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E 000 Initial Comments E 000
A recertification survey conducted on 07/30/2024
found Western Horizons Care Center in
compliance with the requirements of 483.73
Long-Term Care Facilities Emergency
Preparedness.
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K 000 INITIAL COMMENTS K 000

This survey used the 2012 edition of NFPA 101,
Life Safety Code, Chapter 19-Existing Health
Care Occupancies and the 2012 edition of NFPA
99, Health Care Facilities Code in compliance
with 42 CFR 483.70(a)(b). The findings that
follow demonstrate noncompliance with these
standards.

The facility was located in a one-story building of

Type V (000) construction with no basement. The

building was protected throughout with a wet

automatic sprinkler system designed to meet the

requirements of NFPA 13, Standard for the

Installation of Sprinkler Systems.
K 353 Sprinkler System - Maintenance and Testing K 353 8/15/24
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-required or partial automatic sprinkler
system.

9.7.5,9.7.7,9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
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Automatic sprinkler systems are continuously
maintained in reliable operating condition and are
inspected and tested periodically. The property
owner or designated representative shall correct
or repair deficiencies or impairments that are
found during the inspection, test, and
maintenance required by NFPA 25, Standard for
the Inspection, Testing and Maintenance of
Water-based Fire Protection Systems. 19.7.6,
4.6.12, NFPA25,4.1.4.1

The facility failed to ensure the automatic
sprinkler system was continuously maintained in
a reliable operating condition as required by
NFPA 25.

Record review determined documentation was
not available indicating a quarterly flow test of the
automatic sprinkler system was conducted during
the first quarter of 2024.

Failure to inspect, test and maintain the
automatic sprinkler system in accordance with
NFPA 25 increases the risk of death or injury due
to fire.

The deficiency affected the complete automatic
sprinkler system, which serves the entire facility.
K 511 Utilities - Gas and Electric
SS=D CFR(s): NFPA 101

Utilities - Gas and Electric

Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,
electrical wiring and equipment complies with
NFPA 70, National Electric Code. Existing
installations can continue in service provided no

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
355042 B. WING 07/30/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTERN HORIZONS CARE CENTER 1104 HWY 12
HETTINGER, ND 58639
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K353 Continued From page 1 K 353

The environmental services department
will utilize a tracking log to ensure all
sprinkler system maintenance and testing
complies with K353. Starting August 15,
2024, the tracking of the quarterly flow
tests will be reviewed on a quarterly basis
at the organization’s quality review
meetings to ensure proper documentation
and completion.

Passing flow tests were conducted on
April 17, 2024 and July 11, 2024.

K511 8/13/24
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K511 Continued From page 2 K 511
hazard to life.
18.5.1.1,19.5.1.1,9.1.1,9.1.2
This REQUIREMENT is not met as evidenced
by:
The facility failed to ensure electrical wiring and The environmental services department
electrical equipment met the requirements of contracted with an electrician to resolve
NFPA 70, National Electrical Code. this issue. Upon inspection by the
electrician, the outlets were ground fault
Ground-fault circuit-interruption for personnel protected at the breaker. The electrician
shall be provided as required. The ground-fault re-labeled the ground fault protected
circuit-interrupter shall be installed in a readily breakers and labeled the outlets with the
accessible location. All 125-volt, single-phase, corresponding breaker number.
15- and 20-ampere receptacles located in
bathrooms, kitchens, rooftops, outdoors, indoor The electrician will inspect the outlets
wet locations, locker rooms with associated under NFPA 70 on 8/13/2024 to ensure all
showering facilities, garages and where outlets required to be ground fault
receptacles are installed within 6 ft. of the outside protected are appropriately identified and
edge of the sink shall have ground-fault facility staff will inspect future electrical
circuit-interrupter protection for personnel. changes to ensure labeling is clear before
19.5.1.1,9.1.2, NFPA 70, 210.8, 210.8(B) project completion.
Observation determined numerous electrical
outlets in the Kitchen were not ground fault
protected.
Failure to provide electrical wiring and equipment
in accordance with NFPA 70 increases the risk of
injury or death due to fire.
The deficiency affected numerous electrical
receptacles in the Kitchen.
K 923 Gas Equipment - Cylinder and Container Storag K923 8/13/24
SS=D CFR(s): NFPA 101
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Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet

Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.

>300 but <3,000 cubic feet

Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty
cylinders are marked to avoid confusion.
Cylinders stored in the open are protected from
weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
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Oxygen Cylinders shall be protected from
damage by means of the following specific
procedures:

(1) Oxygen cylinders shall be protected from
abnormal mechanical shock, which is liable to
damage the cylinder, valve, or safety device.
(2) Oxygen cylinders shall not be stored near
elevators or gangways or in locations where
heavy moving objects will strike them or fall on
them.

(3) Cylinders shall be protected from tampering
by unauthorized individuals.

(4) Cylinders or cylinder valves shall not be
repaired, painted, or altered.

(5) Safety relief devices in valves or cylinders
shall not be tampered with.

(6) Valve outlets clogged with ice shall be thawed
with warm - not boiling - water.

(7) A torch flame shall not be permitted, under
any circumstances, to come in contact with a
cylinder, cylinder valve, or safety device.

(8) Sparks and flame shall be kept away from
cylinders.

(9) Even if they are considered to be empty,
cylinders shall not be used as rollers, supports,
or for any purpose other than that for which the
supplier intended them.

(10) Large cylinders (exceeding size E) and
containers larger than 45 kg (100 Ib) weight shall
be transported on a proper hand truck or cart
complying with 11.4.3.1.

(11) Freestanding cylinders shall be properly
chained or supported in a proper cylinder stand
or cart.

(12) Cylinders shall not be supported by
radiators, steam pipes, or heat ducts. NFPA 99,
11.6.2.3.
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K923 Continued From page 4 K923

The storage of these oxygen cylinders
was corrected at the time it was noticed.
All staff education was held on July 30,
2024 and July 31, 2024 regarding proper
oxygen cylinder storage to comply with
K923. A sign was placed in the oxygen
cylinder storage room on August 13, 2024
with guidance and reminders of how to
properly store the oxygen cylinders.

Beginning August 13, 2024, the
environmental services department will
begin daily checks on oxygen storage for
4 weeks and monthly thereafter for a year
and report back the results of these
checks at the quarterly quality meetings
to ensure compliance.
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The facility failed to protect oxygen cylinders as
required by NFPA 99.

Observation determined two (2) freestanding
oxygen cylinders in the Oxygen Storage Room
were placed on the floor and not secured in a
cart, stand, or chain.

Failure to secure oxygen cylinders increases the
risk of injury or death due to fire.

This deficiency affected two (2) of numerous
oxygen cylinders in the facility.
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