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Provider #: 135042

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Littman:

On July 24, 2019, 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 survey found the most serious deficiency
to be a widespread deficiency that constitutes no actual harm with potential for more than
minimal harm that is not immediate jeopardy, as documented on the enclosed CMS-2567,
whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
each deficiency and state the date when each will be completed. Please provide ONLY ONE
completion date for each federal and state tag in column (X5) Completion Date to signify when
you allege that each tag will be back in compliance.
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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 14, 2019.
Failure to submit an acceptable PoC by August 14, 2019, may result in the imposition of civil
monetary penalties by September 5, 2019.

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;

e 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;

o What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

o 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,

o Include dates when corrective action will be completed.

o 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 (CMXS) if your facility has failed to achieve substantial compliance by August 28, 2019,
(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 October 22,
2019. A change in the seriousness of the deficiencies on September 7, 2019, 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
August 28, 2019, includes the following:

Denial of payment for new admissions effective October 24, 2019.
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 January 24, 2020, 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 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 July 24, 2019, 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 14, 2019. If your request for informal dispute
resolution is received after August 14, 2019, 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/)j
Enclosures
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K 000 | INITIAL COMMENTS

The facility is a single story, type V (111)
structure, constructed in 1967, The facility is
comprised of seven smoke compartments, is fully
sprinklered and equipped with an interconnected
fire alarm system, including smoke detecstion In
corridors and open spaces, The 300 and 600
halls have additional smoke detaction In each
resident sleaping room. The facility is equipped
with a ventilator unit, which was approved in
November of 2011 for 24 beds. The Type 1 EPSS
(Emergency Power Supply System) is supplied by
a diesel powered, on-site automatic generator
with 28 hours of fuel supply on hand. The facility
Is currently licensed for 100 SNF/NF beds and
had a census of 73 on the datas of the survey.

The following deficiencies wers cited during the
annual Fire/Life Safety survey conducted on July
23 - 24, 2018. The facility was surveyed under the
LIFE SBAFETY CODE, 2012 Edition, Existing
Health Care Occupancy In accordance with 42
CFR 483.70.

-

The survey was conducted by:

Linda Chaney

Health Facility Surveyar

Facllity Fire Safety and Construction
K 291 | Emergency Lighting

58=F | GFR(s): NFPA 101

Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration
is provided automnatically in accordance with 7.9.
18.2.5.1, 19.2.9.1

This REQUIREMENT is not met as evidenced

by:

K 000| This Plan Of Correction canstitutes this
facility’s written allegation of compliance
for the deficiencies eited.

K291| What corrective action will be accomplished 9 /q
for those residents found to have been affected

by the deficient practice,

There were no tesidents identified

TITLE {X8) DATE

&.D. g28-2017

ather safeduards provide sufficient protaction te tha patlantz, (Sae inatructions. ) Excapt for nurs{ng hames, tha findings statad above ara dlsclosable 50 daya
! ving tha date of survey whether or nat & plan of correction ia provided, For nuraing homes, the above ﬂndmgs and plana of corraction are disclosable 14
following the date these documents ara made availabie to tha facliity. If daficlancias are cltad an approvad plan of carmactian Is raqulsite to continuad

program participation.

FORM CM8-2687(02-98) Pravious Visrstons Qbsolete Event ID: 505821

Facllity ID; MD3001350 lf contlnuation sheet Page 1 of 16
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K 281 | Continued From page 1 K 291 How will you identify other residents wha lmvelg

the petential to ba affected by the same

Based on record review, interview, and g
deficient practice and what corrective actlon

operational testing, the facility failed to ensure

H

|

a

amergency lighting was operational and testing will ba taken, '
performed and documented in accordance with Residents residin |
P g at the facility have the !

NFFA 101, Failure to maintain and test the polentisl to be affested by this deficient !
emergency fighting could hinder egress of practice. !

residents during an emergency. This deficient
practice affacted all residents and staff on the

dates of the survey. Measares in place and what systemit changes

will be made to ensure that the deficlent
practice does not recur.

Findings include:
The 10 second monthly test of the emergency

1.) During raview of the emergency lighting test .

logs on July 23, 2019, from approximately 8:00 B D e TRLG ryetem

AM ta 12:35 PM, records revealed a 30 second

monthly test of the emergancy lighting had not The 90 minute annual t¢st of the cmergency
been performed in August 2018 or April 2019, lighting system as been performed and
Additlonally, no documentatich for a 90-minute results documanted in TELS syatem as of \
annual test of the emergancy lighting could ba 8/12/19. i
praduced. !
2.) During tha facility tour on July 24, 2019, from The emergency light in the medication !
approximataly 8:00 AM to 11:00 AM, operatianal g-;:; t';;::;i f.‘ff ;ﬁzﬂ;;;sf; dﬂf:;‘cm:mm !
testing of the emargency lighting ravealed the entered in TELS system

emergency light in the madication room behind
the 1-5 nurse's station was non-gperational. i

Interview of the Maintenance Director nn July 23, How the facility plans to monitor performanee
2018 at approximately 11:00 AM, revealed the to ensure the corrective actions are effective
facility was unaware of the missing testing and compllance is sustained.

documentation. During the facllity tour on July 24, » !
2018 at approximately 10:30 AM when the Required audits, inspections and documeénted

results will be presented at QAPI monthly X 12

nen-ecperational emergency light in tha
P Lo months for verifieation and educational

rmedication raamn behind the 1-5 nurse’s station

i
was discovered, the Malntenancs Director stated opportunitics. f
the ot and the 1oty wa unewrs twas Person respantble fo compliance.
now noh-operational. ‘
Actugl NFPA standard:
FORM CMB.2587(02-99) Pravious Verslons Dbaclals Event (D: 803821 Facliity ID: MDS0012%0 If continuation sheat Paga 2 of 16
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NFPA 101

19.2.9 Emergency Lighting.

19.2.9.1 Emergency lighting shall be provided in
accordance with Section 7.9.

1.) 7.2.3 Perlodic Testing of Emergency Lighting
Equipmsnt.

