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Preparation and execution of this plan of
correction does not constitute an admission gr
. . agreement by the provider of the truth of the
Sii?i%llzeﬂgeggéaséé?g(;?remxc%?){ils}:i?ggiﬁs@ facts alleged or conc}usigns set forth in
provided in the section, the facillty must mest the statement of t.he deficiencies. The plan of
applicable provisions of the 2000 Edition of the correction is prepared and/or solely because jt
Life Safety Code, Existing Health Care, of the is required by the provisions of federal state
National Fire Protection Association. and law. Completion dates are provided far
The facility was a fully sprinklered, 1-story pr_ocedural processing purposed and correlate
building of Type V (000) construction built in 1954 with the most recently contemplated or
with additions of the same consiruction type built accomplished corrective action and do ndt

K 000 | INITIAL COMMENTS K 000

in 1985 and 1990. The building was equipped necessarily correspond chronologically to

with a supervised, automatic wet sprinkler system date. The facility is of the opinion it was in

and a zoned fire atarm system, The facility has a compliance with requirements of participation

census for Medicare and Medicaid of 41 beds. or that corrective action was taken.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 06/03/14
55=D

int ac0ess is e:{rgngeq 50 thatdexits arglre\adll_y 1. The facility will provide a delayed

;ac‘?essztgeza;[a times in accordance with section egress locking mechanism that shal

.y e release the lock within 15 seconds upor

application of force to release the devicg
in 1 of 4 smoke compartments,

| - . la, The exterior exit in the Main Dining
This STANDARD is not met as evidenced by: Room that was found to be out of
| Based on observation and interview, the facility alignment and damaged was realigned

failed to provide a delayed egress locking d repair

mechanism that shall release the lock within 18 and repaired by hardware contractor on
seconds upon application of force to release the 04/07/14.
devise in 1 of 4 smoke compartments. The

findings were: 1b. Maintenance staff will be in-serviced
ob o of the exterior exl in the Main Difing on the regulations pertaining fo required
servation of the exterior exit in the Main Dining " o . .

Room on 04/03/14 at 10:58 AM revealad that the | e “ﬂ:;ls oxits o "ead!lf’
delayed egress mechanism was out of alignment o 109 are accordance with
and woyld- lease the lock within 15 seconds : e
: of pﬁﬁ"lg pres;glre. Interview with the Facility

anager at the time of the l¢. Director of Maintenance/designes will

Imonitor weekly per the facility PM guide

/- aintenw
LR BORNTARY DIRECTOR'S OR.PROYMER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
LLA R\ B TV G’/ﬁzg %

terisk (1) denoles a deficiency which the insfiution may be excused from correcting providing it i determined that
other safeguards provide sufficient protection to the patiants. (See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
foflowing the date of survey whether or nol a plan of correction is provided, For nursing homes, the above findings and plans of correction are discipsable 14
days [oflowing the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite togcontinued
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K 038 | Continued From page 1 K 038 o
. observation revealed that the magnatic catch 1d. Findings to QA monthly.
devise was misaligned or damaged and after
" temporarily aligning the device the delayed
egress did function. Repeated attempts to
disengage the lock falled as the magnetic catch
 would not stay in alignment. _ 06/03/14
K 0456 : NFPA 101 LIFE SAFETY CODE STANDARD K045 _
°5p fMumination of means of egress, including exit 1 The. facility  will ehsure t'hat
discharge, is arranged so that failure of any single illumination of means of egress, including
lighting fixture (bulb) will not ieave the area in exit discharge, is arranged so that the
darkness, (This does not refer to emergency failure on any single lighting fixture
; lighting in accordance with section 7.8.)  19.2.8 (bulb) will not leave the area in darkness
la. The facility will provide lighting onja
3 non-switched fixture via an electrical
| This STANDARD s not met as evidenced by: contractor in the Basement Hallway.
. Based on observation and interview, the facility
i failed to provide continuous illumination in a Th., Maintenance staff will be in-serviced
means of egress during conditions of occupancy on the regulations pertaining to egress
requiring the means of egress to be available for lighting and non-switched fixtures 19.2.8.
use. The findings were:
Observation of the Basement Hallway on le. Director of Maintenance/designee will
| 04/03/14 at 11:38 AM revealed that no lighting monitor per the facility PM guide
: was provided on a non-switched fixture, interview ! monthly.
with the Facility Maintenance Manager at the time | 1d. Findings to QA monthly.
of the observation confirmed the lighting
conditions as observed.
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046 06/03/14

38=E
Emergency lighting of at least 1% hour duration s |
provided in accordance with 7.9.  19.2.9.1.

