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LETTER 

Dear Mr. Moore: 

On June 19, 2018, a Facility Fire Safety and Construction survey was conducted at Coeur 
d'Alene of Cascadia by the Department of Health & Welfare, Bureau of Facility Standards to 
determine if your facility was in compliance with State Licensure and Federal participation 
requirements for nursing homes participating in the Medicare and/or Medicaid programs. This 
survey found that your facility was not in substantial compliance with Medicare and Medicaid 
program participation requirements. This survey found the most serious deficiency to be a 
widespread deficiency that constitutes no actual harm with potential for more than minimal harm 
that is not immediate jeopardy, as documented on the enclosed CMS-2567, whereby significant 
corrections are required. 

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing 
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided 
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer 
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 (XS) Completion Date to signify when 
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must 
be after the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to 
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator 
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces 
provided and return the originals to this office. If a State Form with deficiencies was issued, it 
should be signed, dated and returned along with the CMS-2567 Form. 

Your Plan of Correction (PoC) for the deficiencies must be submitted by July 16, 2018. Failure 
to submit an acceptable PoC by July 16, 2018, may result in the imposition of civil monetary 
penalties by August 5, 2018. 

Your PoC must contain the following: 

• What corrective action( s) will be accomplished 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. If a State Form was issued as well, it should also be signed, dated and returned. 

All references to federal regulatory requirements contained in this letter are found in Title 42, 
Code of Federal Regulations. 

Remedies may be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS) if your facility has failed to achieve substantial compliance by July 24, 2018, 
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay the 
imposition of the enforcement actions recommended (or revised, as appropriate) on July 24, 
2018. A change in the seriousness of the deficiencies on July 24, 2018, may result in a change in 
the remedy. 
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The remedy, which will be recommended if substantial compliance has not been achieved by 
July 24, 2018, includes the following: 

Denial of payment for new admissions effective September 19, 2018. 
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 December 19, 2018, if substantial compliance is not 
achieved by that time. 

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

If you believe these deficiencies have been corrected, you may contact Nate Elkins, Supervisor, 
Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder Street, PO Box 
83720, Boise, ID 83720-0009, Phone#: (208) 334-6626, option 3; Fax#: (208) 364-1888, with 
your written credible allegation of compliance. 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 June 19, 2018, and continue until 
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid 
Agency may impose a revised remedy(ies ), based on changes in the seriousness of the 
non-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 

Thls request must be received by July 16, 2018. If your request for informal dispute resolution is 
received after July 16, 2018, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to us during the survey. If you have any.questions, please 
contact us at (208) 334-6626, option 3. 

Sincerely, 

~;;;,,p,..,,,,.' 
-. ~·~-'~--

Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
Enclosures 
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STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

135052 
NAME OF PROVIDER OR SUPPLIER 

COEUR D'ALENE OF CASCADIA 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

E 000 Initial Comments 

The facility is a single-story, type V (111) 
construction built in 1961. The building is fully 
sprinklered with a complete fire alarm/smoke 
detection system that Includes resident rooms. 
There are multiple exits to grade. The facility is 
currently licensed for 117 beds, and had a census 
of 42 on the dates of t11e survey. 

The facility was found to be in substantial 
compliance during the initial Emergency 
Preparedness survey conducted on June 18-19, 
2018. The facility was surveyed under the 
Emergency Preparedness Rule established by 
CMS, in accordance with 42 CFR 483. 73. 

