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Provider #: 135042

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Pear Mr. Littman:

On August 9, 2018, 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 requireients for nursing homes participating in the Medicare and/or Medicaid
programs. This survey found that your facility was not in substantial comnpliance 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 m column (X5) 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 August 30, 2018,
Failure to submit an acceptable PoC by Aungust 30, 2018, may result in the imposition of civil
monetary penalties by September 21, 2018.

Your PoC must contain the following:

e What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

» 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;

e 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 contaimed 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 September 13,
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
September 13, 2018. A change in the seriousness of the deficiencies on September 13, 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
September 13, 2018, includes the following:

Demal of payment for new admissions effective November 9, 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 February 9, 2019, 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 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 comnpliance 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 August 9, 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/StateFederal Programs/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 August 30, 2018. If your request for informal dispute
resolution is received after August 30, 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,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/lj
Enclosures
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K OOD| INITIAL COMMENTS K 000 5
;Th_i;t;’,fﬂﬂ of Correction gonstitutes this ! / ﬂ/ ? f 5/
The facifity is a single story, type V(111) structura Ak 3 wiitten allegation of compliance
comprised of 7 smoke compertments, originally J :?ﬁ,l;l;ep?:f z}f’gg::uﬁ;fff:;f “b'g”’:"i“.“ .
constructed in 1867, The structure is fully of or agresinent With the dufi :;: ?esn:ssmn |
sprinklared and equipped with an interconhected conclusions contained in the D artmc;f‘s
fire alarm system, which includes smoke Inspection roport” P

datactlon In corridores ahd open spages,

The 300 hall and the 800 hall have additional
amoke tdetection In each resident sleeping room.
The facility is equipped with a ventliator unit wing,
which was approved in November of 2011, and
has a Type 1 Emergency Electrical System,
diesel-fired gensrator and 96 hour fue! supply.
The fagility is currently is lcensed for 100
SNF/NF beds and had a census of 88 on the date

of the survey.

The following deficiencies wars clted during the
annual Fire/Life Safely survey conducted on
August B and 9, 2018, The facility was surveysd
under the LIFE SAFETY CODE, 2012 Edition,
Exigting Health Cara QOccupancy in accordance
with 42 CFR 483,70 and 483,80 {Infection
Controi),

The slrvey was conducted by:

Sam Burbank
Health Facifity Surveyor
Facility Fire Safaty and Construction

K 100! General Requirements - Other
§8=F| CFR(8): NFPA 101

General Requiraments - Other
Ligt in the REMARKS section any LSC Section
18.1 and 19.1 General Requirements that are not
addressed by the provided K-tags, but are
deficlent. This information, ateng with the
applicable Life Safety Code or NFPA standard

fiiiE

e 0T 1/l

Any deficiaficy atatement anding with an asterlsk (*) denotes a daficlancy which the Institution may be excusad fram correcting providing it sfietarminad that
utber sajfguands provids sufficlent protection to the patlsnta, (See Instructions.) Except for nursing homes, the findings staled above are disclosable 80 days
fallowing the date of survey whather or not a plan of correction [5 provided, For nuraing homas, the sbave findings and plans of correction are digclosabia 14
daya following the date these documents are made avallable to the racllity, If deficlencias sre clied, an epproved plsn of correction 1s moulsite to continuad

K100

pragram partlaipatian.
=ORM CMS-2567(02-88) Previous Verslane Obsolata 7MFJ21 Il continualion shaet Pepe 1 of 8
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K 100| Continued From page 1 K10

by:

damonstrate implementation of a water

assesament, or defined applicable control

based on inconclusive data, This deficlent
on the date of the survey.

Findings include:

presented did not reveal the facility had
based on any such findings.
CFR standard:

42 CFR 483,80

§ 483.80 Infection control.

citation, should be included on Form CMS-2567,
This REQUIREMENT is not met as evidencad

Based on record review, the facility failled fo

management program for waterborne pathogens
such as Legionella, in aceardance with 42 CFR
483,80, Failure to conduct a Taciity based risk

measures, has the patential 1o fimit relavant
farility awarenass and expose residents to
Legionella and other water source bactarium

practice affected B2 residents, etaff and visitors

During review of provided water management
documentation cenducted on 8/8/18 fram 2:30 -
¥30 PM and 8/9/48 from 3:30 - 4:00 PM, pags 1
of documentation provided indicated the facillty
was to establish & Water Managemant Plan, but
no plan had been implemented as of the date of
the survey. Further review of the infermatlon

conducted a risk assessment for water borne
bactarium, or established control measures

What corrective action will be sccomplished
Far thoze residents found te have been affected
By the deficient practice.

Thara were no residents idented.

How will you idantify othar residents whe have
the potential to he affacied by tha gama
deficient practics and what corractive action
witl be taKen. ;

Resldents residing at the facility have the
potential to he affected by this deficlent
practice. Infection control nurso evaluated .
moitthly lstings and there are ne identifisd
residents. :

Moensures in place and what systemic changes r
will bs made to engure that the deficient ;
pructice doss not recur. ]

A facility based water manngement program [
For risk mansgement of logionelia and othar |
Waier quality issues has been implemanfed, !
Qtaff has been inservicad on the water |
Mansgenient program. i

How the facility plans to monitor performanes :
to ensure the corrective actions ave affectlve

and compliance is sustatined.

