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534002 11/48/2009
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x40 SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFGRMATIOH) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 000 INITIAL COMMENTS K DOD
Requiremaents for the Long Term Care Faclities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisfons of the 2000 editlan of the
Lifa Safety Code, Existing Health Care, of the
National Fire Protection Association,
The faciity was a fully sprinklered single story
building of Typa V (lIl) construction bullt in 1964,
1986 and 1896. The building was egulpped with a
supervised automatic wet sprinkler system and
addresszble firs alarm system,
K 044 | NFPA 101 LIFE SAFETY CODE STANDARD K D44 .
88=F
Horizontal exits, If used, are in accondance with
7.24. 18225 : . .
The facility will ensure that horizontal
exits meet applicable codes and standarfis
_ for ¢losure and are fully operational,
I_]'hlg_s ANDARD s not met as evidenced by:
Baaejupon observation ard staff intarview the The Maintenance Manager will ensure
llity falled to ensure 3 of 7 facillty exit doors that all exit doors are operational akd
ware fidlly operational. The findings were: . X
close appropriately.  The doors |in
Observation on 11/16/09 at 4:48 PM revealed the question were adjusted and now cloge
special care unit entrance/exit door to the outside appropriately,
did not completsly close with three separats
alfempts, The door had a self closure device The Chairparson of the Safety Committpe
attached. Additional observation at the fime will monitor compliance, He will inspect
ravealed a sign aftached ta the door stating ‘ )
"Pleasa make sure the door dlicks.” Interview with ﬁe dc;o 15 during the monthly Safuty
the DON on 11/17/09 at 8:186 AM revesled the Spection.
door closure mechanism was not working , L .
properly, and the door did nat close completely Results of this monitoring will be reporied
when somenne entered or exited through the to the Safety Committee via |a
daor. performance improvement monitor, 12/31/00
Observation on 11/18/09 at 12:48 PM revealed '
LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER HEPRESENTATIVE'S SIBNATURE TITLE (X0} bATE
VAR . D e s S “-’é\‘?\\\\_\é\-

Any daficlancy statemen ending with an asterisk () denotes a daficlency whish
cther safsguerds provide sufficlant proection (o the petients. (See Instrucilons.)
fullowlng the date of aurvey whather or not & plan of cormotien Is provided, Fort

he Inslitutlon may be exvused from comacling providing it s detemmined that
[Excapt for nursing hpmas, the lindings elaled above are disclosable 80 daya
ursing homas, the ebova findings and plans of comrectlon ane disclopable 14

daye folowing the data these docunents ara made avallabls to tha faclly. If deflelencles are clied, Bn approved plan of comectorISTaLTHE e to coninusd