The Survey was conducted by: 

Linda Chaney 
Health Facility Surveyor 
Facility Fire Safety & Construction 

PRINTED: 07/13/2018 
FORM APPROVED 

0MB NO. 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B.WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2514 NORTH SEVENTH STREET 

COEUR D'ALENE, ID 83814 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

E 000 

06/19/2018 

(X5) 
COMPLETION 

OATE 

LABORATORY !RECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XO) DATE 

____ S ~-,,,._" ---- C Ii o- C'rH C!vc,d,;, 7/tc~,. 
Any def!ciency statement ending with an asfel'Tsk ·(•) denotes a deficiency which the institution may be excused from correcting providing it !s det~-rmined that 
other safeguards provide sufficient protection to the patients. (See lnstructlons,) Except for nursing homes, the findings stated above are dlsclosab!e 90 days 
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of couection me disclosable 14 
days following the date these documents are made available to the facJUty, If deficiencies are cited, an app,oved p!an of correction Is requisite to continued 
program participation. 

FORM CMS,2567(02.99) Prevlous Versions Obsolete Event ID: IUQ21 Facility 10: MDS001600 If continuation sheet Page 1 of 1 
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(X1) PROVIDERISUPPllER/CLIA 
IDENTIFICATION NUMBER: 

NAME OF PROVIDER OR SUPPLIER 

COEUR D'ALENE OF CASCADIA 

(X4) ID 
PRWX 

TAG 

SUMMA.RY STATEMENT OF DEillcMllli H '1 
(EACH DEFICIENCY MUST BE PRECEDEtfS'i' FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

K 000. INITIAL COMMENTS 

The facility is a single-story, type V (111) 
• construction built in 1961. The building is fully 
sprinklered with a complete fire alarm/smoke 
detection system that includes resident rooms, 

: There are multiple exits to grade. The facility is 
currently licensed for 117 beds, ;;incl had a census 
of 42 on the dates of the survey. 

• The following deficiencies were .cited during the 
· annual fire/life safety survey conducted on June 
18 - 18, 2018. The facility was surveyed under the 
LIFE SAFETY CODE, 2012 Edition, Chapter 19, 

. Existing He9lt_hcare Occupancies, in accordance 

. with 42 CFR 483.70, 42 CFR 483.80 and 42 CFR 
483,65. 

, The survey was conducted by: 

Linda Chaney 
Health Facility Surveyor 
Facility Fire Safety and Construction 

K 232 : Aisle, Corridor, or Ramp Width 
$S=F: CFR(S): NFPA 101 

Aisle, Corridor or Ramp Width 
2012 EXISTING 
The width of aisles or corridors ( clear or 
unobstructed) serving as exit access shall be at 
least 4 feet and maintained to provide the 
convenient removal of nonambulatory patients on 
stretchers, except as modified by 19.2.3.4, 
exceptions 1-5. 

, 19.2.3'4, 19.2,3.5 
· This REQUIREMENT is not met as evidencecl 
by: 
Based on observation and interview, the facility 
failed to maintain corridor exit access free of 

PRINTED: 07/02/2018 
FORM APPROVED 

0MB NO. 0938-0391 
(X2} MULTIPLE CONSTRUCTION 

(l•i\l,'l~Dl¥fl;qf:•fl.NfWOOD CARE CENTER 

t, \Yi' 1n."'::J~]'i·l 

(X3) DATE SURVEY 
COMPLETED 

8. WING .. , 
06/19/2018 

STREET ADORES$, CITY, STATE, ZIP CODE 

2514 NORTH SEVENTH STREET 

COEURP'ALENE, ID 83814 
"., -;o.,,: -;-": 

PREFIX 
TAG 

Kooo· 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Thts Plan o/Correctio11 is prepared and 
submitted as required by Im,•. By 
submitting this Plan a/Correction, Coeur' 
d'Alene Health ofCascadia does not 
admit that the dejh,:iencles listed tin ihis 
jhmi exist, nbi" does thrJ Ce1iter admft to 
any stateme11ts, finding,·, facts, or 
C_dnclusions that Joi•1fl the basis for the 
alleged dqficiency, Tile Centd rese,ws 
the right to challenge_in legal and/or 
regulatmy or administl'afive proceedings 
the deficiency, slal.ements, facts, and 
conclusions that jbrm the bosis/or the 
deficiency. 

