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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 detennine if your facility was in compliance with State Licensure and Federal 
participation requirements for nursing homes participating in the Medicare and/or Medicaid 
programs. This survey found that your facility was not in substantial compliance with Medicare 
and Medicaid program participation requirements. This survey found the most serious deficiency 
to be a widespread deficiency that constitutes no actual harm with potential for more than 
minimal harm that is not immediate jeopardy, as documented on the enclosed CMS-2567, 
whereby significant corrections are required. 

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing 
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided 
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer 
each deficiency and state the date when each will be completed. Please provide ONLY ONE 
completion date for each federal and state tag in column (XS) Completion Date to signify when 
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: 

• 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 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/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 !DR 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. 

Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
Enclosures 
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(X1) PROVIOE!R/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

135042 
JAME OF PROVIOeR OR SUPPLIER 

LACROSSE: HEALTH & REHABILITATION CE;NTJ:;:R 

(X4) ID 
PReFIX 

TAG 

SUMMARY SiATEMENT OF OEFICIE:NCIES 
(EACH DSCICIENCY MUST BE PRECEQEO BY FULL 

REGULATORY OR LSC IDENTIFYING INrORMATION) 

K 000 INITlAl COMMENTS 

The facility is a single story, type V (111) 
structure, constructed in 1967. "fhe facility is 
comprised of seven smoke compartments, is fully 
sprinklered and equipped with an interconnected 
fire alarm system, including smoke detection In 
corridors and open spaces. The 300 and 600 
halls have additional smoke detection In each 
resident sleeping 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 96 hours of fuel supply on hand. The facility 
Is currently licensed for 100 SNF/NF beds and 
had a census of 73 on the dates of the survey. 

The following deficiencies were cited during the 
annual Fire/Life Safei:'j survey conducted on July 
23 - 24, 2019. The faclHty was surveyed under the 
LIFE SAFETY CODE, 2012 Edition, Existing 
Health Care Occupancy In accordance with 42 
CFR 483.70. 

The survey was conducted by: \ 
'\ 

Linda Chaney 
Health Facility Surveyor 
Facility Fire Safety and Construction 

K 291 Emergency Lighting 
SS"'F CFR(s): NFPA 101 

Emergency Lighting 
Emergency llghtlng of at least 1-1/2-hour duration 
is provided automatically in accordance with 7.9. 
18.2.9.1, 19.2.9.1 
This REQUIREMENT is not met as evidenced 
by: 

(FAX)2086646337 P,0031019 

PRINTED: 07/31/2019 
FORM APPROVED 

0MB NO. 0938-0391 
(X2) MULTIPLE CONSTRUCflON (X3) OATE! SlJRVeY 

COM~LETED A, 8UIL.DING 01 • ENTIRE FACU.ITY BUILDINGS 1 & 2 

a. WING _________ ~ 

10 
PREFIX 

TAG 

STREET AOORESS, CITY, STATE, ZIP COOE 

210 WEST LACROSSE AVENUE 

COEUR D'ALl:NE, ID 83814. 

PROVIDER'S PLAN 0~ CORRECTION 
(l=ACH CORRECTIVE ACTION SHOULD BE 

CROSS•REFERENCEO TO THE APPROPRIATt; 
DEFICIENCY) 

K 000 This Phm Of Correction consiltutes this 
facility's written allegatloll or compli11nt11 
for the deficiencies cited. 

07/24/2019 

(XSj 
COMPLETION 

OAT!! 

K 291 What corrective action will be accomplished $'_ [ .-;/,a 
for those residents found to have been affected /U/ ' -, 
by the deficient practice. 

