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Tag K-017 gian bie obviated by the Fire Safety and

“F" in'the providers Plan of Correction column
~and Gompleté Date eolumn to azcept the FSES,

Corridors ane separated from uge areas by walls
constructad with at Ieast % hour fire resistance

ahove the celling, {Corridor walls may terminate

INITIAL COMMENTS

Requirements for Long Term Care Facilities
Bection 42 CFR 483,70 (a) except as othafwlse
provided in the section, the facility must maet the
applicable provislons of thie 2000 Edition of the
Life Safety Gade, Existing Health Care, of the
National Firg Protection Association.

The facility was a fully. spririkiered, two-story
building of Type 1l {111} caritraction built in 1991,
The building Was equipped with a supervised,
autormatic wet sprinkler syster and an
uddressable fire alarin system. The facility has a
capacity of 85 certified Medicare and Madioaid
bads with a censiss of 74.

The fagility meets the Life Safety Gode standard
based oi. Ihe.acoeptance of a plan of correction
and oFire Safety and Evaluation System (FSES).

Evaluation System (FSES). If the facllity agress
to.the-condifons of the FEES, they can wiite an

If the Tacility wante to fix the defictency, they can
fill in the Providers Plan of Correction column with
tha appropriate information and dates.

NFPA 101 LIFE SAFETY CODE S8TANDARD

rating: In sprinklered bulldings, partitions sre only
required to resist the passage of smoke. In
nan-sprinklered huildings, walls. properly extend

atthe-underside of geilings wherg specifically

| permitted by Code: . Gharting.and. clerical stations,{ ..

K0

K017

ABORATWEGTOR!&; OR PRO\gWSUPPLIER REPRESENTATIVE'S SiGNATURE TITLE =
LY

Ladpd

" (%8) DATE

1@ty

Any deficlency statemient eriding with'an stedsk'(*) derotes a deficle
other safegiards frovide sufficiant pritaction to the pstients. (See Instructions.) Excspt for nursing homes, the findna

rcy which the inatitution may be exgused from gerieciing providing It Is determined that
5. stater! aboive aré disclosable 9D days

Followirig the data of suivey whwther prnol-a plan of coraption Is provided. For nursing homes, the above findings and plans of comesiion ary dlscloatble 14

days following The dete: these dociuments are made avallble o the facilly. If deficlencles ere cited, an approved plan of co

rractlon 13 requisite to continumd 1
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‘This STANDARD Is it met ag evidenced by:

‘faglllty Talled-to ensyrs corridor walls Were
contiigaus fram the fioor to the roof in.6 of &
smoke compatiments. The findings were;

terminated above the lay-in coiling ¢ tiles. The apen

dﬂtes

walting areas, dinifg roonis, and activily spaces
mey be open to the darridor under certain
conditions specified in the Code. Gift shops may
b $eparated frof corriders by non-fire rated
walls if the gift shop is fully sprinklarad.)

19.3.6.1, 19.3.6:2.1, 10.3.6.5

Baséd an observatlc;n and s?aff Imel‘vlew the

Obsgrvation on 211414 between B AM apd 12 PM
revealed the first and segond floor corridor walls

space abuve the uorrldors and resldanl rooms
were:ised gs an air planum for the ventilafion
system, On 2/11/14 at 8:30 AM the maintenance
directer confirmed the vantilation aystem was not
l.‘l!JGted and the open plenum was used to transfer
air,

This deficiency. can be obviated by thé Fire Safety
and Evaliafion Systefr (FSES). IF ihé faclity
agraed to thé condilions.of thé FSES, itiey can
wiltd dn "F*ih the' dioviders Plaw of Correction
goldirih and.Coiripléts Data colurn to aciept the
FSES. If the fadllity wants to fiX-ths- dﬂﬂﬂslency,
théy canfilt in the Providérs Plan of Correttion
colurni wilh thi aifpropriate Infoftrigtion. and

IIF"
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| 1. Obsetvatich 6f the southeast stalr on 2r11/14

-observation, the maintenance director repurte_d

Exit access |s arranged 80 lhat exits are readl'ly

49241

This STANDARD 15 not met as evidancsd by
K-038

Basad on observation and facility staff interview,
the facility failed fo ensure doors in the means of
agrass are accessible at all times in 2 of 6 smoke

compartments. The findings were:

at 916 AM showed the second fldor access door
was equipped with a key pad and magnetic lock.
Further-bdervation showad the northeast stair
wa also provided with & key pad and magnietic
lock, Infeiview with the Setond flodr nursing
stiparvior confirmied the resldents in this emoke
compartroéit weie not all d|agnosec.:l with a
clinical neigd o lock the unit, At the time of the

he was unaware egress lock could hot be
inetalied unless {he entlis resident population had
a clinical heed.

