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TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG GROSS-REFERENGED T THEAPPROPRIATE DATE
" DEFIGIENCY)
« 000 INITIAL COMMENTS Kk opo| Identification of Other Residents
Having the Potential to be Affected
Requirdingnts for Long Term Cére Facilities | by the Same Deficient Practice:
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the ' The Maintenance Director/Designee

applicable provisions of the 2000 Edjtion of the
Life Safety Code, Existing Health Gare, of the
National Fire Protection Asscciation,

. will conduct a facility-wide audit to
confirm that corridor doors are
equipped with strike plates and create

building of Type |l (222) and il (111) construction,
with a hasement, built in 1966 and 1972,

respectively, The building was equipped with a The Maintenance Director/Designee
supervised, automatic wet sprinkler system with will conduct a facility-wide audit to
an addressable fire alarm systetn, The facility had confirm that all double doors create a

& capacity of 146 certified Medicare and Medicaid

biads with a census of 115, positive latch to the door frame.

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
88=F Measures Put into Place/Systemic
Doors %notdcting cmri&fﬂor oFe_Tings in cther than Changes Made to Ensure that the
required enclasures of verilcal openings, exits, or . .
ha?zardous areas are substantial doors, such as Deficient Practice(s) Does Not
those constructed of 1% inch salid-bonded core Recur
‘wood, of capable of resisting fire for at-least 20
minutes. Doors in sprinklered buildings are only The Maintenance Director/Designee

réquired to resist the passage of smoke. Thefe Is

no impediment to the elosing of the docrs. Doors ' will incorporate info their routine

are provided with a means suitable for keeping 4 rounds the inspection of self-closing
the daor closed. Duich doors meeting 18.3.6.36 device doors to confirm they create a
are permitted.  19.3.8.3 positive latch to the door frame.

Roller lalches are prohibited by CMS regulations
in all health care facilities,

LABORATORY DIRECTOR'S OR PROV]D%“PPUE REP E"NTATNE'S SlGNATURE TITLiE - V(Xﬁj DATE
gy YLu Poeestivr, D vecko~ /3] 2

Any deficlency statemerit ending with an asterisk (%) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients, (See instruclions.} Except for nursing homes, the findings stated above aré disclosable 80 days
following the date of survay whether or et a plan of correction is provided. For nursing homes, the above findipgs and plang of correclion are disclosable 14
days following the date these decuments are made avalilable to the facility. If deficiencies are cited, an approved plan of correction Is ra'quisife 10 éontinued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FQR'MEDICARE & MEDICAID SERVICES

PRINTED: 05/21/2013
_ FORMAPPROVED
COMB ND. 0938:-:0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIERICLIA

IDENTIFICATION NUMBER:

535013

%) SULTIPLE CONSTRUGTION (X3) DATE'SURVEY
A BUILDING 01 » OUNTAIN TOWERS HEALTH CARE COMPLETED
B, WING asIG712643.

NAME OF PROVIDER OR SUPFLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE

sTREET ADDRESS, GITY, szTE, ZIP CODE
3138 BOXELDER DRIVE
CHEYENNE, WY g2001

- V-
Bl i

SUMMARY STATEMENT OF DEFICIENCIES

(X4} ID MENT 0 " PROVIDER'S, PLAN OF CORRECTION 51
PREFIX {EACH DEFICIENCY MUST BE PREGEDRED BY FULL, PREFIX {EAGH GORRECTIVE AOTIGN SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYIRG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
" DERIGIENGY)
N This Plan of Correction is the cenler's credibl
K 000| INFTIAL COMMENTS 000, e
N . . i~ T Preparation andlor execution of this plan of correction
Requirements for Long Term Care Facilities doe’; ot constitute acmission oF
: : . greement by the
Section 4'2 CFR 483-70 (a) except as otherwise \ provider of the truth of the facis alleged or conclusions
provided in the section, the facllity must meet the i set forth in the statement of deficiencies. The plan of
applicable provisions of the 2000 Edition of the correction is prepared andfor executed solely becaiise
Life Safety Code, Existing Health Care, of the it is required by the provisions of federal and state law.
National Fire Protection Association. -
K-018: NFPA 101 Life Safety Code
The facility was a fully sprinkiered, three story Standard
building of Type |l (222) and | {111) ecnstruction,
with a basement, built in 1666 and 1972, . ]
respectively, The bullding was equipped with Corrective Action(s) for Those
supervised, dufomatic wet sprinkler system with Residents Found to Have Been
an addra?ss"able fire alarm system, The facillty had Affected by the Deficient Practice:
a capacity of 146 certified Medicare and Medicéid
beds with a censtis of 115, The Mai \ .
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD k01s The Maintenance Director/Designee
S8=F installed strike plates into the dining
Doors pnote’_cti_ng corridor t::pe_nings i_n other ’ghan . yoom door and confirmed the door
reqL_nred enc{o;ures of verhc.al‘ openings, exits, or L creates a positive latch to the door
hazardous afeas are substantial doors, such as ¢
those constructed of 1% inch salid-bonded core rame.
wood, .of capable of resisting fire for at-least 20
minqtez. tDOQE“S _til:hSPFir!kl’ered bfuildingas a[?hoﬁiYT The Maintenance Director/Designee
réquired to resist the passage of smoke. are 18} : oty
na Impediment to the closing of the doors. Doors § adjusted the rehal?lhtatxon gym north
are provided with a means suitable for kesping entrance door so it creates a positive
the door closed, Dutch doors meeting 10.3.6.4.6 latch to the door frame.
are permitted.  19.3.6.3 :
Roller latches are prohibited by CMS regulaticns !
in all health care facilities. :
|
1
!
TAEGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S GIGNATURE TITLE 5 DATE

Any deficlency statement anding with an asterlsk {%) denotes a deficlency which {
other safeguards provide sufficient protection to the patients. (See instructlons.}
of corraction is provided, Forn

following the date of survay whether or riot a ptan
days following the date these documents are
program paticipation.

ha histitufion may be excused from

correcting providing it is determined that
Except for nursing homes, the findings stated above are disclozable 90 days
ursing homes, the ahove findings and plans of correction afe disclosable 14
made available to the facility, i deficiencies are &ited, an approved plan of cofrection is requisite 16 cantinued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES R R APPROVES
CENTERS FOR MEDICARE & MEDICAID, SERVICES R . .. ONMBND. 0935-0391
 STATEMENT OF DEFICIENGIES (%) PROVIDER/SUPFLIER/GLIA (X2) MULTIPLE CONSTRUCTION 1%3) DATE SURVEY
AND, PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BULDING 01 - MOUNTAIN TOWERS HEALTH GARe |  COMPLETED
536013 jawNe e 05/07/2043
NAME OF PROVIDER OR SUPPLIER STREET ADBRESS, CITY, STATE, ZIP CODE
o S 3128 BOXELDER DRIVE e
KINDRED.TR.ANS}TFONAL CA?\’E AND REHABILITATION-CHEYE CHEYENNE, WY 85001 lal\‘-“\'_?:
(X4} 1D SUMMARY STATEMENT OF DEFIGIENGIES D " PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX (EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOYLD BE * COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGYY
K018 | Continued From page 1 Kk g18| Monitoring the Corrective
Action(s) Performance to Make
Sure Systems are Sustained:
This STANDARD Is not met as evidenced by: . . .
Rased on obseivation and staff interview, the The Maintenance Director/ ]?es1gnee
facility failed to ensure corridor doors were smoke will report outcomes of audits fo the
resistant on 1 of 4 flaors. The findings were: { Performance Improvement
1. Observation of the dining rosm on 5/7/13 at Committce monthly times 3 for their
10:01 AM showed the double corridor doors were review, recommendations, and
not equipped with strike plates. The doors were direction as nceded.
equipped with self-closing devices, but the doors
ware unable ta lateh into the deor frame. At the . .
lime of the observation the maintenance assistant | Date of compliance is June 23, 2013.
was unaware wlhy the siiike plates were not ! - ,
installed. ! :
2 Observation of the rehabiiitation gym on 6/7/13
.at 10:45 AM showed the north entrance was a set
of double doors, Further observation showed one
of the dobre was unable to remain latched with &
pounts of pressure applied to the latch side of
the door. At the fime of the observation the
maintenance assistant couid not éxplain why the
door was not observed and repaired during the
Gaily door inspections.. ‘
K029 | NFPA 101 LIFE SAFETY CODE STANDARD K029
58=E
One hour fire rated consfruction {with % hour
fira-rated doors) or an approved automatic fire
| extinguishing system in accordance with 6.4.1 ‘
. andfor 19.3.5.4 protects hazardous areas. When |
the approved automnatic fire extinguishing system | §
i option is used, the areas are separated from :
 other spaces by smoke resisfing partitons and |
! doors. Doors are self-closing and non-rated or |
| field-applied protective plates that do not exceed ;
| 48 inches from the bottom of the door are
] , j
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDIGARE & MEDIGAID SERVICES .