There were no tesidents identified 

TITLE (XS) OAT! 

~~~'-"-=-i,,--=;..-~~~:z....:....__ _____ ·=-e-==~/J=:..-. --...,......~_:::.:v...~CJ 
Any efl 1e c:y statement ending with an 11sterisk (•) denotes i:i defic:iency which the instituli,;m may be excused fr,;im c,;irre<;;ting p11Jviding it is determined that 
other safe uerds provide sufficient protec:tlon to the patients, (See lnistruetlons.) Except for nursing homes, the nndlngs stated above are lllsclosable 90 days 
' 'llng e dale of survey whsther or not II plan ,;if corretltion is provided, F,;ir nursing hornes, the above findings and plans ,;if correction are dlsclosable 14 

following the date these doc:umenls al't!I made evallabfi, to the rec:lllty. If deH,::ler,c:les are c:ltl!!d, an approvl!!d plan of c:orrec:tlon Is requ~lle to corillnued 
r:irogram participation. 

FORM CMS-2667(02•1111} Previous Vl!ira!Qrill OQ!!Qlelll Event IC: SQ!!B21 Facility 10: MOS0013!!0 If continuation sheet Page 1 of 16 
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srATE;MENT OF DEFICIE;NCl!:S 
ANO PLAN OF OORRSCTION 

(X1) PROVIDERISUPPLIER/CUA 
IOENTIF'IOATION NUMBER: 

135042 
NAME OF PROVIDER OR SUPPLIER 

LACROSSE Hl:ALTH & REHABILITATION CENTER 

(X4) 10 
PREFIX 

TAG 

SUMMAAV STATEMENT OF CEFICl!!NOIES 
(E:ACH CEFICteNCY MUST ee PRECEDSC BY rULL 

REGULATORY OR LSC IOe'tmFYING INFORMATION) 

K 291 Continued From page 1 
Based on record review, interview, and 

operational testing, the facility failed to ensure 
emergency lighting was operational and testing 
performed and documented in accordance with 
NFPA 101. Failure to maintain and test the 
emergency Ughting could hinder egress of 
residents during an emergency. This deficient 
practice affected all residents and staff on the 
dates of the survey. 

Findings include: 

1.) During review of the emergency lighting test 
Jogs on July 23, 2019, from approximately 8:00 
AM to 12:35 PM, records revealed a 30 second 
monthly test of the emergency lighting had not 
been performed in August 2018 or Ap(II 2019. 
Additionally, no documentation for a SO-minute 
annual test of the emergency fighting could be 
produced. 
2.) During the facility tour on July 24, 2019, from 
approximately 8:00 AM to 11:00 AM, operational 
testing of the emergency lighting revealed the 
emergency light In the medlcattor, room behind 
the 1-5 nurse's station was non-operational. 
Interview of the Maintenance Director an J1..dy 23, 
2019 at approximately 11:00 AM, revealed the 
facility was unaware of the missing testing 
documentation. During the faclllty tour on July 24, 
2019 at approximately 10:30 AM when the 
nonMoperational emergency light In tha 
medication room behind the 1-5 nurse's station 
was discovered, the Maintenance Director stated 
the light was working when he tested it earlier in 
the month and the facility was unaware It was 
now nch--operatfonal. 

Aotual NFPA standard: 

Event 10; !IQ!IB:21 

(FAX)2086646337 P.005/019 
rnin 1 !;;I.I, VII.;! 11.t.U 11:1 

FORM APPROVED 
0MB NO. 0938M0391 

{X2) MULTIPLE CONSTF!UCilON ()(3) OAT!!: SURVEY 
COMPLETED A. EIUILOING 01 • ENTIRE FACILl1Y SU!LCINGS 1 & 2 

S, WING 

ID 
PRE:FIX 

TAG 

K291 

07/24/2019 
STRE!~T AOORESS, CITY, STAT!, ZIP COOS 

210 WEST LACROSS~ AVENUE 
COEUR D'ALENE, ID 83814 

PFIOv1CER.'S PLAN OF CORRECTION 
(SAGl-i CORRECTIVE ACTION SHOUl,D BE 

CROSS.REr5RENCEO iO THE;Af'PROPRIATE 
01:FIC!SfCY) 

' I 
How wlll you Identify other residents who hove! 
the potential to be affected by the same \ !~~~:~!e;~~tlce ahd what corrective adlon I 
Residents residin8 at the facility have the 
polentbd 10 be affected by this d~ficient 
practice. 

Me1uurus in place and what systemic eh1111ge1 I 
will bi made to ensure that the deficient f 
pra,:tl(:e doe, not recur. , 

The 30 second monthly lest of the emergency 
lighting has been perfonncd as of8/9/!9 and 
documented results entered in TELS system. 

The 90 minute anitual test of the emergency 
lighting .system as been performed and 
results documented in TELS system as of 
8/12/19. 

The emergency light in the medication 
room behind the 1•5 nufses' station Is 
operational as of 8/12/ l 9 and documentation 
entered ln TEL$ system ' ' I 

I 

How the f11.,:Ulty plans to monitor performance: 
to ensun the corrective actions are effective , 
Bnd compUa"ce (; tulitained. 

Required audits, inspections and documentc:d ' 
n:sults will be presented at QAPI monthly X 12 
months for verification and educational i 
opportunities. i 

Person rC!lponslble ror eompliance. ! 
Maintenance Director or designee. i 

F1dllty ID: MDS0013!0 If continuation sheet Page 2 of 11'i 
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ANO PLAN OF CORRECTION 

(X1) PROVIDeR/SUPPJ.IERICUA 
IDENTIFICATION NUMBl:.R; 

135042 
NAME OF PROVIDER OR SUPPLll:.R 

LACROSSE HEALTH & REHABILITATION CENrER 
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PREFIX 
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REGULATORY OR LSC IDeNllFYlNG INFORMATION) 

K 291 Continued From page 2 
NFPA 101 
19.2.9 Emergency Lighting. 
19.2.9.1 Emergency lighting shall be provided In 
accordance with Section 7.9. 
1.) 7.9.3 Periodic Testing of Emergency Lighting 
Equipment. 
7.9.3.1 Requlred emergency 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. 
7.9.3.1.1 Testing of required emergency llghtlng 
