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K 000 | INITIAL COMMENTS i KO0oo '
Requirements for Long Term Care Facllies |
Section 42 CFR 483.70 (a) except as otherwise |
provided ih the section, the facility must mset the
applicable provislons of the 2000 Edition of the |
|fe Safety Code, Exisling Health Care, of the |
National Fire Protection Association. :
The facility was a fully sprinklered, two-story
building of Type H (111} construction built in 1982
and 1892.The building was.equipped with a ;
supervised, automatic wet sprinkler system witha
dry and an anti-freeze branch and an addressable i
fire atarm system. The facility had a capacily of
84 certified Medicare and Medicaid beds witha |
census of 72,
l;é):i; NFPA 101 LIFE BAFETY CODE STANDARD K01 P The facility will continue to
| I the building has a common wall with & ' onsure [i:at_al‘l. Fi"’ batrier doors
nonconforming building, the common wall is a fire are SMOKe resistant.
barrier having et least a two-hout fire resistance 2. 'The latch on the east long term
rating constructed of materlals as required for the care double fire barrier doors
addilion. Communicating openings cccur-only in was adjusted on 3/1/2013 10
corridors and are protected by approved properly close. Work Order
self-closing fire doors. 16.1.1.4.1, 18,1.1.4.2 63768
3. The facility will continue to
monitor and conduel quarterly
checks on fire doors, The
iraptor of P a1 {
This STANDARD is not met as svidensed by: D",c{fm‘ 00“1’2::02])6] ations wil :
Based on observation and staff interviaw, the gnsure compaiance.
facility failed fo ensure 1 of 2 fire barrier doors
was smoke resistant, The findings were; :
Observation of the east long term care double fire
barrigt doors on 2/26/13 at 11:10 AM showed ong b
of the two doors was unable to be fully latched | ;
into the door frame with the force from the i i
i ;
LABORATGRY DIRECTOR'S OR PROVIDERISUPPLIGR REPRESENTATIVE'S SIGNATURE TTHITLE {X5) DATE
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Any dc,fc Gy slatement ending with an aslenék 1) denctes a deficiency which the institution may be excused from correcting providlng it [s detemmad that
otler saf sards provide sufficient proteclion to the patients. (%e instructlons.} Excepl for nursing homes, the findings stated above are disclosable 90 days
following the dale of survay whethar o nol a plan of corection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these doguments are made avaifeble to the facility. ¥ deflciencles ase ciled, an approved plan of correction is requisile 1o continued
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* operations could not explain why the door had not :
: been noliced and adjusted during the quarterly
. safety inspaclions.

NFPA 101 LIFE SAFETY CODE STANDARD
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: 4. Regular monitoring of smoke

K011 Continued From page 1 KO barrier doors will be reported !

self-closing device, with three attempts. At the ‘ on a quarterty basis to the
. lime of the observation the director of plant Environment of Care |
: operations could not exptain why the door had nof Committee, (EOC) with

been noticed and adjusted during the quarlerly oversight by the Quality

safety inspections. ) Improvement () committee,

SS=E o . of Plant Operations. 34112013
Door openings in smoke barrers have at least & ;
20-minute fire protection rating or are at least . e . :
1¥~inch thick solid bonded -wgod core. Non-rated K027 L. he ttacnhly Wl? c m;lm.u ¢lo
protective plates that do not exceed 48 Inches ensure t'ha_t'all e qoars are
from the hottom of the door are permitted. smoke resistant, ‘

