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(X4 ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION ()
PREFIX {EACH DEFICIENGY MUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVEACTION BHOULD BE COMPLETIDN
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG ORC!&SiREFEREg%%g%gg%E APPROPRIATE DATE
; . Reference Tag K 027, the Facility
K 0DO L INITIAL COMMENTS K000) Maintenance Supervisor will ensure the
‘ smoke barrier double doors are smoke
Requirements for Long Term Care Facilifies resistant. This will be accomplished by:
Section 42 CFR 483.70 (a) exceph.as otherwise
provided in the section, the facility must mest the The north and west double smoke 09/04/12
applicable provisions of the 2000 editlon of the barrier doors have heen disassembled,
Life Safely Code, Existing Healih Care lubricated and checked for worn parts,
Gecupanciss, of the National Fira Projection to ensure they fully close into the door
Association, frames,
Th_e_ facllity was a fully 5prink|ad, s'ingle~_str:!ry All smoke barrier doors could be 09/19/12
building of Type V (111) constiuction builtin ffocted. The Maink Sunervisor
1987.The building was equipped with a atiected. e MAIMIENANCE SUPETVISOr
supervised autdmatic wat sprinkler systam with will conduct an in- service with all
an anii-freeze Joop and a zanad fire alarm Mamtefaa.nce staffin the importance of
systern, The facility had a capaclty of 59 certified maintaining all smole barrier doors
Medicare and Medicald beds with a cehsus of 57. during daily rounds of the facility. The
K027 { NFPA 101 LIFE SAFETY CODE STANDARD K 027| Malntenance Supervisor will perform a
85=E monthly audit of smoke barrier doors
Door openings in smoke bariiers have at least a and if any are found out of compliance,
20-minute fir protecticn rating of are at least immediate corrective action will he
1%4-Inch thick solid bonded wood core. Non-rated taken.
prolective plakes that do niot exceed 48 inches
from the botfom of the door are pormitted. The Maintenance Supervisor will
ggg?g;ﬁl ggﬁﬁ%ﬁ% %rséf gm%;}?gfmz; fn change the maintenance task included
| accordance with 19.2.2.2.6. Swinging doors are in the (CM5) computet]lzed i .
not fequired to swing with egrass and positive maintenance system, that will generate
latching is not required.  19.3.7.5, 10.3.7.6, a PM work order on a monthly l?a?:s. All
19377 monthly PM work orders, pertaining to
. Life Safety are monitored at 100%
completion.
| This STANDARD [s not met as evidenced by: All deficiencles pertaining to Life 10/11/12
{ Basad on observation and slaff intarview, the Safety, will be reported to the Safety
fE]GHIl}' falled to snsure 2 of 6 s_moke barriar Committee on a guarterly basis.” i
double doors wers smoke resistant, The findings '
were;
' |
maon@nv DIRECTOR'S-0R PROVIDER/SYPPLIER-REFRESENTATIVES SIGNATURE TITLE %) DATG
~ —%//rwo / Lﬁ"f .-,«{a (>{(7/M,'ﬂ/jbmdt] YY1,

Any deficlency slaréﬁﬁn{‘n’anding with an %Sial‘i@@nmes a'éeﬁciency\
other safeguards provide sufficlent protestion lo tha patiants, {Ses instruc
following the dale of survey whether or nol a plan of coseclion
days following the dale these decumanls are made avallable to the facifit
program pericipatior,
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which the institution may be excussd from corecting providing it Is determinsd that

tions.} Excepl for nursing homes, the findings stated above are disclosable 60 days

