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K000 | INITIAL COMMENTS K D00
Requirements for L.ong Term Care Facilities
Section 42 CFR 483.70 (a) except as ctharwise
provided in this section, the faciiity must meet the
applicable provisions of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association (NFPA),
The facility was a fully sprinkled single story .
building of Type V {111) construction with plan
approval i 1967 and 1973, The building was
equipped with a supervised automatic wet
sprinkler system with an anti-freeze branch and a
newly installed addressable fire alarm system,
The facility had a capacity of 120 certified
Medicare and Medicaid beds with & census of
111 residents.
K022 : NFPA 101 LIFE SAFETY CODE STANDARD K022
88=E
Access to exils is marked by approved, readily
visible signs in all cases whare the exit or way to K22
reach exit is not readily apparent to the -
occupants.  7.10.1.4 ;
. Purchase and install “NO EXIT”
signs for affected doors,
2. There are no other instances of this in
our facility
3. Monitor weekly 1o insure sign
compliance
4. Present plan to monthly QA&A for
IDT notification and compliance.
5. Correction  date on  or before
12731110
This STANDARD is not met as evidenced by:
Based on observation and staff interview the
facility failed to ensure nen-exit exterior doors
were properly marked In 1 of 8 smoke
compartments. The findings ware:

[X8) DATE

the institution may be excused fiom correcting providing it Is determined that

Exocept for nursllr_lag homes, the fl Wﬂ above are disclosable 80 days
nursing homes, the abow‘_ M@ ﬁg &mﬁclion are disclosable 14

program participalion.
Pl Atbaf v/':wz-;ﬁm@&@g{m/m o DEC 1490
y 1 ’ Facllity 10x WYDOZ:; m_
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K 022 | Continued From page 1 K022
Observation of the egress system on 11/17/10 at
11:17 AM showed the glass courtyard door near
the front nurses' station was not marked with a
NO EXIT sign. At the time of observation the
maintenance manager reported he was not aware
of the requirement.
K025 | NFPA 101 LIFE SAFETY CODE STANDARD K D25
SS=E
Smoke barriers are constructed la provide at
least a one half hour fire resistance rating in '
accordance with 8.3. Smoke barriers may KU25
terminate at an afrivm wall, Windows are
protected by fire-rated glazing or by wired glass 1. Hole will be caulked with fire
panels and steel frames. A minimum of two retardant caulk at site reported.
separate compartiments are provided on each 7. Maintenance Dir. or designee will
floor. Dampers are not required in duct inspect entire  facility to ensure
penstrations of smoke barriers in fully ducted compliance in all areas.
heating, vent{u!atmg, and air conditioning systems. 3. Monthly inspection done by Maint.
19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4 Dir. or designee to maintain
compliance.
4. Report compliance to monthly
QA&A to insure 1DT notification
This STANDARD s not met as evidenced by: and continued compliance. -
Based on observation and staff interview the 5. Correction date on or before
facility falled to ensure 1 of 8 smake barrier walls 12/31/10
were smoke resistant, The findings were:
Observation of the atfic smoke barrier wall near
resident room #217 on 14/17/10 at 4:40 PM
showed there was one unsealed penetration. The
penetration was a 1-inch circular hole. At the time
of observation the maintenance manager
reported the attic barriers were not routinely
inspected to ensure they were smoke resistant.
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045
35=F
[Huminzation of means of egress, including exit
discharge, is arranged so lhat faflure of any single

FORM CMS-2567(02-99) Previous Versions Ohsolale

Evenl |D; SYFQ21

Facifity ID: WY0023

iF continuation sheet Page 2 of 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES
. _CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED; 12/03/2010
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICGIENCIES
AND PLAN OF GORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
ICENTIFICATION NUMBER:

535024

{X2) MULTIPLE CONSTRUGTION
ABUILDING _ 04- MAIN-BUILDING-01 -

B. WING

(X3) DATE SURVEY
COMPLETED

1141712010

NAME OF PROVIDER OR SUPPLIER

POPLAR LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4305 8 POPLAR

CASPER, WY 82601

—A
l%/zw

at 4.:50 PM showed the sign near resident room
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K 045 | Continued From page 2 K045
lighting fixture (bulb) will not leave the area in
darkness. (This does not refer to emergency K045
lighting in accordance with section 7.8.)  18.2.8
1. Burned out bulbs have been and will
be replaced.
2. Inspect facility for any bulbs in these
This STANDARD s not met as evidenced by: signs that need replacing and replace.
Based on observation and staff interview the 3. Maintenance Dir. or designee will
facility failed to ensure exit discharge lighting ! inspect all exit signs weekly for
fixtures had two bulbs illuminated at 1 of 8 exits. proper functioning and repair as
The finding’s were: necessary.
4. Maintenance Dir.  will report to
Observation of the exterior exit discharge lights monthly  QA&A  on  weekly
an 11/16/10 at 6:30 PM showed one of two light inspections o monitor compliance
bulbs on the 800 wing were not illuminated, On 5. Comection date on or before
11/16/10 at 12,10 PM the maintenance manager 12/31/10.
reported the lights were inspacted at least on a
weskly basis. Furthermore, he reported the lights
were frequently noted to be burned out upon
inspection,
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K047
SS=E K047
Exit and directional signs are displayed in
accordance with section 7.10 with continuous - ‘ .
ilumination also served by the emergency lighting H 5;:; n]e]ds out bulbs outside rooms 102
é replaced immediately,
system.  19.2.10.1 2. Facility . Y
4 tacliity will be inspected to make
sure all  bulbs in  exiji signs
functioning and repair as necessary.
3. Maint. Dir or designee will perform
This STANDARD s not met as evidenced by; weekly inspection to make sure ail
Based on obsetvation and staff interview the bulbs are functioning properly.
facility failed to ensure light bulbs in exit signs 4. Maint. Dir. will report monthly to
were llluminated in 1 of 8 smoke compartments. QA&A to monitor compliance of
The findings were: weekly inspections.
5. Correction date on  or before
Observation of the 100 halt exit signs on 11/17/10 12/31/10.
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Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift,
The staff is familiar with procedures and is aware
that drills are part of established routine,
Responsibility for planning and conducting drills is
assigned cnly to competent persons who are
qualified to exercise leadership, Where drills are
conducted between 8 PM and 6 AM a coded
ahnouncement may be used instead of audible |
alarms.  19.7.1.2

This STANDARD s not met as evidenced by
Based on record review and staff interview the
facifity failed to ensure fire drills were held on a
guarterly basis for 2 of 3 shifts. The findings were:

Review of the fire drilt records showed the first
shift occurred between 6 AM and 2 PM, the
secend shift occurred between 2 PM and 10 P,
and the third shift occurred between 10 PM and 6
AM, Further review documented a fire drill had
nol been conducted on the first shift during the
third quarters of 2010. Records also documented
a fire drill had not been conducted on the third
shift during the second quarter of 2010. On
11/17/10 at 3:20 PM the maintenance manager
reported he was aware of the fire drilt testing
requirement. He further reported there were no
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K 047 | Continued From page 3 K047
#102 and #1156 both had 1 of 2 bulbs that were
not lluminated. AL the time of observation the
maintenance manger reported he was aware both
bulbs were reguired to be illuminated at all times.
| He further reported all exit signs were inspected
on a weekly basis. He state he was not sure why
the lights had not been replaced.
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050
S8=F

K050

Facility will follew required fire drill
regulations,

Maint. Dir. will monthly hold fire
drills on the appropriate shifls and
document participation and results
Maintenance Dir. will present up
coming drills to administrator to
insure compliance,

Maint. Dir will report monthly to
QA&A detailing fire drill times and
outcomes to the [IDT.
Correction  dale  on
12/31/10.