K 232 - K232 NFl'A 101 Aisle, Conidor or 
Ramp Width 

Wltat corrective 1wt/011(s) w111 be 
accomplished for those resl<le111s fouml to 
have bee11 a/fee/et/ by the tle}lciem 
pr11ctice? 
N<l' residents were found to have bee11 
affoctcd by this deficient practice, 

How wl!/you itleutify other resilfe11/s 
hav/Jtg the pote11t/{1/ lo be <([fected by tlte 
st1111e pmctlce mu/ what. llnticiptited 
corrective act/011 will be takeu? 
All J'csidcnts have the potential to be 
effected by this deficiency, 

(XS) 
COMPLETION 

DATE 

LAz~ OIR§CTQB'S DR µ~Vll)ER/SU. PPL!ER REPRESENTATIVE'S SIGNATURE 

5~ 
TITLE (XG) DATE 

7;;c/;9 
Any deficiency statement en_din_g with an asterisk C) denotes a deficiency which the Institution may be excused from conectfng providing it is determined that 
other safeguards provide sufficient protection to the patients, ·(See instructions.) Except for nursing homes, t_he findlMgs stated above are-disc!osable 90 days 
following the dale of survey whether or not a plan of correction is provided. For nu,sing homes, the above findings and plans oh;:orrection are-disdosable 14 
days follow!ng the da!e these docurnerlts are rnade available lo the facility. If deficiencies are cited, 'an approved plan of correction is requisite to continued 
program pa:rticipa~ion, 

. ····---•--··~------~- ~~-
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STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(XI) PROVIDER/SUPPI.IERICLIA 
IDENTIFICATION NUMBER 

135052 

NAME OF PROVIDER OR SUPPLIER 

COEUR D'ALENE OF CASCADIA 

(X4JID 
PREFIX 

TAG 

' I 

SUMMARY STATEMENT OF DEFICIENCIES 
(E!\CH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFOR/1.,IATION) 

K 232 · Continued From page 1 
obstructions. Failure to maintain exit access widlh 
in the path of travel, could hinder the safe 
evacuation of residents during a fire or other 
emergency. This deficient practice affected 42 
residents, staff and visitors on the dates of the 

: survey. 

I Findings include: 

During the facility tour on June 18, 2018, from 
approximately 3:00 PM to 5:00 PM, observation 
of the exit access corridors revealed the intercom 
speakers projecting from the cQrridor wall 7 
inches, tapering down to 4 inches at a height of 

. approximately 71 Inches from the floor and were 
: located throughout the facility. When asked) the ; 
Maintenance Director stated the facility was 

. unaware of the requirement for non-continuous 
; projections. 

; Actual NFPA Standard: 

19.2.3.4' Any required aisle, corridor, or ramp 
shall be _not less than 48 in. (1220 mm) in clear 
width where serving as means of egress from 

· patient sleeping rooms, unless otherwise 
permitted by one of the following: 
(1) Aisles, corridors, and ramps In adjunct areas 
not intended for the housing, treatment, or use of 
Inpatients shall be not less than 44 in. (1120 mm) 
In clear and unobstructed width, 

-(2) •Where corridor width is at least 6 ft (1830 
' mm), non-continuous projections not more than 6 
in. (150 mm) from the corridor wall, above the 
handrail height, shall be permitted. 
(3) Exit access within a room or suite of rooms 
complying with the requirements of 19.2.5 shall 
be permitted. 
(4) Projections Into the required width shall be 

FORM CMS.2567(02,99} Previous Verslon.s Obsolete Event ID:IUQ21 
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FORM APPROVED 

0MB NO 0938-0391 
(X2) MULT!Pl.E:. CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING 01 • PINEWOOD CARE CENTER 

8.WING 

ID 

STREET ADDRESS. CITY. STATE. ZIP CODE 

2514 NORTH SEVENTH STREET 

COEUR D'ALENE, ID 83814 

06119/2018 

PROVIDER'S PLAN OF CORRECTION JXS) 
PREFIX I (EACH CORRECTlVEACTION SHOULD BE COMPLETION 

TAG 

K232 

CROSS-REFERENCED TO THE APPROPRIATE i DATE 
DEFICIENCY) 