This STANDARD is not met as evidenced by: |

1. The facility will ensure that emergendy
lighting is provided for means of egress in
all smoke compartments,

la. The battery-powered emergency light
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The findings were:

1. Observation of the Basement Hallway and
associated stairway on 04/03/14 at 11,38 AM
revealed that the battery-powered emergency
light fixtures were wired to a nearby receptacle.
Upon opening the circuit breaker serving the
hallway and stair lighting, it was observed that the
emergency lighting did not function. Interview with
the Facility Maintenance Manager at the time of
the observation confirmed that the emergency
lighting did not function upon loss of power to the
normal lighting systems.

2. Observation of the Boiler Room on 04/03/14
at 11:47 AM revealed that emergency and normal
setvice room lighting at the transfer switch
location were not supplied with power from the
load side of the transfer swilch, Inferview with tha
Facility Maintenance Manager at the time of the
observation confirmed that the emergency and
normal lighting serving the transfar switch
location were not powered from the load side of
the transfer switch.

3. Observation of the Main Dining Room on
04/03/14 at 2:41 PM revealed that the
battery-powered emargency light fixture was
wired 1o a nearby receptacle. Upen opening the
circuit breaker serving the lighting, it was
observed that the emergancy lighting did not
function. Interview with the Facility Maintenance
Manager at the time of the observation confirmed
that the emergency lighting did not function upon
loss of power to the normal lighting system.
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K 046 | Continued From page 2 K 045! in the Basement Hallway will be wired
Based on observation and document review, the directly to the non-switched fixture via an
-t ) .
facility falled to provide emergency lighting for electrical contractor 19.2.8,
means of egress in 3 of 4 smolke comparfments.

1b. The battery-powered emergency i g?at
will be wired to the light fixture via an
electrical contractor in the Basement
Stairwell and the swtich will be removed
and covered with a faceplate ensuring thiat
the light stays on in the event of a power
outage 19.2.8

le. The battery-powered light in the
Boifer Room will be rewired via 4n
electrical contractor to be powered from
Panel D (breaker #32) so that it works in
the event of a power outage.

1d. The battery-powered emergency light
will be removed and a ceiling light fixture
at the point of egress from the Dining
Room will be converted into a non-
switched fixture via an electrical
contractor ensuring that it works in the
event of a power outage.

le. The maintenance staff will be ip-
serviced on the regulations pertaining (o
emergency lighting of at least a 1.5 holir
duration in accordance with 7.9 19.2.9.1

If. Director of Maintenance/designee will
monitor per the facility PM guigde
monthly.

Lo Eindings-1o O A-monthls.
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K 051 | Continued From page 3 K 0561 06/03/14
i
K 051; NFPA 101 LIFE SAFETY CODRE STANDARD K 051

$8=D |

| Afire alarm system with approved components,

I devices or equipment is installed according fo
NFPA 72, National Fira Alarm Code, to provide
effective warning of fire in any part of the building.
Activation of the complete fire alarm system is by
manual fire alarm initiation, automatic datsction or
extinguishing systerm oparation. Pull stations in
patient sleeping areas may be omitted provided
that manual pull stations are within 200 feet of

! nurse's stations. Pull stations are located in the

i path of egress. Electronic or written records of
tesis are available. Areliable second source of
power is provided. Fire alarm systems are
maintained in accordance with NFPA 72 and
recards of maintenance are kept readily avatiable,
There is remote annunciation of the fire glarm
system to an approved central station.  19.3.4,
9.6

This STANDARD is not met as evidenced by
Based on observation and document raview, the
facility failed to provide documentation indicating
| that semi-annual tests were heing performed.

. The findings were:

Observation and review of documentalion on
04/03/14 at 9:45 AM revealed that documentation
was available for the annual fire alarm battery
load voltage test but no semi-annual

la, The facility will ensure that semi-
annual fire alarm battery load voltage
tests will be completed via hardware

contractor., ‘

Ib. The maintenance staff will be in
serviced on the regulation that semi
annual battery load voltage test results fo
the remote annunciation of the fire alarn
system are kept readily available. 19.3.4
9.6

]

[c. Director of Maintenance/designee wil
monitor per the facility PM guidc
morthly.