is provided. For pursing homes, tha ahove findings and plans of comaction 2re disclasatis 14
y. i deficienclss are clled, af approved plan of comaction fs raquisite to continued
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STATEMENT OF DEFISIENGIES {x1) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRSGTION IBENTIRICAT(ON NUMBER; COMPLETED
ABULDING 01 - MAIN BUILDING 01
536033 B. WiNG 08/29/2012
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiP COBE —
‘ . : 1448 UINTA DRIVE
GASTLE ROCK CONVALESGENT CENTER GREEN RIVER, WY 82635 , 1 l\‘)——
(X4} 1D suMmArw STATEMENT OF mzrnc;&nctss {0 PROVIDER'S PLAN OF CORRECTION 5p
PREFIX {ACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED 70 THEAPPROFRIATE LATE
DEFIGIENG"f’i
<027 gub:zr:\:};i:;rg?aﬁzagﬁ; between 10:30 Al and K027 Reference Tag K 029, the Facility
BE a : e will peie
11:30 AM showed the north and west double ot poanse Supervisar will nsure
smoke banrer doors both hiad ane door that from wse areas. This will bel ’
would not fullyclose into the door frames, with rom use all Pria
three attempts each, At 10;56 AM the accamplished by:
malntenance diractor could not explain why the . !
doors had not been noticed and repalred during The Housekeeping supply closet 8/31/12
the quarterly inspection. covridor door was equipped with a self-
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029| closing devise, to ensure the door
88=E remains in the closed position.
Cine hiour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire { All hazardous areas equipped with a 9/19/12
exlinguishing system in accordantce with 8.4.1 “self closing devise could be affected.
and/or 19.3.5.4 profecis hazardous areas. When The Maintenance Supervisor will
the approved automatic fire extinguishing systsm instruct all Maintenance staffin the
option is used, ihe areas are separated from fmportanee of maintalning the self
other spaces by smake resisling partiions and closing devices to ensure proper
doors, Doors are self-closing and non-rated ar closure of the doors in all hazardous
figld-appiied protective plates that do not excesd . : - -
48 Inches from the holiom of the door are areas. The Maintenance Supervisor will
permitted.  19,3.2.1 will perform a monthly audit to check
' hazardous areas and ensure proper
operation of the self-closure and iFany
are found out of compliance, Immediate
corrective action will be taken.
This STANDARD is not met as evidenced by.
Based an observation and staff intenview, the The Malntenance Supervisor will
facility falled to ensire hazglrdous areas were ensure that the housekeeping closet
separated from use areas In 1 of 8 smoke door, and all hazardous area doors, are
compariments. The findings wers: included in the Facility (CMS)
Observalion on 829112 at 9:52 AM showed paper computerlzed malntenance system that
towels and alcohol based hand rub solutions in will generate a M work order ona
quanfties deemed hazardus by the autharily monthly basis. Ali PM worl orders
having Jurisdiction (AHJ) were stored in the pertaining to Life Safety are monitored
housakeaping supply closet, Further observation At 100% completion,
showed the corridor door was not equipped with & '
self-Closlng device. At the time of the obsarvation | All deficiencies pertaining to Life 10/11/12
Safety, will be reported to the Safety
FORM CMS-2567(02-59) Previous. Varsions Obsolels
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STATEWENT OF DEFICIENCIES (¥1) PROVIDERISUPFLIERIGLIA (X2) MULTIPLE GOHSTRUGTION {%3) DATE SURVEY
AHO PLAN OF CORREGTION IDENTIFICATION HUMEER: - COMPLETED
A BULDING g - FAAIN BUILDING D01
. i W
535033 wine 0B120/2012
HAME DF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE N
CASTLE ROCK GONVALESGENT CENTER 1446 UINTA DRIVE
' GREEN RIVER, WY 82935 1) 1 v
(Xd} I SUBIMARY STATEMENT GF DEFIGIENGIES o PROVIDER'S 'LAN OF GORRECT|ON {¥5)
PREFIX {EAGH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EAGH EORRECTIVE ACTION SHOULD BE cotbLETon
TAG REGULATORY OR LSC IDENTIFYRNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DRIE
DEFICIENGY)
K028 Continued From page 2 KK 029
the r_naintenanceAdi'r'ector could not explain why _
the closure had not been installad. Reference K Tag 046, the Malntenance | 10/10/12
K046 | NFPA 101 LIFE SAFETY CODE STANDARD {046 Supervisor will ensure that the
§5=F : enerator is equipped with
Emergency lighting of at least 1% hour duration is | 221:;?::? cgn%y stop buttoz?. Tﬂﬂ will he
provided in accordance with 7.9, 10.2.9.1, 5 j
accomplished by: _
Hiring an electrical sub-contracter, to
This STANDARD s not met as evidensad hy: prepare drawings and submittals to
Aased on observation and staff intarview, the forward to the Wyoming Department of
facility falled to ensure the emergancy generator Health for approval to install an
was equipped with a remote emergency stop emargency stop button. Upon approval
button. The findings were: from the Wyoming Department of
ob " bl Health, the sub-contractor will install
servatlon of the emergency corricor tights 1 emergency stop button per
showad they wére supplied with power from the | 2 g 1 ysiop
. . pproved plans,
eraergency generator, Obsarvalion of the !
generator on 8/20/12 at 11:31 AM showed it was S e
iocated Instde the bullding in the main électical , The tiic;htlilhats'm'lllfyfeti'lt]:delr]“etl hgis ¥
room, Further abservation showed the generator .| gencrator that1s y
was hot equippad with an smargency stop buton, i deficiency.
At thé tme of thg abservation tha maintenance = ] . ,
directar reported he was unaware an emergency Upon completion of installation a
slop button was required. photograph will be taken and
submitied to the State,
Refergénce, NFPA 101, 2000 Editlon, 19.2.9.1, ;
7.9.2.3, NFFA 110, 1899 Edition; :
3-6.6.6 All Level 1 and Level 2 installations shall ;
have a remote manual slop station of a typa |
similar to the break- giass station located outslde
the room hausing tha prima mover, where so
installed, or located elsewhere on the premisas
wheare the prime mover is located outside t
bul!-ding. prime m ] ¢ outside the Reference Tag K050, the Maintenance
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K gso] Supervisor will ensure that a fire drillis | 08/31/12
58=D ' conducted one per shift per quarter.
Fire driits are held at unexpected times under | This will be accomplished by:
: i |