Me11s11re tlrnt will be put /1110 place 111 
eruure that this deficiency tfoes not 
reocc·ur. 
All intercom speakers projecting greater thut1 • 
7 inches from the wall will be replaced with; -~ f(. 
speakers not more than" inches from the • 'p'f :~ g 
coriido,· wall. '/ fCF "vs, 1 

I 1-~ 
flow w/11 tilefac/11/y 111011/lor its corrective I 
actions to e11surc that the deficient prai:lic4 
is being correcte,/ am/ will not recur? 
All intercom speakers will be inspected 10 

ensure lhot no speakers are protruding 
greater than 6 inches above away from the 
wall. 

lmfividual Resptmsible: Plant Manager 

1)11/e o/Complet///11: 7/24/2018 

Facility JD: M0$001600 If continuation sheet Page 2 of 9 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROV!DERISUPPLIER/CLIA 
IDENTIFICATION NUMBER 

135052 
NAME OF PROVIDER OR SUPPLIER 

COEUR D'ALENE OF CASCADIA 

(X4) ID , 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEF!ClENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

K 232 I Continued From page 2 
I 

: permitted for wheeled equipment, provided that 
all of the following conditions are met: 

(a) The wheeled equipment does not reduce 
the clear unobstructed 

corridor width to less than 60 in, (1525 mm). 
(b) The health care occupancy fire safety plan 

and training program address the relocation of 
the wheeled equipment during a fire or similar 
emergency, 

(c)'The wheeled equipment is limited to the , 
following: 

L Equipment in use and carts in use 
ii. Medical emergency equipment not in use 
iii, Patient lift and transport equipment 

(5) • Where the corridor width is at least 8 ft 1 

(2440 mm), projections into the required Width I 
shall be permitted for fixed furniture, provided that! 
all of the following condi.tions are met: · 

(a) The fixed furniture is securely attached to 
the floor or to the wall. 

(b) The fixed furniture does not reduce the 
clear unobstructed corridor width to less than 6 ft 
(1830 rnm), except as permitted by 19.2.3.4(2). 

(c) The fixed furniture is located only on one 
side of the corridor, 

( d) The fixed furniture is grouped such that 
each grouping does not exceed an area of 50 
ft2 (4.6 rn2). ; 

(e) The fixed furniture groupings addressed in' 
19,2,3.4(5)(d) are separated from each other by 
a distance of at least 10 ft (3050 mm). 

(f)'The fixed furniture is located so as to not 
obstruct access to building service and fire 
protection equipment. 

(g) Corridors througt1out the smoke 
compartment are protected by an electrically 

supervised automatic smoke detection 
system in accordance with 19,3.4, or the fixed 

furniture spaces are arranged and located to 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
ANO PLAN OF CORRECTION 

{X1) PROV!Dl:RISUPPLIER/CUA 
IDENTIFICATION NUMBER; 

135052 

NAME OF PROVIDER OR SUPPLIER 

COEUR D'ALENE OF CASCADIA 

(X4) ID 
PREFIX 

TAG 

l 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

K 2321 Continued From page 3 , 
; allow direct supervision by the facility staff from • 
; a nurses' station or similar space, 
l (h) The smoke compartment is protected 
throughout by an approved, supervised 

automatic sprinkler system in accordance 
with 19.3,5.8. 

K 521 HVAC 
SSaf CFR(s): NFPA 101 

HVAC 
Heating, ventilation, and air conditioning shall 
comply with 9.2 and shall be Installed in 
accordance with the manufacturer's 

I specifications. 
'18.5,2,1, 19,5,2.1, 9,2 

' This REQUIREMENT is not met as evidenced 
by: 
Based on record review and interview, the facility 
failed to maintain installed smoke/fire dampers, 
F allure to maintain and inspect smoke/fire 
dampers could allow the spread of smoke/fire 
from the space of fire origin to other 
compartments. This deficient practice has the 

; po ten ti al to affect all residents, staff, and visitors 
I on the dates of the survey. 