A full review of the water management
Program will be reviewed for compllance
Monthly X 3 through QAPI process for
further educational opportunities,

Person responsible for compliance,

m/‘?// §

FORM CMS-25871(02-09) Pravious Varalons Obsolate

The facility must astablish and maintain an Maintenance Direcior !
infection control program designed ta provide a
safe, sanitary, and comfortable enviranment and
io help prevent the development and
tranamission of disease and infaction.
IMEJ2T I comfinuation shew! Fage 2 of 8
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17-30

K 324| Cooking Favilities
885=D| CFR(s): NFPA 101

Cooking Facilities

Operations, unless:

18,3.2.54, 18.3,2.5 4.

19.3.2.5.5,8.23, TIA12-2

Center for Madicald/Medicare Sarvices S&C

Cooking equipment is protested in accordance
with NFPA 98, Standard for Vantilation Control How will you identify othor residents who have |

and Fire Protection of Commercial Coaking

* residantial cooking equipment (i.e., small
appliances such as microwaves, hot plates,
toasters) are used for food warming or limited

cooking In accordance with 18.3.2.5.2, 18.3.2.5.2 . h
* anoking facilities open to the corridor In smoke f::"";;:fe dA hood Inspection has baen
compartmeants with 30 or fewer pafients comply '

with the conditions under 18.3.2,5.3, 10.3.2.5.3, Measures in place and what systemle changes {
or wlif be made to ensure that the deficiont

* cookling facilities in smoke compartments with practice does not recur, H
30 or fewer patiants comply with condlitions under

Cooking facilities protected according to NFFA 86 y
per 9.2.3 ara not required to be enclosed as Months that facility requirss Inspection, .
hazardous areas, but ghall not be apen to tha Inspections will he on the hood on a bl :
corridor. Annunl basts as they are flegged on TELS
Systom to alort facitity and ensure complinnce, .

18.3.2.5.1 threugh 18.3.2.5.4, 18.3.2.6.1 through

K 324 | What correctlve action will be accomplishad
Fur these rosidents found to have been affocted
By the deflclent practice, i

There were no residents tdentified,

!
f

defleient practice and what corrective netion

i
the potential to be affected by the spme f
1
will be taken. i

Reyldents residing at the facllity have the
potential to be affected by this deficient X

Bi-annual hood suppression Inspectlon has I
Besn added to TELS ¢0 corvelate with the '

How the facllity plans to monitor performance :,
to ensure the corrective actons are affoctive
and compliance is sustained,

TELS task will aler{ vendor and mgintenance
Director to ensure inspection of hoed s completed

FORM CMS-2567(02-89) Praviaus Versions Obsolats

This REQUIREMENT is not met as evidenced
by: Bi-annualiy to ensure compiiance. TELS wil} be
Based on record revlew, obasrvation and Seviewed monthly through QAPI to enoure
interview, the facility failad to ensute that cooking ompHanee. ;-
faclitles wera maintained in aceordance with
NFPA 98 and NFPA 17A. Fallura to ensure Parson resbonsi
. . : ponsible for compliance, .
semlb-annual inspections and protection of Maintenance Direcior somprance ! [ @/q // ?
TMEJ21 If confinuatin ahest Fage 3 of &
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suppression systern equipment for cooking
ventilation systams, has the potential to increase
the risk of firaa associated with grease-laden
vapors durfng cooking procedures. This deficlent
practive affected staff and vendars of the main
Kitehen or the date of the survey.

Findings includs;

1) During review of Inspection and maintenance
documentation conducted on 8/8/18 from 2:30 «
3:30 PM, rno records wera provided for
aemi-annual inspections for the Kitchen hoad fire
suppression system within the pravious twelve

matths.,

2) During review of inspection and maintenance
doaumentation canducted an 8/8/18 from 2:30 -
3:30 PM, racords pravided indicated only 1 of 2
semi-annual hoad Inspection/cleaning reports

wera compieted in the pravious twelve months.

Agked about the migsing documentation, the
Maintenange Director stated that a change in
vendors areated a gap in the timing for getting the

inspection(s) complated.

3) During the fagility tour conducted on 8/2/18
from 1:00 - 3:00 PM, cbservation of the fire
supprassion system In the maln Kitchen hood,
revealed 1 of 3 protective caps for the
suppression system pendants was hanging down
and coatad with grease,

Actual NFPA standard.

NFPA 68
Chapter 10 Fire-Extinguishing Equipment

If cantinuaton shaet Page 4 of 8

FORM CMS-2567(02-09) Pravious Verslons Obsolate TMFIZ1
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10.2.6 Autornatic fire-axtinguishing systems shall
be Installed in accordance with the tarms of their
listing, the manufacturer ' s instructions, and the

following standards where applicable:

(1) NFPA 12

(2) NFPA 13

(3) NFPA 17

(4) NFPA 1TA

11.2 Inspection, Testing, and Maintenance of
Fire-Extinguishing

Syatama.
11.2,1* Maintanance of the fire-extinguishing

systems and llsted exhaust hoods containing &
constant or fire-activated water gystam that is
fisted to extinguish & fire In the grease removal
devicas, hood exhaust plenums, and exhaust
ducts shall he made by properly trainad, quatified,
and cerified person{s) acceptable to the authority
having jurisdiction at least every § months.