Horizontal sliding doors comply with 7.2.1.14. 2. The latch on the second {loor
Doors are self-cloging or automatic elosing in west smoke barrier double
accordance with 19.2.2.2.6. Swinging doors are doors was adjusted on
not required 1o swing with egress and posilive 3/15/2013 to properly close.
laiching is not required.  19.3.7.5, 19.3.7.5, Work order 64245
10.3.7.7 ; 3 The facility will continue to
? i monitor and conduct quarterly
E " checks on fire doors. The
_ , . ' Director of Plant Operations
Based on observation and staff interview, the 4. Regular monioring of smoke
facility failed to ensure 1-of 8 smoke barrier e i )
double doors were smeke: resistant. The findings barrier doors‘mll ]ic :ega?r[ed
wera: ’ ' ! through the EOC Committec
on a quarterly basis with
Observation of the second floor west smoke oversight by the Q1
barrier double doors on 2/26/13 at 3:14 PM committee, and monilored by
showed one of the two doors was unable o be the Director of Plant
fully latched into the door frame with the force Operations, 3/15/2013
i from the self-closing device, with thres atterpts. :
¢ At the fime of the observation the diractor of plant . K. 029 : 1, The facility will continue to

ensure that hazardous areas are
separated from use areas by
smake resistant partitions and
self-closing doors.

FORM ChS-2567(02-99) Previous Yersions Obsolate

Evanl ID:MUWG21

Facillty 10; WY o3

If cordinuation sheet Page 2 of &



03/22/201l3 FRI 15:25 TAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID 8ERVICES

@ooasos2

PRINTED: 03/13/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERUSUPPLIER/CLIA
IDENTIFICATION NUMBER:

636027

8. WING

{%2) MULTIFLE GONSTRUGTION {X3) DATE SURVEY
A. BUILDING D4 - MAIN BUILDING 01 COMPLETED
02/2712013

| MAME OF FROVIDER OR SUFPLIER

WEST PARK LONG TERM CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
707 SHERIDAN AVENLUE
conyY, WY 82414

—_—
Yi/ s

:
:
3}
;

was cohverted into a storeroom.

2. Dbservation of the second floor east storage |
room on 2/26/13 at 1:25 PM showed the west wall |
was not completed from floor fo celling. The wall |
was missing an 8 inch high and 10 feet long ‘
section. At the time of the observation the director .
1 of plant operations could not explain why the wall
! was not noficed and completed during the annual |
thazardous area inspection, :
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i i
K 029 Gontinied From page 2 | kopg, 2 A sellclosing dovico was
One hour firs rated construction (with % hour i store room hear the lon
fire-rated doors) of an approved automatic fire | ! o for . &
extinguishing system in accordance with 4.1 | E tern care conier eﬁw? mf)m,
andfor 19,3.5.4 protects hazardous areas. When | g on 3/14/2013. Work order
the approved automafic fire extinguishing system : i 63787 \ .
optiot is used, the areas are separated from : i 3. The barrier wall in the
other spaces by smoke resisting partiions and | : second floor east storage
doors, Doors are self-closing and nen-rated or room was completed on
fleld-applied protective plates that do not exceed | : 3/5/2013. Work Order
48 inghes from the hottom of the door are 63738,
permitted.  19.3.2.1 4, The facility will continue to
monitor and conduct
quarterly checks on fire
doors, and semi-annual
This STANDARD is not met as evidenced by, § ohecks every six menths on
Based on observation and staff interview, the - ; all smoke partitions through
facility failed 1o ensure hazardous areas ware i hazardous area inspections.
segparated from Use areas in 2 of 10 smoke A recurring Preventive
compartments. The findings were: i Maintenance Work Order !
' has been entered into the ;
1. Observation of the storeroom near the iong systen to automatically :
term care conferénce room coh 2/26/13 at 11:14 ! gencrate a work order for
AM showed the corridor door was not equipped | these insnecti
: : f : spections to be
with & self-closing device. At the time of the : ducted. The Director of
observation the director of plant operations could | c}on ucte - N i
not explain why a self-closing device had not  © Plant Operations will ensure
been added to the corridor door once the room compliance.
5. Regular monitoring of

hazardous arcas will be
reporied through the EOC
Commitiee on a quarierly
basis, with oversight by the
Quality Improvement ((1)
committee, and monitored
by the Direcior of Plant
Operations.