or before
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Redquired automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested

periodically.  19.7.6, 46,12, NFPA 13, NFPA
25,875

This STANDARD is not met as evidenced by:
Based an observation, record review, and staff
interview the facility failed to ensure sprinklers
were unobstructed and free of corrosion in 3 of 8
i smoke compariments. The findings were:

1. Observation of the sprinkler system on
11117110 between 9 AM and 12 PM showed the
sprinkler head in the kitchen pantry hallway and at
the special care unit nurses' station were
obstructed by ceiling mounted lights. The lights
were installed within 12 nches of the sprinkler
heads and the lights were below the bottom of the
sprinkier deflectors. At 11:22 AM the

maintenance manager reported the above
mentiened lights were replaced 3 months ago by
the previous manager, Review of the |ast
sprinkler system inspection repert complated on
10/12110 showed the contractor had noted the
same obstructed sprinklar heads. At 3:20 PM tha
maintenance manager reported he had not
noticed the comments on the inspection report
and had not made plans to medify the noted
locatians,

2. Observation of the sprinkler system on

L5

K062
Vendor contacted and
replacement/repair - of  affected

sprinkler heads in progress. Lighting
fixtures will be moved al time of
replacement of heads.

Inspection of all sprinkler heads to
insure none are corroded.  Also
inspection of their placement to light
fixtures.

Maint. Dir or designec will perform
monthly inspection to check for
corrosion.

Maint. Dir. will report monthly to
QA&A for continued compliance.,
Correction  date on or before
12/31/10.
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K 050! Continued From page 4 K 050
other records to review. He also reported the
missed drills were the responsibiiity of the
previols maintenance manager.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
S8=E
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K 0821 Cantinued From page 5 K062
11717110 at 1:20 PM showed the sprinkler head in
the 200 wing shower room was corroded, At the
time of chservation the maintenance manager
confirmed the head was corroded, He further
reported that he was not aware that corroded
heads were requirad o be raplaced.
K 0BT | NFRA 101 1IFE SAFETY CODE STANDARD K cey
88=E
Healing, ventilating, and alr conditioning comply \ K067
with the provisions of section 8.2 and are installed
in acoordance with the manufacturer's 1. Immediate conhlact made to vendor
spacifications.  19.5.2.1, 8.2, NFPA 90A, to assess ventilation in entire facility.
19.6.2.2 2, Vendor inspection and proposal od
seope of worl for ventilation system
in Halls 1, 2, 3, 4, Final plans ta be
presented  to state  enginecting
, departiment for approval,
This STANDARD |s not met Bg fsy:d@ncmd by: 3, C;n ¢e plans ap}ln!fwe d. correction of
Based on observation and stalf interview the facility ventilation system will bo!
facility falled to ensure the ventilation system was U y e AN A
maintained in 1 of 8 smoke compartments, The Vpon compiedion, slate engineering
findings were: depertment will be contacted for
approval.
Observation of the ventilation system on 11/17/10 4. Afer compietion and  approval,
bestweeh 10 AM and 5 PM showed the ventilation monthly checks will be completed by
system wag no longer in serviee, AL 10:33 AM the Maintenance Director/designee 1o
newly installed smoke deteotor in restdent rocm tnsure proper working order. Report
#312 was installed closer 1han 36 inches from the will be presented to monthly QA&A.
ventilation diffuser Further review showed 12 of Plans  for correction  will  be
12 resident rooms had the same configuration submittad 1o state enplnecring by
with each diffuser dghtly olosed. Inspection of the 1/15/11.
300 hall attic space showed the ventilation system’ -~ Approval by 3/15/1
wasg originally Installed with 10-inch circular ! - Vendor contgcted and work
fiberglass duct work, but every duat was ﬂattenpd completed by 4/20/1 ]
and had bean abancjo‘ned in the atlic, At the exit - Final approval by state
cenferehoe the adininistrator reported he was not engineering by 6/20/11
aware that a venfilation eystem was required to '
be maintained as originally installed.
I[CO74 [ NFPA 101 LIFE SAFETY CODE STANDARD | 074
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K074 Continued From page 6 K074
SS=E
Draperies, curtains, including cubicle curtains,
and other loosely hanging fabrics and filims
serving as furnishings or decorations in health K074

