
provide complete coverage for all portions of the 
building. The system is properly maintained in 
accordance with NFPA25, Standard for the 
Inspection, Testing, and Maintenance of 
Water-Based Fire Protection Systems. It is fully 
supervised. There is a reliable, adequate water 
$Upply for the system_ Required sprinkler 
systems are equipped with water flow and tamper 
switches, which are electrically connected to the 
building fire alarm system. 19.3.5 

This Standard is not met as evidenced by: 
Based upon observation, the f<,dlity failed to 
provide protection throughout by an approved, 
supervised, and maintained automatic sprinkler 
system. The deficient practice affects one of four 
smoke compartments and 61 residents, staff and 
visitor~. Th<l f"cili(y was licensed for 1 oo beds 
and had the census of 94 the day of the survey. 
Findings include: 

Observation at on April 15,2014, at 1;40 PM 
revealed no sprinkler revealed no sprinkler 
protection had been installed outside of either exit 
at the end of. the wing 100 leading into the garden 
area and the streel lnte!View with the 
Maintenance Supervisor revealed the facility was 
not aware overhangs exceeding 4 feet in depth 
must have fire sprinklern. 

FORM CMS-2567(02-99) Previous Versions ObSolete 

10 
PREFIX 

TAG 

K029 

K056 

PROVIDER'S PLAN OF CORRECTION 
(OACH CO~RECTIVEACTION SHOULD BE 

GROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K056 

l.Two exterior fire sprinkler 
heads to be installed a:t the 
exterior overhangs at both exits 
from 100 hall. Maintenance 
Supervisor to ensure compliance. 

2.All facility inspection of 
exterior to ensure overhangs have 
appropriate fue sprinkler heads as 
required by regulations. 
Maintenance Supervisor to ensure 
compliance. 

3 .Periotic exterior inspections by 
Administrator and maintenance 
Supervisor to ensure exterior 
overhangs have appropriate fire 
sprinkler heads. Administrator to I 
ensure compliance. 

4 .Any issues related to fire 
sprinkler heads at exterior 
overhangs will be corrected 
iri:rrnecliately aud forwarded to the 
Quality Assurance Committee for 
further review and correction as 
required. Administrator to ensure 
compliance. 

NUSSZ1 

(X5) 
COMPlEflON 

DATE 
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K 056 Continued From page 4 

ID 
PREFIX 

TAG 

K056 

PROVIOe.R•S PlAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD Bo 

CROSS-REFERENCED TO THE APPROPRIATE 
OEFICIENC'Y) 

(X5) 
OOM~LETION 

DATE 

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

K062 6-zo-tY 

This Standard is not met as evidenced by: 
Based upon obseJVation and record review, the 
facility failed to maintain the sprinkler system. 
This deficient pmctice could allow the system to 
fail when needed. This deficiency effected all 
residents, staff, and visitors. The facility is 
licensed for 100 beds and had a census of 94 on 
the day of the survey. 
A. Observation on April15, 2014 between the 
hours of 9:00 AM and 11 :20 AM records review 
revealed the sprinkler mainten<~nce company had 
indicated the dry barrel sprinkler assemblies in 
the walk-in freezer and cooler were.out of 
compliance and had been since 2010. Interview 
with the Maintenance Supervisor revealed he was 
aware of the requirement and had taken action to 
correct the deficiency. 
B. Observation on April15, 2014 between the 
hours of 9:00AM and 11:20 AM rerords review 

FORM CMS-2567(02-99) Previous Versions Obsolei• 

K062 

l.A, Walk in freezer a.TJ.d coolers 
to have fire sprinkler heads 
removed and replaced with 
appropriated fire sprinkler heads. 
B. First quarter 2014 flow and 
valve testing report unavailable. 
C.Fire sprinkler trim ring outside 
of the 300 V~<ing exit to be install. 
Maintenance Supervisor to eonsure 
compliance of A, B, & C. 

2.A. All facility inspection of :fire 
sprinkler heads to ensure 
appropriate fire sprinkler heads 
installed and compliant. 
B.Audit of flow and valve testing 
to ensure the only missing flow 
and valve tesfutg report is the first 
quarter oq014. 

C.All facility inspection of fire 
sprinkler heads to be completed to 
ensure appropriate trim rings 
installed. Maintenance 
Supervisor to e:usme compliance 
ofA,B, &C. 