systems shall be permitted to be conducted as 
follows: 
(1) Functional te:sting shall be conducted monthly, 
with a minimum of 3 weeks and a maximum of 5 
weeks between tests, for not less than 30 
seconds, except as otheiwise permitted by 
7.9.3.1, i (2). 
(2)'"The test interval shall be permitted to be 
extended beyond 30 days with the approval of the 
authority having jurisdiction. 
(3) Functional testing shall be conducted annually 
for a minimum of 1-1/2 hours if the emergency 
lighting system is battery powered, 
(4) The emergency fighting equipment shall be 
fully operational for the duration of the tests 
required by 7 .9.3.1. 1 ( 1) and (3). 
(5) Written records of vlsusl inspections and tests 
shall be kept by the owner for Inspection by the 
authority having Jurisdiction. 
7.9.3. 1..2 Testing of required emergency llghting 
systems shall be permitted to be conducted as 
follows: 
(1) Self-testing/self-diagnostic battery-operated 
emergency lighting equipment shall be provided. 
(2) Not Jess than once every 30 days, 
self-testing/self-diagnostic battery-operated 
emergency lighting equipment shall automatically 
perform a test with a duration of a minimum of 30 

FOAM CMS-115117(0\'MIII) Prevlr;iu11 Varnianq Obsole!i!! Evenl 10: liQ!lB21 

·~"•'I_, .. , •"":"".. ·-.... ' ··~.. ..., ·-·, ...... ,,1,....._ .. .,_,_ ,-- _.,,. 

(FAX)2086646337 P,006/019 
t'l'<INft::1.1: Uf/J1/2019 

FORM APPROVED 
0MB NO 0938--0391 

(X2) MULTIPLI:: CONSTRUCTION ()(3) OATa SUR\ll'!Y 
COMPL!;TEO A, BUIJ.OING 01 , f:!NTIRE! FACILITY EIIJILDINGS 1 & 2 

8,WINC3 

ID 
PREiFIX 

TAG 

STREET AODRESS, CliV, STATE, ZIP CODI; 

210 WEST LACROSS!: AVENUE 

COEUR D'ALENE, ID 83814 

PROVIDeR'S PLAN OF CORReCTION 
(EACM OORReCT1VE ACTION SHOULD Be 

CROS/3-RSFERl:NCeO TO THE APPROPll.lA"IE 
OEFICIEIIICYJ 

K291 

07/24/2019 

(X.5) 
COMMTIQN 

DATT: 

Fsclllly 10: MOS0013$l If continuation sheet Page 3 of 18 
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STATEMENT OF OEFICl~ClES 
ANO Pl.AN OF CORRECTION 

(X1) PROVJDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

135042 
NAi\/11; OF PROVIDER OR SUPPLIER 

1-.ACROSSE HEALTH & REHABILITATION CENTER 

(X,4) 10 
PREFIX 

1AG 

SUMMARY STATEMENT OF Oa=JCIENC!ES 
{EACH OEFICIENOY MUSt BE PRECEOED l;IY FULL 

REGUlATOAY OR LSC IDE;NTfrYING INFORMATION} 

K 291 Continued From page 3 
seconds and a diagnostic routine. . 
{3) Self-testing/self-diagnostic battery-operated 
emergency lighting equipment shall Indicate 
failures by a status indicator, 
(4) A visual irispectlon shall be performed at 
Intervals 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 1:1hall be fully 
operational for the duration of the 1-1/2-hour test 
(7) Written records of visual Inspections and tests 
shall be kept by the owner' for inspection by the 
authority having jurtsdiction. · 
7.9.3.1.3 Testing of required emergency lighting 
system.s shall be permitted to be conducted as 
follows: 
(1) Computer-ba:sed, self-testing/self--dlagno!Stlc 
battery-operated 
emergency lighting equipment shall be provided. 
(2) Not less than once every 30 days, emergency 
lighting equipment 
shall automatically perform a test with a duration 
of a minimum of 30 seconds and a diagnostic 
routine. 
(3) The emergency llghting equipment shall 
automatically perform annually a test ror a 
minimum of 1-1/2 hours. 
(4) 'The emergency lighting equipment shall be 
fully operational for the duration of the tests 
required by 7.S.3.1.3(2) and {3), 
(5) The aomputer~based system shall be capable 
of providing a report of the history of tests and 
failures at all times. 
2.) 7.9.2.1* Emergency Illumination shall be 
provided for a minimum of 1-1/2 hours in the 
event of failure of normal lighting, Emergency 
lighting racilities shall be arranged to provide 
initial Illumination that is not less than an average 

FORM CMS-25117(02•89) PreVlllU$ Ver1!11n11 Ob!IQfete Event 10: 5Q!lB21 

(FAX)2086646337 P,007/019 
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0MB NO 0938~0391 

(X2) MULTIPL.e CONSTRUCnoN (XS) DATE SURVEY 
COMPL.i;TEO A. BUl~OING 01 • ENTIRE FACILITY BUIL.DINGs 1 & 2 

8. WING 

K291 

STREET AOORESS, CITY, STATE, ZIP CODE 

210 WEST LACROSSE AVENUE 

COEUR D'ALENE, 10 83814 

PROVIOER'S PLAN OF CORRECTION 
(EACH CORRECTl~ACTlON SHOULD BE 

CROSS•REFE~ENO/;O TO THE APPROPRIA'l'E 
OEFICIENC'Y) 

07/24/2019 
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LACROSSE HEALTH & REHABILITATION CENTER 
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PREFIX 
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K 291 Continued From page 4 
of 1 ft-candle (1 0.B lu:x) and, at any point, not less 
than 0. 1 ft-can die ( 1.1 lux), measured along the 
patn of egress at floor level. IUumlnation levels 
shall be permitted to decllne to not less than an 
average of 0.6 ft-candle (6.5 lux) and, at any 
point, not less than 0.06 ft--<:andle (0.65 lux) at the 
end or 1-1/2 hours. A maximum-to-minimum 
illumination uniformity ratio of 40 to 1 shall not be 
exceeded. 
7.9.2.6,. Existing battery-operated emergency 
lights shall use only reliable types of rechargeable 
batteries provided witl1 suitable facillties for 
maintaining them in properly charged condition. 
Batteries used In such lights or units shall be 
approved for their Intended use and shall comply 
with NFPA 70, National Eletitrical Code. 