7.9.3.1 Required emargency lighting systems
shall be tested in accordance with one of the
three options offered by 7.9.3.1.1, 7.9.3.1.2, or
7.9.3.1.3.

7.8.3.1.1 Testing of required emergency lighting
systemns shall be permitted to be conducted as

follaws:

weeks between tests, for not less than 30
seconds, except as atherwise permitted by

7.9.3.1,1(2),
(2)*The test intarval shall be permitted to ha

autharity having juriediction.

for a minimum of 1-1/2 hours if the emergency
lighting system is battery powered.

(4) The emergency lighting equipment shall be
fully operational for the duration of the tests
raquired by 7.9.3.1.1(1) and (3).

shail ba kapt by the awner for inspection by the
authority having Jurisdiction.

7.9.3.1.2 Testing of required emergency lighting
systemns shall be permitted to be conducted as

follows:
(1) Self-testing/selt-diagnostic battery-operated

(2) Mot less than once every 30 days,
self-testing/self-diagnostic battery-operated

(1) Functional testing shail be conducted manthly,
with a minimum of 3 weeks and a maximum of 5

extended beyond 30 days with the approval of the

(3) Functionaf testing shall be conducted annually

(&) Written recards of visual inspactions and tests

emergency lighting equipment shall be provided.

emergency lighting equiprnent shall automaticaily
perform a test with a duration of a minimum of 30

FORM CM3-2587(02-08) Previgus Vacsiona Obaclels
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NAME OF PROVIDER OR SUPPLIER

K 291} Continued From page 3 K 281
seconds and a dlagnostic routine,

(3) Self-tasting/self-diagnostic battery-operatad
emergency lighting aquipment shali indicate
failures by a status indicator,

(4) A visual inspection shall be perfarmed at
intervais not exceeding 30 days.

(5) Functional testing shall be conducted annually
for a minimum of 1-1/2 hours,

(6) Self-testing/self-diagnostic battery-operated
emergency lighting equipment shall be fully
opefationat for the duration of the 1-1/2-haur test,
{7} Written records of visual inspections and tests
shall be kept by the owner for inspectian by the
authority having jurisdiction.

7.9.3.1.3 Testing of required emergency lighting
gystemns shall be parmitted (o be conducted as
follows:

{1) Gomputer-based, seif-testing/seif-diagnostic
battery-operated

emargency lighting equipment shall be provided.
(2) Not less than once every 30 days, smergency
lighting equipment

shall automatically perform a test with & duration
of a minimur of 30 seconds and a diagnostic
routine,

(2) The emergency lighting equipment shall ,
autormatically perfarm annually a test for a

minimum of 1-1/2 hours,

{4) The emergency lighting equipment shail be
fully operational for the duration of the tests
required by 7,9.3.1.3(2) and (3).

(5) The computer-based system shali be capahle
of praviding a report of the histary of tests and
failures at all imes,

2.) 7.8.2,1* Emergency lllumination shall be
provided for a minimum of 1-1/2 hours in the
svent of failure of normal lighting. Emergency
lighting facilities shall be arranged to provide
initial lfumination that is not iess than an average
Event I): 509824 Faclilty 1D: MDS001350
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of 1 ft-candis (1C.8 fux) and, at any point, not jass
than 0.1 ft-candle (1.1 lux), measured along the
path of egress at floor level. llumination levels
shall be permitted to decline to not less than an
gvarage of 0.6 ft-candle (8.5 lux) and, at any
point, not less than 0.08 ft-candie (0.85 lux) gt the
end of 1-1/2 hours. A maximum-to-minimum
ilurination uniformity ratic of 40 to 1 shall not be
exceaded,
7.8.2 6* Existing battery-operated emergancy
lights shall use only reliable types of rechargeable
batteries provided with suitable facilities for
maintaining them in properly charged condition.
Batteries used in such lights or units shall be
approved for thair intendad use and shall comply
with NFPA 70, National Electrical Cade.
KK 325 | Alcohol Based Hand Rub Dispenser (ABHR) K325} What corrective action will be accomplished | 8’ (q
ss=F | CFR(8): NFPA 101 for those residents found tg have been offected
by the defielent practice.