PRINTED: 05/21/2013
_ FORMAPPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENOIES (1) BROVIDER/SUPPLIERIGLIA (X2 WULTIPLE GONSTRUCTION (%8) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - MOUNTATN TOWERS HEALTH GARE GOMPLETED
536013 |BwNG G5/071207%3
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. _ _ ‘ et 4128 BOXELDER DRIVE -ﬁég—‘
KINDRED. TRANSIT.l.ONAL CARE AND REHABILITATION GHEYE CHEYENNE, WY 82001 fo\\‘-\\n'b
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o “PROVIDER'S PLAN OF CORRECTION T ke
PREFIX (EACH DEFICIENCY MUST BE PRECEDER BY FULL BREFIX (EACH CORREETIVE AGTION SHOYLD BE- GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCYY
K018 | Continued From page 1 K 0481 This Plan of Correction is the center's credible
allegation of compliance.
Preparation and/or execution of this plan of correction
. ) L i does not constitute admission or agreement hy the
This STANDARD is not met as evidenced by provider of the truth of the facts alleged or conclusions
Based oh obsetvation and staff irterview, the sel forth in the statement of deficiencies. The plan of
facility falled to ensure corridor doors weié smoke correction is prepared and/or execuled solely because
resistant on 1 of 4 foars. The findings were: it i3 requived by the provisions of, federal and state law.
1. Observation of the dining rocni-on 5/7/13 at K-029: NFPA 101 Life Safety Code
10-01 AM showed thé double corridor doors were. Standard
not equipped with stitke plates. The doors were
equipped with self-closing devices, but the doors
were urable t lateh into the dooy frame. Atthe
| time of the obgervation the maintenance assistant
 was unaware why the stiike plates were not ‘
Installed. :
2 Observation of the rehabiiitation gym on 6/7/13
.at 10:45 AM showed the north entrance was a set
of double doors. Further observation showed ane
of the desrs was unable to remain latched with &
pounds of pressure applied to the latch side of
the door. At the time of the observation the
maintenance assistant could not éxplain why the
door was not ohserved and repalred during the
daily door ingpections..
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K 029
S8=E
One hour fire rated construction (with % hour |
| fire-rated doors) or ari approved autornatic fire !
 extinguishing systern in accordance with 8.4.1 |
. andfor 19.3.5.4 protects hazardous areas. When | i
the approved automatic fire extinguishing system ;
" option Is used, the areas are separated from ! ;
; other spaces by smoke resisting partitions and l |
' doors. Dooars are self-closing and non-rated or | ]
i field-applied protective plates that do not exceed | |
348 inches from the bottom of the door are i
L I i ! i
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
__CENTERS FOR MERICARE & MEDICAID SERVIGES

PRINTED: 08/21/2013
 EORM APPROVED'
OMB NO, 0938:0391

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(42) MULTIFLE CONSTRUGTON
A BUILDING 04 - MODNTAIN TOWERS HEALTH CARE

{%3) DATE SURVEY
GOMPLETED:

permitted.  19.3.2.1

This STANDARD s not mét a8 evidenced by
Basad on observation and staff interview, the
facility failed to ensure hazardeous areas were
separated froim uses areas on 3 of 4 flors. The
findings were:

1. Observation of the clean linen room near
resident room #1414 6n 5/7/13 at 10:52 AM
shawed there were two unseaied conduit
pehetrations above the cireuit panel. The'largest
gap measured 2 inches across. At the tima of the
observation the maintenanta assistant could not
gxplain why this hdles had not'been neticed and
repairéd during the monthly safety inspections.

2. Obsérvalion of the housekeeping floor buffer
storeroom on 5/7/13 at 11;36 AM showed fthe

| door was not ablerto be fully latched int the door
| frame, with the power from the instalied
_self-closing device. Al the time of the observation
the maintenance assistant could not explain why
the door had not been noticed and repaired
durihg the monthly safety inspections.

3. Observation of the basement housekeeping
paper storeroom on 5/7/13 at 11:38 AM showed
paper products had recently been stored in this
i room that was greater than 50 square feet.

' At the time of the observation the thaihtenance
| assistant reported he was unaware seif-closing
| devices were required on storaroams.

| Further observation showed & gelf-closing device !
i had not been added to the double corrider doors,

l
1

i
H
!
3
{
i
i

535013 BWING e _ 050712013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. o 3125 BOXELDER DRIVE — 2&"‘
KINDRED TRANSITIONAL GARE AND REHABILITATION-GHEYE :
N e 5 | CHEYENNE, WY 82001 plulie
(X4) D SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PLAN'OF CORRECTION ; i
PREFIX (EACH DEFIGIENGY WMUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGUEATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 028 | Continued From page 2 Kk 029 Corrective Action(s) for Those

Residents Found to Have Been-
Affected by the Deficient Practice:

The Maintenance Director/Designee
sealed the conduit penetrations in the
| clean linen room near resident room
#114 with approved fire-rated
material.

The Maintenance Director/Designee
repaired the housekeeping floor
buffer storeroom door to confirm that
it fully latches to the door frame.

‘The Maintenance Director/Designee
installed a self-closing device on the
double corridor doors located in the

housekeeping paper storeroomn.

The Maintenance Director/Designee
! repaired the door of the clean linen
room near resident room #310 so it
fully latched to the door frame.

i
i
{
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permitted. 19.3.2.1

This STANDARD s not mét & evidenced by.
Based on observation and staff intarview, the
facility falled to ensure hazardous.areas were
separated from uses areas on 3 of 4 floors, The
findings were:

1. Observation of the clean linen reom near
resident room #114 6n 5/7/13 at 10:52 AM
showed thers were two unsealed conduit
nénetrations above the cireuit panel. The largest
gap measurad 2 inches across. Atthe time of the
observation the mainténante assistant could not |
sxplain why the hales had not been nojiced and
repalréd during the monithly safety inspections.

2. Observation of the housekeeping floor buffer
storeroom on 5/7/13 at 11,36 AM showad the
door was not able fo be fully latefied into the doot
frame, with the power from the installed
gelf-closing device. At the time of the observation
the maintenance assistant could not explain why
the deor had not been noticed and repatred
during the monthly safety inspections.

3. Observation of the basement housekeeping
paper storeroom on 8/7/13 at 11,38 AM showed
paper products had recently been stored in this

: room that was greater than 50 square feel.

: Further observation showed a self-closing device
| had not been added to the double corridor doors, ;
i At the time of the observation the mainienance

| assistant reported he was unaware self-ciosing |
| devices were required on storerooms, ;

o i

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BUILDING' - MOUNTAIN TOWERS HEALTH GARE (OMPLETED.
- 535013 Jpwwe e . 05/07/2013
FAME OF PROVIDER OR SUFPLER STREET ADDRESS, CITY, STATE. ZIP CODE
_ . . , 5 3428/ BOXELDER DRIVE -—“‘:EE“
KINDREL TRANSITIONAL CARE AND REHABILITATION-GHEYE s
NemomAT B AoNEREY CHEYENNE, WY 82061 Hwhe
{%4) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION ks |
PREFIX (EAGH DEFIGIENCY WMUST BE PRECEDED BY FULL PREFIX {EACI{ CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 029 | Continuad From page 2 K 028! Identification of Other Residents

| Having the Potential to be Affected
by the Same Deficient Practice:

The Maintenance Director/Designee
will conduct a facility-wide audit to
confirm conduit penetrations have
been sealed.

The Maintenance Director/Designee

will conduct a facility-wide audit to

confirm that all self-closing device
“doors appropriately latch to the door
L_ frame.

' Measures Put into Place/Systemic
Changes Made to Ensure that the 4
Deficient Practice(s) Does Not
Recur

The Maintenance Director/Designee
will inspect twenty-five percent
(25%) of the facility ona quarterly
basis to confirm that conduit
penetrations are sealed.
The Maintenance Director/Designee
will incorporate into their quarterly
rounds the inspection of doors with
self-closing devices to confirm that
the doors will appropriately latch to
the door frame.
i |
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FORM APPROVED

STATEMENT OF DEFIGIENCIES
AND PLAN GF CORREGTION

(X1) PROVIDER/SUPPLIERICLIA
{DENTIFIGATION NUMBER:

535013

(X2 MULTIPLE CONSTRUGTION
& BUILDING 01 - MOUNTAIN TOWERS HEALTH CARE

BWING .

__OMB NO, 09380391,
(X3) DATE SURVEY
COMPLETED

050712013,

NAME OFf FROVIDER OR SUPPLIER

- KINDRED TRANSITIONAL CARE AND REHARILITATION-CHEYE

STREET ADORESS, CITY, STATE, ZIP GODE

3128 BOXELDER BRIVE
CHEYENNE, WY 82001

‘;\\\\ E\?:

"SUMMARY STATEMENT OF DEFIGIENGIES

Exit acoess is arranged so that exits are readily
accessible at all times in accordance with section
7.4, 19.24

This STANDARD is not met as evidenced by.
Based on observation and staff ifiterview, the
facility failed to ensure 1 of 8 exits doors did not
require excessive force to open. The findings
were:

Obseivation of the transitional care unit northeast
exit double doors on 5/7/13 at 11:18 AM showed
one of the two exit duors required excessive force
to open. The aluminum door was rubbing against
ihe floor threshold. At the time of the observation
the maintenance assistant could not explain why
the door had not been neticed and repaired
during the manthly safety inspections.

Reference, NFPA 101, 2000 Edition, 19.2.22.1;
7 2.1.4.5 The forces required to fully openany
door manually in a means of egress shallnot |
exceed 15 Ibf (87 N) to rolease the latch, 30 Ibf

Date of compliance is June 23, 2013.

This Plan of Correction is the center's credible
allegation of compliance,

| Preparation andior execution of this plan of correction
¢ does not consiitule admission or agreement by the

| provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The planof
correction is prepared andlor executed solely becouse
it is required by the provisions of federal and state law.

K-38: NFPA 101 Lifc Safety Code |
Standard

XA SUMMARY : ic D FROVIDER'S PLAN OF CORREGTION %8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY PULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS€ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | BATE
DEFIGIENGY) E
K 029 | Continued From page 3 K029, Monitoring the Corrective
4. Observation of the clean , Action(s) Performance to Make
_Observation of the clean linen room near .
resident room #310 on 5/7/13 at 1:66 PM showed Sure Systems are Sustained:
the door was not able to be {ully latchad info the ) ) .
door frame with the power from the self-closing The Maintenance Director/Designee
device. Al the time of the observation the will report outcomes of audits to the
maintenance assistant cotld not expladin why the
door had not been noticed and repaired during Perforrpance Improve.ment ]
fhe manthly safety inspestions. | Comlﬁee monthly t1.mes 3 for their
K 038 NEPA 101 LIFE SAFETY CODE STANDARD K038 review, recommendations, and
§8=E . direction as needed.

FORM CMS-2567(02-99) Pravious Varsions Obsolete

vent ID: U621
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES T e _ . ONB NO. 0938-0391,
STATEMENT OF DEFIGIEMGIES (x4} PROVIDERISUPPLIER/CUA (¥2) MUETIPLE CONSTRUCTION (X3 DATE SURVEY ’
5e5013 BN s 2 , __-05/07]2013,
NAME OF PROVIDER OR SUPPLIER | S REET ADORESS, GITY, STATE, ZIP GODE ' '
R . 4128 BOXELDER DRIVE —4<br‘
\ HRED TRANSITIONAL CARE AND REHABILITATION-CHEY. NN -
KINDRED T . AL AR R 7 ITATION YE CHEYENNE, WY 82001 bh \\E:
x4 1D "SUMMARY STATEMENT OF DEFICIENGIES N " PROVIDER'S FIAN OF GORREGTION ' *8)
PREFX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coMPiETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 7 CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIZIENGY)
K 029 | Gontinued From page 3 « 029! Corrective Action(s) for Those

4. Observation of the clean linen room near
resident room #310 on 5/7/13 at 1:56 PM showed
the door was not able to be fully latched into the
door frame with the power from the self-closing
device, At the time of the chservation the
maintenance assistant could riot explain why the
door had not been noticed and repaired during
the manthly safety inspections.