program palicipalion.
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FORM APPROVED
ICARE & MEDICAID SERVICES OMB NO, 0938-0301
STAYEMENT OF DEFIGIENCIES {¥1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE: SURVEY
AND PLAN OF CORRECTION {DENTIFIGATION NUMBER; COMPLETED
A BUILDING 01 - MAIN BUILDING 01
B3AD02 B. NG 11/18/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
497 WLOTT
AMIE HOLT CARE CENTER BUFFALO, WY 82834
o4 1D SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORRECTION xa)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAB REGULATORY OR LSG IDENTIFYING INFORMAYION) TAG . CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
K 044 [ Continued From page 3 K044
the facllity's front door {main entrange} did not
clase fully with.three separate attempts.
Additiortal chservation at $2:58 PM revealed the
outside’exit door In the west wing did not clase .
cornpletely In its frame upon three separate q -~
attempts, The door did not have a self closure P b’ a
device aitached, Interview with the faciiity's {ﬂw{ .
rmeintenance manager at the time confirmed the S I o Wb '5() (,'P ¢ h \
above two observation and stated the doors AVL ]e ’ l\O'T’\%‘ é’\s &1\ A :
. needed ¢ be adjusted.
K 074 | NFPA 101 LIFE SAFETY CODE STANDARD Kor4| The facility will ensure that draperigs,
88=D curtains and other Joosely hanging fabrips
Draperies, curlaing, Including cubicle curtains, and furnishings are in accordance with
and other loosely hanging fabrizs and films provisions of 10.3.1 and NFPA 13
serving as fumishings or desorations in health '
care accupancies are in accordance with . .
provisions of 10.3.1 and NFPA 13, Standards for The Maintenance Manager will ensyro
the Installation of Sprinkler Systems, Shower that all wall hangings met applicable .
curtains are in accordance with NFPA 701. requirements and have flame retardgnt i
documentation attached, T
Newly Introduced upholstarad fumitura within
health care oocupancies meats the criterfa : ' :
specified when tested in accordence with the The §afety Cha!rperson will - monitor
methods cited In 10.3.2 (2) and 10.3.3.  19.7.5.1, compliance ~ during monthly  safety
NFPA 13 inspections. :
Newly introduced matiresses meet the critaria Results of these inspections will be \
specified lwha.n tested in accortance with the reported to the Safety Committes vin| a |
mathod cited in 10.3.2 (3}, 10.34. 18.7.53 performance improvcment monitor. 12/07/09 i
]
|
This STANDARD is not met as evidenced by: l
I Based|on cbservation and staff interview the !
facillty falled to ensura a cloth wall hanging was !
flame retardant in 1 of 4 smoke comparimants, '
FORM CMS-2887(02-88) Pravious Vorslons Obanlels Event ID;M3vw2{ Prslity [0: WYO0001 If cantinuation sheet Page 2of 4
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FORM APPRCVED
ENTERS FOR MEDI! MEDICAID SERVICES QMB NO. 08380381
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIRLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IBENTIFICATION NUMBER! COMPLETED
A/ BUILDING [ - MAIN BUILDING 01
B. WING
53A002 11/18/2008 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
AMIE HOLT CARE CENTER sTwLarT
BUFFALO, WY 82834
[£0T[3] SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
FREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH DORRECTIVE ACTIGN SHOULD BE COMFLERON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARFROPRIATE DATE
DEFICIENGY)
K074 | Continved From page 2 K074
The findings were:
Chservation on 11/18/09 at 1:45 PM revealed a 5
by & ft. cloth wall hanging titled "the angel"
hanging In the main haliway next to the oxygen
storage closet, Examination of the hanging shows
thare was no flame ratardent documentation
attached ta It. Inferview with the facllity
maintenance manaper at the ime confirmed the
hanging was not flame retardant. . i )
K 130 | NFPA 101 MISCELLANEQUS k130] The facility will ensure that electridal
§8=D wiring is in compiiance with the National
OTHER LSC DEFIGIENCY NOT ON 2786 Electric Code.
The noted electrical ontlets will be
replaced with GFI protection.
Thiz STANDARD is not met as evidanced by: L i
T Basedjon observation and staff interview the The Maintenance Manager will be
fac::;gfaited to ensure electrical wirlng was In responsible for ensuring that electridal
compllance with the National Electric Code in 2 of outlets are in compliance with the NEC,
4 smoke compariments, The findings were:
Observation on 11/18/09 at betwean 12:30 PM . . .
revealed electrical outlets aver resident sinks in The §afety C}!alrpelrson will monifor
the west wing were not protactad against water compliance during the monthly safgty
exposure. Tha outlets were not GFI (ground fault mspections.
Interrupt) protected. In addition, two outiets aver
the sink In resident room #209 and one outiat in The results of these inspections will pe
reskient room #211 wers also not protected, reported to the Safety Committee vial a
Interviaw with the maintenance manager at the : .
time confirmed the 8bove observations performance improvement monitor. 12/31/(
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
S8=D
Electrical wiring and equipment is In accordance
with NFPA 70, National Electrical Cods, 8.1.2
This STANDARD s net met as evidencad by:
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PRINTED: 12/01/2009

Rased kn observatlon and staff Interview, the
failed to ensure compliance with the
National Electric Gode by malntalning the
required 3 feet of work spacs in front of an
slectrical panel in 1 of 6 smoke compartments.
The findings were;

Obsarvation on 11/16/02 at 5:22 PM, on 11/17/00
at 1,30 PM, and or 11/18/09 at 1:48 PM revesled
a kitohen cart In front of and blocking access to,
an electrical panel next to tha kitchen entrance
daorway. Interview with the malntenance
manager at the time of the observation confirmed
the 11/18/00 observation,

FORM APPROVED
— CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-030%
STATEMENT OF DEFICIENCIES K1) PROVIDER/SUPPLIER/CLIA (%X2) MULTIPLE CONSTRUGCTION (%3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMALETED
A, BUILRING 01 ~ MAIN BUILDING 01
B, WING
63A002 11/8/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
497 WLOTT
AMIE HOLT CARE GENTER
HOLT GA NT RUFFALO, WY B2B34
4 D SLMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X8
FREFIX (EACH DEFICIENCY MUST B2 PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCEL TO THE APPROPRIATE batg
DEFICIENGY)
K147 | Continued From page 3 K147) The facility will ensure compliance with

the NEC by maintaining the required
work space in front of an elecirical panel.

The kitchen cart will no longer be par‘kord
in front of the electrical panel.

The Maintenance Manager will be
responsible for ensuring compliance.

The Safety Chairperson will monitor
compliance during the monthly Safely
Inspection.

Results of the monitoring will be reportéd
to the Bafety Committee via |a
performance improvement monitor. 12/01/0
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