11.4* Inspaction for Grease Buildup. The entire
axhaust system

shall ba inspected for grease buildup by a
propetly trained, qualified and certified peraon(s)
accepiable to the authority having jurisdiction and
in accordance with Table 11.4.

11.6 Cleanihg of Exhaust Systams.
11.6.1 Upon Inepection, If the exhaust system is
found to be contaminated with deposits from
grease-aden vapors, the contaminatad portlons
of the exhaust system ehall be cleaned by o

properly trained, qualified, and certified parson(s)
acceptable to the authority having jurisdiction,

NFPA 17A

4,3.1.5 All discharge nozzles shall be provided
with caps or other suitable devices to prevent the

- 09/06¢2018
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Alzohol Based Hand Rub Dispenser (ABHR)
ABHRSs are protected in accardance with 8.7.3.1,
uniess all conditions arg met;

* Coyridor is af least 6 feet wide

* Maximum jndividual dispenser capacity is 0.32
gallons {0.53 galions In suites) of tuld and 18
ounces of Level | asrosols

* Dispensers shall have a minimum of 4-foot
horizontal spacing

* Mot more than an aggregate of 10 gations of
fluid or 135 ounces aerosol ara used Ih a single
smoka compartrnent outside a storage cabinet,
excluding one indlvidual dispenger par raom

* Storege in a single smoke compartment greater
than 5 gallons complies with NFPA 30

* Dispensers ara not installed within 1 Inch of an
ignition source

* Dispensers over carpeted floors ara tn
sprinklered etnake compartments

* ABHR does not excesd 05 percent alcahal

* Operation of the dispenser shall comply with
Saection 18.3.2.5(11) or 19.3.2.6(11)

* ABHR is protectad against inappropriate access
18.3.2.8, 19.3,2.6, 42 CFR Parts 403, 418, 460,
482, 483, and 485

This REQUIREMENT is not met as evidenced
by:

Based on racord raview, cbservation and
interview, the facility failed to ensure manually
operated Alcoha! Based Hand Rub Dispensers
(ABHR), were maintained ih accordance with
NFPA 101, Faliure to install, test and document
operation of ABHR dispensers under
manuiacturar's recormmendations and in
accordance with the standard, has the patential of

{*4) 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
FREFIX {(EACH DEFIQIENCY MUST BE PREGEDED BY FULL REGULATORW PREFIX (EAGH CORRECTIVE ACTION SHOULD BE comupkgmu
TAG OR LEC (DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRISTE
DEFICIENCY)
K 324] Continued Froim page 5 K 524
entrance of greese vapare, moistura, or other
forefgn materlals inta the piping.
K 325| Alcohol Based Hand Rub Dispanser (ABHR) K 325 | What correttive action will be accomplished
s8=F| CFR{s): NFPA 101 For those residonts found to have heen affected

By the deficient practice,
There were tio pesidents identified.

i
How will you identify other residents wha have
the potential to be affected by the same
deficlent practice and what correctlve action

will ba taken.

Thera are no residents 1dentifled, Residentsat
The thcility have the potential to be affected by |
This deficiant practice, I
!
Mesasures in place und what systemlc ehanges .
will be mada to ensure that the deflcient i

practlee does not recur.

Aleoho! baged hand sanitizer have been replaced
with foam hand sanitizer and In eccordince

with manufasturars guidelines, Staff have been

in sarviced on the change from alcohal gel based
hand sanitizer to foam hand sanitizer.

How the facility plana io monitor performanes’
to ensure the ¢orregtive actions ara affsctive [

and compliance ks gustained. l

Hand sénitizer dispensers wlil be audited weekiy |
X 12 1o ensure form sanitizer is in use instead

of aleohol gel sanitizer, Findings will ba :
roviewed monthly at QAPY for further .
correction as indicated. .

Person responsible for compliance.
Maintenance Dixector

‘/c’/f?/

FORM CMS-2587(02.949) Previous Varsions Cbsolale
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Increasing the riek of fires from flammable liquids.
This deficiant practice affectad 89 residerds, siaff
and visiiors on the date of the survay.

Findings include:

1) During review of Tacitily malntenance and
inspection retords conducted on 8/8/18 from
approximately 2:30 - 3:30 PM, maintenance
racords providad for the facillty failed to indicate
what procedures wera performed during the refi|
process for ABHR dispensers. When Interviewed
on the ABHR dispenset refilling pracedurs, the
Maintehance Director stated the facility bad a
procedure for documentation, but had not yet

implemented it.

2) During the facifity tour conducted on 8/9/18
from 11:00 AM - 3:00 PM, observation of the
facility ravealad manually activated ABHR
dispensars installed throughout the building.

Actusl NFPA standsard:

NFPA 101

18,3.2.6" Alcohol-Based Hand-Rub Dispansers,
Alcohol-based hand-rub dispensers shall be
protected in accordance with

8,7.3.1, unless all of the following conditions are

meat:

{1) Where dispansers ara installed in a corrdder,
the corrldor shall have a minimum width of 6 t
(1830 mm).