1 038 | NFPA 101 LIFE SAFETY CODE STANDARD
S8=E

Exit access |s arranged so that exits are readily
accessible at all times in accordance with section
7.4, 19.2.1

| This STANDARD s nét met.as evidenced by:
Based on observation and staff intervigw; the
facility faifed to ensure 1 of 5 exits doors did not
require excessive force to open. The findings
were:

L

| Obsetvation of the transitfonal care unit northeast
| exit double doors on 5/7/13 at 11:18 AM shawed
one of the twa exit doors required excessive force
fo open. The aluminum door was rubbing against
! the floor threshold. At the time of the observation

! the malntenance assistant could not explain why
the door had not been noticed and repaired
during the manthly safety inspections,

Reference, NFPA 101, 2000 Edition, 192221,
7.2.1.4.5 The forces required to fully open any
door manually in a means of egress shall not
exceed 15 Ibf {67 N) fo release the latch, 30 Ibf

:

Residents Found to Have Been
Affected by the Deficient Practice:

The Maintenance Director/Designee
repaired the transitional care unit
northeast exit door so it does not
require excessive force and does not

K 038 tub against the floor threshold. The
threshold was repaired on May 10,
2013. |

Identification of Other Residents
Having the Potential to be Affected
. by the Same Deficient Practice:

The Maintenance Director/Designee
wiil conduct a facility-wide audit to
confirm all exit doors open without
excessive force and appropriately.

|

|
| l

FORM CMS-2667(02-99) Previous Warsions Obsolele
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(X4}1D |

"SUMMARY STATEMENT OF DEFICIENGIES

i This STANDARD is not met as evidenced by

! the maintenance assistant could not explaln why

Exit acoets Is arrahged so that exits are raadily
accessible at all times in accordance with section
7. 19.24 - ’

Based on abservation and staff interview, the
facility failed to ensure 1 of 6 exits doors did not
requiire excessive force to open. The findings
were:

Obsefvation of the transitional care unit northeast
exit double doors on 6/7/13 at 11:18 AM showed
one of the two exit doors required axcessive force
to open. The aluminum door was rubbing against
the floor threshold. At the time of the observation

the door had not been noticed and repaired
during the monthly safety inspections.

Reference, NFPA 101, 2000 Edition, 19.2.2.2.1;
7.2.1.4.5 The forces required to fully open any |
door manually in a means of egress shall not

exceed 15 Ibf (67 N) to release the latch, 30 Ibf

| Recur

Deficient Practice(s) Does Not

The Maintenance Director/Designee
will incorporate into their quarterly
rounds on a facility-wide basis an
audit to confirm that exit doors open
without excessive force and
appropriately.

Monitoring the Corrective
Action(s) Performance to Make
Sure Systems are Sustained:

The Maintenance Director/Designee |
will report outcomes of audits to the |
Performance Improvement
Committee monthly times 3 for their
review, recommendations, and
direction as needed.

Date of compliance is June 23, 2013.

MARY : 1o " PROVIDER'S ELAN OF CORRECTION: o8)
PREFIX (EAGH DEFICIENGY MUST B8E PREGEDED BY FULL PREFIX- (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
DEFICIENGY)
K 028 | Continued From page 3 K 029
4. Observation of the clean linen room near
resident room #310 on 5/7/13 at 1:56 PM showed
the door was not able to be fully latched into the
doar frame with the power from the seif-clasing
| device. At the time of the cbservation the
i maintenance: assistant could not explain why the
: door had not been noticed and repalred during
the moenthly safety inspections. Measures Put into Place/Systemic
ngég NFPA 101 LIFE SAFETY CODE STANDARD K038 Changes Made to Ensure that the
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DEPARTMENT OF HEALTH AND HU MAN SERVICES

PRINTED: 05/21/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES

__OMB NO. £938:0391

STATEMENT OF DEFICIENCIES (X4) PROVIDER/ISUPPLIER/CLIA 02 MULTIPLE CONSTRUCTION (3} DATE SURVEY
AND PLANQF GORREC_-TION IDENTIFICATION NUMBER: A BUILDING a1 - MOUNTAIIN TQWERS HEALTH CARE COMPLETED
NAME OF PROVIDER.OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP GODE e -
KINDRED TRANSITIONAL CARE AND REHABILITATION-GHEYE 3128 BOXELDER DRIVE
"’ S ‘ C b CHEYENNE, WY #2001 fa\\l\\ 1=}
(X} 1D SUMMARY STATEMENT OF DEFICIENCIES ‘o ~ PROVIDER'S PLAN OF GORREGTION ks
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD B GOMPLETOR
TAG REGULATORY OR LSGIDENTIFYING INFGRMATION) TAG CROSS:REFERENSED. TO THE APPROPRIATE CATE
DEFIGIENCY)
K 038 | Continued From page 4 | K038
" (133 N) to set the door In motion, and 15 Ibf (87 |
i N} to open the door to the minimum required
width. Qpening forces for interior side-hinged or
plvoted-swinging doars without closers shall net
exceed 5 Ibf (22 N). These forces shall be applied
af the Jateh stile, N
K 046 NFPA 101 LIFE SAFETY CODE STANDARD K 048
8S=F .
Emergency fighting of af least 1% haur duration s
provided in accordance with7.9.  19.2.9.1. ]
This STANDARD is not mat as evidenced by: This Plan of Correction is the center's credible
Based on records review, cheervation and staff allegation of compliance.
interview, the faclltty failed to ensure 2 0f 2 Preparation and/or execution of this plan of correction
. 8 i rrecti
@mefger}cif batten_( light tests were pEr‘fO rmad. does not constitute admission or agreement by the
The findings were: provider of the trh of the facts alleged or conclusions
sei forth in the statemeni of deficiencies. The plan of
1, Review of the amergency hattefy light testing correction is prepared andfor executed solely because
i records showed there wete no 30 secorid ‘ it is requived by the provisions of federal and state law.
| monthly records to review. Further review showed -
there were no 90 minute annual tast records to K-046: NFPA 101 Life Safety Code
review. On 5/1/13 at 2:40 PM the maintenance Standard
assistant could not explain why the tests were not
performed. ] .
Corrective Action(s) for Those
2 Revisw of the emergency generator testing Residents Found to Have Been
cecords showed the only records fo review where Affected by the Deficient Practice:
for the dates of 3/13/13 and 2/20113. On 5/7H3 at y '
10:10 AM the executive director reported a new . ) ) .
| temporary generator was installed the week of The Maintenance Director/Designee
| 414113 because of excessive oil leakage during | will conduct a 30 second monthly
the annual load bank test. The facllity did not i battery test and a 90 minute annual
have record of the weekly exercise for the past ! battery test
two years. At 10:10 AM the executive director ! ‘ atiery test.
reported the previous maintenance director f g ]
removed all of the past recards. He could not ' % ;
, ; . 3 |
FORM Clg-2567(02-99) Previous Versions Obsolale Evert 10:8U1621 Facility ID: WY0018 If confipuation sheet Page 5 of 16
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FORM APPROVED
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STATEMENT OF DEFICIENCIES (Xi) PROVIDERISUPPLERICLIA | (X2) WULFPLE GONSTRUGTION (%3} DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: # BUILDING 61 - HOUNTAIN TOWERS HEALTH CARE COMPLETER
535013 BWING . SE— (5/07/2013

NAME OF PROVIDER OR BUPPLIER

STREET ADDRESS, CITY. STATE, ZIP CODE

3128 BOXELDER DRIVE ———%&"

Emergency fighting of at least 1% hour duration is
provided In accordance with 7.9.  18.2.9.1.

i

| This STANDARD is not met as evidenced by.
Rased or records review, observation and staff

interview, the facility failed to ensure 2 of 2

emergency battery light tests were performed.

| The findings were:

| 1, Review of the emergency battafy light testing

| records showed there were o 30 second o

| monthly records o réview. Further reviéw showed |

 there were no 90 minute annial test recgrds to
review. On 5/1/43 at 2:40 PM the maintenance

{ assiatant could not explain why the tests were not

performed.

2 Raview of the emergency generator testing
records showed the only records to review where
for the dates of 3/13/13 and 2/20/13. Cn 6/7/13 at
10:10 AM the executive director reported a new
{ temporary generator was installed the wesk of !
| 471113 because of excessive ol leakage during
the annual load bank test, The facility did not
have record of the weekly exercise for the past
two years. At 10:10 AM the executive director j
reported the previous maintenance director :
removed all of the past records. He could not !

KINDRED TRANSITIONAL CAREAND REHABIL! N-CHEYE A B
INDRE T Al GAR .| TATIO Ym | crevERNE, Wy 200t Jvl\‘\\'\?:'
(%4) 1D  SUMMARY STATEMENT OF DEFICIENCIES D ~PROVIDER'S PLAN OF CORREGTION. i (xs)_
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG . CROSS:REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
!
K 038 | Continued Ffom page 4 K038
| (133 N) to set the door in motion, and 15 bf (87
| N) to open the door to the minimurm required {
width. Opening forces for interior side-hinged or
pivoted-swinglng deofs withiout closers shall not
excged 6 Ibf (22 N). These forces shali be applied
at the Jaitch stile, .
K 0461 NFPA 101 LIFE SAFETY CODE STANDARD K 046
88=F

Identification of Other Residents
Having the Potential to be Affected
by the Same Deficient Practice:

The Maintenance Director/Designec
| will conduct ongoing audits to
confirm the completion of the 30
second monthly testing and the 90
minute annual testing of the
emergency battery light system.

i

|
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CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 05(21/2013
FORM APPROVED

STATEMENT OF DEFIGIENCIES
AND PLAN OF GORRECTION

(X1} PROVIDERISUPPLIER/CLIA
[DENTIFIGATION NUMBER:

(X2) MULTIPLE CONSTRUGTION
A BUILDING 01 - MOUNTAIN TOWERS HEALTH CARE

__OMB NO. 00380391

{%3) DATE SURVEY
COMPLETED

The findings were:

i there were no 90 minute annu&l test records io

Emergency lighting of at east 1% hour duration is
provided in accordance with 7.9, 19.2.9.1.