Alcohel Based Hand Rub Dispenser (ABHR)
ABHRSs are protected In accordance with 8.7.3.1,
unless alt conditions are met:

* Corridor s at least 6 feet wide

* Maximum individusi dispenser capacity is 0.32
gallons (0,53 gailons in suitas) of fluid and 18
ounces of Level 1 aerasols

* Dispensers shall have a minlmum of 4-foat
horizantal spacing

* Not more than an aggregate of 10 galions of
fiuid or 135 ounces aerosol are used In a singls
smoke compartment outside a storage cabinet,
exciuding one Individual dispenger per room

* Storage in a single smoke compartment greater
than § gallons complies with NFPA 30

* Dispensers are not installad within 1 Inch of an
lgnition source

* Dizpensers over carpeted floors are in
sprinklerad smoke ¢ompattments

There werz no tesidents identifled

Haw will you identify othear residedts wha hiave:
the potential to be affected by the same
deficlent practice and what corrective action
will be taken,

Residents regiding 2t the facility have the
potential to be affected by this deficient
practice,

FORM CMS-2547({02-99) Pravious Vemigna Obsatela

Event I0: 505821
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Mensures in place and what systemic changes|

K 325 | Continued From page 5 K 328 o A
* ABHR does not exceed 85 percent alcohol ::m;:’ ;:;':;":;T,tm the deficlont !
* Oparation of the dispenser shall comply with ' :
Section :18.3.2.6( 11) or 12.3.2.6(11) . Policy and Procedure and education has been
* ABHR is protected against inappropriate access Provided to staff associated with the testing of !

ABHR dispensers each time they are refilled }
ot teplaced. PAP includes 4 log and audit sheat
to denote verifieation of audit, replacement,
repair and date of appropriate action. ‘

) 18.3.2.6, 19.3.2.6, 42 CFR Paris 403, 418, 460,
482, 483, and 485
This REQUIREMENT is not met as evidenced

by:
Hased on record review, observation and How the facility plans to meaitor perfnrmnncei
interview, the facility failed to ensure : p

) ti
alcohol-hased hand rub (ABHR) dispensers were ::,;n:::,:,manz:ri:e:us‘;:I::g?m pee effosive i
maintained in accordance with NFPA 101, Faiiure f
to ensure ABHR dispensers ars clear of ignition Required audits, inspections and documented :

sources and tested during refilling procedures, results will be presented at QAPT monthly X3 |

has the paotential of increasing the risk of fires manths for verification and educational

from flammabie liquids. This deflclent practice opportunities.

affected all residents and staff on the dates of the

survey. Perzon respensible for complinnce.
Housekesping Manager or designee.

Findings include:

1.) During review of providaed maintenance
inspection/testing records conductad an July 23,
2019, from approximatsly 9:00 AM to 12:35 FM,
no dacumentation could be produced for the
tasting of ABHR dispensarsg each time they are
refilied.

2.) During the facility tour conducted on July 24,
2019, from approximataly 8:00 AM - 11:00 AM,
manual ABHR dispensars were obsarved
throughout the facility. Further observation
revealed an ABHR dispenser had been installed
directly over a light switch in the dining room,
directly outside of the kitchen door.

On July 24, 2019 st approximately 9:30 AM when
the ABHR was discovered directly over the light
switch in the dining room, the Maintenance

Director stated the fagility was unaware of
instaliation requirements for ABHR dispensers, L
Evant ID; Q3821 Facilkty I0; MDS001350 If continuation sheat Page € of 18
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Continued From page 6

and iImmediately removed the ABHR dispenser
from that location, He further stated the facility
was unaware of the requirement for tasting
dispensers aach tims a refill is installed,

Actual NFPA standard:

NFPFA 101

19.3.2.6" Alcohol-Based Hand-Rub Dispensers,
Alcohol-based hand-rub dispensers shall be
protected in accordance with 8.7.3.1, uniess all of
the following conditions are met:

(1) Where dispensers are instailed in a corridar,
the corridor shall have a minimurn width of 6 ft
(1830 mm).

(2) The maximum individual dispenser fluid
capacity shall be as follows: (a) 0.32 gal (1.2 L)
for dispensers in rooms, corridors, and areas
open {o corridors

(b) 0.53 gal (2.0 L) for dispensers in suites of
rooms

(3) Where aerosoi containers ara usead, the
maximum capacity of the aerosol dispenser shall
be 18 oz. (0.51 kg) and shall be limited to Level 1
aerosols as definad in NFPA30B, Code for the
Manufacture and Starage of Aerosol Products,
(4) Dispensers shall be separated from each
other by harizontal spacing of not {ess than 43 in,
(1220 mm).

(5) Not more than an aggregate 10 gal (37.8 L) of
alcohol based hand-rub soiution or 1135.0z (32,2
kg) of Lavel 1 asrosols, or a combination of
liquids and Leval 1 aerosols not to exceed, in
total, the equivalent of 10 gal {37.8 L) or 1135 oz
(32.2 ky), shall be in use outsida of a

storage cabinet In a single smake compartment,
except a3 otherwise provided in 19.3.2.6(6).

{8) One dispenser complying with 19.3.2.6 (2) or

K 325

FORM CMS-2287(02-59) Praviaua Versions Qbealste

Event ID: 605821
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08;12;2019 11 :27 (FAX)2085545337 MV e, W iw HIAEU T
uEFARIIVEN! UF HEALIH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBNO, 0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE FAGILITY BUILDINGS 1 & 2 COMPLETED

135042 8. wWiNG 07/24/2018
NAME OF PROVIDER QR SUPPLIER BTREET ADDRESS, CITY, 8TATE, ZIF CODE
210 WEST LACROSSE AVENUE
C L 51
LACRQSSE HEALTH B REHABILITATION CENTER COEUR D'ALENE, ID 83814
(*%4) ID SUMMARY STATEMENT OF DEFICIENGIES ) FROVIDER'S PLAN OF CORRECTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD 88 COMPLETION
TAG REQULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
K325 Continuad From page 7 K 325

(3) per room and located In that room shall not ba
inciuded in tha aggregated quantity addresaed in
19,3.2.8(5).