(2) The maximurm individual dispensear fluld
capacity shall be as folflows:

{a) 0.32 gal {1.2 L} for dispengers in rooms,
corridors, and areas open to corridors

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIBER'S FLAN OF GORRECTION {8
PREFIX [[EACH DEFIQIENCY MUST BE PRECEDED BY FULL REGULATORY]  PRERIX {EAGH CORRECTIVE AUTION SHOULD 8¢ GONPLETION
TAG OR L5G IDENTIFYING INFORMATION) YAG CROBS-REFERENGED TO THE APPROFRIATE
DEFICIENCY)
K 328| Continued From page § K325
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(b) 0.83 gal (2.0 L) for dispensers In suites of

rooms

(3) Whera aerosol containers are used, the
maximum capaclty of the asrosol dispenser shall
be 18 oz. (0.61 kg) and shall be limited to Lavel 1
garosols as defined in NFPA3DB, Code for the
Manufacture and Storage of Aerosol Praducts.
{4) Dispensers shall ba separatad from each
other by horizontal spacing of nat less than 48 In,
{1220 rom).

(53 Mot more than an aggregate 10¢ gal (37.8 L) of
algohol-hased hand-rub solution or 1135 oz (32.2
kg) of Level 1 agrosols, or a combination of
liquids and Level 1 aerosols not to exceed, in
total, the equivalent of 10 gal

(37.8 L) or 1136 0z (32.2 kg), shall be In use
outside of a starage cabinat It a single smoks
sompartment, except as otherwise provided in
10.3.2.6(8).

(8) One dispenser complylng with 18.3.2.6 (2) ar
(3) per room and located in that room shall not be
included In the aggregated quantity addressed in
18.3.2.6(5).

{7) Storage of quantities greater than & gal (18,9
L) in & single smoke compartment shall meet the
requirerments of NFPA 30, Flammable and
Combustible Liquids Cods.

(B) Dispenaars shall not be installed in the
following logations:

(&) Above an Ighition source within a 1 in. (25
mm) horlzontal distance from each side of the
ignition source

(b) To the slids of an ignition source within a 1 in.
{25mm) horizontal distance from the ignition
sotrce

(c) Beneath an ignifion source within & 1 in, (25
mm) vertical distance from the lgnition source
{9} Digpensers installed directly over carpated
fioors shall be permitted only in sprinklered

if eqnlintation akwal Pags 8ol 8
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smole compartments.

{10} The alenhol-based hand-rub solution shall
not exgeed 95 percent alcohol content by volume,
{11) QOperation of the dispanser shall comply with
the following criteria;

{a) The.dispenser shall not release its contents
axcept when the dispenser Is activated, either
manually ar autamatically by touch-free
aclivation,

(b) Any activation of the dispenser shall ccour
only when an object is placed within 4 in, (100
mm) of the sahsing davice,

{c) An objact placed within the activation zona
and left in place shall not cause more then one
aclivation.

{d) The dispenser shall not dispense more
solution than the smount required for hand
hygiene vonsistent with 1abel Ingtructions,

(e) The dispenser shall be designed, construsted,
and operated in a manner that ensures that
accldental or maifciows activation of the
dispensing device is minimized.

() The dispanzer shall be tested in accordance
with the manufacturer® & cara and use
instructions each time a new refill is installed.

If continuzlion sheet Paga 8 of 2
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3232 Elder Street

P.O. Box 83720

Boise, ID 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

August 17, 2018

Michael Littman, Administrator
Lacrosse Health & Rehabilitation Center
210 West Lacrosse Avenue

Coeur d'Alene, ITD 83814-2403

Provider #: 135042

RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Mr. Littman;

On August 9, 2018, an Emergency Preparedness 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 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. In the spaces provided on the right side of each sheet,
answer each deficiency and state the date when each will be completed. Please provide ONLY
ONE completion date for each federal and state tag in column (X5) Completion Date to signify
when you allege that each tag will be back in compliance. NOTE: The alleged compliance date
must be after the "Date Survey Completed" (located in field X3) and on or before the
"Opportunity to Correct” (listed on 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.




Michael Littman, Administrator
August 17, 2018
Page 2 of 4

Your Plan of Correction (PoC) for the deficiencies must be submitted by August 30, 2018.
Failure to submit an acceptable PoC by August 30, 2018, may result in the imposition of civil
monetary penalties by September 21, 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 September 13,
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
September 13, 2018. A change in the seriousness of the deficiencies on September 13, 2018,
may result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
September 13, 2018, includes the following:

Denial of payment for new admissions effective November 9, 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.




Michael Littman, Administrator
August 17,2018
Page 3 of 4

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on February 9, 2019, 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 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. I you choose and so indicate, the PoC may
constitute your allegation of comphance. We may accept the written allegation of compliance
and presume compliance until substantiated by a revisit or other ineans. 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 August 9, 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:

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 August 30, 2018. If your request for informal dispute
resolution is received after Angust 30, 2018, the request will not be granted. An incomplete




Michael Littman, Administrator
August 17,2018
Page 4 of 4

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,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/]

Enclosures
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| E 000

Initial Comments

The facliity is a single story, type V(111) atructure,
comprised of 7 smoke compartments, originally
constructed in 1967, It is located within a
municipal fire diatriet, with both county and state
EMS services available. The structure is fully
sprinklared and aquipped with an interconnected
fire alarm system, which Includes smoke
detection in corridors and opan epaces,

The 300 hall and the 800 hall have additional
samoke detection in each resident sleeping room.
The facility is equipped with a vantilator unit wing,
which was approved in November of 2011, and
has a Type 1 Emergency Eiectrical System,
diesel-fired generator and 98 hour fuel supply.
The facllity is currently Ia licensed for 100
SNF/NF beds and had a census of B9 on the date

of the survey.