Findings include: 

During the review of facility inspection records on 
I June 18, 2018, from approximately 8:30 AM to 
: 3:00 PM, no records were available to indicate 
inspection and testing of smoke/fire dampers. I 
When asked, the Maintenance Director stated the; 
facility was aware of the requirement and was in ' 

FORM CMS-2567(02·99) Previous Versions Obsolete Event m: 1uo2~ 
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ID 
PREFIX 1 

TAG 

K 232 

I 
K 521' 

PROVIDER'S PLAN OF CORRECTION 
(EACH COc!RECTIVE ACTION SHOULD BE 

CROSS-REFERE~~CED TO THE APPROPRJATE 
DEFICIENCY) 

K 521- NFPA 101 HVAC 

();5) 
COMPLETION 

OATE 

Wh11t corrective act/011(.,) will he 
{ICComplishetlfor those res/ilc11tsfm11ul io 
hal'e bee11 "ifecter/ by the 1/eflcie11t 1 

practice? 
No residents were found to have been 
effected by this deficiency, 

How iv/II you itle11tify other residents 
/111vi11g lite pote11t/11/ to be tiffecter/ by tit¢ 
same practice mu/ what u11Jiciputetl ' 
corrective t1ctl'o11 will be taken? 
All residents have the potential to be 
elfoctcd by this deficiency, 

Wlt11/ l/le(lsure,, iv/I/ he put into place or ' 
what systemic changes will ym1 make to i 
ensure tlt111 the 1/ejic/e11tpractice does ,ult 
recur? 
Coeur d'Alene Health of Cascadiu will 
call and reserve the earliest possible date 
to have inspection and testing of 
smokc/llrc dampers completed per the 
availability of the inspection company. 

Facility ID.' MDS001600 If continuation sheet Page 4 of 9 
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IDENTIFJCATION NUMBER. 
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PREFIX 
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SUMMARY STATEMENT OF DEFICIENCIES 
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K 521 continued From page 4 
the process of scheduling the testing and 
inspection of the smoke/fire dampers. 

Actual NFPA standard: 

NFPA 101 
: 19.5.2 Heating, Ventilating, and Air-Conditioning. 

19.5.2.1 Heating, ventilating, and air-conditioning 
shall comply with the provisions of Section 9.2 
and shall be installed in accordance with the 
manufacturer's specifications, unless otherNise 
modified by 19.5-2-2. 

9-2 Heating, Ventilating, and Air-Conditioning. 
9,2.1 Air-Conditioning, Heating, Ventilating 
Ductwork, and Related Equipment. 
Air-conditioning, heating, ventilating ductwork, 

' and related equipment shall be in accordance 
with 
NFPA 90 A, Standard for the Installation of 
Air-Conditioning and Ventilating Systems, or 
NFPA 90B, Standard for the Installation of Warm 
Air Heating and Air-Conditioning Systems, as 
applicable, unless such installations are approved 
existing installations, which shall be permitted to 
be continued in service. 

NFPA90A 
_ 5-4.8.1 Fire dampers and ceiling dampers shall 
I be maintained in accordance with NFPA 80, 
' Standard for Fire Doors and Other Opening 
Protectives. 
5.4.8.2 Smoke dampers shall be maintained in 
accordance with NFPA 105, Standard for Smoke 
Door Assemblies and Other Opening Protectives. 

I
-NFPAB0 
19-4.1 Each damper shall be tested and 
inspected 1 year after installation. 
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K 521 

lloov will the fi1cifity 111011itor its 
corrective actions to ensure lht1t tlw 
tlejicie11t practice i~ being corrected mut' 
will not recur? 
Inspection and testing of smoke/fire 
dampers will be tested every 4 years per 
the regulatory guidelines. 