K 325 Alcohol Based Hand Rub Dispenser' {ABHR) 
SS=F CFR(e): NFPA 101 

Alcohol Based Hand Rub Dispenser (ABHR} 
ABHRs are protected In acoordartce with 8. 7.3.1, 
unless all conditions are met: 
* Corridor ls at least 6 feet wide 
* Maximum indMdual dispenser capacity is 0.32 
gallons (0.53 gallons in suites) of fluid and 18 
ounces of Level 1 aerosols 
"' Dispensers shall have a minimum of 4-foot 
horizontal spacing 
• Not more than an aggregate of 10 gallons of 
fluid or 135 ounces aerosol are used In a single 
smoke compartment outside a storage cabinet 
excluding one Individual dispenser per room 
* Storage in a single smoke compartment greater 
than 5 gallons complies with NFPA 30 
* Dispensers are not installed within 1 Inch of an 
Ignition source 
• Dispensers over carpeted floors are In 
sprinklered sm.oke compartments 

FOAM CMS-2587(02•89) Pravlous Veralon1 OllSolete !vent IC: 6015821 
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(X2) Mlll.TIPLE CONSTRUCTION (X3) DATE SURVEY 
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PREFIX 
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f.l(5) 
COl\ff'Ll!TION 

CATI!'. 

K 325 What corrective action wlll be accomplfshed i g ho/ ,a 
for those residents found to h11ve been affected l'-'j t~f 
by tht dendent practice. 

There were no r1:side11ts identified 

How will you identify otJ1er resldonts who have: 
tbe potentlal to be affected by the Jome 
detlclent practice and what corrective action 
will be taken. 

Residents residing at lhc facility have the 
potential to be affected by this doficient 
practice. 

Facility 10: MDS001350 If continuation eheel P;;>1g1 5 of 16 
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K 325 Continued From page 5 

"' ABHR does not exceed 95 percent alcohol 
" Operation of the dispenser shall comply with 
Section 18.3.2.6(11) or 19.3.2.6(11) 
* ABHR is protected against inappropriate access 
18.3.2.6, 19.3.2.6, 42 CFR Parts 403,418,460, 

·· 482, 483, and 4M 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review, observation and 

interview, the facility failed to ensure 
alcohol-based hand rub (ABHR) dispensers were 
maintained in accordance with NFPA 101. Failure 
to ensure ABHR dispensers are clear of ignition 
sources and tested during refining procedures, 
has the potential of increasing the risk of fires 
from flammable liquids. This deficient practice 
affected all residents and staff on the dates of the 
survey. 

Findings Include: 

1.) During review of provided maintenance 
Inspection/testing records conducted on July 23, 
2019, from approximately 9:00 AM to 12:35 PM, 
no documentation could be produced for the 
testing of ABHR dispensers each time they are 
refilled. 
2.) During the faclllty tour conducted on July 24, 
2019, from approximately a:oo AM -11:00 AM, 
manual AEIHR dispensers were observed 
throughout the facllity. Further abservatlon 
revealed an ABHR dispenser had been Installed 
directly over a light switch in the dining roorn, 
directly outside of t~e kitchen door. 
On July 24, 2019 at approximately 9:30 AM when 
the ABHR was discovered dtreotly over the light 
switch in the dining room, the Maintenance 
Director stated the facility was unaware of 
Installation requirements for ABHR dispensers, 
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K326 
I 

Meuures In place and what systemic changll1JI i 
will be made to ensure that the defi~lent 1 

practice doea not recur, j 

Policy and Procedure and education has been 
P rovldcd to staff associated with the testing of I 
ABHR dispensers each time they arc refilled i 
ot replaced. P&P includes a log and audit sheet 
to denote verification of audit, rcplacemen~ j 

rl:lpalr and date of appropriate action. 

How the facility plan$ to monitor perform1mc~ 
to ensure the corrective adions are effottin 1 

and compllam:e is sustah,ed. I 
I 

Required audits, Inspections and documented 
results wlll be presented at QAPI monthly X 3 ! 
months for verification and edu~Uonal , 
opportunities. 

Person re-11ponsible for complhmce. 
Housekeeping Manager or de~ignee, 

{Xli) 
OOMPLlil'ION 

DATE 
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K 325 Continued From page e 
and Immediately removed the ABHR dispenser 
from that location. Ha further stated the facility 
was unaware of the requirement for testing 
dispensers each time a refill is installed. 

Actual NFPA standard: 

NFPA 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, unless all of 
the following conditions are met 
(1) Where dispensers are installed in a corridor, 
the corridor shall have a minimum 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 ateas 
open to corridors 
{b) 0.53 gal (2.0 L) for dispensers in suites of 
rooms 
(3) Where aerosol containers are used, the 
maximum capacity of the aerosol dispenser shall 
be 18 oz. (0.51 kg) and shall be limited to Level 1 
aerosols as defined ln NFPA30B, Code tor the 
Manufacture and Storage of Aerosol Products. 
(4) Dispensers shall be separated from each 
other by horizontal spacing of not less than 48 in. 
(1220 mm). 
(5) Not more than an aggregate 10 gal {37.8 L) of 
alcohol based hand-rub solution or 1135-o:z (32.2 
kg) of Level 1 aerosols, or a combination of 
liquids and Level 1 aerosols not to exceed, lh 
total, the equivalent of 10 gal {37.8 L) Of 1135 oz 