NU8521 
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K 062 Continued From page 5 
revealed no documentation of first quarter, 2014 
flaw and valve testing_ 
C. Observation on April 15, 2014 at about 11:20 
AM found the exterior fire sprinkler outside of the 
ex~ at the end of the 300 wing is missing a trim 
ring creating a void around the sprinkler head. 
This affects 13 patients, all staff, and visitors. 
Actual Code Reference: 
LSC 1 01, 2000 edition 

This Siandard is not met as evidenced by: 
Based upon observation, the facinty failed to 
comply with National Electrical Code in a 
potentially hazardous area_ This affects all 
residents and staff. The facility wqs license<! for 
1 DO i:>eds and had the census of 94 the day of the 
survey. 

I 
Rndings include: 
Observation at on April15, 2014, at 3:15PM 
revealed the beverage area in the kitchen was 
using a portable power tap as a substitute for the 
fixed wiring to oparate an air compressor and a 
refrigeration unit The air compressor had 
marking indicating it was drawing 24 amps. The 
findings were acknowledged by the Maintenance 
Supervi>;;or and the Building Administrator at the 

ID I PREFJJ\ 
TAG I 

I 
K062 

K 147 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVEACTJON SHOULD 6E 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

rPeriotic audits by Administtator 
and Maintenance Supervisor to 
ensure: A appropriate fire 
spriulder heads in place and 
within compliance, B. flow and 
valve testing completed quarterly, 
and C. installed fire sprinkler 
heads have appropriate trim rings 
installed. Administrator to ensure 
compliance. 

4.Any issues related to A. 
appropriate fire sprinkler heads in 
place and within compliance, B. 
flow and valve testing completed 
quarterly, and C. installed fire 
sprinkler heads have appropriate 
trim rings installed will be 
corrected immediately and 
forwarded to the Quality 
Assmance Committee for further 
review and correction as required. 
Administrator to ensure 
compliance. 

Kl47 
1 Air compressor in the kitchen 
beverage area will be plugged into 
an appropriate outlet, and the 
portable power tap will be 
eliminated. Maintenance 
Supervisor to ensure compliance. 

(XS) 
COMPLETION 

OAT£ 

FORM CMS-2567(02-99) Previous Versions Obsolete NUBS21 If contlnuation ~hm Page e of 7 
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K 147 Continued From page 6 
exit interview. 
NFPA 70, 400.8 

Uses Not Permitted. 
Unless specifically permitted in 400.7, flexible 
cords and cables shall not be used for the 
following: 
( 1) As a substitute for the. fixed wifing of a . 
structure 
(2) Where run through holes in walls, structural 
ceilings, suspended ceilings, dropped ceilings, or 
floors 
(3) Where run through doorways, windows, or 
similar openings 
(4) Where attached to building surfaces 
Exception: Flexible cord EVJd cal:>le shall be 
permitted to be attached to building surfaces in 
accordance with the provisions of 368.8. 
(5) Where concealed by walls, floors, or ceilings 
or located above suspended or dropped ceilings 
(6) Where installed in raceways, except as 
otherwise permitted in this Code 

FORM GMS-2567(02·99) PreviOU$ Versions Obsolete 

ID 
PREFIX 

TAG 

K 147 

PROVIDER'S PlAN OF CORRECTION 
(t;ACH CORRECTIVEAGTfON SHOULD BE 

CROSS-REFERENCED TO THE.AF'F'R.OPRIATE 
DEFICIENCY) 

2.All facility audit of plug in 
appliance and/or devices 'I"Vill be 
completed to ensure appropriate 
connections to electrical power. 
Maintenance Supervisor to ensure 
compliance. 

3.Periotic audits by Administrator 
and Maintenance Supervisor to 
ensure appliance and/or devices 
have appropriate connections to 
electrical power, Adminislrator 
to ensure compliance. 

4.Any issue related to appliance 
and/ or devices having appropriate 
connections to electrical power 
will be corrected imm<:ldiately and 
forwarded to the Quality 
Assurance Committee for further 
review and correction as r<:lqcired. 
Adrnioistrator to eusure 
compliance. 