Id. Findings to QA monthly,
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K 051 Continued From page 4 K 051
documentation was made available. Interview
with the Facility Manager both during document
review, and subsequently via email
communication verified that documentation was
not available. 06/03/14
ng?é NFPA 101 LIFE SAFETY CODE STANDARD l K 082 [. The facility will ensure that the
Required automatic sprinkler systems are requ}red automa.tig spljinkler ‘systems are
continuously maintained in reliable operating continuously maintained in  reliable
condition and are inspected and tested I operating condition and are inspected and
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, i tested  periodically  via  hardwale
8.7.5 confractor,
i
la. The facility will establish that a mearis
This STANDARD is not met as evidenced by: of maintaining the space above 40F for
Based on observation and interview, the facility sprinkler piping freeze protection hgs
failed to maintain automatic sprinkler systems in been provided per NFPA 13, Section 3-
a reliable operating condition in 4 cf 4 smoke 14.3.1.1.
: compartments. The findings were:
N [ Fadlrs [P
Observation of the attic space on 04/03/14 at illljs.uhTtI;Sn 50 G(t)/lol (?F él?f exust‘?mg ba;
2:17 PM revealed that 50% to 50% of the existing avon — Istafled  holow —Ine - ToC
batt insulation installed below the roof decking decking that has 'detemora.ted aver time
had deteriorated over time and had fallen down or and fallen down will be replaced.
is hanging in the attic space. It could not be
established that a means of maintaining the le, The maintenance staff will be in-
Spatcet?boze 4%“F: for Spr_lcr"géer D;P;Lngpzﬁﬁi‘z@ serviced on the regulations pertaining tp
protection has been previded pe . inkl . . ;
Section 5-14.3.1.1. Interview with the Facility ?ﬁflpn; T; g;pltl?g ;C] ?Zzg ]p]rotecuon par
Maintenance Manager at the time of the 1. Direston chon v it 1. _
observation revealed that he has been working, 1d. Director of Maintenance/designee wijl
as time allows, to reinstall the existing insulation, monitor per the facility PM guide
but over 50% of the existing insulation remains in monthly.
poor condition. le. Findings to QA monthly.
K 0671 NFPA 101 LIFE SAFETY CODE STANDARD K 067 06/03/14
83=D
Heating, ventilating, and air conditioning comply 1 [ The f’lcility will ensure that fire
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K 067 | Continued From page & K 087! detectors are tested and maintained Via
with the provisions of section ¢.2 and are installed hardware contractor in accordance with
in accordance with the manufacturer's NFPA 90A in all smoke compartments.
specifications,  19.5.2.1, 9.2, NFPA 90A,
19.6.2.2 la. The facility will make available
documentation that fusible links haye
been removed on a 4-year cycle and
verify that the dampers are in proper
This STANDARD is not met as evidenced by: working order via hardware contractor.
Based on document review and interview, the
facility failed to demonstrate that fire dampers Ib. The facility will ensure that dugt-
and duct-mounted smoke datectors have been mounted smoke detectors are listed in the
were: mitiating devices.
1. Observation and review of documentation on le. The maintenance staff will be ip-
04103114 at 9.30 AM revealed that fire dampers serviced on the regulations pertaining lo
are installed within supply registers serving the the proper maintenance and testing bf
Main Dining Room. Documentation was not made fusible links, dampers and duct-mounted
available to establish that fusible links have hean smoke detectors.
removed on a 4-year cycle to verily that the
dampers are in proper working order. Interview . . .
with tphe Facility %irgctor hoth guring document id. Director of Maintenance/designee will
review and during the exil interview verified that monitor per the facility PM guide
na such tests are belng performed. monthly.
' 2. Observation and review ¢f documentation on le. Findings to QA monthly,
04/03/14 at 9:35 AM revealed that duct-mounted
smoke detectors were not listed in the annual or
quarterly testing of fire alarm initiating devices !
and no other documenlation was made available
i to indicate that the smoke detectors were tested |
, and maintained per the requirements of NFPA
| 90A. Interview with the Facility Director at the

i time of the observaticn revealed that the facllity :
| was not aware of any duct-mounted smoke i |
| detectars. Subsequent review of as-built

construction documents and field surveys

FORM CMS-2567(02-99) Provious Versions Obsolela Evant ID: RTXC21 Facliity [0 WY0003 If continuation sheet Page S of 7




C PRINTED: 04/15/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A BUILDING 02 - MAIN BUILDING COMPLETED

535051 B, WING 04/03/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

PO BOX 1325
THERM 18 REF LIT, ND CARE C R
HERMOPOL EHABILITATION A ARE CENTE THERMOPOLIS, WY 82443
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 067 | Continued From page 6 i< 067 '.

performed by HLS verified that duct-mounted
smoke detectors are installed in the supply air
path within each packaged roof top unit,
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