(7) Storage of quantities greater than 5 gal (18.8
L) in a single smoke compartment shall meet tha
requirarnents of NFPA 30, Flammiable and
Combustibla Liguids Cade.

(8) Dispensers shall not be installed in the
foilowing locations:

(a) Above an ignition source within a 1 in, (25
mm) horizontal distance from each side of the
ignition source

(b} To the side of an ignition source within a 1 in.
(256mm) horizantal distance from the ignition
S0Urcs

(c) Baneath an ignition source within a 1 in. (25
mm) vertical distance from the ignition source
(8) Dispensers instalied directiy over carpeted
floors shall be permitted only in aprinklerad
srnoke compartments.

(10) The alcohol-based hand-rub saiution shall
not exceed 95 percent alcohal cantent by volume.
(11) Qperation of the dispenser shall comply with
the following

criteria:
(a) The dispenser shall not releass its contents

except when the dispenser is activated, sither
manuafly or automatically by touch-free
activation.

(b) Any mctivation of the dispenser shall occur
only when an object is placed within 4 in. (100
mm) of the sensing device.

{c) An object placed within the activation zone
and left In place shall not cause more than one
activatian.

(d) The dizpenser shall nat dispense mare
golutlon than the amount requirad for hand
hygiene consistent with label instructions.

(e) The dispensar shall be designed, constructed,

FORM CMS-2587(02.09) Pravicus Vasiona Qbsolata Evant {D: 803821
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, (FAX)2085646337
08/12/2018 11:2 PRINTED: 07/31/201%
wrAn g MeEN | UF HeALTH AND HUMAN SERVICES FORM APPRQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GCONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A, BUILDING 01 - ENTIRE FACILITY BUILDINGS { & 2 COMPLETED
135042 B. WING 07/24/2048
NAME OF PROVIDER QR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF CODE

LACROSSE HEALTH & REHABILITATION GENTER

210 WEST LACROSSE AVENUE
COEUR D'ALENE, ID 83814

Sprinkler System - Maintenance and Testing
Automatic sprinkier and standpipe systemns are
Inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-bazed Fire
Protection Systems, Records of system dasign,
maintenance, inspection and testing are
maintained in 8 secure Jocation and readily
avajlable, .

a) Date gprinkier system last checkad

b) Who provided systern test

¢) Water system supply saurce

Provide in REMARKS information on coverage for
any non-required or partial autornatic sprinkler
system.

9.7.5,9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT 18 nat met as evidenced
by;
Based on recard raview and interview, the facility
failed to ensure that fire suppression systams
were malntained in accordance with NFPA 25,
Failure to ingpect and maintain suppression
systems has the patential to hinder system
performance during a fire event and/or render the
faciiity not fully sprinklered after an activation or
repair. This deficient practice affected ail

(X4 (D SUMMARY ETATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOLLD BE COMELETION
TAG REGULATORY OR L5C IDENTIEYING INFORMATION) TAG CROSS.REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
K 326 Continued From page 8 K 325
and gparated in 8 manner that ensuras that
accidental or mallcious activation of the
dispensing device is minimized.
(f) The dispenser shall be tested in aocordance
with the manufacturer ' s care and use
instructions each time & new refilf is instailed.
K 353 | Sprinklar System - Maintenance and Testing K353] What corrective netion will be accompiished g Z«S’/ / ‘7
g8s=F | CFR(s): NFPA 101 for those residents found to have been aifected

by the deficlent practice.
There were no residents identified

How will you identify other residents who have
the potential to be affected by the same
deficient practice and what correctlve action
will be taken.

Residents residing at the facility have the
patential to be affocted by this deficient
practice. ‘
Measures in place and what systemic changes ;
will be mads to ensure that the deficient ;
prattice does not recur. {
Documentation demonstrating the cormpletion if !
a manthly wet system control valve and gauge |
inspection completed 8/12/2019. !
i
Documentation demonstrating completing of l
a quartetly water flow alarm test shali be
provided by fac{lity complisnce date, Sprinkier
tizads in copy raom, 200 haliway near exit door
and hall way outside roam # 103 sholl be
repaired or raplaced by corpliance date,

FORM CMS3-2587(02-89) Previous Versiona Qbsolats

Event 1D: 5081

Faclilty 1D: MDS001350

If centinuation shest Page 8 of 18
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%320866456337
084 12/,2019 11:28 . (FAR) CORY I ERG WA AU
WL A VIS U IEALTA AND HUMAN BERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SBERVICES OMB NG, 0938-0391
STATEMENT OF DEFICIENCIER (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE GONSTRUCTION {(X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING 01 - ENTIRE FAGILITY BUILDINGS 1 & 2 | COMPLETED
135042 B. WING 07/24/201%
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF CODE
210 WEST LACROSSE AVENUE
CROSSE HEAL E CE
LA Sk TH & REHABILITATION CENTER GOEUR D'ALENE, ID 83814
(X4) 0 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION (x5)
PRERiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIA (EACH CORRECT/VE ACTION EHOULD BE COMPLETION
TAG REGUILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS~REFERENGEDIT0 T%E APPROPRIATE DATE
DEFIGIENC

K 353 | Continusd From page 9 i 353! How the facility plang to monitor performance;,
to enaure the corrective setions are effective

residents and staff on the dates of the survay. and complinnce is sustained.