The following deficiencies were cited during the
annual Emergency Preparadness survey
oconducted on August 8 and 9, 2018. The facility
was survayed under the Emergency
Preparedness Rule established by CMS, in
accordance with 42 CFR 483,73,

The survey was conducted by':

E 000

£ 004
88=D

CFR(s): 483.73(a)

Sam Burbank
Health Facility Surveyor
Facility Fire Safety and Construction

Develop EP Plan, Review and Update Annually

E 004

[The [factity] must comply with all applicable
Federal, State and local emergancy
praparedness requirements. The [facility} must
develop establish and maintain 8 comprehensiva
armergency preparednass pragram that meets the

“Th_i.s Plan of Corcection constitutes this
Faxility's written allegation of compliance
For the deflelencies cited, This subrlssion
of this plan of cotrection is not an admission
of or sgresmont with the deficlencies or
conclusions contained in the Department's

Inspaction report”

VIDER/SUPHLIE

'S OR ENTATIVE'S SIGNATURE

LA

W"T'q;v?fnecri gﬁﬁ
; [&* WM

TITLE
0.

20/

’ﬁny daﬂc{ancy siatamant anding&'ﬁfth an asterigk {*) denotea a deficlency which the institution may ba axcusad from correcting providing R ls

d’gﬂarml;d-thnt

athor safeguards provide sufflzlent protgction to the patianis. (Saa instructions,) Excapt fornursing homes, the findings stated abova are disclosable 90 daye
following tha date of survey whethar ar not a plan of correctlon |s provided. For nursing homaes, the above findings and plane of correction era dlsr_'[nsgble 14
daya following the date thase documanta are made avallable.to the faclity, If deficlancles &re cited, an approved plan of corrastion |s requisite to continved

program participation,

IF contintiation sheet Page 178
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E Q04| Continued From page 1
reguirements of this section.]

* [For hospitale at §482.15 and CAHs at
§485.825(a);] The {hospifal or CAH] must comply
with all applicable Federal, State, and local
emeargency preparedness requirements. The
[hospital or CAH} must develop and maintain a
comprehensive emergency preparedness
program that meets the requirements of this
gaction, utilizing an all-hazards approach.

The emergency preparedness program rmust
include, but not be limited to, the following
olaments:]

{#) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be [reviewed], and updated at least

annualy.

* [Far ESRD Facllities at §484.82(a):] Emergency
Plan. The ESRD facility must develop and
melntain an emergency preparadness pian that
must be [evaluated], and updated at least
annually.

This REQUIREMENT is not met as evidenced
by: :

Based on record review and interview, the facitity
failed fo ensure the EP (Emergency
Preparedness) Program was reviewed on an
annua! basis. Fallure to review the EP program,
policles and procedures annually has tha
potential ta perform training and exerclges on
outdated informatian, leaving the facility residents
and staff vulnerable during emergencies. This
deficient practice affected 88 resldents, staff and
visitors on the date of the survey.

Findings include;

During review of the facllity EP plan, policies and

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORREGTION (16}
PREFIX |(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORREGTIVE AGTION SHOULD BE o
TAG OR LSG IDENTIFYING INFORMATION) TAG CROS&-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
E 004

What corrective attion will be accomplished
For those residenis found to hiave boen affected

By the deficiont practice.
There were no residents identtfled.

How will you identify other residents wha have
the potentint to be affected by the sama
deficient practice and what corrective action

will ba taken.

"There are no residents identified. Residenis
gt the facility have the potential fo be
affected by this deficient practice.

Moasures bn place and what systemie thanges
wiil be made to ensure that the deficiont
practice does not recur,

A alart task has been sst up in TELS to ensuw
Raview is completed anuatly.

How the facility plans to monitor performance
to ensure the correcitve uctions are effective

and compliance {3 sustained,

Malntenanca Director will review and repord on
The emergency preparedness program for
Compliance and report findings to QAPI
Monthly X 3 for educational opportunities.

Person rosponsible for compliance.
Maintenance Director

FORM CMS-2587(02-99) Pravious Varsions Obaolate

TMFI21

tf corsinution ehaet Papge 2 of 9




08s30/2015 15:31 LaCrosse Health & Rehab

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(FAXY200 664 U42Z H.UIb/uZe

Pinted: Q&a/7/2018
FORM APPROVED
CMB.NO. 09380381

CENTERS FOR MEDICARE & MEDICAID SERVICES
| STATEMENT OF DEFIGIENGIES (1) FROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION [3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; A, BUILDING GOMPLETED
135042 B. WIKG 08/09/2018

NAME OF PROVIDER OR SUPPLIER
LACROSSE HEALTH & REHABILITATION CEN'

STREET ADDRESS, CITY, ITATE, ZIF CODE

210 WEST LAGROSSE AVENUE
COEUR D'ALENE, ID 83814

(X4) ID
FREFIX
TAG

BUMMARY BTATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]
OR L3C IDENTIFYING INFORMATION)

[}
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION {XE)
(EAGH GORRECTIVE AGTION SHOULD BE GOMPLETION
CROHS-REFERENCED TO THE APPROPRIATE

DEFICIENCY}

E 004

E 006
58=F

Continued From page 2

procedures conducted on &/8/18 from 2:30 - 3:30
PM, the page provided in Section 1 for the facllity
annual review, was nof sighed or dated by the
three (3) designated facilty officials as
presctibed, Interview of the Administrator,
Maintenance Director and the Director of Nursing
established the facility plan was recently updated
and no formal review of its contents in its entirety

had been complstad.