2. Gbservation of the 'spacial care uhit-on 2/11/14
at 9:40 AM showed the two stair doors were

Ll szed with locks far the clinical neads of the
residents. Further observation showed the locks
were keyed mectianical locks. The keys for these
locks were placed In magnetla key baxes on the

-| door frames and not carrjed by staff nembers. At [

the'time of the obaervation, the mamtenance

(A)

Egress doors will be maintained
according to NFPA 101 for the
safety of our residents and staff.
(B)

(1)

The key pad locks on the
southeast and northeast stair will be
removed and replaced with a
delayed egress lock,

2)

The two mechanical locks on the
special care unit will be replaced
with keypad locks with the code fo
be accessible to all employees,
(©)

The delayed egress latch will be
inspected for proper operation
monthly.

(D)

The oparation of the delayed
egress latch will be inspected
maonthly on the preventative
maintenance checklist.
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1 NAMEQF PROVIDER DH-BUPF‘LIER o " T . STREET ADP 55, ( CITY STATE, ZIP QDDE o
Ew HORIZONS CARE CENTER l 1111 LANE A
N LOVELL, WY 52431
p.;q, o SUMMARY STATEMENT OF DEFICIENGIES D .PROVIDER'S PLAN OF CQRRECTION s
FREFIX {EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFI¥ {EAGCH GORREGTIVE ACT|ON SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG cRoss REFERENGED TO THE APPROPRIATE DATE
"DEFICIENGY)
K 038 | Gontinued From page 2 K 038
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3/30/14

04.03.4
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Excaption No. 1; Doof-locking arrangéments

‘heaifh ¢are decupancies, or portions of health

Continued Frorh page 3. _
director reported he was unaware staff membars
were fequired to carry'the keys.

Referance NFPA 101, 2000 Editlin;

19.2.2.2.4 Daars wlthln a required means of
egress shall ot be equipped with-a tabeh or jock
thiat requires the use of & tool of key from the
egreey side,

withodt delayed egress shall be permitted in

gare otoupancies, where the clinical neads of the
patiants require specialized securlty measures for
thelr safaty, provided ‘that staff can readily unlock
such dours at all times, (Sea 19.1.1.1.5 and
19.2.2.2.5)

Exception No. 2% Delayed-egress locks.
complying with 7.2.1.8.1 shall be permitted,
provided thi-not mor than one sugh devme is
located in any egress path.

Exception No. 3: Acgess-controlled egress doors
complying with 7.2.1.6.2 g!wl} ‘bg_pt?nnltted

NFPA 101 LIFE SAFETY GODE STANDARD

Reyuited autoratic sorinkler systoms are
continugusly maintained In reliable operating
condition and are inspeoted and tested -
periodically.  19.7.8, 4:6.12; NFPA 13; NFPA 25,
.73

This STANDARD i3 not met ag-evidenged by
Based on observation and facllity staff interview,
the facility fafled to ensure corroded sprinkler
heads were replaced in 1 of 8 smoke
compartmants, The findings were:

K 038

g?o) insure the safety of staff and
residents the fire sprinkler system .
will be inspected according to
NFPA 101,

(B)

Fire sprinklers will be replaced and
will be inspected quarterly.

(C)

The fire sprinklers will be added fo
the quarterly preventative
mamtenance checklist.