:3/14/20I3
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1. The facility will continue 1o :

P; SOESS NFPA 101 LIFE SAFETY CODE STANDARD K 082 ensure that escutcheon rings
Required automatic sprinkler systemns are ; are maintained on all g
continuously maintained in reliable oparating sprinkler heads.
condition and are inspected and tested . 2. Thetwo escutcheon rings on
perlodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25, sprinkler heads in the
B.7.5 3 activities avea were replaced

: on 3/1/2013 per work order
63808,
. , . i3 Facility staff will be
This STANDARD s not met as evidenced by: : educated at a staff meeting
Based on observation and staff interview, the on 3/20/2013 regarding the
facility falled to ensure sprinkler escuicheon rings need 1o notify the Plant
; were maintained in 1 of 10 smoke compartments o i
The findings were: : Operations (Mamtenance)
department if an escutcheon
: Obsarvalion of the activities area on 2/26/13 at ring is found to have fallen
. 11:46 AM showed two sprinklee heads were ; from a sprinkler assembly. i
missing escutcheon rings. At the time of the P4, The Director of Plant
observation the director of plant operations i Operations will monitor and
reported the escofchecn rings were in place i ensure compliance through
during the fast annual sprinkier inspection. He ; quarterly environmental !
could not verify if facility s_taff mem%?ars were ! rounds. A recurring !
. aware they needed to nolify the maintenance Preventive Mainienance i
i department if escutcheon rings were found, after Work Order has b ’
falling from sprinkler assemblies, : ork Mrder s been
entered into the system o
Reference NFPA 101, 2000 Edition, 19.3.5.1, automatically generate a
9.7.1.1, NFPA 13, 1099 Edition; work order for these
3-2.7.2 Escutcheon plates used with a recessed | : inspections 10 be conducted. '
or flush-type sprinkler shall be part of a listed 5. The resulls of the
: sprinkler assembly. | monitoring of regular
K064 : NFPA 101 LIFE SAFETY CODE STANDARD ‘ K 084! environmental rounds will {
88=D l ; be reported quarterly
E Fortable fire extinguishers are provided i all | through the EOC ‘
ge.fdghfarigcg Lgpgnﬁi:; Anrl'.accordance with { Commitiee, with aversight ;
i § by the QI commiittee, L 3f202013
i g
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i 4-3 Inspecticn.

Reference NFPA 101, 2000 Edition, 19.3.5.5,
9.7.4.1, NFPA 1D, 1898 Edition;

4-3.1 Frequency. Extinguishers shall be
inspected when initialy placed in service and
thereafter at approximately 30-clay intervals ...
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. 1. The facility will continue to
K 084 Continued From page4 K 064 ensure that fire extinguishers are
inspected monthly by faciliry
staff, and annually by an outside
This STANDARD Is not met as svidenned by: contracfor. o L
Based on observation and staff inferview, the 2. The fire extmgmsher in the
facility failed to ensure porlable fire extingulshers second floor kitchen was
ware inspecied in 1 of 10 smoke comparinents, inspected on 3/1/2013, and i
The findings were: added to the list for monthly
inspection by facility staff.
Observation of the second floor kitchen on 3, The Director of Plant Operations |
2’26’13 at 3.24 PM Showedthﬁi |a'$t ar}nual ; Wl]t n}onitor and ensure =
inspaction for {he portable fire extmgutsherwa}s compliance with monthly and ;
| Showed a monihy inepection had not boen | ool inspections ofall fre |
; completed for the mounths of October, November, | cxiagmgmsh‘cnf lth‘nou%h quarterly ‘r
' and December 2012 and January 2013, Atthe L environmental rounds. f
! time of the observation the director of plant 4. The results of the monitoring of
: operations reported the maintenance technician ‘ regular environmental rounds
- that previously inspected the extingulshers had | will be reported quarderly :
i ! rafired, He could not explain why this extinguisher | . throngh the EQC Commitiee, ;
was not inspected on a monthly basis by the new | with oversight by the QI i
technictan, committee, 31172013
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