Referance;

42 CFR 483.73 (a) '

Plan Based onh All Hazards Risk Assassment
CFR(s): 483, 73(a)(1)-(2)

{(a) Emergency Plan. The [facility] must dovelop
and maintain an emergency preparednass plan
that must be reviewed, and updated at least
annually. The ptan must do the following:]

{1) Be based on and include a documented,
faciity-basad and community-based rigk
assegsmant, ytilizing an all-hazards appreach.”

*[For LTC facilities at §483.73(a){1):] (1) Be
basad on and include a documented,
facility-based and community-based risk
assesameant, utilizing an all-hazards approach,
including missing residents.

*[For ICF/IIDg at §483.475(a)(1):] (1) Be based an

and include a documented, facility-based and
cormmunily-based risk sgsesament, utilizing an
all-hazards approach, including missing clients.

{2) Include strategies for addressing emnergency
‘avants identified by the risk assessment.

* [For Hospices at §418.113(a)(2):] (2} Include

strategies for addressing emergency svents

E 004

E 006
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What cerrective nction will be accomplished

cara.

by:

fachity based and communtty based risk

logation, This deficlent practice affected 89

survey.

Findinge include:

provided emergency plan, policies and

the facility. Review of the current county

had hot been used in devaloping the HVA.

Reference:

identified by the risk assessment, including the
management of the congeguances of powar
fallures, natural disasters, and other emergencies
that would affect the hospice's ability to provide

This REQUIREMENT Is not met as evidenced

Based on record review and Interview, it was
deterrmined the facility failed to develop an EP
plan that included a geographically relevant

assessment. Failure to provide a ralevant faciiity
and community based rlsk assessment, has the
potential to focus staff training and resources on
hazards that are not consletent with the facility

residents, staft and vigitors on tha date of the

1) On 8/8/18 from 2:30 - 3:30 PM, review of the

proceduras, revealed tha facllity HVA (Hazard
Vuinerability Analysis) provided information of the
prabability and impact of Hurricanes and Tidal
waves, which are not geographically relevant to

all-hazard mitigation plan for the area published in
2015, found no indication Hurricanes or Tidal
waves, pose a likely hazard or threat to the area.

2) On 8/9/18 from 1:00 - 3:30 PM, interviews with
the both the Administrator and the Maintenance
Director stated they wera not aware Hurricanes or
Tidal waves had been Included in tha faclity risk
assessment and the available county information

For those residents found to have baon affected
By the doflcient practice.

There wars no rosidents identified,

How will you ktentify other residents whe have
the potentlal to be affected by the same
deflclont practice and what corroetive actlon

will be taken.

There are no residents identifled, Residents
at the fhcility hava the potentiaf o be
effected by this deficiont practice,

Measures in place and what systemic changes
will be mada to ensure that the deficient
practica doss not recur.

Maintenanca Director and leadership team wilt
Review the raglons hazardous valnarability
Assessmant and ensure that LaCrosse Health
& Rehabilitation's hazardous vulnorability
Assessment eoincides with regional thieats,

How the facility plans to monItor performance
to snsure the corrective actions are effective
and complianco Is sustalned.

The hezardows vainerabitity assessment will be
Revicwed annually through QAP] to ensurs
Infarmation is updated and does not include non-

Reglonat hazards.

Person reaponsibie for complianes.
Maintenance Director

Ty
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SUMMARY STATEMENT OF DEFICIENCIES W0 PROVIDER'S PLAN OF CORREGTION o
(EACH DEFICIENGY MUST BE FRECEDED BY FULL REGULATORY  PREFIX (EAGH CORRECTIVE AGTION SHOULD BE CoMPLETION
DR LBC IDENTIFYING INFORMATION) TAQ CROSS.REFERENCED T0 THE APPROPRIATE
DEFICIENCY)
Continyed From page 4 E 00g
42 CFR 483.73 (a) (1) - (2)
E 009 | What corrective netion will be accomplished

Local, State, Trikal Collaboration Pracess
CFR(s): 483.73(a)(4)

[(#) Emergency Plan. The [facility] must develop
and maintain an emergency preparaedness plan
that must be reviewad, and updated at least
annually. The plan must do the following:}

(4) include a process for cooperation and
tollaboration with local, tribal, regional, State, and
Federal emergency preparedness officials' efforts
to maintaln an integrated response duying a
disaster or emergency situation, including
docurnentation of the facility's efforls to contact
such officials and, when applicable, of its
participation in callaborative and cooperative
planning efforts,

* [For ESRD facilities only at §494.62(a)(4)}: (4)
Include a process for copparation and
collaboration with logal, tribal, regional, State, and
Federal emergency preparedness offinials’ efforts
to maintaln an integrated respanse during a
disaster or emergenay situation, including
documnentation of the dialysis facllity's efforts to
contact such officials and, when applficable, of its
participation In collaborative and cooperative
planning efforts. The dialysis facility must contact
the local smargency preparedness agency at
least annually to confirm that the agency |8 aware
of the dialysis facility's needs in the event of an
emergency.
‘tl)‘his REQUIREMENT s not met as avidenced

!
Based on record review, it was determined the
fagility falled to document callabioration with local,
tribal, regional, State and Federal EP officials and
integrated emergsncy response effarts. Failure
to davelop a collaborative planning effort with

For thaose residents found to have boon affocted
By the deficient practice.