Findings include: Required audits, inspections and documented |
results will be prescnted at QAPI monthly X3 |

months for verification and educational

1.) During review of provided facility inspection
opporMIRitiss. i

and testing records conducted an July 23, 2019
from approximately 8:00 - 12:35 PM, the following

records were not available for review: Person respansiblc for compliance,
- No dacumentation of monthly wet systam Maintenanee Director or designes.
controf vaive and gauge inspections.

- No documentation demanstrating compietion of
8 guarterly waterflow alarm tests for second
quarter 2019,

2.) During the facility tour on July 24, 2019, from
approximately 8:00 AM - 11:00 AM, observation
of the sprinklar head in the dirty linen room
appeared to be “lpaded” with graasy duat and lint,
Further gbservation reveaigd painted sprinkler
heads in the following locations:

- Copy machine room.

- 200 Haliway near exit door.

- 100 Halflway culside of room #103.

Ihterview af the Maintenance Director on July 23,
2019 st approximately 11:05 AM reveaied the
facliity was not awara of tha miasing
documentation prior to the date of the survey,
When the ioaded and painted sprinkler heads
were discavered during the facility tour on July
24 2019 from approximately 8:00 AM - 11:00 AM,
the Maintenarice Diractor stalad the faciiity was
una;vara of the loaded and painted sprinkler
haads,

Actual NFPA standard:

NFFA 25
5.2.1 Sprinklers.
5.2.1.1* Sprinklers shall be Inspected from the

Evant iD: 805821

FORM CM5-25587(02-88) Previous Vamions Obsoiate Facliity ID: MDSa0125Q If continuatlon sheat Page 10 of 16
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Da/ 1272019 11:28 e mue
MO MY RIREY T AT FIEALT D ANL AUVIAN SERVIUES FORM APFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_0938-0381

(%3) DATE SURVEY

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/GLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE FAGILITY BUILGINGS 1 & 2 COMPLETED

B. WING 47/24/2018
8TREET ADDRESS, CITY, STATE, ZIP CODE

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

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ps)

FREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROBI-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

135042

MNAME OF FROVIDER OR SUPPLIER

K 353 | Cantinued Fram page 10 K 353
floor jevel annuaily,

5§.2,1.1,1* Sprinklers shail not show signs of
leakage; shall be free of corrosion, foreign
materials, paint, and physical damage; and shall
be istalled in the corract orientation (e.g.,
upright, pendent, ar sidewall),

5.2.1.1.2 Any sprinkler that shows signs of any of
the following shzll be repiaced:

(1) Leakage

(2) Carrasion

(3) Physical damage

(4) Loss of fluid in the glass bulb heat responsive
el=ment

(5) *Loading

(6) Painting uniess painted by the sprinkler
manufacturer

5.3.3 Watarflow Alarm Devices,

5.3.3.1 Mechanicai waterflow alarm devicas
inciuding, but not limited to, water motor gongs,
shall be tested quarterly.

5.2.4 Gauges.
5.2.4.2 Gauges on dry, preaction, and deluge
gystems shail bs ingpected weekly to ensure that
normal air and water pressures are being

maintained.

Chapter 13 Valves, Vaive Components, and Trim

13.3.2 Inspection.
13.3.2.1 All valves shall be inspected weekly.

13.3.2.1,1 Valves secured with locks or
supervised In accordance with applicable NFFA
standards shall be permitted to be inspected
monthiy.

K 712 | Fira Drills

58=F | CFR(s): NFPA 101

K712

FORM CM3-2587(02-98) Previcua Varsiong Obsoleta Event ID: §Q5B21 Faclity ID: MD5001350 it continuation shest Page 11 of 16




0871242018 11:29 (FAX)2086646337 . PeDisaois
LT M UIVILIY T ST MIEML LT ANL FIUIVIAN DERVIUES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0351

STATEMENT OF DEFICIENCIES {X1}) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; A BUILDING D1 - ENTIRE FACILITY BUILDINGS 1 & 2 GOMFLETED
135042 B. WING 07/24/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 2)P CODE
210 WEST LAGROBEE AVENUE
CROSS & RE c
LAGROSSE HEALTH HABILITATION CENTER COEUR D'ALENE, ID 83314
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION (%8)
PREFIX (EACH DEFICIENCY MLIST BE PRECEDED BY FULL, PREFIX {(EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR L3E IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 712| Continued From page 11 K 712! What corrective action will be accomplished / /
hag for those residents found fo have been aifected g 29 / q
Fire Drills by the deficient proctice.

signal and simulation of emergency fira

hetween 8:00 PM and 6:00 AM, a coded

alarms.
18.7.1.4 through 18.7.1.7

hy;

canfusion and hinder the safe evacuation of
residents during a fire event. This deficient
practice affected all residants and staff on the
dates of the suryay,