This STANDARD is not met as evidenced by
Based on records review, observation and staff
interviaw, the facility failed to ensure 2 of 2
emergency battery light tesis were performed.

1. Review of the emergency batlefy light testing
records showed there were no 30 second _
monthly records to review, Further review showsd

review. On B/1/13 at 2:40 PM the maintenance
assistant could not explain why the tests were not
performed.

. Review of the emergency generator testing
records showed the enly records to review where
for the dates of 3/13/13 and 2/20/13, Cn 5/7/13 at |
10-10 AM the executive director reported a new
temporary generator was installed the week of
A/1/13 because of excessiva oil leakage during

3

the annual load benk test. The facility did not
Kave record of the weekly exercise for the past
two years. At 10:10 AM the executive director
reported the previous maintenance director
removed all of the past records. He could not

» 535013 | B ine e _|._0si07/2013
NAME OF PROVIDER.OR SUPPLIER STREET ADDRESS, OITY. STATE, ZIP CODE h o
. e . 3124 BOXELDER DRIVE —4& i
KINDRED TRANSITIONAL CARE AND REHABILIT, N-C E e T
INDRE T _ ‘ ATION-CHEY ~ | CHEYERNE, WY 82001 !o\\\-\\\'?;
(x4) 10  sUMMARY STATEMENT OF DEFICIENCIES D " PROVIDERSPLAYOF CORRECTION | px®
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSSREFERENCED TU THE APPROPRIATE DATE
DEFICIENGY)
K 038 { Continued Ffom page 4 K 038
i (133 N) to set the door In metior, and 15 Ibf (87
[ N} to open the door to the minimun required !
{ widih. Opening forces for interior side-hinged or
pivoted-swinging deors without closers ghall net
ex¢eed 5 |bf (22 N). These forces shall be applied
at the lateh stile,
K 0461 NFPA 101 LIFE SAFETY CODE STANDARD K 0458| Measures Put into Place/Systemic
S8=F Changes Made to Ensure that the

Deficient Practice(s) Does Not
Recur _
The Maintenance Director/Designee

will conduct ongoing audits of the
preventative maintenance program to
confirm the completion of the
required tests addressing the
emergency battery light syster.

Copies of supporting documentation
will be maintained by the Executive
Director/Designee.

s
|

i
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i:L3 11'1.6 38763473918 MT TOWERS PAGE 92/82
§ NTOF HEALTH AND HUVAN SERVICES R AL
IR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-039]
EFICIENCIES {1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUETION  |x3) pATE SURVEY
. e AREGTION IDENTIFICATION NUMBER; A BUILDING 01 - MOUNTAIN TOWERS HEALTH CARE COMALETED
535013 B. Wik — e 08/07/203
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE, ZIP GODE ' A '
KINDRED TRANSITIONAL GARE AND REHABILITATION-GHEYE 3128 BOXELDER DRIVE
o _  CHEYENNE, WY 82001 iy,
44} 10 " SUMMARY STATEMi:.NT OF DEFICIENCIES I PROVIDEAS PLAN OF GORRECTION e
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULE B COMPLETIAN
TG REGULATORY GR LSC' IDENTIFYING INFORMATIGN) TAG |  CROSY-REFERENCED TO THE APPROPRIATE PAfE
DEFIGIENGY)
K038 ; Continued From page + K038
1 {133 N) to set the door in mation, and 15 lof (67
¢ Ny to opien the door to the minimum required 1
| width. Opening forces for Interior side-hinged or
pivoted-swinging doors without closers shall not
excaed 5 bf (22 N). These forcas shall be applied
at the ldteh stile. o
K 048 | NFPA 101 LIFE SAFETY CODE STANDARD K 048
88=F _
Emergency lighting of at least 1% haur duration s
provided in accordance with 7.9, 19.2.0.1 | Measures Put into Place/Systemic
: Changes Made to Ensure that the
: Deficient Practice(s) Does Not
This STANDARD is not met as evidenced by: Recur _
Basad on records review, abservation and staff The Mai Dj Desi
interview, the facility faited to ensure 2 of 2 he Maintenance Lirector/Designee
amergency battery light tests were performed. + will conduct ongoing audits of the
' The findings were: preventative maintenance program to
| 1. Review of the emergenay battery 1ight fasting conf'}rné the cor:ilgletu?n oI}:he
racords showed there were no 30 second = required tests addressing the
monthly records to review, Further review showed emergency battery light system.
there were no 90 minute annual test records to
review. On 51713 at 2:40 PM the maintenance. : : : Voot _
assistant cauld not explain why the tests were nat Tl.m Maintenance Dlrector!'])esxgnee
will conduct weekly 15 minute
performed. . ’
. generator exercise tests and a 30
2. Revlew of the emergency generator testmg minute monthly generator load test,
| records showed the only records o review where
for the dates of 3/13/13 and 2/20/13. On 5/7/13 at | \ . .
10:10 AMthe executive director reported arnew | _C‘_JPIBS of supportmg documentation
temporary generator was instafled the week of |  will be maintained by the Executive
4/1/13 because of excassive oil leakage during Director/Designee.
the annual load bank test, The facility did not |
have record of the weekly exercise for the past | i
two years. At 10:10 AM the executive director | i
| reported the previous meintenance direcior |
ramoved all of the past recards. He could not ; E
i :
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.. OMB NO, 0938-0301

K 050
58=C

 performed.

1

| Reference NEPA 101, 2000 Edition, 21.2.9.1;

1 7.9.1.2 Where maintenance of illurnination
depends on ¢hanging from one energy solrce i
another, a delay of not more than 10 secohds
shall be permitted.

7.9.2.3 Emergency generators providing power to
emergency lighting systems.shall be installed,
tested, and maintained in accordangé with NEPA
140, Standard for Emergéncy and Standby Power
Systems. Stored electrical energy systems, whére
required in this Code; shal: be installed and tested
in accordance with NFPA 111, Stapdard o
Stored Electiical Enérgy Emergency and Standby
Power Systems.

7.9.3 Periodic Tesfing of Emergency Lighting
Equipment, A furictighal test shall be tonducted
on every required emergericy lighting system at
30-day intervals for not less than 30 seconds, An
annual test shall ba conducted on every required
hattery-powered emeérgency lighting syster for
not less than 1-1/2 hours. Equipment shall be

fully operational for the duration of the test.

| \Written records of visual inspections and tests — +
shall be kept by the owner for inspection by the

authority having jurisdiction. j
MFPA 101 LIFE SAFETY CODE STANDARD )

 Fire drills are held at unexpested times under
varying conditions, at ieast quarterly on each shift,
The staff is familiar with precedures and is aware
that drills are part of established routine.
Respansibility for planning and conducting drills is
assigned only to competent perscns wha are
qualified to exercise leadership. Where drilis are
coriducted between 9 PM and 6 AM a coded

STATEMENT OF DEFIGIENCIES (xl) PROVIDERISUPPLIERICLIA " (%2) MULTIPLE GONSTRUCTION (k) DATE SURVEY
535013 BN __05[07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADBRESS, CITY, STATE, ZIP CODE E .
_ . . . 3428 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE L T
. . . _ o _N 7 GHEYENNE, WY 82001 (o[\\\\ 'S
x4) 1D, SUMMARY STATEMENT OF DEFICIENGIES i0 _ PROVIDER'S,PLAN.DE CORRECTION | ix8)
BREFIY (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX _ [EACH GORRECTIVE ACTION SHOULD BE F COMELETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY) )
K 046 | Continuedt From pade 5 K:045] Monitoring the Corrective
explain why the weekly exercises were not being Action(s) Performance to Make

Sure Systems are Sustained:

The Maintenance Director/Designee
will report outcomes of audits to the
Performance Improvement
Committee monthly times 3 for their
review, recommendations, and
direction as needed.

Date of compliance is June 23, 2013,

This Plan of Carrection is the center’s credible
K080} aptegati i

: gation of compliance.
1
! Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conchusions
set forth in the statement of deficiencies. The plan of
" correction is prepared and/or executed solely becatise
it is required by the provisions of federal and state law.

K-050: NFPA 101 Life Safety Code
Standard

FORM GMS-2667{02-98) Previous Versions Ohsolete Event 10:8U1821
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIDSERVICES . . DOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIGER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (%s) DATE SURVEY
AND PLAN OF CORRECTION ! |DENT|F-|GAT|ON NUMBER: A, EU’QmNG 01 = MOUNTA]N TOWERS HEALTH CARE GOMPLETED
) 535013 BWING e 05/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE A
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE 3126 BOXELDER DRIVE
PR | GHEYENNE, WY 82001 Solwlrz,
X 1D TSUNMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF GORRECTION 0"y
PREFIX {EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFiX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR 1LSG IDENTIFYING INFORMATICH) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
K 050 | Continued From page 6 « 080| Corrective Action(s) for Those
announcement may be used instead of audible Residents Found to Have Been
alarms, 19.7.1.2 Affected by the Deficient Practice:
i The Maintenance Director/Designee
| This STANDARD is notmet as évidenced by; will conduct fire drills in accordance
| Based on records review and staff inferview, the | with, or exceeding, NFPA 101 Life |

| facility failed to ensure fire drill records were
maintaingd for 3 of the past 4 quarters: The
findinhgs wera!