/Ju/biit/mtf Respou.\'ihle,· 

Plant Managel' M,94,<;2!1-1-!!- l 
Date o/Co111pletlm1; ;j~~/;o,a ,.,,,, 
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K 521 Continued From page 5 
19.4.1. 1 The test and inspection frequency shall 
then be every 4 years, except in hospitals, where 

, the frequency shall be every 6 years. 

I NFPA 105 
16.5 2• Each damper shall be tested and inspected 

I

, one year after installation .. Th. e test and inspection 
frequency shall then be every 4 years, except in 
hospitals, where the frequency shall 
be every 6 years. 

K 911 Electrical Systems - Other 
SS=F CFR(s): NFPA 101 

Electrical Systems - Other 
List in the REMARKS section any NFPA 99 

' Chapter 6 Electrical Systems requirements that 
I are not addressed by the provided K-Tags, but 
: are deficient. This information, along with the 
I applicable Life Safety Code or N FPA standard 
I citation, should be included on Form CMS-2567. 
, Chapter 6 (NFPA 99) 
' This REQUIREMENT is not met as evidenced 
by: 
Based on observation and interview, the facility 

failed to ensure the Essential Electrical System 
(EES) generator was equipped with a remote 
manual stop station in accordance with NFPA 
110. Failure to provide a remote stop, potentially 

• hinders the ability of staff to shut down the 
I generator if required. This deficient practice 
' affected 42 residents, staff and visitors on the 
dates of the survey. 

Findings include: 

' : During the facility tour conducted on June 18, 
· 2018 from approximately 3:00 PM lo 5:00 PM, a I 
remote manual stop station for the EES generator i 
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PREFIX 

1
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K 911 
K 911- NFPA 101 Electrical Systems 
W/111/ corrective ac//011(,) will be 
«ccomplishetl for /hose re,,itle11ts /011111/ to 
have been affectetl hy the tlejicie11t ' 
pmctice? 
No residents were found to have been 
effected by this deficiency. 

/low will you itle11t!fy other residents 
having the pote11t/11/ le> he affectetl by tile 
same practice 11ml what ,mtieipated 

1

1 

corrective t1clio11 will be fa ken? 
All residents have the potential to be 
effected by this deficiency. 

Wllttt meusures will he put into place or 
whut ,\Jwtemic changes will you make to 
msure that the tlejicie11/ practice does '"[t 
recur? 
Coeur cl' Alene Health of Caseadia will ! 
call mtd reserve the cat'licst possible date 
to have a remote m.anuul stop stution for 
the BES generntor installed per the 
availability of the installation company. 

{XS) 
COMPLE'rlON 

DATE 
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K 926 
SS=D 

could not be located. When asked, the 
Maintenance Director stated the facility was not 
equipped with a remote stop station. 

Actual NFPA standard: 

NFPA 110 

5.5.5.6• All installations shall have a remote 
manual stop station of a type to prevent 
inadvertent or unintentional operation located 
outside the room housing the prime mover, where 
so installed, or elsewhere on the premises where 
the prime mover is located outside the building. 
5.6.5.6.1 The remote manual stop station shall be 
labeled. 
NFPA99 
6.4.1.1.16.2 Safety indications and shutdowns 
shall be in accordance with Table 6.4.1.1.16.2. 
(SEE TABLE) 
Gas Equipment - Qualifications and Training 
CFR(s): NFPA 101 

Gas Equipment - Qualifications and Training of 
Personnel 

: 

Personnel concerned with the application, 
maintenance and handling of medical gases and 
cylinders are trained on th.e risk. Facilities 
provide continuing education, including safety 
guidelines and usage requirements. Equipment is . 

I serviced only by personnel trained in the 
· maintenance and operation of equipment. 