(32.2 kg), shall be in use outside of a 
stol'age cabinet In a single smoke compartment, 
except as othe,wise provided in 19.3.2.6(6). 
(6) One dispenser complying with 19.3.2.6 (2) or 
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K 325 Continued From page 7 
{3) per room and located In that room shall not be 
Included in the aggregated quantity addressed in 
19,3,2.6(5). 
(7) Storage of quantities greater than 5 gal ( 18. 9 
L) in a single smoke compartment shall meet the 
requirements of NFPA 30, Flammable and 
Combustible Liquids Code. 
(8) Dispensers shall not be installed in the 
following locations: 
(a) Above an ignition source within a 1 in. (25 
mm) horii:ontal distance from each side of the 
ignition source 
(b) To the side of an Ignition source within a 1 In. 
(25mm) hor/2:ontal distance from the ignition 
source 
(c) Beneath an ignition source within a 1 in. (25 
mm) vertical distance from the Ignition source 
(9) Dispensers installed directly over carpeted 
floors shall be permitted only In sprinklered 
smoke compartments. 
(10) The alcohol-based hand-rub solution shall 
not exceed 95 percent alcohol content by volume, 
(11) Operation of the dispenser shall comply with 
the following 
criteria: 
(s) The dispenser shall not release its contents 
except when the dispenser is activated, either 
manually or automatically by touch-free 
activation. 
(b) Any activation of the dispense!' shall occur 
only when an abject Is placed within 4 In. (100 
mm} of the 5ensing device. 
(c) An object ~lac.ed within the activation zone 
and left In place shall not cause more than one 
activation. 
(d) The dispenser shall not dispense mof'e 
solutlon than the atnount required for hand 
hygiene consistent with label instructions. 
(e) rhe dispenser shall be designed, constructed, 
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K 325 Continued Frotn page 8 
and operated In a manner that ensures that 
accidental or malicious 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 a new refill is installed. 

K 353 Sprinkler System - Maintenance and Testing 
SS=F CFR(s): NFPA 101 

Sprinkler System - Maintenance and Testing 
Automatic sprinkler and standpipe systems are 
Inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire 
Protection Systems, Records of system design, 
maintenance, inspection and testing are 
maintained in a secure location and readily 
available. 
a) Date sprinkler system last checked 

b) WhO provided system test 

c) Water system supply source 

Provide in REMARKS information on coverage for 
any non~requlred or partial autom<:ltic sprinkler 
system. 
9.7.5, 9.7.7, 9.7.8, and NFPA25 
This REQUIREMENT Is not met as evidenced 
by: 
Based on record review and Interview, the facility 
failed to ensure that fire suppression !:lystems 
were maintained in accordance with NFPA 25. 
Failure to inspect and maintain suppression 
systems has the potential to hinder system 
performance during a fire event and/or render the 
facility not fully sprinklered after an activation or 
repair. This deficient practice affected all 
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DAT& 

K 353 W'-at coructive action will bt accompUthed t/trt/ /'/ 
f'llr those residents found to have been Arftcted : 
by the defl(!lent pr.adlce, 

There were no residents Identified 

How will you identify other residents who have 
tlte potential to be affected by the same 
delicient ptactice ahd whl\t corrective action 
will be ~ken. 

Reside11ts residing at the li>.cility have the 
potential to be affected by this deficient 
practice. 

I 

Measures In place alld whnt iystemic chRnges i 
WIii be ma(!e to enture thot tile deficic~t , 
practice doef not recur. j 

l 

Documentation demonstrating the cor:nplctio11 if I 
a mol\thly wet system control valve and gauge I 

inspection completed 8/J 2/2019. 1 

Documentation demonstrating completinl.{ of 
a quarterly water flow alarm test shall be 
provided by facllitY t'omplia!lcl'I date, Sprinkler 
heads in copy room, 200 hallway near exit door 
and hall way outside roam# 103 shnll be 
repaired or replaced by compllance dote. 
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K 363 continued From page 8 
residents and staff on the dates of the survey. 

Findings include: 

1.) During review of provided facility inspeotion 
and testing records conducted on July 23, 2019 
from approxlmately 9:00 1 12:35 PM, the following 
records were not available for review: 
- No documentation of monthly wet system 
control valve and gauge inspections. 
~ No documentation demonstrating completion of 
a quarterly waterffow 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 sprinkler head In the dirty linen room 
appeared to be "loaded" with greasy dust and lint. 
Further observation revealed painted sprinkler 
heads In the following locations: 
- copy machine room. 
- 200 Hallway near exit door. 
- 100 Hallway outside of roorn #103. 

Interview of the Maintenance Director on July 23, 
2019 at approximately 11:05 AM revealed the 
faclllty was not aware of the missing 
documentation prior to the date of the survey. 
When the loaded and painted sprinkler heads 
were discovered during the facility tour on July 
24, 2019 from approximately 8:00 AM - t1 :oo AM. 
the Maintenance Director stated the facility was 
unaware of the loaded and painted sprinkler 
heads. 

Actual NFPA standard: 