FORM CM3-2557(02-89) Pravises Varslens Obsclets

Event 1D TYYY29
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIERICUIA {K2) MULTIPLE CORSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDESTIFGATION HUMBER; COMPLETED
A, BUILDING 07 - MAIN BUILDING 01
535033 0. WING 08128/2012
HAME OF PROVIDER OR BUFPHIER STREET ADDRESS, GITY, STATE, ZIF GODE o
GASTLE ROGK CONVALESCENT GENTER 1948 LINTA DRIVE
- GREEN RIVER, WY 82936 Ala v
X0 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORREGTION {¥5)
FREEIX {EACH BEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION |
TAG REGULATORY OR LEG INENTIEYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
nEHciENcY)
K 050 | Coritinued From page 3 K 050 The Maintenance Snp_ervisor will
varying conditions, at least quarterly on edch shift. enS‘l:lt‘e thatall ﬁ“? E.h ills ;:are mndt:cztecl
The statf Is familiar with procetiures and is awarg during the proper times, 6 AM and
(hat drilis are panl of establishéd rovtine. PM for day shift, 2 PM and 10 PM for
Responsibliity for planning and conduating drills is swing shift and 10 PM and 6 AM for
assigned only to comipetent persons who are midnight shift. All fire drills are
qualified to exercise leadership. Where diills are Included in the facility (CMS)
conducted between 8 PM and 6 AM a codod computerized malntenance system, ko
anrouncerment may be used instead of audinle generate a PM work order on a monthly
alarms,  19.7.1.2 basis.
All fire drills have the potential of being
‘ _— conducted at the wrong time if they are
This STANDARD Is not met 2s evidenced by: being performed close to the shift
Based an record review and staff interview, the I hour. The Maintenance
Facility failed to ensure a fire drill was held on change hour. © ae ain .
each shift during one of the past four quarters. Supervisor will ensure that the time
The findings were: that a fire drill Is performed, is not with
in close proxlmity to the shift change
Review of the fire drill records showed the first hours,
shift ocourrad belween 8 AM and 2 PM. Further
review showad a fire drili had not been conducted Al deficiencies pertaining to Life Safety 1 10/11/12
on the first shift during the fourth quarter of 2011, will be reported to the Safety
On 82912 at 12:40 PM the maintenance director Committee on a quarterly basis. (
confirmed the Hira drilt had not heen conducted.
e cotld not explain why the drill wes not
conducted, ‘
K052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
53=F
Afire alarm system required far life safely is
installed, tested, and maintained in accordance
with NFPA 70 Nalional Electrical Gode and NFPA
72, Tha system has an approved maintenance
and testing program complying with applicable
requirements of NFPA70 and 72,  9.6.1.4
FORM CMS-2667{02:99) Pravious Versions Qbsolels Evenl ID. TY¥v21 Facitly ID; WY D004
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STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A NULING 01 - MAIN BUILDING 01
B. WING
535033 08/25/2042
NAME. OF PROVIDER DR SUPPLIER STREET ADDREES, CITY, STATE, ZIP GODE
1445 UINTA DRIVE
CASTLE ROCK CONVALESCENT CENTER
: GREEN RIVER, WY 5203 1| v
[ty 10 SUMMARY STATEMENT OF DEFIGIENCIES in PROVIDER'S FLAN OF GORRECTION ' {x5)
PREFIX {EACH DEFICEENCY MUET BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFCRMATION) TAG CROSS-REFERENGES TO THE APPROFPRIATE DATE
DEFICIENCY)
K 052 | Continued Fram page 4 K 052 Reference Tag K 052, the Maintenance
’ Supervisor will ensure that all five 02/06/12
alarm system components are tested.