11.5.2.1 (NFPA 99) 
This REQUIREMENT is not met as evidence.d 
by: 
Based on record review, and interview, the 

: facility failed to ensure staff were properly trained 
' on the risks associated with the storage, use and 
. 
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How ,viii thefitcilily monitor its 
corrective actioi1s to ensure thUt the 
tlejlcient [Jtnctice is he/11g correctetl 111ul 
will 1101 recur'/ 
Proper installation will be confirmed to 
IDT by Plant Manager once installation 
and testing have been completed. 

l11t/Md11al Iles[Jottslble: 
Plant Manager 

D11te of C011t[Jlet/m1; 7/2412017 
"iJ/z.7/ZDJ.I pi; 

(XS) 
COMPLETION 

DATE 

K 926 K 926 NFPA 101 Gns Equipment 
Qualifications and Training Utilities 
Gas and Electric 
W!tat corrective 11ctlm1M w/11 be 
11ccom[Jlls!ted for those resltleltls /01111tl t 
have been 11ffected hy the tlejlc/ent 
[Jractice? 
No rc-Sidcnts were found to have been 
effected by this deficiency. 

How will yon iilenl/fy ol!ter resiilellfs 
lta1•i11g the [Jolential to be affected by the 
same practice muf what auticipatetl 
corrective action will he taken? 
All residents have the potential to be 
effected by this dcricicncy. 
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handling of medical gases, Failure to provide an 
initial and on-going education program which 
includes periodic review of safety guidelines and 

, Usage requirements for medical gases and their 
cylinders, could result in a life threatening or 
catastrophic accident This deficient practice 
could potentially affect 8 residents using oxygen 
on the dates of the survey, 

Findings include: 

During the review of facility training records 
, conducted on June 18, 2018 from approximately 
8:30 AM to 3:00 PM, no records were available 
indicating that the facility maintained an ongoing 
continuing education program for staff which 
includes periodic review of safety guidelines and 
usage requirements for medical gases and their 
cylinders, When asked, the Maintenance 
Supervisor stated the facility was not aware of the 
requirement for medical gas training, 

Actual N FPA Standard: 

NFPA 101 
1 R3,2.4 Medical Gas. Medical gas storage and 
administration areas shall be in accordance with 
Section 8,7 and the provisions of NFPA 99, 
Health Care Facilities Code, applicable to 
administratipn, maintenance, and testing, 

NFPA 99 
11.5,2 Gases in Cylinders and Liquefied Gases in 
Containers, 
11.5,2, 1 Qualification and Training of Personnel, 
11.5,2.1, 1' Personnel concerned with the 
application and maintenance of medical gases 
and others who handle medical gases and the 
cylinders that contain the medical gases shall be 
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Wil11/ 11/e{IS/lre.1' will be put /11/0 place or 
what syste"mil' cltauges will you make to , 
ens11re that the lfejlc/e11/ practice ,toes mit 
recur? 
Staff will be re-educated on proper 
medical gas handling at next AU Staff 
Meeting to be held on 7/20/2018. 

On-going education will be provided 
through utilization of Relias onlinc 
training for appropriate staff. 

Ilow will ll1efacll/ty mo11itor its 
correctil>e {IC//011.1· 10 e11s11re //,{I/ t/ie 
1leficie11t practice ls being corrcdc1/ mu/ 
will 11ot recur? 

Staff Development Coordinator will 
maintain records that ongoing trnining ha,. 
been done, both in•person and online as 
deemed nppropl'iate, 

/11d/v/rfl111/ Resp,1mib/e: 
Pinnt Manager 

Dale o/Co111p/et/011: 7/24/2018 

(XS) 
COMPLETION 

DATE 
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: trained on the risks associated with their handling 
I and use, 
i 11.5.2.1.2 Health care facilities shall provide 
programs of continuing education for their 
personnel. 
11,5.2.1.3 Continuing education programs shall 

: include periodic review of safety guidelines and 
· usage requirements for medical gases and their 
cylinders. 
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