Findings include:

During record review on July 23, 2014, from
approximately 9:00 AM to 12;35 PM, fire drill
documentation revezled the facility failed to
perform tha fallowing drills:

1.) First and second shift, first quarter 2018,
2,) Second shift, second quarter 2019,

3.) All of fourth quartar 2018,

had failed ta parform the required fire drills,

Fire drills Include the transmigsion of a fire alarm

conditions. Fire drills are held at expected and
unexpected times under varying conditlons, at
least quarterly on each shift. The staff is familiar
with procedures and is awara that drills ara part of
established routine. Where drills are conducted

announcement may he used instead of audible

This REQUIREMENT Is not met as evidanced

Based on record review and Interview, tha facility
failed to provide documentation of required fire
drills, ane per shift per quarter. Fallure to parform
fire drills an each shift quarterly could resuit in

Interview of the Malntenance Directar an July 23,
2019, at approximately 11:10 AM, revealed the
facility was aware of the missing fire drills, The
Maintenance Director stated he was new to his
pasition, and the previous Maintenanca Directar

There were no residents identified

How will you identify other residents who have
the potential to be affeeted by the same
deficient practice and what corrective action
will be taken. .

Residents residing at the facility have the
potential to be affected by this deficient :

practice.

Measures in placs and what systemle changes !
will be made io ensure that the deficient
practice doss not recur.

Documentation demonstrating completing of
required fire drills, one per shifi per quarter shall
oceur by facility compliance date. .

How the facility plans to manitor perfnrmance;
to ensure the carvectlve actions are offoctive i
and compliance Is sustained. ]
Required audits, inspections and documented |
results will be presented at QAP menthly X 3

months for verification und educational i

opportunities,

Person responsible for compliance.
Maintenanee Director or designee.

FORM CM5-2887(02-89) Pravious Versiona Obsalate

Evenl 103; 38821

Faeliity 1D: MDS001350 If continuation sheet Page 12 of 16
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2018 11129 PRINTED: 07/317201
O v miiint U HEALIH AND HUMAN SERVICES FORM APPROVE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE COMSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 04 - ENTINE FACILITY BUILDINGS 1 & 2 COMPLETED
135042 B, WING 0712412018
8TREET ADDARERS, CITY, STATE, Z2IP CODE

NAME OF PROVIDER OR 8UPPLIER
LACROSSE HEALTH & REHABILITATION CENTER

210 WEST LACROSSE AVENUE
COEUR D'ALENE, 1D 83814

Electrical Systems - Other

List In the REMARKS section any NFPA 99
Chapter 6 Elecirical Systams requirements that
are not addressed by the pravided K-Tags, but
are deficient, This information, along with the
applicable Life Safety Code or NFPA standard
citation, shaould be included on Form CMS-2587.
Chapter 6 (NFPA 98)

This REQUIREMENT iz not met as evidenced
by:
Based an observation and interview, the facility
failed to ensure the Essential Elactrical System
(EES) generatar was equipped with a remote
manual stop station in accordance with NFPA
110. Failure to provide a remote manual stop
station has the polential to prevent shutdown of
the emergency generator during a system
maifunction, or unintentional cperation, This
deficient practice affected alf residents and staff
on the dates of the survey.

Findings include:
During the facility tour on July 24, 2019, fram

approximately 8:00 AM to 11:0 AM, a remota
manual stap statlon for the EES generator could

(%4) 1D SUMMARY STATEMENT QF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY DR LEC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
.
K 712 | Continued From page 12 K712
Actual NFPA standard;
19.7.1.6 Drills shall be conducted quarterly on
each shift to familiarize facllity personnef (nurses,
Interns, maintenance engineers, and
administrative staff) with the signals and
emergency action required under varied
conditions.
K 911 | Electrical Systems - Qther K 911! What corrective nction will be acconplished & Z»g , q
s8=F | CFR(s): NFPA 101 far those residonts found to hava been affected’
by the deflcient practics,

There were no residents identificd

How will you identify other residents whe hll\'e;
the potentisl to be affected by the same
deficient practice and what corrective action
will be taken.

Regidents residing at the fagility have the
potential to be affected by this deficient
practice,

Mensures iy place and what yystomic changes |
will be made to ¢nsure thet the defictent
practice does not recur.

Manual remote stop station shall be instatied by
facility outside the building to prevent inadverient:
or ulntentional operation by facility compliance '
date,

"ORM CMS-2587(02-99) Previous Versiona Obsolats

Bvent ID: 5Q5821

Facliity 1D: MDS001380

If contlnuation shaet Page 13 of 16
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08/12/2019  11:30
verAngeEN | U NEALLR AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES OMB NO. 0938-0381

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE QONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE FAGILITY BUILDINGS 1 & 2 COMPLETED
135042 B. WING 07/24/20189
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2If COOE
210 WEST LACROSSE AVENLUE
LAC 8 &
ROSS8E HEALTH & REHABILITATION CENTER COELR D'ALENE, (D 83814
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
DEFICIENCY)
{
i
K@11] Contihued From page 13 K 811| How the facility plans to monitor performance !

to ensure the corrective actions are effective §

not be located. When asked on July 24, 2019, at
and compliance is sustained.

approximately 10:50 AM during the facility tour,

the Maintenznce Dirsctor stated the facifity was Required audits, inspections and documented |
not equippad with a remota stap station. resylty will be p}csepted at QAPI monthly X | S
Actual NFPA standard: ;c:lggz :?'1; e\:rlﬂcuhon and educational

NFPA 89 Persan responsible for compliance.
6.4.1,1,18.2 Safaty Indications and shutdowns Meintenance Director o dezignee,

shall be in accordance with Table 6.4.1.1.16.2.