Safety Code Standard regulations. |
i
review of the fire dril ss showed th Identification of Other Residents
eview of the firg drill records shewed there was . .
not a record of a firg diill being performed oh the Eavmgsthe Potentfal to be A.ffected
second arid third shifts during the second and y the Same Deficient Practice:
third quarters of 2012. On 5/7/13 at 3:60 PM the
exeoutive directer reported the previeus The Maintenance Director/Designee !
maintenanea director removed the fire dril : e 1
records for the past two years. Facility policy xiilcgl;iizzggngnﬁsl?? ;(i((:)olrii?:e E

indicates a fire drill Is o be held on each shifton -

a monthly basis: Interview with thé third floor | Safety Code Standard regulations, |
charge nurse on 5/7/13 at 4:03 PM.indicated a !
fire drill was ield on each shift on a monthly
basis. @
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052

SS=F

Afire alarm system requived for life safety is
instalied, tested, and meintained in accordance
with NFPA 70 National Fladtrical Code and NEPA
72, The system has an approved mainienance
and testing program complying with applicable
requirements of NFPA 70 and 72,  9.6.1.4

i

i

i !

a

!

| [

l :
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PRINTED: 06/21/2013
FORM APRROVED
OME NO. 0938:0391

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIERICLIA X2y MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A, HULGING 01  MOUNTAIN TOWERS HEALTH GARE" COMPLETER
535018 8. WING 0510712013
NAME OF PRUVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE \A
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE 312 BOXELDER RIVE
' | CHEYENNE, WY 82001 bl v
gl SUMMARY STATEMENT OF DEFICIENCIES o1 PROVIDER'S PLAN OF CORRECTION o
PREFX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGEL TO THE APPROPRIATE “DATE
DEFICIENGY)
K 0501 Continued From page 6 K050, Measures Put into Place/Systemic
announcement may be used instead of audible Changes Made to Ensure that the
alarms.  19.7.1.2 . .
Deficient Practice(s) Does Not
' Recur
i The Maintenance Director/Designee
| This STANDARD is not met as evidenced by; will condiuet oneeing audifs ¢ g
| Based on records review and staff inferview, the gomg andisio -
| facility-failed to efsure fire drill records were : f:onﬁrm the completion of fire drills
maintained for 3 of the past 4 quarters. Tha in accordance with, or exceeding, :
findings were: INFPA 101 Life Safety Code ;
Review of the fire drill records showed there was regulations.
hot & fecord of & fire drlli being performed-on the _
secohd ard third shifts during the second and Copies of supporting documentation
third quarters of 2012. On 5/7/13 at 3:50 PM the will be maintained by the Executive
executive director reported the previous Director/Desi
miaintenance director removed the fire dril SIgNee.
records for the past two years. Facility policy
indicates a fire drill is to'be held on each shifton -
a monthly basis. Interview with the third floor |
charge nurse on 5/7/13 at 4:03 PM.indicated a ;
fire drill was held on each shift on a monthly !
basis. . _ o
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD Kas2
S8=F | | _
A fire alarm system required for life safety is
installed, tested, and maintained in accofdance
with NFPA 70 Nafional Electrical Gode drid NFPA
72. The system has an approved maintenance
| and testing program cornplying with applicable
requirements of NFPA70 and 72, 8.6.1.4 ‘
!
! i
i i { |
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o



BEPARTMERT OF HEALTH AND HUMAN SERVICES ORI APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES . . OME NO. 0938:0391

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/DLIA (X2 AULTIPLE. CONSTRUGTION (X2) DATE SURVEY
AND PLAN OF CORRECTION |DENT|E16F\T|ON NUMBER: A HULL:D,INC:'! 04 = MOUNT}’\IN TOWERS HEALTH CARE COMPLETER
) 535013 BWING oo 0510712013
MAME OF PROVIDER OR SUPPLIER $TREET ADDRESS, CITY, STATE, ZIP CODE '
L : -~ . 3128 BOXELDER DRIVE o
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE o T
_ ) GHEYENNE, WY 82001 bl W%
ey D SUMMARY. STATEMENT OF DEFIGIENCIES. Cm PROVIDER'S PLAN-OF CORRECTION o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE BOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE oATE
DEFICIENCY)
K 050 | Continued From page & K 050! Monitoring the Corrective
announcement may be used instead of audible Action(s) Performance to Make !
alarms,  19.7.1.2 Sure Systems are Sustained: ]

: The Maintenance Director/Designee

i
| This STANDARD Ts notmetas evidenced by. will report outcomes of audits to the
| Ba'sted on records review an_g:l staff .lnjﬁ'arv'lew, the Performance Improvement
| facility failed to ensure fire drill records were e . . .
! maintained for 3 of the past4 quarters, The ommittee monthly tites 3 for their
findihgs were; review, recommendations, and l
7 direction as needed.
Review of the fire drill records showed there was
not a record of a firg drili being performed cn the . .
second and third shifts guring the second and Date of compliance is June 23, 2013.
third quarters of 2012, On 5/7/13 at 3:50 PM the 5
executive director reported the pravious ;
maintenanee director remaved the fire drill
records for the past two years. Facility policy
indicates a fire drill is fo be held on each shift on
a monthly basis. Interview with the third floor
sharge nurse on 57/13 at 4:03 PM.indicated a
| fire drill was held on each shilft on a fonthly
basis.
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052
§5=F

Afire atarm syster required for life safety is
{installed, tested, and malntained in accordance
with NFPA 70 National Electrical Code arid NFPA
72, The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72. 9.6.14

1
H
|
i
|
!
|
i

; . g ,
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K 050} Continued From page & K 050
announcement may be used Instead of audible
alarms.  19.7.1.2
i
| This STANDARD s not.met as evidenced by
' Based 6n records réview and staff inferview, the
facility failed to ensure fire drifi records were
maintained for 3 of the past 4 quarters, The ‘
findihgs were: I
Review of the fire drill records showed there was
not a record of a fire drill being performed oh the
seconid and third shifts during the second and
third quarters of 2012. On 5/7/13 at 3:50 PM the
exebulive direttor reported the pravious
maintenance director removed the fire drill
records for the past two years. Facility policy {
indicates a fire drill is to be held on sach shifton
a monthly basis. Interview with the third fiéai |
charge nurse.on 573 at 4:03 PMin-‘d.ica;ted a
fire drili was held on each stiift on a monthly
basts. .
S S en _ . . This Plan of Correction is the center's credible
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052\ oitocction of sompliance.
88=F | '
A fire glarm system required for life safety is - Preparation and/or execution of this plan of correction
ingta"ed? ’(esteq. and maint'ained |6 accordance does.not constitute admission or agreement by the .
with NFPA 70 National Electrical Code and NFPA fgg};ff]; ﬂff:iﬁffnﬁﬁﬁiﬁcﬁfﬁif ogg;ﬁg;fgs
2. The ,syStem has an apprpved_mamtepanc?‘ correction is prepared and/or executed solely because
and testing program complying with applicable it is required by the provisions of federal and state law.

K-052: NEPA 101 Life Safety Code
Standard ‘

I
i
i
|
i

)
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K 052 | Gontinued Frorn pége 7 K 052

This STANDARD is not met as evidenced by:
Based on obseivation, record review and staff
interview, the faciiity failed to ensure smoke
detectors were maintained on 1 of 3 floors, failed
to ensure a current central station certificate was
posted and failed to ensure the fire alarm system
was tested on an anhual basis. The findings
were:

| 1. Observation of the beauly shop on 5(7/13 at

: 10:068 AM showed the smoke detector was

] hanging from the power supply wiresand

: disconnected frorn the unit base. Al the time of

| the-obiservation the maintenance assistant could
not explain why the smoke détectorhad tiof been
noticed and repaired during the menihly safely
inspections, '

2. Observation of the central station cerlificate on
67113 at 10:35 AM showed it had expired on
3/31/13. At the time of the observation the
maintenance assistant could not explain why the
certificate was not replaced after the expiration
dafe.

ij 3. Review of the fire alarm system annual testing

i records showed the system was last tested more
l than one year ago. The system was fast tested on
$2/13/12. On 5/7/13 at 4:35 PM the executive

i director reported the system was not scheduled
because of maintenance stalf turnover,

Reference NFPA 101, 2000 Edition, 19.3.4.1,
9.6.1.4, NFPA 72, 1969 Edition;

Table 7-3.2 Testing Frequencies.

6. Batteries-Fire alarm systems

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient Practice:

The Maintenance Director/Designee
will replace the smoke detector in the
beauty shop.

The Maintenance Director/Designee
will obtain an active/current central
station certification.

The Maintenance Director/Designee
will have an annual test conducted on
the fire alarm system.

Identification of Other Residents
Having the Potential to be Affected
by the Same Deficient Practice:

The Maintenance Director/Designee
will conduct a facility-wide audit to
confirm that smoke detectors are in

appropriate working order and
condition.
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This STANDARE s not met as evidenced by:
Based on observation, record review and staff
interview, the facility failed to ensure smoke
detectors were maintained on 1 of 3 floors, failed
to ensure a current central station cerfificate was
posted and failed to ensure the fire alarm system
was testad on an annual basis. The findings
were!

{
| 1. Obseryation of tHe beauty shop on 5/7/13 &t

110:05 AM showed the smoke detector was
! hanging from the power supply wires and

! discannected from the unit base. At the time of
{ the obsefvation the mainteiiance assistant could
not explain why the smoke détector'had hot been
noticed and repaired during the monthly safety
inspections.

2. Observation of the central station certificate on
5/7/13 at 10:35 AM showed it had expired on
3/31/13. At the time of the abservation the
maintenance assistant couid not explain why the
certificate was not rep’laced after the explration
date.

t 3. Review of the fire alarm system annuzl festing
 records showed the system was last tested more
| tiian_one year ago. The system was last tested on
- 211312, On 5/7/13 at 4:35 PM the execulive

| director reported the sysiem was not scheduled

because of maintenance stalf turnover.

Reference NFPA 101, 2000 Edition, 19.3.4.1,
0.6.1.4, NFPA 72, 1999 Edition;

Table 7-3.2 Testing Freguencies.

6. Batteries-Fire afarm systems

D | " SUNMARY, STATEMENT OF DEFICIENCIES D “PROVIDER PLAN.OF CORRECTION
PREFIX (FACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 70 THE-APPROPRIATE ATE
DEFICIENGY)
K 052 | Continued From pége. 7 « 052! Measures Put into Place/Systemic

Changes Made to Ensure that the
Deficient Practice(s) Does Not
Recur

The Maintenance Director/Designee
will conduct ongoing audits to !
| confirm that smoke detectors are in
appropriate working order and
condition.

The Maintenance Director/Designee
will confirm that the central station
certificate remains current.