K062

3/30/14

04.03.4
W
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DEFIGIENCY)
K 082 Continued From paige 4 k 02| (D) The preventative maintenance
Observation ofthe kiichen on 2/11/14 at 7;50 AN checklist will be monitored by the
showad two sprinkjer heads wers gorrader. At maintenance director.
the time of the observation, the maintenance
directar teported the sprinidar systerm was
ingpected annually by an outside conlractar. The
previous sprinkier Inspection report, dated '
-11/2013, did not indicate any sprinklarheads
ware cormded
Reference:NFPA 101, 2000 Edition, 19.3.5.1,
0.7.5, NFPA 25, 1998 Edition;
2:2,1.1% Sprinklers shall be visually inspected
from the floor leve! annuéily. Sprinklers shall be
free of comosion, forelgn materials, paint, and
physical damage and shall ba installed in the
“proper orientation (e.g., upright, pendant, or
sidewall), Any SprlnklEll‘ shall be replaced that i
paintéd, corroded, damaged or loaded, or In thie
improper orlentatlun.
K144 | NFFA 101 LIFE SAFETY CODE STANDARD K144 ) .
95D | | . ) 3014
Geneyators are inspected waekly and exercisad To insure the safety of residents O“! Bl 4
under [oad for 30 minutes per monih in i
accordance with NFPA 89, 3.4.4.1. aljld staff g!en(—‘:‘rator eqmptnent ™
will be maintained according to
NFPA 101.
(B)
A conductance tester will be
purchased and the batteries
_ will be tested weekly.
This STANDARD 8 not mét 45 évidenced by: (€)
Based pn fecord revjew and facility siaff The battery conductance test
interview, the faciity failed to ensure 1 of & will be recorded weekly on the
emergenoy ganerﬁtur teats was Sanipleted. The
- _| findings were:.. . ... .. ..t generatortestiogsheet. 1 |
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K 147
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Continuad From page 5

Review of the emergericy generator testing logs
shawed the standby baﬁery wera sealad lead acid
batteries. Further review showet the facility was
ot cofiducling monthly battery contiuctanee
teals. On 2111714 at 1 PM, the-mainténance

diréctdr fréported he wak unaware of the batteéiy

Gdﬁd[i'ctai'i'ce test requirement;

' Reference NFPA 101, 2000 Edition, 19.5.1, 81,3,

NFPA 110, 1999 Edltlor'l’

636 Stol‘age batterigs: intluding electrolyte

feviels, ussil jin cotnectivfi With Level 1 and Level

2 gystam $hall ba inehected at ntervals of not

mors ihan 7 days and shall be rhaintained in full

Gompliancs with manufattirer * 8 spetifications,

Pefective batterlea shall b repairsd of replaced
iminédiately Upon discovery of dafasts,

NEPA 110,2008 Editioii

8,26 Stnrage batteries, incluging eleqlrolyte ﬂ
levels, usgd in connection with Lével { and Lavel
2-systems shall be inspecied weekly and shall be
maintained in full compliance with manufactuier
] spec:ifluatluns

8:3.6.1 Maintenance of Iead-acld battarlaa shall
include the monthly checkng and recprding of
electralyte specific gravity

8:3.7.1 Maintenance of lead-acld hatlerieg shali

include the monhly testing and recording.of
electmlyte specmu grawrg Battery cohductanee

testing shll té permitted In-tieu of the testing of
specifiés gravity When appllcab[e and warrantad

NFFA101 LIFE SAFETY GORE §TANDARD

Electrical wiring and suuipment J§ In decordances
with NFPA Y0, National Electrical Code, 9.1.2

I 144

K147

D)

The generator test log sheet will
be monitored by the malntenance |
director. !
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{ followirig: lagatiof héd elégtrical adapters in. lisé:

| an extansion:cotd.

| b, Resident raimi #212 had & wheglchair pluiged
| :nta a G-way power tap,

' electrlcal razarg plugged jntd a 8-way power tap.

This STANDARD is hot inet a8 evidenacd by:
Based gn observatlon dand facility staff intérview,
the faclity falled to' ensure teriporary electrical
wiring did riot replace. permanent fixad wiring in 2
of B smoke compariments: The findiigs weré:

Qhsarvation of thie elegtical system stiowéd the

7. Residarit oo #242 had & lafip BIOgLEd It

c, “The special care Lt furses [epdit rodin had 4

On 211114 at 819 AM, the maintenance dirgetor
reported he wag unaware of the: difference.
bétweeén-a power tap and surge protectof,

Reference NFPA 101, 2000 Edition, 19.5.1, 8.1. 2,
NFPFA 70, 1989 Edltton

400-8. Ugés not permmed Unless specifically
permitted in section 400-7, flexible cards and
cables shall hot be uséd for the follawing:

{1) A8 a substitute for the fixed wiring of a
shructure

(2) Where riin through holes in walls ..

(3) Whiere run through doonvays, wmdows or
similar-openings

(4) Where attaclied to building surfaces

Electrical equipment will be
maintained according to NFPA

| 70 for the safety of ourresidents_‘_ .

and staff.

(B)

The extension cord and power tap

{ will be removed and all rooms will
| be inspected monthly.

| (©

Rooms will be inspected monthly

| and recorded on the monthly
prevenhtative maintenance checklistl

(D)

The preventative maintenance
checklist will be monitored by
the maintenance director,
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