This will be accomplished by:
Maintenance Supervisor has contacted | 8/29/12
This STANDARD is not met as evidenced by; the sub-contractor, responsible for the
Based on record review and staff intervisw, the battery semi-annual load voltage and
facility failed to ensure 2 of 10 fire alarm system had them perform the required test.
components were tested. The findings were:
The Malntenance Supervisor will
1. Review of the fire alarm system tesling records ensure that the system receiver will be !
showed the system was last tested on 51711, activated and tested following a silent :
Further review showed the semi-annval Ioad alarm test.
voltage had not baen perfarinad on the batteries
in the fire alarmi coritro! panet In the past six - — ;
months. On 8125112 at 12:40 PM the ;l‘hefﬂ'l;e ftlc;;t;;;s_} sl;:ﬂmthas the Eutentlal
malntanance director could not explzin why this Or‘ E"_med Thasﬁ B18 Are no
tes! had nol been gdded to the preventative pet foi med. The Maintenance
maintenance schedule, Supervisor will include the batt}el”y
: semi-annual load test to the facility
2. Review of the fire alarm system testing records (CMS) computerized maintenance
showed the system regeivar had not been tested system to generaie a PM work order on :
dufing the months of August and Novemmber 2011, a semi-annual basis. The Maintenance i
and February 2012, On 8/28/12 at 12:40 PM the Supervisor will include, o the silent
mainteriance direstor reported the receivers were fire drill generated PM work order, the
normally checked by fire drill activations, but the testing of the system receiver before
aforementioned months had silent drills. He could | the work order can be completed.
not explain why the system was not activated by
some ofher means, All Life Safery PM work order are
Reference NFPA 101, 2000 Ection, 19.3.4.1, manitored for 100% campletion.
9.6.1.4, NFPA 72, 1099 Edition; L . . ]
Table 7-3.2 Testng Frequencies. Al.l deficiencies pertatning to Life Safety | 10/11/12
6, Balteries-Fite alarm systems will be reported to the Safety
d. Sealed Lead-Acid Type Committee on a guarterly hasis,
1, Charge Test. ..o annually
{Replace baitenes every 4 years,)
2, Discharge Test ... ... ... ... . ... ...annually
FORM CHS-2557(02-09) Pravious Versions Obsclele Event ID:TYYY2! Facility 0; WY o204
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STATEMENT QF DEFICIENCIES (X1} PROVIDERISUPRLIRR/TLIA (2] WULTIPLE CONSTRUCTION {X3) DATE SLiRVEY
AND PLAN OF CORRECTION DENTIMCATION NUMBER: _ COMPLETED
A, BUILDING 01 « MATN BUILDING 04
B, WING
. ’ 535033 08/29/2042
HAME DF PROVIDER OR BUPPLIER STREETADDHESS, CITY, STATE, ZIP CODE
CASTLE ROCK CONVALESGENT CENTER 1445 UINTA DRIVE S
GREEN RIVER, WY B2035 A4l \\'1/
FAD SUMMARY STATEMENT OF DIEFICIENGIES i PROVIDER'S FLAN OF GORREGTION 1)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYNG INFORMATION) TAG CROSS-REFERENCED 7O THEAPPROPRIATE DATE
DEFICENGY)
Reference Tag K 064, the Maintenance
i€ 052 | Conlinued From page 5 K 0521 Supervisor will ensure that all portable
(30 minutes) fire extinguishers are properly
3. Loat Voltage Test.. seml-annually maintained. This has been
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD K 064| accomplished by:
58=D
Porlable fire extinguishers are provided in all The maintenance supervisor has 0g9/04/12
health care occupancles in accordance with contacted the sub-vontractor, to
9741, 19,366, NFPA1D perform a required 5 year hydrostatic
test on the wet agent "K” type fire
extinguisher located In the kitchen
ared.