There were no residents idontified.

How will you [dentify ather yesidents whe have
the potential to be affected by the same
deficiont practice and what corrective actlon

will be taken.

There ore no residents identified. Residents
at the fecility have the potential to be
affcctad by this deflclent practice.

Measores in place and what systemIt changes '
will be made to endure thut the defictent
practice doos not recur.

Staff was in serviced on the facility emergency
Plan. LaCrosse Health and Rehabilitation will be
Actively involved in collaboration with local,
State and trbal entities on a scheduled basls o
Establish contact and dinlog between frellity and

Other agencles during a disaster. 1

How the facility plans fo monitor performance
to ensure the corrective actions are sffective
and compliance is sugtainod,

The emergency plan will be raviewed annually to
Ensure compliatce through QAY! and findings
Asgessed for correetive actions if necessary,

Person responsible for compliance.
Maintenance Dicector

74
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES  [(X1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
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) SUMMARY STATEMENT OF DEFICIENGIES P PROVIDER'S FLAN OF CORRECTION )
PREFIX ((EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATIGN) TAG CROSE-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)
E 009| Continued From page 5 E 008
multi-jurisdictionat entities, has the potential to
limit the facilities options during a disaster, This
deficlent practice affected B9 residents, staff and
visitors on the date of the survey,
Findings include:
On 8/8/18 from 2:30 - 3:30 PM, review of
provided policies, procedures and the emargsncy
plan, failad to establish documentation indicating
coflabarative involvement with local, tribal,
regional Stete and Federal EP officials, including
guch involvernent as participation in county EMS
or regional healthcare coalition mestings.
Reference;
‘| 42 CFR 483.73 (a) (4)
E 031| Emergency Officials Contact Information E031 )
58=D| CFR(s): 483.73(c}2) ' Wit corvective action will bo aecomplished
Yor those residents found to have been nffected
[(¢) The [facility] must develap and maintain an By the deficient practice.
emergency preparedness communication plan N I
that camplies with Fedaral, State and local taws There were O residents identificd.
and must he reviswed and updated at least How will you identify other residents who have
annually.] The communication plan must include the potential to be affcctod by the samo
all of the following: deficient practico and what corrective action
will be taken.
(2) Contact information for the fallowing: o
(i} Federal, State, tribal, reglonal, and local There are no residents identified. Reaidents
emergency preparedness staff. at the facility have the potential to be
(il) Dthar saurces of assistance. affected by this deficient practics,
*[For LTC Facilities at §483.73(c):} (2) Contact
informatior: for the following:
(i) Federal, State, tribal, regional, or local
emergency preparadness staff,
{i) The State Licensing and Centification Agency.
{iil) Tha Office of the State Long-Term Gare
Ombudsman,
{iv) Other sources of assistance.
A
7MFJ21 if continusalion shaet Faga § of &
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (%3] DATE SURVEY
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135042 B. WING 08/09/2018
NAME OF PROVIDER OR SUPPUER STREETADDRESS, QITY, STATE, 2IP CODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 0

PREFIX  |(EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORREGTIVE ACTION 8HOULD BE COMPLETION
TAG OR LG IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE AFPROPRIATE
DEFICIENCY)
E 031| Continued From page & E 031

Moeasures in place and what systomic changes

*For ICF/1IDs at §483.475(c):] (2) Contact will be made to ensure that the deficiant
practice does not recut.

Inforrmation for the following:
(i) Federal, State, tribal, regional, and loca)

emergenay preparedneqs staff. LaCrosge Health and Rehabilitation will sthedule

('.!) Other snumgs of assistance. . collaborative efforts with local, state and tribal

(ilf) The State Licensing and Certification Agency. entitics and have contact and dialog betwesn

{iv) The State Pratection and Advogacy Agancy. facllity and other agencies during a disaster,

This REQUIREMENT is not mat as svidenced

by, during annual review faclity will insure all
Information and contacts ace updated for

Based on record review, the facility falled to
ensure current contact information for emergency contacting agencle,
management officials and other resources of

assistance was pravided in the emergancy .

. . How the fnzility plans to monitor performance
'commurl"cabun p]an. FaHurE t.o prOVlde uPda??d to ensure thﬂ :grgectlve E‘:tiﬂﬂ’ HI'E ﬁﬂ‘ecti"e
information for resources available to the facility and compliznce is sustained.

has the potential to hinder facility response and
continuity of cara for the 89 residents, staff and
vigitora in the facility on the date of the survey.

The emergenoy plan will be reviewed annuatly to

Ensure compliance through QAPI and findings
Agsessed for corrective detions if necezsary. !