The Maintenance Director/Designee
will confirm the annual testing of the
fire alarm system is part of the
preventative maintenance program
and acted upon.
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Required aufomatic sprinkler systems are
continuousty maintained in reliable dperating
condition and aré ingpectéd and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
975

This STANDARD is not met as evidenced by:
Based on opservation and staff interview, the
fagility failed to ensure sprinkler heads had the
same activation response time in continuous

' compartments, failed to ensure sprinkler piping
was installed to manufacturers recommendations,
and failed to ensure sprinkler hsads were
installed no more than 12 inches from the ceiling
on 3 of 4 floors. The findings were:

1. Observation of the main dining room on 5{7/13

allegation of compliance.

Preparation and/or execution of this plan of correction
does not consiifute admission or agreement by the

set forth in the stalement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

K-062: NFPA 101 Life Safety Code
Standard

provider of the truth of the facts alleged or conclusions |-

(X} 10 SUVMARY STATENENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 1x8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THEAPPROFPRIATE DATE
DEFECIENGY)
K 052 | Cofitiued From page 8 K052/ Monitoring the Corrective
d. Sealed Lead-Acid Type Action(s) Performance to Make
1. Charge Test,.. . ~annually Sure Svste Sustained:
(Replace batteries every 4 years.), ystems are sustained.:
2. Discharge Test )
(30 minutes) ... ... ..annually The Maintenance Director/Designee |
3. Load Voliage Test,.. ..,sem|-annually will report outcomes of audits to the :
14. Remote Annunc:tator .annually Performance I '
15, |nitiating Devices nance mprovement '
a. Duct Detectors, ..o @NNUANRY Committee monthly times 3 for thell’%
b. Electromechanical Releasing Device review, recommendations, and
{Smoke Dampers), ... ... ... .. ..annually direction as needed.
@, Heat Detectors, ..o, annugaly
f. Fire Alarm BoXes, ....ccoviveene: annually . _
h. All Smoke Detectors, ... .annually Date of compliance is June 23, 2013.
49, Alarm Noiification Appllances
: a, Audible Devices,.. ...annuaily.
o, Visible Devices, ... annually
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
58=F This Plan of Correction is the center's credible
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(X431 SUMMARY STATEMENT DF DEFICIENCIES 5 | PROVIDER'S PLAN OF CORRECTION, (x5
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K 062 | Continued From page 9 K082
at 9:37 AM showed five of nine sprinkler higads Corrective Action(s) for Those Residents
i had been feplaced with quick response 180 Found to H B Affected by th
| degree pendent sprinkler heads. At the time of ound to Have Been ALecte y the
the observation the maiitenance assistance Deficient Practice:
could riot explain why the installing contractor had
not replaced all of the sprinkler heads in the The Maintenance Director/Designee will
compartrent with guick response heads. He nstall f 4 ok okl
confirmed that he was unaware of the install four (4) quick response sprinkier
aforemnentioned requirement and assumead the heads in the dining room. These sprinkler
contractor would install new heads in accordance heads were installed on May 10, 2013.
with NFPA 13.
2. Ghservation of the sprinkler system on 5/7/13 The Maintenance Director/Designec will
between 10 AM and 2-PM showed the sprinkler place the sprinkler pipes located in the
pipes in the activities office and hopper closet Activities Office and hopper closet near
near resident room #227 were orange GPVG resident room #227 against the building
pipe. Fuither dbservation shawed these pipes
were not installed directly against the bullding surface.
surface. The pipes were installed between & and.
18 Inches below the ceiling. On 5/7/13 at 10:21 The Maintenance Director/Designee will
AM the maintenance assistance cotid not expigin . - . .
why the sprinider contractor had not instalied the msta.ll ﬂ.le ceilings 111 tesident 1‘00¥n closets
sprinkler pipe against the celling per the located in the transitional care unit.
manufacturer ' s recammendations. He aiso
reported the facility did not have plans {o shield or
encase the pipes for protection of potential heat
of fire.
H
3, Observation of the transitional care unit on i
57713 between 11AM and 11:30 AM showed
sprinkler had been added {o the resident room
closets. Further observation showed the ceillings
had not been installed in 11 closets. The sprinkier
heads were jocated more than the allowed 12 1
inches. below the roof because of the lack of the !
ceilifig. On 5/7/43 at 11:20 the executive director ’
reported the sprinkler heads were instaliad and
functional in February 2013. He reported the l
FORM CM8-2567(02-08) Pravious Versiona Obsalute Fvent ID:8U1621 Facility 1D: WYD013 if continuation sheet Pagé 10 of 16
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(X&) 1D SUMMARY STATEMENT OF DEFICIENGIES ' ') o PROVIDER'S PLAN OF CORREGTION: {%5)
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DEFICIENGY)
K 062 { Continued From page 9 K062}
at 9:37 AM showed five of nine sprinkler hieads.
had been replaced with quick response 140 Identification of Other Residents Having
degrae pendent sprinkler heads. At the time of the Potential to be Affected by the Same
the obsefvation the maintenance assistance Deficient Practice:
could not explain why the installing contractor had lcient ractice: .
not replaced all of the sprinkler heads in the The Maintenance Director/Designee will
cormpartment with quick response heads. He conduct a facility-wide audit t firm that
confirmed that he was unaware of the I us: a 1ty Wl A 0 conlitm tha
aforementioned réguirement and assumed the all sprinkler heads in a given smoke
contractor would install new heads in accordance compartment are uniform.

with NFPA 13,

2. Observation of the sprinkler system on 5/7/13 The Maintenance Director/Designee will

between 10 AM and 2 PM showed the sprinkler conduct a facility-wide audit to confirm that
pipes in the activities office and hopper eloset sprinkler heads are placed the appropriate
near resident room #227 were orange CPVC distance from the building surface.

pipe, Further dbservalion shawed these pipes
were not installed directly against the bullding

surface. The pipes were installed between & and. The Maintenance Director/Designee will
18 inches below the ceiling, On 5/7/13 at 10:21 conduct a facility-wide audit to confirm all
AM the maintenance assistance could not explain resident closets have appropriate ceilings.

why the sprinkler contractor had niot instalied the
sprinkler pipe against the ceiling per the
manufacturer ' s recommendations, He aiso
reported the facility did not have plans to shield or
encase the pipes for protection of potential heat
of fire.

3. Obserpvation of the transitional care unit on
57713 between 11AM and 14:30 AM showed
sprinkler had been added to the resident room
closets. Further observation showed the cellings
had not been installed in 11 closets, The sprinkler
heads were located more than the allowed 12 '
inches below the roof because of the lack of the l
ceiling. On 5/7/13 at 11:20 the executive director |
reported the sprinkler heads were installed and
functional in February 2013, He reported the

FORM CMS-2567{02-09) Previous Verslons Obsalate Event ID:8U1621 Facility 1D: WYO018 If coptinuation sheet Page 10 of 16
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K 062 | Continued From page 9 K062
at 9:37 AM showed five of nine sprinkler reads

had been replaced with quick response 150
degree pendent sprinkler heads. At the time of
the observation thi maintenance assistance

not replaced all of the sprinkler heads in the
compartment with quick response heads. He
confirmed that he was unaware of the
aforementioned reéquirement and assumed the
contractor would install new heads in accordance
with NFPA 13.

2. Observation of the sprinkier system on 5/7/13
between 10 AM and 2 PM showed the sprinkier
pipes ih the activities office and hopper closat
near resident room #227 were orangeé CPVC
pipe. Further observation showed these pipes
were not instatled directly againét the building
surfeice, The pipes were installed between 6 and
18 inches below the ceiling. On 5/7/13 at 10:21

why the sprinkler contractor had not installed the
sprinkler pipe against the ceiling per the
manufacturer ' 8 recommendations. He also

encase the pipes for protection of potential heat
of fire.

3. Observation of the transitional care unit on
517113 between 11AM and 11:30 AM showed
sprinkier had been added {0 the resident room
closets. Further observation showed the ceilings

heads were located more than the aliowed 12
inches below the roof because of the lack of the
ceiling. On 5/7/43 at 11:20 the executive director
reported the sprinkier heads were installad and
functional in February 2013, He reported the

could not explain, why the installing contractor had

AM the maintenance assistance colld riot explaln

reported the facility did not hiave plans 1o shield or

had not been installed in 11 closets. The sprinkier |

Measures Put into Place/Systemic
Changes Made to Ensure that the
Deficient Practice(s) Does Not Recur

The Maintenance Director/Designee will
incorporate into the preventative
maintenance program routine rounds to
confirm all sprinkler heads are uniform
within a smoke compartment and that all
. sprinkler heads are placed the appropriate
'distance from the building surface.

The Maintenance Director/Designee will
place into the preventative maintenance
‘program an inspection to confirm that
‘ceilings are present in all closets.
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K 062 : Continued From page 10 K 062

cellirigs had not been installed three months-after T . .
the instaliation was completed, because of Monitoring the Corrective Action(s)

maintenance {urnover. Performance to Make Sure Systems are

: Sustained:
Reference NFPA 101, 2000 Edition, 19.3.5.1,
9.7.1.1, NFPA 13, 1999 Edifien;

3.3.6 Other types of pipe or tube ihvestigated for The Maintenance Director/Designee will

suitability in automatic sprinkler installations and report outcomes of audits {o the Performance
listed for this servige, including but not imited to Improvement Committee monthly times 3
polybityleng, GPVC, and steel differing from that for their review, recommendations, and

provided in Table 3-3.6 shall be permitted where
ingtalled in aecordance with their listing
fimitations, including installaticn instructions ..
Harvel Blazemaster manyfactures installation Date of comp]iance is June 23, 2013.
guide stated " Pendent Sprinklers Light Hazard ‘
or Residential Pendent:Sprinklers ... The piping
shiall be mounted directly to the ceiling " . ;
5-3.1.5.2 When existing light hazard systems are |
converted fo use quick-response or fesidential
sprinklers, all sprinklers in a compartmented
space shall be changed. |
5-6.4.1.1 Under uncbstructed construction, the
distance between the sprinkler deflector and the
ceifing shall b& a minimurh of 1 in. and a
maximumnt of 12 in.

K 066 | NFPA 101 LUFE SAFETY CODE STANDARD K 066
$8=0 . - —_
Smoking regulations are adopted and include no ! ﬂ;;ifﬁ;j,ﬂ,-fﬁ;:;;ﬁﬁﬁ;‘ the center's credible
less than the following provisions: i

direction as needed.

