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' Surveyor: 04814

| Requirements for the Lony Term Care Facilties
| Section 42 GFR 483.70 (a) except as utherwise . ,
| pravided in the section, the facility must meet the ! \
! applicable provisions of the 2000 edition of the : .

" Life Safety Code, Existing Mealth Care, of the o Co
national Fire Protaction Association, ‘ -

| | {
' The fagllity was a fully sprinklered single story :

! buikiing of Type V(111) construction built in 1864, ; |

| 1986 and 1096, The huilding was equiped with & i

! supervised automatic wet sprinkler system and i
addressable fire alarm gystem. i

K 029 NFPA 101 LIFE SAFETY CODE STANDARD !

K U?_BI
85=

D |
| Gne hour fire rated constructian {with % hour ! The facility will emsure one hour
: fire-rated doors) or an approved automatic fire | protestion in an existing hazardous .
. extinguishing system In accordance with84.1 ¢ | generator room
. and/or 19.3.5.4 protects hazardous areas. When | | '
| the approved sutomatic fire extingulshing system |
; option is used, the areas are separated from ! i The plywood wall was replaced by a
|
|
|
!

l ather spaces by smoke resisting partitions and sheet rock wall without an opening, '
| doars. Doors are self-closing and non-rated or

| field-applied protecfive plates that do not exceed
i 48 inchas from the bottam of the door are

permitted.  18.3.2.1 :

l
i
!
|
| The Maintenance Manager will be
| yesponsible for the aforementioned ,
| actions, . '
: The Safety Chairperson will monitor

compliance during the quarterly safety

* This STANDARD is nat mat as evidenced by; | :
! inspections.
i

. Surveyor: 04614
Based on abservation and staff interview the

! facllity failed to ensure ona hour protection inan T T
' exiating hazardous generatar raam. : This action was completed on 3/4/11.  3/4/ 1.

i Observation on 3/1/2011 of the basement
. generator room revealed that & 4 X 8 sheet of
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following ther date of aurvey whether or not a plan of correclion Js provided, For nureing homes, the above W;IQMHW ion are dizclozable 14
days followlng the date thesa documenls sre made gvafiable to tha facllty. 1f daficlencies are cliad, an appraved plalf 6r carfacilon e roquisile to eantinusg
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i
535A002 B-WING 03/01/2011 .
NAME OF PHOVIDER OR SUPPLIER HTHEET ADDREES, CITY, STATE, ZIP CODE 1
AB7 WLOTT d
IE HO : '
AMIE HO\,T CARE CENTER BUEFALD, WY 82034 . ,
{4 1D BUMMARY STATEMENT OF DEFICIENCIZS o PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX *©  {EACH DEFICIENCY MUST BE FRECEDED BY FULL FREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLEION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE BATE :
‘ ) DEFICIENCY) .
K029, Continued From page 1 K 020, | oo
* plywood had been built onto & concrete barrter ' ' B
« wall, Centered in the middle of the plywood wae & | : "
12 X12 opening that allewsd electrical wires ta ‘ I
pass through when maintaince projects were : iy
* required. Maintaince had constructed the ; I
| plywaod wall to prevent the free flow of alr and | i
, natural glements from drifting in the generator | ’ ‘ N vy
. room. This conorete generstor room wase i

| abserved not to have a sprinkler system inatalled.
; This untreated wood strusture voided the one
{ hour protection required by NFPA 101 19.3.2.1.

The facility will ensure complianes with

| environment teem at approximstely 2:00 PM on ) " .
the national Blectric Code NFPA 70 9.1.2. ' b

13172011
i 147 | NFPA 101 LIFE SBAFETY CODE STANDARD
§8=E |

| Eletrical wiring end equipment is in accerdance

I This was observed by the facillly physloal |
{

K 1471 .
The oxygen concentrators will be plugped

directly into wall outlets and rot into | g

! with NFPA 70, National Electrical Code. 9.1.2 sutge promctors' 1"
, The Maintenance Manager will be !
. . responsible  for the aforementioned I

This STANDARD is not rnet as evidenced by; actions '

Surveyor: 04614 :
Based on abeervation and staff interview, the i

| facility falled to ansure complianca with the :
,Z natlonal Electric Code NFPA 70 8.1.2 by allowing |
' multiple electrizal devices to be plugged Into a
single surge protecter.

' Residant rooms 300, 306, and 314 were

' observed at appmmmataly 10:48 PM on 3/1/2011

] to have oxygen concentrators plugged Into surge
. procetors along with multiple olher electrical

| davices. This presentzd a potential fire risk for

' regident, staff and visitors. The facility physical

1 environment team confirmed the obsarvation.

'
1

The Safety Chairpsrson will monitor
compliance during the quarterly safety
inspections.

The results of the inspections will be
reported to the Safely Committee via &
performance improvement monifor,
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