Findings include:
On 8/8/18 frorn 2:30 - 3:30 PM, review of the Person responsible far compliance. © g»
emergency plan, policles and procadures, Maintenance Director 19/ /

revealed the plan did not include contact
information for State Licensing and Certification

Agency,

Refarence;
42 CFR 483.73 (c) (2)

E 039| EP Testing Reguiremeants E 039
55=F| GFR(5); 483.73(d)(2)

(2) Testing. The [facility, except for LTC facilities,
RMNHCis and QPOs] must conduct exerclses to
test the emergency plan at least annually, The
[Facility, except for RNHCIs and OPQOs] must do
all of the following:

*[For LTC Facilities at §483.73(d):] (2) Testing.

it conlinuaticn gheet Page 7 of 8
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STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION 1%3) DATE SURVEY

AND PLAN OF GORRECTION IDENTIFICATICIN NUMBER: A, BUILDING COMPLETED
135042 B, WING 08/09/2018

MAME OF FROVIDER OR SUPPLIER STREET AUDRESS, CITY, 8TATE, ZIF CODE

LACROSSE HEALTH & REHABILITATION CEN; 240 WEST LACROSSE AVENUE

COEUR D'ALENE, ID 83814

PROVIDER'S PLAN OF CORRECTION

X8}
COMPLETION
CATE

following:]

(facility] is exempt from engaging in a

of the actual event,

emergency plan.

The L.TC facility must conduct exerclses lo test
the emergency plan at least annually, including
unannounced staff drills using the emargency
procedures, The LTC facility must do all of the

(i) Participate In a full-scale exercise that is
community-basad or when a community-based
exercise is not aceessible, an individual,
facitity-based. If the [facility] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the

cammunity-based or individual, facility-based
full-scale exercise for 1 year foliowing the onsat

(i) Conduct an additional exercize that may
include, but is not limited to the fallowing:

{A) A second full-scale exercisa that is
community-based or individual, facllity-based,

(B) A tabletop exercise that Includes a group
discussion lad by a facilitator, using & narrated,
clinically-relevant emargency scenario, and & set
of problem statements, directed massages, or
prepared questions designsed to challenge an

(i) Analyze the [facility’s] responee ta and
malntain dogumentation of all drills, tabletop

() D SUMMARY STATEMENT OF DERIGIENGIES ] o
PREFIX  [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EAGH CORRECTIVE AGTION SHOULD BE
TAQ ©R LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENGY)
E 038! Continued From page 7 E 039

By the deficient practics,

There were nio residants identified,

will be taken.

Affected by this daficient practice.

practice does not recur,

and ¢empliance is sustnined.

Reviewed annually through QAPL

‘What eorrective action will be accomplished
For those residents found to have been affected

Haw will you Identify other residents who have
the potentinl to be aiffected by the samo
deflelent practice and what correctiva netfon

There are no residants identifisd, Resldents/
StafT at the faeility have the potential to ba

Measures in place and what systemic changes
will bo made to ensure that the deficient :

LaCrosse Health and Rehabilitation will participate
In a sohaduled community based disaster drill and
or a facility table top drill with the complction time,

How the facility plans to manftoy performance
to emsure the corrective actlons are effective

TELS tagk system will alert all raspongible porties ¢
That community end table top drills are io be

exercises, and emergency events, and revise the
[facllity's] emergancy plan, as needed,

*[Far RNHCis at §403.748 and OPQOs at
§4886.350] {d){2) Testing. The [RNHCI and OFQ]
must canduct exercisas to test the emergency
plan. The [RNHGI and OPQ] must do the
folowling:

(i) Conduct a paper-based, tabletop exercige at
least annually, Atabletop exerclse Is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scanario, and a set

Person responsible for compliance,
Maintenance Director

H
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BUMMARY STATEMENT OF DEFICIENGIES 0

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE AGTION SHOULD BE

{45]
COMPLETION
BATE

emergancy plan.

needed.

by:

continulty of care (o rasidants during an

survay.

Findings Include;

plan, palicies and procedutas,

Interview of the Administrator, SDC and
yet to complete these exercizas.

Refaerance;
42 CFR 483,73 (d) (1)

of problem statements, directad messagas, or
prepared questions designed to challenge an

(i) Analyze the [RNHC!'s and OPO's] response
to and maintain documentation of all tabletop
exercises, and emergency events, and revise the
[RNHCI's and OPO's] emergency plan, as

This REQUIREMENT is not met as evidencead

Bagzad an racord review and interview, it was
determined the facility failed lo complete two
full-scale exercisas which tested the emergency
preparedness plan and the overall readiness of
the facility, Fallure to participate in full-scale or
tabletop exercise evants has the potential to
reduce tha facility's effectiveness in providing

emergency. This deficient practice affected 88
residants, staff and visitors on the date of the

On &/8/18 from 2:30 - 3:30 PM, review of
provided emergency plan inservice and training
documentation, failed to demonstrate completion
of twa (2) full-scale sxercises, testing tha
effectivanass of the emergency praparedness

Maintenance Director, confirmed the facllity had

(X4} 1D
PREFIX [(EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATGRY|  PREFIX
TAG OR LSC IDENTIFYING INFORMATION) TAG CRO85-REFERENGED TO THE APPROPRIATE
DEFICIENGY)
£ 039] Continued From page 8 E 038
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