Preparation and/or execution of this plan of correction

(1) Smoking is prohibited in zny raom, ward, or does not consiitule admission or agreement by the

1 . .
; P i provider of the truth of the focts alleged or conclusions
Compartment where flammable |quidS, set forth in the statement of deficiencies. The plan of

COmPUStible gases, Or oxygen Is used or stored carrection is prepared andfor executed solely because
pand in any other hazardous location, and such { it is required by the provisions of federal and state law.
 area is posted with signs that read NO SMOKING |
» or with the international symbol for no smoking. K-066: NFPA 101 Life Safety Code

Standard

g (2) Smokirig by patienis classified as not % | ,
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DEFIGIENEY)
K 0861 Continued From page 1 K 066 )
responsible is prohibited, excapt vwhen undear Corrective Action(s) for Those
direct supervision. Residents Fouid to Have Been
: Affected by the Deficient Practice:
; (3) Ashtrays of honcombustible materiat and safe | Y
 design are provided in all areas where smoking is . . 3
! permitted. The Maintenance Director/Designee
cleaned the resident smoking area,
(4) Metal containers with self-closing cover ' emptied the trash cans, and emptied
devices into which ashtfays can be emptied-are
readily availablé to all aréas where smioking Is the self-snuffing ashtrays.
pefmitted. 18.7.4 ‘
Identification of Other Residents
Having the Potential to be Affected
by the Same Deficient Practice:
This STANDARD is not met as evidenced by: The Maintenance Director/Designee
Based on observation and staff interview, the will conduct a facility-wide audit to
faciiity falled to ensure the smoking area was 5 . " ) q
maintained cleaned and safe ashtrays weré coniirm Clgaretics are clcaned up,
available. The findings were: trash cans are emptied, and seli-
_ snuffing ashirays are emptied.
Obgervation of the courtyard smaoking area on
57113 at 10:42 AM showed numerous cigarette
butts were it the trash can. Further cbservation
showed cigarétte butts were in many of thé
corners of the courtyard mingled with dry leaves.
Observation of two of the self-snuffing ashtrays
showed fhe inner buckets were over flowing with
cigarette buits. At the time of the observatior the
maintenance assistance could not explain why
the ashtrays had not been cleaned out and the
 entire area maintained free of cigarstie butts. He -
| could not verify if the cigarette butts in the corners
were blown out of the trash can or thrown there
by staff or residents. i
K 076 | NEPA 101 LIFE SAFETY CODE STANDARD ; K 076§
59=D ! : i
I E % ‘
FORM CMS-2867{02-09) Previous Versions Obsolete Event ID: 8U1621 Fagliity ID: WYQ0018 if continuation sheet Page 120of 16

L



BDEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 052172013

ss=Di

: . ‘- FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES A I . OMB.NO. 0938:0391
STATEMENT OF DEFIGIENCIES X1 PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (x3) ﬁATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MOUNTAIN TOWERS HEALTH CARE COMPLETED
o | 535013 BWNG e 05I07120143.
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ’.’Q
NP i , . : : 3128 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE b e .
| = CHEVERNNE, WY 82001 Ll
(x4)ip SUMMARY STATEMENT OF DEFICIENCIES D T PROVIDER'S FLAN OF GORRECTION b s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGT|VE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
' DEFICIENEY)
K 086 | Continued From page 11 K 066
responsible is prohibited, except when under
direct supervision.
| (3) Ashirays of huncombustible material and safe
| design are provided in all areas where smoking Is
| permitted.
!
(4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily availabie to all areas whére smicking is . .
pefmi\{ted. 19.7.4 d | Measures Put into Place/Systemic
| Changes Made to Ensare that the
Deficient Practice(s) Does Not
Recur
This STANDARD is not met as evidenced by | The Maintenance Director/Designee
Beised on cbservation and staff interview, ihe | will incorporate into the preventative
facility falled to ensure the smoking area was ! maintenance th . ‘
maintained cleaned and safe ashtrays were ' X nance program the routine
available. The findings were: inspection of the resident smoking
ob N o ok area to confirm that cigarette butts
bservation of the courtyard smokind area on are cleaned up. tra
577113 at 10:42 AM showed numerous cigaratte emptied dp, i sh c;‘?ns are
butts were in the trash:can. Further chservation plied, and seil-snuliing ashtrays
showed cigarette buits were in many of the are emptied.
corners of the courtyard mingled with dry leaves.
Ohservation of twe of the self-snuffing ashirays
showed the inner buckets were over flowing with
cigarette butts. At the time of the observation the
maintenance assistance could not explain why
the ashtrays had not bean cleaned out and the
! entire area maintained free of cigarette butts. He
| could not verify if the cigarette butts in the comers !
were biown out of the trash can or thrown there
by staff or residents. i
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD % K078
i
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x4 D | SUMMARY STATEMENT OF DEFICIENCIES Ip: 0% ) ; s
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DEFICIENEY)
K 066 | Continued From page 11 K 066
responsible is prohibited, except when under
direet supervision.
(3) Ashtrays of honcombustible material and safe
design are provided in all areas where smoking is
permitted.
(4) Metal containers with self-closing cover
devices into which ashtfays can be emptied-ars
readity available to all areas whére smoking Is
permitted.  18.7.4
Monitoring the Corrective
Action(s) Performance to Make
Sure Systems are Sustained:
This STANDARD is not met as evidenced by: The Maintenance Director/Designee |
Based on observation and staff interview, the will report outcom £ audit h
facility falled to ensure the smoking areawas | p es ol auaits to the
maintained cleaned and safe ashtrays wefé ‘ Performance Improvement
available. The findings were: Committee monthly times 3 for their
. , review, recommendati
Observation of the courtyard smoking ares on dire cti(,)n a ded ions, and
5/7/43 al 10:42 AM showed numérous cigarette 5 heeaed.
butts were in the trash can. Fuither observation
showed cigarette butts were in many of the Date of compliance is June 23, 2013,
corners of the courtyard mingled with dry leaves.
Observation of two of the self-snuffing ashitrays
showed the inner buckets were over flowing with
clgaretts butts. At the time of the observation the
mairtenance assistance could not explain why
the ashtrays had not been cleaned out and the ,
enfire area maintained free of cigarette butts. He
{ colld not verify if the cigarette butts in the corners| i
{ were blown out of the trash can or thrown there '
! by staff or residents. i 7
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD g K Q76
§5=D | ;
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K 0761 Cantinued Frohi pade i2 ) K 076! This Plan of Correction is the center's credible
Medical gas storage and administration areas are allegation of compliance.
prqtected in accord ahCB with NFPA 99; Standards Preparation and/or execution of this plan of corvection
for Health Care Facilittes, does not constitute admission or agreement by the
provider of the truth of the Jacts alleged or conclusions
{a) Oxygen storage locations of greater than st forth in the statement of deficiencies. The plan of

corvection is prepared and/or execuled solely because

3,000 cu.ft. are enciosad bY a one-hour it is required by the provisions of federal and state law.

separation.

(b) Locations for supply systems of greater than K-076: NFPA 101 Life Safety Code

3,000 gu.ft. are vented to the outside. NFPAS9 i Standard
14.3.1.1.2, 18.324

Corrective Action(s) for Those
! Residents Found to Have Been
Affected by the Deficient Practice:

This STANDARD is not met ag evidencéd by The Maintenance Director/Designee

Based on obseivation and staff Interview, the . A . .
facllity failed to énsure oxygen cylinders were will restrain all oxygen cylinders in

restrained on 1 of 4 floors. The'findings wera: the first floor oxygen storeroom.

Observation of the first floor dxygen storeroom on
517113 at 10:5¢ AM showed two oxygen cylinders
! were not restrained. At the time of the

| observation the mainienance assistance could

| not explain why nursing staff had not restrained

| the eylinders.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD i K147
88=k

Electrical wifing and equipment is in accordance
with NFPA 70, National Electrical Code. 8.1.2

This STANDARD is not met as evidenced by.
Based on observation and staff interview, the
facliity failed to ensure junction boxes werg i
provided with covers, failed to ensure electrical 1
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NAME OF PROVIDER OR SUPPLIER ‘ STREETADDRESS, OIFY, BTATE, ZIF COBE ’
KINDRED TRANSITIONAL GARE AND REHABILITATION-CHEYE #128 BOXELDER DRIVE
| YE | GHEVERNE, WY 82001 bluliz
<4 | ‘SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'SIPLAN OF GORREETION s
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLENON:
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED T0 THE APPRORRIATE DATE
-BEFICIENGY} '
K 076 | Continued Fron page 12 K 076
| Medical gas storage and administration areas are
protecited in accordance with NFPA 89, Standards . . .
for Health Care Faciliies. Iden.tlficatlon of cher Residents
i Having the Potential to be Affected |
(a) Oxygen storage locations of greater than by the Same Deficient Practice:
3,000 cu.fl. are enclosed by a one-hour
separation. The Maintenance Director/Designee
{b) Locations for supply systems of greater than will conduct a facility-wide audit to
3,000 cu.ft. are vented to the outside. NFPA 99 confirm that all oxygen cylinders are
14,3112, 18324 restrained in all oxygen storerooms.