This STANDARD is not met =s evidenced by; All portable fire extinguishiors have the
Based on obsavation and staff inteiview, the potential for failure if these tests are
facility failed to ensure portable fire extinguishers | not performed. The Maintenance

were properly maintalaed in 4 of 6 smoke Supervisor will instruct the
compattrments. The findings were; ' ' Maintenance staff to check the date on

the inspection tag and the date on the
extinguisher during the monthly
preventive maintenance checks. These
dates will be entered on the monthly

Observation of the kitehen on 812912 at 10:06
AM showed the "K" type fire extinguisher had a
hydrostatic test performed in 2005, Further
ohservation showed a five year hydrostatic lesl

five extinguisher check list. The
had not been perfmmed singe the 2005 test. At Maintenance Supervisor will also
the time of the observation the maintenance ensure that the annual service
dirattor reportad he refisd upon the service e i by the sub .
contractor to perform the mspectlons and fest &g Pel for mea by the su _ contractoris
required. He could not explain why the test had { included in the facility (CMS)
not been performed on a & year basis. computerized maintenance system to
generate a P'M work arder on an ammual
Reference NFFA 101, 2000 Edition, 18.3.5.8, basis.
0,7.4.1, NFPA 10, 1988 Edition;
Table 5-2 Hydrostatic Test Intervals for All Life Safety PM work orders are
Eﬁti{fmsqm - monitored for 100% completion.
Vet Agat-rmr-mmmme 5 years ~
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147| All deficiencies pertaining to Life Safety | 10/11/12
58=D will be reported to the Safet
Electrical wiring and equipment is In zccordance Committele on a quarterly bg,;is
with NFPA 70, National Electrical Code. 9.1.2 o
FORM CMS-2567(02.68) Praviotts Versions Ohuolele Evenl ID:TYYY24
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STATEMENT OF DEEICIENCES

removed during the monthly safely inspections.

This STANDARD is not met as evidencead by:

Based on abservation and staff interview, the
facility failed to ensure temporary élgctrical wirlng
tlid nol replace parmanent fixed wiring In 1 of &
smoke compartmenis, The findings were;

1. Dbzervation.on B/29/12 at 10:14 Al shawed
the administrative assistant ' & cormputer was
plugged into a surge protector which was plugged
into an extension cord, Al the fime of the
obsarvation the majnlenance director could not
explain why the extension cord had not baen
noticed and removed dwing the montnly safety
inspactions.

2. Observation of resldent room #33 on £/20/412 at
11:01 AM showed the television sei wes plugged
into & 3-way adapter which was plugged |nto an
extension cord, Al the time of the observation the
maintenance diractor could not explaln why the
electrical adapiers had not heen noticed and

Reference NFFA 101, 2000 Edition, 18.5.%, 8.1.2,
NIFPAT0, 1909 Edition;

400-8. Uses not permitied. Unless spacifically
permitted In section 400-7, Mlaxible corda and
cables ehall nol be used for the foliowing;:

(1) Asa eubstitule far the fixed wiring of a
struciure

(2) Whete run through holes in walls .,

(8) Where run through doorways, windows, or
similar openings

{4} Where attached to bullding surfzces

; {%1) PROVIDER/SUPPLERICLIA {¥2) MULTIPLE CONSTRUCTION {%3) DATE BURVEY
ANB PLAN OF CORRECTION IDENTIRGATION HUMBER: COMPLETED
ABULEING 64 - fiASH BUILDIHG 01
535033 B. vilNg 08/29/2012
HAME OF PROVIDER QR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE 2 A
CASTLE ROCK CORVALESGENT GENTER 1445 LIINTA DRIVE \
‘ GREEN RIVER, WY 82035 AV
D4 1D SUMMARY STATEMENT DF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION 6)
PREFIX (EACH DEFIBIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETIDN
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROSBIRERERENCER ARFROPRIATE DeTE
DE
- ) Reference Tag K 147, the Maintenance
K 147 | Cantlnued From page 6 K 147

Supervisor will ensure that extension
cords will not be used. This will be
accomplished by:

The extension cord plugged inte the
surge protector by the administrative
assistants desk has been removed and
replaced with a surge protector, The
extension cord plugged into the 3-way
adapter in room #33 has been
removed.

A monthly work arder has been

i generated to address inspection of all
power strips and extension cords in
USEe.

The Maintenance Supervisor will
ensure that all Life Safety PM work
orders are maintained at 100%
completion.

All deficiencies pertaining to Life Safeiy
will be reported to the Safety
Committee an a quarterly basis.

08/31/12

10/11/12

FORM CHWS-2687{02.88) Previows Versions Obsalete

Event iD TYYY21
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