NFPA25 
5.2. 1 Sprinklers. 
5.2.1.1 * Spr-lnklers shall be Inspected from the 

Event 10: l!Q!l8~1 
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to en1ur11 the correetlve actions 11re effective 
and compliance is ,u,ml11ed, 

Required audits, inspections and documented 
results will be presented at QAPI monthly X 3 
months fot verification and educational 
opportunities. 

ferson responslbli;i ror comlJliance. 
Maintenance Director or designec. 
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floor level annually. 
5.2, 1.1. 1 * Sprinklers shall not show signs of 
leakage; shall be free of corrosion, foreign 
materials, paint, and physical damage; and shall 
be Installed In the correct orientation (e.g .. 
upright, pendent, or sidewall). 
5.2.1.1.2 Any sprlnkler that shows signs of any of 
the following shall be replqeed: 
(1) Leakage 
{2) Corrosion 
(3) Physical damage 
(4) Loss of fiuld In the glass bulb heat re$ponsive 
element 
(5) ..,Loadins 
(6) Painting unless painted by the sprlnl<ler 
manufacturer 

5.3.3 Waterflow Alarm Devices. 
5.3.J.1 Mechanical waterflow alarm devices 
including, 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 
systems shall be inspected weekly to ensure that 
normal air and water pressures are being 
maintained. 

Chapter 13 Valves, Valve Components, and Trim 

13.3.2 Inspection. 
13,3.2.1 All valves shall be inspected weekly. 
i 3.3,2.1.1 Valves secured with locks or 
supervised ln accordance with apptlcable NFPA 
standards shall be permitted to be inspected 
monthly. 

K 712 Fire Drills 
SS=F CFR(s): NFPA 101 
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Fire Drills 
Fire drills Include the transmission of a fire alarm 
signal and simulation of emergency fire 
conditions. Fire drills are held at expected and 
unexpected times under varying conditions, at 
least quarterly on each shift. The staff Is famillar 
with procedures and is aware that drills are part of 
e!3tablished routine. Where drills are conducted 
between 9:00 PM and 6;00 AM, a coded 
announcen:ient may be used Instead of audible 
alarms. 
19.7.1.4 through 19.7.1.7 
This REQUIREMENT Is not met as evidenced 
by: 
Based on record review and Interview, the facility 

failed to provide documentation of required fire 
drills, one per shift per quarter. Fallure to perform 
fire drills on each shift quarterly could result in 
confusion and hinder the safe evacuation of 
residents during a fire event. This deficient 
practice affected all residents and staff on the 
dates of the survey. 

Findings include: 

During record review on July 23, 2019, from 
approximately 9:00 AM to 12:35 PM, fire drill 
documentation revealed the facility failed to 
perform the following drills: 
1.) First and second shift, first quarter 2019. 
2.) Second shift, second quarter 2019. 
3,) All of fourth quarter 2018. 
Interview of the Maintenance Director an July 23, 
2019, at approximately 11:10 AM, revealed the 
facility was aware of the missing fire drills. The 
Maintenance Dl!'ector stated he was new to his 
position, and the previous Maintenance Director 
had failed to perform tlie required flre drills. 
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K712 What corrective action wlll be 1U?compllshed (i~/Jq 
for those residents found to have been affected : /2. / i 
by the deficient practice. ' 

There were no residents identified 

How will you Identify other tttldents who have 
the potential to be ai't'eded by tl1t ,a1ne 
defi11lent praetl~e and whaC corredil'e action 
will be taken. 

Residents re:dding at the facility have the 
potential to be affected by th!$ deficient 
practice.. : 

I 
Me11sur~ In plaeo and what syatemlc changes. 1 
will be made to ensure that the deficient 
practice does not recur. 

Documentation demonstrating completing of 
required tire drills, one per shift per quarter Jhall 
occur by facility compliance date. 

How the facility plans to monitor performance; 
to ensure the corrective actions an effective 

1 and compliance Is sustained. · 
l 

Required audits, ln:!p!llltions and do1mrncnt~d 
tesults will be prciscntcd at QAPI monthly X 3 
months. for vcriflcation and educational 
oppottunltles. 

Person responsible for compliance. 
Maintenance Diteetor or dcisignee, 

! 
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Actual NFPA standard: 

19. 7, 1,6 Orills shall be conducted quarterly on 
each shift to familiari:i:e fac!lity personnel (nurses, 
Interns, maintenance engineers, and 
administrative staff) with the signals and 
emergency action required under varied 
conditions. 

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

Eleotrlcal Systems - Other 
List In the REMARKS section any NFPA 99 
Chapter 6 Electrical Systems requirementa that 
are not addressed by the provided K-Tags, but 
are deficient. This information, along with the 
applicable Life Safety Code or NFPA standard 
citation, should be included on Form CMS-2567. 
Chapter 6 (NFPA 99) 
This REQUIREMEN'T is not met as evidenced 
by: 
Based 011 observation and interview, the facility 

failed to ensure the Essential Electrical System 
(EES) generator was equipped with a remote 
manual stop station in accordance with NFPA 
110. Failure to provide a remote manual stop 
station has the potential to prevent shutdown of 
the emergency generator during a system 