This STANDARD is not met as evidericed by:
Based on obsefvation and staff nterview, the
facility failed to ensure oxygen cylinders were
restrained on 1 of 4 floors. Tha findings were:

Observation of the first floor dxygen storeroom on
57113 at 10:569 AM showed two oxygen cylinders
! were not restrained. At the time of the
observation the maintenance assistance could
not explain why nursing staff had not restrained
the cylinders.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
85=F

Electrical wiring and egquipment is Iri accordance
with NFPA 70, National Electrical Code, 8.1.2

This STANDARD is not met as evidenced by:
Based on observation and staff Interview, the
facility falled to ensure junction boxes were
provided with covers, falled to ensure electrical
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e 535013 B.WNG .. — 05/07/2013
' NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, 01T, STATE, ZIP GODE '
: - 3128 BOXELDER DRIVE —
KINDRED TRANSITIONAL CARE AND REHASBILITATION-CHEYE R _
_ NCHEYE | GHEYENNE, WY 82001 blm\iz,
(X4) ID _SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREEGTION )
PHEFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLENICH"
THG REGUEATORY OR L8C [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
REFICIENGY)
K 076 | Continiled Froim page 12 K076 Measures Put into Place/Systemic
Medical gas slorage and administration areas are Changes Made to Ensure that the
protected in accordance with NFPA 99; Standards Deficient Practice(s) Does Not
for Health Care Facilities,
i Recur s
(a) Oxygen storage locations of greater than L.
3,000 cu.ft. are enclosed by a ane-hour The Maintenance Director/Designee
separation. will incorporate into the preventative
(b) Locations for supply systems cf greater than maintenance program routne 'audlts
| 3,000 cu.ft. are vented to the outside.  NFPA 89 to confirm that all oxygen cylinders
14.3.1.1.2, 18.3.24 are restrained in all oxygen rooms.

| The Maintenance Director/Designee
' -will provide education to nursing

This STANDARD s not ret dencid b ' staff regarding the appropriate
Is i is not met as evidencead by :

Based on obsefvation and staff ntetview, the me‘.thod to restral’n all oxygen
facility failed to énsure axygen cylindérs were cylinders stored in oxygen
restrained on 1 of 4 floors. The'findings were: storerooms.

Observation of the first floor Gxygen storeroom on
| 5/7113 at 10:53 AM showed two oxygen cylinders
ware not resirained. At the time cf the

, , itoring the Corrective
observation the maintenance assistance could Mon g

not explain why nursing staff had not restrained Action(s) Performance to Make
i the eylinders. Sure Systems are Sustained:
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD ; K147
55k o . 5 { The Maintenance Director/Designee
Electfical wiring and equipment is in accordance o £ audi h
with NEPA 70, Nationai Electrical Code. 9.1.2  will report outcomes of audits o the

l Performance Improvement
Committee monthly times 3 for their
review, recommendations, and

This STANDARD is not met as evidenced by. direction as needed

Based on observation and staff interview, the
facility failed o ensure junction boxes were
provided with covers, failed to ensure glectrical Date of compliance is June 23, 2013.
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NAME OF PROVlDEﬂ QR SUF'F."LI_ER STREET AQDRESSf OIFY, BTATE ZIF GODE ) '
| KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE 3128 BOXELDER DRIVE
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(x4} ID " SUMIMARY STATEMENT OF DEFICIENCIES I PROVIDEREPLAN QF CORRESTION T s
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH COSREGTIVE AGTION SHOULD BE COMPLETIC
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) THG CROSE-REFERENCED TO THE APPRORRIATE DATE
DEFICIENGY)
K 076 | Continied Froim page 12 K 076
Medic@l gas storage and gdministration areas are
prote¢ted in accordance with NFPA 89, Standards
for Healih Care Facilities.
(a) Oxygen storage locations of greater than
3,000 cu.ft. are ernclosed by a ane-hour
separation.
{b) Locations for supply systems of greater than
3,000 cu.ft. are vented to the cutside, NFPAS9
14.3.1.1.2, 19,324
I
i
|
This STANDARD s not met as evidericed by:
Based on obsefvation and staff interview, the
facility failed to énsure-oxygen'cylinders were
restrained on 1 of 4 floors. The findings were:
Observation of the first flodr Gxygen storeroom on
| 5/7/13 at 10:5¢ AM showed two oxygen cylinders
were not restrained. At the time of the
ahservation the maintenance assistance could
| not explain why nursing staff had not restrained
i the cylinders. This Plan of Correction is th fer's credibl
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD  + K 147 | atiion apeompliancer -+
§8=E !
Electrical wiring and equipment is in aceordance | Preparation and/or execution of this plan of correction
with NFPA 70, Naftional Electrical Code. 8.1.2 gdoe.s' not constitlte admission or agreement by the
| provider of the truth of the facts alleged or conclusions
i sed forth in the statement of deficiencies. The plan of
| corvection is prepared and/or executed solely because
This STANDARD | ‘ ¢ " b it is required by the provistons of federal and siate law.
is is not met as evidenced by: . ;
Based on observation and staff interview, the K-147: NFPA 101 Life Safety Code %
facility failed fo ensure junction boxes were + Standard :
provided with covers, failed to ensure glectrical
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i 1. Observation of the electrical equipment on
i 5/713 hetween 9:30 AM and 12 PM showed the

| 2, Observation of the electrical system on 5/7/13

" glectrical panels.

+ 3, Observation of the electrical system on 6/7/13

STATEMEN OF DEFIGIENCIES (X1} PROVIDER/SUPPLIERICLIA | (X2} MULTIRLE GORETRUGTION 7 |(%8) DATE SURVEY
_AND PLAN OF GORRECTION ICENTIFICATION NUMBER, A, BUILDING 61 - MOUNTAIN TOWERS HEALTH CARE COMPLETED
) . 535013 B WING .. e — 050712013
" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE A '
KINDRED TRANSITIONAL GARE AND REHABILITATION-CHEYE 3128 BOXELDER DRIVE
HDRE | CHEYENNE, WY 82001 Lo[w Jye
(a0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL RREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 147 | Continued From page 43 K147

panels had adequats work space, failed to ensure
temporary electrical adapters did not replace
permanent fixed wiring, and falled to ensure
damaged elettrical equiprent was replaced on 3
of 4 fioors. The findings were:

iuncﬁon hox cover was missing In the kifchen
dish washing room under the garbage disposal
and in the HVAC room. The missing covers
allowed electrical wire nuts to be exposed. On
5/7/13 at 9:42 AM the maintenance assistans
reported the electrical system was nat routinely
inspected to ensure junstion box covers were in
place.

between 11 AM and 12 PM showed electrical
panels in the transitional cars unit furse
manager's office and generator room were
impeded by carts and cardboard boxes. On
517113 at 11:13 AM the maintenance assistant
could not explain why the items were stored in
front of the electrical panels. He further reported
that all staff have b&en trained to not obstructed

between 1 PM the 2 PM showed the following
location had temporary electrlcal adaplers
replacing permanent fixed wiring:

a. The fan in resident room #202 was plugged
into and extension cord which was pluggsd into a
surge protector,

b. The computter in the second floor unit
managers office was plugged into @ surge
protector which was plugged into an extension

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient Practice:

The Maintenance Director/Designee
will place covers on the junction
boxes located in the kitchen dish
room and HVAC room.

The Maintenance Director/Designee
removed the carts from near the
electrical panels in the transitional
care unit nurse manager’s office and
generator room.

The Maintenance Director/Designee
removed the extension cord in room |
#202 and in the second floor nurse
manager’s office.

The Maintenance Director/Designee
repaired the face plate in room #305.
This was completed on May 8, 2013.

! i
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(%410 SUMMARY STATEMENT OF DEF|GIENCIES o - PROVIDER'S PLAN OF GORRECTION )
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DEFICIENCY)
K 147 Con:jtmued From page 14 K147 Identification of Other Residents
gor . .
On 5/7/13 at 1:0 PM the maintenance assistant Having the Potential to be Affected
could not explain why the electrical adapter had by the Same Deficient Practice:

not been noticed and removed during the monthly

safety inspections. The Matntenance Director/Designee

4, Observation of resident rcom #3065 on 5/7/43 at will conduct a fa}cll1t)_z-w1de audit to
1:61 PM showed the face plate of the electrical | confirm that all junction boxes have

outlst near bed “B " was damaged, which covers.
allowed wires to'be exposed. At the time of the

observation the maintenance assistant could not . : :
explain why the face plate had not been noticed The Maintenance Director/D csignee

ahd replaced during the monthly safety will conduct a facility-wide audit to
inspéections. confirm that all electrical panels are
{ not impeded.

Reference NFPA 101, 18.5,1, 8.1.2, NFPA 70,

1999 Edition; . . )

90-7 Examination of Equipment for Safety. The Maintenance Director/Designee |
.Jtis the intent of this Code that factory-installed will conduct a facility—wide audit to

internal wiring or the.construction of equipment confirm that extension cords are not

need not be inspected at the tima of installgtion of bei d

| the equipment, except to detect alterations of i DeIng use
damage .., The Maintenance Director/Designee
110-26. Spaces About Electrical Equipment. _ will conduct a facility-wide audit to

Sufficlent access and working space shall be
provided and maintained about all electrical confirm that face plates are not
equipfient to permit ready and safe operation damaged.

and maintenance of such equipment.,..

(a) Working Space. Working space for equipmeant
operating at 600 voits, nominal, or less to ground
and l|kery to require exammation adjustment,

: servicing, or maintenance while energlzed shall
comply with the dimensions of (1), (2) and {3} or i
as required or permitted elsewhere in this Code, | ;
H(1) Depth of Worklng Space. The depth of the ; -

: ' working space in the direction of access to lve
“parts shall not be less than indicated in table |
11 0-26(a) ... I

I3

!

FORM CMS~2567(02~99) Previous Verslons Obsolete Event I 811621 Facility 'ID‘.\_NYOO‘iB If continuation sheel Pags 15 of 16




PRINTED: 05/21/2013
FORM APPROVED
OMB NQ. (6938-0391

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

Table 110-26(a)
Nominal Voltage
To Ground

Minimium Clear Distance (ft)

0150 31t

(b) Clear Space. Working space required by this
section shall not be used for storage ...

400-8. Uses not permitted. Unless specifically
permitted in section 400-7, flexible cords and
cables shall not be used for the following:

(1) As a substitute for the fixed wiring of a
strycture

(2) Where run through holes In walls ,..

1 (3) Where run through doorways, windows, or

i similar openings

i {4) Where attached to building surfaces

]
1

i

i
i
'
'
1
|
!
i
f
i
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i
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|

Changes Made to Ensure that the
Deficient Practice(s) Does Not
Recur

The Maintenance Director/Designee
will incorporate into the preventative
maintenance program audits to ‘
confirm that junction boxes have
covers, electrical panels are not
impeded, extension cords are not
being used, and that face plates are
not damaged.

Monitoring the Corrective
Action(s) Performance to Make
Sure Systems are Sustained:

The Maintenance Director/Designee

will report outcomes of audits to the

Performance Improvement
Committee monthly times 3 for their
review, recommendations, and
direction as needed.

Date of compliance is June 23, 2013.

I
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