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INITIAL COMMENTS 

On July 20, 2023, a complaint intake 
MI00138349, Life Safety Code Survey was 
conducted by the Michigan Department of 
Licensing and Regulatory Affairs, Bureau of 
Survey and Certification. At the survey Spectrum 
Health Rehabilitation and Nursing Center Grand 
Rapids was found in substantial compliance with 
the requirements for participation in 
Medicare/Medicaid at 42 CFR, subpart 483.90(a), 
Life Safety from Fire and the applicable 
provisions of the 2012 Edition of the National 
Fire Protection Association (NFPA) 101, Life 
Safety code and the 2012 Edition of NFPA 99, 
Health Care Facilities Code. 

The facility is a two story building of Type II 
(111) construction, with partial basement, built in 
2016. The facility is fully sprinklered with 
supervised smoke detection in the corridors and 
spaces open to the corridors. The facility has a 
165 certified beds.

The complaint alleges on July 18, 2023, at 
approximately 7:42 PM, facility staff discovered 
smoke coming from the dishwasher unit located 
at 1 south unit kitchenette pod. An investigation 
and interviews with staff revealed the facility 
activated its fire safety plan as fire extinguishers 
were discharged on the unit in question by staff 
before the fire department arrived. During the 
incident no residents were affected and residents 
were remained in their rooms with the doors 
closed until the incident was mitigated. Fire 
Department responded to further check appliance 
for extinguishment along and removed unit from 
building. The facility was found to be in 
compliance with the requirements for Life Safety. 
No citations were issued at the conclusion of this 
investigation.
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The allegations were substantiated with no 
deficiencies.
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