(SEE TABLE)

NFPA 110

5.6.58.6" All installations shall have a remote
manual stop station of a type to prevent
inadvertent or unintantional oparation located
outsids the room housing the prime maver, whera
so installed, or elsewhere an the premises where
the prime maver is located outside the building,

What corrective action will be accomplished g/Zg/l?

K 818/ Elsctrical Systems - Essential Electric Syste K818
558=F | CFR(s): NFPA 101 for those residents found to have been affected ‘
by the deficient practice.
i - i 1 f
ﬁ:;]t{;aaliffnrgs—res;:; ntial Electric System There were no residents identifled .
The genarator or Ot.her alternate power sourcs How will you identify other residents who bavel
and ?ssocmmd equipment is capable of supplying the potential to be affected by the same
service within 10 seconds. If the 10-second deficient practice and what corrective actien
criterlen is not met during the monthly test, a will be talen.
pracess shall be provided to annually confirm this
capabiiity for the e safety and critical branches. Residents residing at the facility have the
Maintenance and testing of the generatar and potential to be affected by this deficient
transfar switches are performed in accordance practice.
with NFFA 110.
Generator sels are inspected weekly, exercised
under load 30 minutes 12 times a year in 2040
day intervals, and exercised once every 36
months for 4 continuaus hours., Scheduled test
under joad conditions Include a complete
FORM CM3-2687(02.28) Pravious Varsiona Obsolute Evant ID: 5Qs821 Faciflty 10: MD5001350 i continuation sheet Page 14 of 18
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0ss12/2019 11330
et cu A EEY ] FIEAL T AN MUVAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; A BUILDING 01 - ENTIRE FACILITY BUILDINGS 1 & 2 COMPLETED
135042 B, WING 07/24/2019
MAME OF PROVIDER QR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
210 WEST LACRDSSE AVENLIE
LACROSSE HEALTH & REHABILITATION CENTER COEUR D'ALENE, ID 83814
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
FREFIX {(EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE CATE
DEFICIENCY)

K 818 Continued From page 14 K 818] Measures in pluce and what systentic changes |
simuiated cold start and automatic or manual will be mide to ensure that the deficient ‘
transfer of all EES loads, and are conducted by practice does not recur.
competent personnel. Maintenancs and testing of Weekly genetator inspections have begun with
storad energy power sources (Typa 3 EES) are in docum)e’ngted findings ll:oggcd and enter‘gc':! in TELS
gccordance with NFPA 111, Main and feeder systam, :
circuit breskers are inspected annually, and a Monihiy gencrator load tests have begun with
program for pericdicaily exercising the Documenited findings logged and entercd in TELS|
components js astablished accarding to Bystem, f
manufacturer requirements, Written racords of |
maintenance and testing are maintained and How the facility plans to monitor performance |
readily available. EES electrical panels and tn ensure r‘he currechve‘uctlon! are effective I
clreuits are markad, readily Identifiable, and and compliance s sustained. ;
separate from narmal power circults, Minimizing Required audits, inspections and documented |
the pos;,ibmty of damag,e of the emergancy power results will bo presented at QAP monthly X1
source is a design consideration far new months for verification and educational
insta“aﬂons. Upportuniﬂgg, '

B.4.4, 5,5.4, 6.6.4 (NFPA 939), NFFA 110, NFPA

111, 700.10 (NFPA 70) Person responsible for comphance, |
This REQUIREMENT is not met as evidenced Maintenance Director or designee. ’
by:

Based on record review and interview, the facility
failed to ensure the generator for the EES
(E=sential Electrical System) was maintained in
accordance with NFPA 110. Failure to inspect and
test EES generators could result in a lack of
gystem refiabiiity during @ power loss, This
deficient practice affected all residents and staff
on the dates of the survey,

Findings include:

1.) During review of tha facliity generator
inspectian and testing records on July 23, 2018,
from approximataly 8:0¢ AM fo 12:35 PM, the
facility failed to pravide weekly generator
Inspection logs for the following weeks:

- 9/16/18 - 9/22/18; 9/23/18 - 9/29/18; 9/30/18 -
10/6/18; All of Qctober, November & Dacamber
2018; all of January 2019; 2/3/19 - 2/9/18;

FORM CMS-2507(02-88) Frevious Versians Obaolete Ever 15; Q8821 Facility ID: MDS0012330 If continuatlon sheat Page 15 of 16
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UEFARIIEN | W FeALLH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID S8ERVICES QOMB NO, 0838-03891

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPFLIER/CLIA {x2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
135042 B. WING 07/24/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
210 WEST LACROSSE AVENUE
SSE LTH & ABI c
LACRO HEA REHABILITATION CENTER COEUR D'ALENE, 1D 83814
X4 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN QF CORRECTION X3}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7Q THE APPRUOFRIATE DATE
BEFICIENCY)
K 918 | Continued From page 15 K818

2M0/19 - 2/168/19;2/17/19 - 2/23/19; 2/24/19 -
3/2/18; 3/10/19 - 3/16/19; 3/17/19 - 3{23/18;
3/24/19 - 3/30/19; All of Aprit 2019; 5/26/19 -
B/1/19; 6/23/18 - 8/29/18,

2.) During review of the facility generator
Inspection and testing records on July 23, 2018,
from approximately 9:00 AM to 12:35 PM, the
facllity failed to provide monthly load tests for the
months of September, Qctobar, Navember and
Dacember 2018; January 2019; and Aprii 2018.