malfunction, or unintentional operation. This 
deficient practica affected all residents and staff 
on the dates of the survey. 

Findings include: 

During the facility tour on July 24, 2019, from 
approximately 8:00 AM to 11 :O AM, a remote 
manual stop station for the EES generator could 

=ORM CMS,25117(02-98) l>lli:YfCUIJ \111111fona Obao/ete Event 10: 5QSEl:11 

(FAX)2086646337 P,016/019 

PRINTED: 07/31/201 
FORM APPROVE 

0MB NO. 0938~039 
(X2) MULTIPLE CONSTflUCTION (X3) CATE SURVEY 

COMPLETED A. SUILOJNG 01 • ENTIRE FAClL.ITY BUIL.OINGS 1 & 2 

B,WING 07/24/2019 

10 
PREl"IX 

TAG 

STRE:ET AOORESS, CITY, STATE, 21P COOE 

210 WEST LACROSSE AVENUE 

COEUR D'ALENE, I• 83814 

PROVIOER'S PLAN OF CORRECTION 
(EACH COFIRECTIVE ACTION SHOULO BE 

CFIOSS-REFERSNOEO TO iHE APPROPRIATE 
DEFICIENCY) 

K712 

K 911 What corrective nction will be 1m:otttpllshed 
for those residonts fou"d to hove been affected· 
by the deficient pr11ctieo, 

There wc:re no reslde11ts identitktl 

Row wiU you Identify other residents who ban: 
tile potential to be affected by the 5Rtoe ! 
deficient prnctlce and what corrective action : 
will be taken. i 

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

MeHSures In pl11ce and wh1tt tystarnic changes , 
wUI be made to ensure that the deficient 
ptactlce does not recur. 

Manual remote stop station shall be i11stalled by 
faciUty out.side the building to prevent inadvertent: 
or unintentional operation by facility compliance ' 
date, 

(X5) 
COMPLETION 

•~TE 
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AND PLAN OF CORRECTION 

(X1) F'ROVIDER/SUPPLIER/CLJA 
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NAME; OF PROVIDER OFI SUPPLIER 

LACROSS~ HEALTH & REHABIL.ITATION Cl:NTER 

(X:4} ID 
PREFIX 

TAG 

SUMMARY SiATEMENi OF DEFICIENClES 
(EACH DEFIC!E:NCY MUST BE PR!CE;OeD BY F'UI.L 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

K 811 Continued From page 13 
not be located. When asked on July 24, 2019, .it 
approximately 10:50 AM during the faclllt.y tour, 
the Maintenance Director stated the facility was 
not equipped with a remote stop station. 

Actual NFPA standard: 

NFPA99 
6.4.1. 1.16.2 Safety Indications ar,d shutdowns 
shall be in accordance with Table 6.4.1. 1. 16.2. 
(SEE TABLE) 

NFPA 110 
5.6.5.8• All installations shall have a remote 
manual stop station of a type to prevent 
inadvertent or unintentional operation located 
outside the room housing the prime mover, where 
so Installed, or elsewhere on the premises where 
the prime mover is !o~ted outside the building. 

K 91 a Electrical Systems - Essential Electric Syste 
SS=F CFR(s): NFPA 101 

Electrioal Systems - Essential Electric System 
Maintenance and Testing 
The generator or other alternate power source 

and associated equipment ls capable of supplying 
service Within 10 seconds. If the 10-second 
criterion is not met duling the monthly test, a 
process shall be provided to annually confirm this 
oapablllty for the llfe safety snd critical br2:mches. 
Maintenance and testing of the generator and 
transfer switches are performed in accordance 
with NFPA 110. 
Generator sets are Inspected weekly, exercised 
under load 30 minutes 12 times a year In 20-40 
day intervals, and exercised once every 36 
months tor 4 continuous hours. Scheduled test 
under load conditions Include a complete 
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(FAX)2086646337 P .0171019 
rl'\11~ I c;u. Vfl-' 11'-U'l~ 

FORM APPROVED 
0MB NO, 0938-0391 

(XI!) MULTIPLE OONSTAUCTION (X3) OA'rE SURVEY 
COMPLE"ieO A. BUILOING 01 • ENTIRE FACILITY BUILDINGS 1 & 2 
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ID 
PREFIX 

TAG 

K911 

07/24/2019 
STREl::T ADOFIESS, CITY, STATE, ZIP CODE 

210 WEST LACROSSE AVENUE:: 
COEUR D'ALENE, ID 83814 

PFIOVIOeR'S PLAN OF CORRECTION 
(eAOH CORRECTIVE ACTION SHOUI.D BE 

CROSS-REFERENCeD TO THI:! APPROPRIATE 
OeFICIENCY} 

I 
How the f'Aellity plan& to monitor performance ! 
to ensure tbt correetlve adlQns are etfecttve I 
and compllam:e is sustained. ' 

Required audits, inspections and documented 
results will be presented at QAPJ monthly XI 
months for verification and educational 
opportunities. 

Person responsiblQ for compliance. 
Me.intenam:e Director or dc:signee. 

(Xs) 
COMPLE1'10N 

0-'11: 

K 918 What corrective action will be accomplished '6/ir/,~ 
ror those residents found to have been affected I 
by the deficient pr1u:tice. 

There were no residents Identified 

How will you identify other residents who hnvel 
the potenti11I to be effected by the same 
deficient practice and what corrective acti~n 
will be taken. 

Residents residing at tile facility have the: 
potential to be affected by thi5 deficient 
practice. 
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NAME OF PROVIDER OR SUPPLIER 

LACROSSE HEALTH & RE;HABILITATION CEN'J'ER 

(X4) 10 
PREFIX 

TAG 

SUMMARY STAT!MENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED av FULL 

REGULATORY OR LSC IOSNTIFYING INFORMATION) 

K 918 Continued From page 14 
sltnulated cold start and automatic or manual 
transfer of all EES loads, and are conducted by 
competent personnel. Maintenance and testing of 
stored energy power sources (Type 3 El::S) are in 
accordance with NFPA 111. Main and feeder 
circuit breakers are inspected annually, and a 
program for periodically exercising the 