IX>! 
GDMPLSTION 

DATE 
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MAY. J3 2014 2 39PM 

STA1EMENT OF DEFICIENCIES 
.1\ND PLAN OF CC>RRECTION 

(X1) PROVIDERISUPPLIER!CLIA 
IDENTIFICATION NVMBEFC 

135042 

(J<2) MULTIPLE CONS'rRUCTION 

A BUILDING 01 
~-WING ________ _ 

NO. 334 PR!tp_ 2' 04/241:2014 
F v• u" APPROVED 

(XO) DATE SURVEY 
COMPLETED 

04/15/2014 
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE 

LACROSSE HEALTH & REHAEILIIATION CENTER 210 WEST LACROSSE AVENUE 
COEUR D'ALENE, ID 83814 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFlCIENCY MUST BE PRECEDED SY FULL 

REGULATORY OR LSC IDEf'ITIFYING INFORMATION] 

C 000 16.03.02 INITIAL COMMENTS 

The Administrative Rules of the Idaho 
Department of Health and Welfare, 
Skilled Nursing and Intermediate Care 
Facilities are found in IDAPA 16, 
Title 03, Chapter 2. 
The facility is a single story, Type V( I II) 
conslruction that includes an ventilator unit wing_ I 
has an automatic fire extinguishment system 
throughout the facility. The fire alarm system has 
smoke detectors in corridors and areas that are 
open to the corridor. with the 300 hall and the 600 
hall having smoke detectors in each resident roorr 
as well, The facility was built in 1967 and currently 
is licensed for 130 SNF beds_ The ventilator unit 
was approved in November of 2011 and has a 
type 1 Emergency Electrical System. Census on 
the date of the survey was 94. 

The following deficiency was cited at the above 
facility during the annual Life Safety COde survey 
conducted on April15, 2014. The facility was 
surveyed under the LIFE SAFETY CODE, 2000 
Edition, Existing Health Care Occupancy, and 42 
CFR 483.70 and IDAPA 16.03.02 Rules and 
Minimum Standards for Skilled Nursing and 
Intermediate Care Facilities_ 

The survey was conducted by: 

Dan Holbrook, Fire Health Surveyor 
Sam Burbank. Fire Health Surveyor 
Mark P. Grimes, Supervisor 
Facility Fire Safety and Construction Program 

C 226 02.106 FIRE AND LIFE SAFETY 

106. FIRE AND LIFE SAFETY. 
Bulldings on the premises used as 
facilities shall meet all the 
requirements of local, state and 
national COdes concerning fire and 

ID 
PREFIX 

TAG 

cooo 

C226 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

GROSS-REFERENCED TO THE APPROPRIATE 
DEFlCIENCY) 

(X5J 
COMPLETE 

DAlE 

STATE Foi& T '""' NU8S21 If continuation :~;h~et 1 of 2 



MAY. 11 2014 2:39PM 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRi:iCTION 

(X1) PROVIDERISUPPLIERICU!>­
IDI;NTIPICATIQN NUMBER 

135042 

(J'-2) MULTIPLE CONSTRUCTION 

A. BUILDING 01 
B. WING ________ _ 

NO. 3 34 PRip_ 3): 04/24!2014 
rv"'.A APPROVED 

(X3) DATE SURVEY 
COMPLETED 

0411512014 
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE; 

LACROSSE HEALTH & REt-IABILITATION CDJTER 210 WEST LACROSSE AVENUE 
COEUR D'ALENE, ID 83814 

(J\4) ID 
PREFIX 

TAG 

SUMMARY STAIE.MENT OF DEFICiENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUU 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

C 226 Continued From Page 1 

life safety standards that are 
applicable to health care facilities. 
This RULE: is not met as evidenced by: 
Refer to CMS form 2567 

K029 Hazardous Areas 
K056 Sprinkler System 
K062 Sprinkler Maintenance 
K147 Electrical 

ID 
PREFIX 

TAG 

ens 

PROVIDER'S PLAN OF CORRECTION 
(e;ACH CORRECTIVE ACTION SHOULD 810 

CROSS-REFERENCED TO THEAPPROPRIA1E 
DEFICIENCY) 

Q cl' ..,_ T" 'F < J.. '-""- ( F" b "' "'--

:;?.'C£,( @ 

lf defic:ianctes are cited, an approved plan of correction is requisite to continued program participation. 

(XSI 
COMPLETE 

DATE 
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