When asked on July 23, 2018, at approximately
11:156 AM, the Maintenance Directar stated he
was new to his position, and the previous
Maintenance Director had failed to maintain
generator inspection and testing lags,

Actual NFPA standard:

NFFA 110

8.4 Operational Inspection and Testing.

8.4.1* EPS8s, including all appurtenant
components, shall be inspacted weekly and
exetclsad under load at least monthly.

8.4.2" Digsel genarator sets in service ghall be
exarcised at laast once monthly, for a minimum of
30 minutes, using ona of the following mathods:
(1) Loading that maintains the minimum exhaust
gas temperatures as recommended by the
manufacturer

(2) Under operating temperature conditions and
at not less than 30 percent of the EPS nameplate

kW rating

FORM CMS-2687(02-88) Pravious Versions Obsolaie Evant ID; 5Q3821 Facility 10: MDS0o01350 {f continustian gheet Page 16 of 16
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

BRAD LITTLE - Govemor TAMARA PRISOCK~ ADMINISTRATOR
DAVE JEPPESEN- Director DIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, R.N,,R.H.L.T., Chief

BUREAU OF FACILITY STANDARDS

3232 Eider Street

P.O. Box 83720

Boise, ID 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

August 1, 2019

Michael Littman, Administrator
Lacrosse Health & Rehabilitation Center

210 West Lacrosse Avenue
Coeur d'Alene, ID 83814-2403

Provider #: 135042
RE: EMERGENCY PREPAREDNESS SURVEY REPORT COVER LETTER

Dear Mr. Littman:

On July 24, 2019, an Emergency Preparedness survey was conducted at Lacrosse Health &
Rehabilitation Center by the Bureau of Facility Standards/Department of Health & Welfare to
determine if your facility was in compliance with Federal participation requirements for nursing homes
participating in the Medicare and/or Medicaid programs. Your facility was found to be in substantial
compliance with Federal regulations during this survey.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, which states that the
facility complies with the requirements of CFR 42, 483.70(a) of the federal requirements. This form is
for your records only and does not need to be returned.

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

Sincerely,

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/
Enclosure
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FA%)2086645337
0871272018 11:22 (FA%S PRINIEL; U/a1r2uny
LErAR EN U AEALTH AND HUMAN SERVICES FORM APPROVED
CENTERE FOR MEDICARE & MEDICAID SERVICES ONB NO, 0638-0394
STATEMENT OF DEFICIENCIES X1) PROVIDER/SURPLIER/CLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREQTION IDENTIFICATION NUMBER; A BUILDING GOMPLETED
135042 8. wiNg 07/24/2018
NAME OF PROVIDER QR 8UPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
210 WEST LACROSSE AVENUE
LAC SE HEALTH & BiL
ROS EA REHABILITATION CENTER COEUR D'ALENE, ID 83814
(X4} 10 [ SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION (x5)
PREEIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE ARFFROPRIATE DATE
DEFICIENGY)
E 000 | initial Commeants E 000

The facllity is a single story, type V {(111)
structure, constructed in 1967, The facility is
comprised of seven smoke compartmants, is futly
sprinklered and equipped with an interconnected
fira alarm system, including smoke dstection in
corridors and open spacss. The 300 and 600
halls have additional smoke detectian in each
resident sleeping roorm, The facility is aguipped
with a ventilator unit, which was appraved in
November of 2011 far 24 beds. The Type 1 EPSS
(Emergency Power Supply System) is supplied by
5 diesel powered, on-site automatic genarator
with $6 hours of fuel supply on hand. The facility
is currently ficenged for 100 SNF/NF beds and
had a census of 73 on the dates of the survey.

The facility was faund to be in substantial
compliance during the annual Emargency
Preparedness Survey conducted on July 23 - 24,
2019, The facility was surveyed under the
Emargency Preparedness Rule astablished by
CMS, in accardance with 42 CFR 483.73.

The surveyor conducting the survey was:

Linda Chaney
Heailth Facifity Surveyor
Facility Fire Safety and Construction

TITLE (X8) DATE

AAA gD, ﬁ‘Zg“"Zﬂﬂq

any dafifency statement sfding With an asferisk (*) denotes a deflcienay which the inatitution may be excusad from correcting providing it is determined that
sther sgfaguards provide sufficlsnt proteciion to the pathants, (See Inalructions.) Excaept far nursing homas, the findings atated above are dlsclasable 90 days
ollowiry the data of survay whether or nok a plan of corraction is provided. For aursing homas, the above findings and piana of comection are diaclosabla 14
fays following tha date thesa dacuments are made avaiiable to the faclity. if deficlencias are cited, an appraved plan of correction is requhsita te continued
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