components is established according to 
mant.rfaoturer requirements. Written records of 
maintenance and testing are maintained and 
readily available. EES electrical panels and 
circuits are marked, readily Identifiable, and 
separate from normal power circuits. Minim~ing 
the pos!;llbillty of damage of the emergency power 
source is a design consideration for new 
Installations. 
6.4.4, 6.5.4, 6.6.4 (NFPA99), NFPA 110, NFPA 
111, 700.10 (NFPA 70) 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review and Interview, the facility 

failed to ensure the generator for the EES 
(Essential Eleotrica! System) was maintained in 
accordance with NFPA 110. Failure to Inspect and 
test SES generators could result In a lack of 
system reliability during a power loss. This 
deficient practice affected all residents and staff 
on the dates of the survey. 

Findings include: 

1.) During review of the facility generator 
inspection and testing reoords on July 23, 2019, 
rrom approximately 9:00 AM to 12:35 PM, the 
facility failed to provide weekly generator 
lnspeotlon 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 October, November & December 
2018; All of January 2019; 2/3/19 - 2/9119; 
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ID 
PREFIX 

TAG 

STREET Al:ltlR.E:SS, CITY, STATE, ZIP cooe 
210 WEST LACROSSE AVENU~ 

COEUR D'ALENE, ID 83814 

PROVIOeR'S PLAN OF CORRECTION 
{EACH CORRECTl\/e: ACTION SHOULD 8~ 

CROSS-REFERENCE;O TO THl:APPR.OPRIATE 
OE;FICIENCY) 

K918 Mean1res in place and what systemic changes ! 
wiU be made to ensure that the deficient 
praetlce does not recur. 

Wc:ekly generator inspections have begun with 
documented findings logged and entered in TEL$ , 
system. , 
Monthly generator lo!ld tests have begun with : 
Documented findings logged and entered in TEL$ J1 

System. 
I 

Row the racillty plans to monitor perforlliRnce l 
to ensure the conictive adlon.f 11re eC(ectlve , 
and complinnct: I$ sustained. j 

Required audits, inspections and ,;tocutncmted 
results will be pl'esented at QAPI mol'lthly X l 
months for vcrlticotiort and cducatio11al 

opportunities. 

I 
I 

Pel'$On responsible for compliance. ! 
Maintenance Director or deslgnee. 

(Xll) 
COMPLl!TIOH 

CATE 
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K 918 Continued From page 15 

2/10/19 ~ 2/16/19;2/17 /19 - 2/23/19; 2/24/19 -
3/2/18; 3/10/19 - 3/16/19; 3/17/19. 3123/19; 
3/24/19 - 3/30/19; All of Aprll 2019; 5/26/19 -. 
6/1/19; 8/23/19 - S/29/19, 
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 
facility failed to provide monthly load tests for the 
months of September, October, November and 
December 2018; Janua,y 2019; and April 2019. 

When asked on July 23, 2019, at approximately 
11: 15 AM, the Maintenance Director istated he 
was new to his position, and the previous 
Maintenance Director had failed to maintain 
generator inspection and testing logs, 

Actual NFPA standard: 

NFPA110 
8.4 Operational Inspection and Testing. 
8.4.1 * EPSSs, Including all appurtenant 
componentis, shall be inspected weekly and 
exercised under load at least monthly. 
8.4.2* Diesel generator sets in service shall be 
exercised at least onee monthly, for a minimum of 
30 minutes, using one of the following methods: 
(1) Loading that maintains ttle minimum exhaust 
gas temperatures EIS recommended by the 
manufacturer 
(2) Under operating temperature conditions and 
at not less than 30 percent of the EPS nameplate 
kW rating 
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I DA H 0 D E P A R T M E N T O F 

HEALTH & WELFARE 
BRAD LITTLE - Governor 
DAVE JEPPESEN- Director 

August 1, 2019 

Michael Littman, Administrator 
Lacrosse Health & Rehabilitation Center 
210 West Lacrosse A venue 
Coeur d'Alene, ID 83814-2403 

Provider#: 135042 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

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

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

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. 

Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
Enclosure 
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PRl'!PIX 

TAG 

SUMMARY STATEMENT Or DE!rlCIENC!~ 
(EACH OEFICIENCY MUST BE PRECEOEC BY FUU 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

E 000 Initial Comments 

The facility Is a single story, type V (111) 
structure, constructed in 1967. Toe facility Is 
comprr.;;ed of seven smoke compartments, is fully 
sprinklered and equipped with an inten:;onnected 
fire alarm system, including smoke detection in 
corridors and open spaces. The 300 and 600 
halls have additional smoke detection In each 
resident sleeping room. The facility is equipped 
with a ventilator uni~ 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 96 hours of fuel supply on hand. The facility 
is currently licensed for 100 SNFINF beds and 
had a census of 73 on the dates of the survey. 

The facility was found to be in substantial 
compliance during the annual Emergency 
Preparedness Survey conducted on July 23 - 24, 
2019, The faclllty was surveyed under the 
l:m$rgency Preparedness Rule established by 
CMS, in accordance with 42 CFR 483.73. 

The surveyor conducting the su!'Vey was: 

Linda Chaney 
Health Facillty Surveyor 
Fi\'lcillty Fire Safety and Construction 
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