Gare occupancies are in accordance with
provisions of 10.3.1 and NFPA 13, Standards for

the Installation of Sprinkler Systems. Shower I~ Apply appropriate firc retardant

curtains are in accordance with NFPA 701, treatment on - affected curtain  for
compliance.

Newly introduced uphclstered furniture within ' 2. Inspect all curtains to insure fire
health care nccupancies meets the criteria rated compliance. o
specified when tested in accordance with the 3. Maint. Dir. or designee will inspect
methods cited in 10.3.2 (2) and 10.3.3,  19.7.5.1, all curtains monthly to insure fire
NFPA 13 ~ rated compliance,

4. Maint. Dir. will report monthly to
Newly introduced mattresses meet the criteria QA&A to monilor compliance.
specified when tested In accordance with the 5. Correction date on  or before
method cited in 10.3.2 (3}, 10.3.4.  19.7.5.3 12/31/10.

This STANDARD is not mat as evidehced by:
Based on ohservation and staff intarview the
facility failed to ensure window curtains were
Hame retardant in 1 of 8 smoke compartments.
The findings were:

Observalion of the window curtains in the special
care unit medication room on 14/17/10 at 11:32
AM showed they did not have flame retardant
documentation attached to them. At the time of
observation the maintenance manager reported
he did net have any flame retardant records to
review for these curtains.

K 143§ NFPA 101 LIFE SAFETY CODE STANDARD K143
58=0
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Transferring of oxygen is;

(a) separated from any portion of a facility
wherein patients are housed, examined, or
treated by a separation of a fire barrier of 1-hour
fire-rasistive construction;

(b} in an area that is mechanically ventilated, ;
sprinklered, and has ceramic or concrete flooring; |
and

{c) in an area posted with signs indicating that
transferring is ocourring, and that smoking in the
immediate area is not permitted in accordance
with NFPA 98 and the Compressed Gas
Association. 8.6.2.5.2 i

This STANDARD is nat met as evidenced by:
Based on observation and staff interview the
facility failed to ensure safety equipment was
provided al 1 of 2 transfilling of liquid rooms. The
findings wers:

Observation of the 600 wing liquid oxygen
transiilling rocm on 11/17/10 at 11:49 AM showed
a protective face shield was provided, but the
plexiglas shield was missing from the visor. At the
time of observation the maintenance manager
reported he was nol aware of the safety
equipment requirement. He further reported the
fransfilling rooms were not routinely inspected.

L

Proper equipment acquired from
vendor and in place for use.

All 02 rooms checked to for -face~
shield compliance,

Maint. Dir. or designee will check
02 rcoms weckly to insure that face
shields are present,

Maint. Dir. will report monthly to
QA&A to moniter for continued
commpliance,
Correction
12731710,

date on or before

ey

FORM CMS-2567(02-09) Pravigus Versions Obsalsle

Evont 1D; SYFG21

Facllity 1D: WY0023

If continuation shest Page B of 8

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUPPLIERICUA (X2) MULTIPLE GONSTRUCTION (%3) DATE SURVEY
PLAN OF GORRECT DENTIFIGATION NUMBER: COMPLETED
- ANP— — j{-REC lON— IDENT! IA-—J-—-———Wﬁ—f— — — ABULDING—(Ot=MAIN-BEILDING 00— — - — —— — |
B. WING
535024 111772010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE A
POPLAR LIVING CENTER 4305 8 POPLAR
CASPER, WY 62601 \W/’Mf/fo
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN oo
PREFIX (EACH DEFIGIENCY 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
DEFIGIENGY)
K 143 Continued From page 7 K 143




