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DEFICIENGY)
K 0001 INITIAL COMMENTS K 000!
| Requirements for Long Term Care Facilities
» Section 42 CFR 483,70 (a) except.as otherwise
\ provided in the section, the facllity must meet the
| applicable provisions of the 2000 Edition of the
| Life Safety Code, Existing Health Care, of the
Nationa! Fire Profection Assaciation, |
| The facillty was a fully sprinklersd, singla story {
 building of Type V (111) construction built in 1978, J
The building was equipped with a supervised :
automatic wet sprinkler system with an antifreeze . . }l
lotp and an addressable fire alarm system, The An automatic bolf will be installed in the
facllity had & capacity of 60 certified Medicare and inactive (Ieft) lcaf’ of the door pair that
: Medicald beds with a gensus of 58, ' latches to the head of the door frame, Th'lis
K 0181 NFPA 101 LIFE SAFETY CODE STANDARD KO18| will be completed by the maintenancc
$5=E department and will be reported on at
Doors protecting corridor openings in other than e e ;
required enclosures of vertical openings, exits, or Safety Committce in September, §/3/14
hazardous areas are substantial doors, such as ,
those constructed of 1% inch solld-honded core !
wood, or capable of resisting fire for at least 20 '
minutes. Doors in sprinklered buildings are only |
required to resist the passage of smoke, There is
no impediment te the ¢losing of the doers, Doors
are provided with 2 means sultatile for keeping i
tha door closed, Duteh doors meeting 18.3.6.3.6 i
are permitted, 19,353 | ’
Roller fatches are prohibited by CMS regulations | l
in alf health care tacilities. ‘ I
| ‘ L (o)
Dho averspinn wita Alatelie Rowed \( MD
PIat 0 Corre s (P00 Accephd Y Phone G ' - o/
O 9/2f1d €[]9St seS | 7 o YI2fE-

LABQRATORY DIRECTORS OR PR DERIS‘LZ?:E? REPRESENTATIVE'S SIGNATURE M )/L{ T LZ‘(/@/ ~ / 7{@)(?1'5
Any-daficlency statement anding with an astarisk (*) denotes n deficlency which the lngthutlon may be axtused from correcting providing it Is detetmined that

clher safeguards provide sufficlont protection 1o the patients, (See instructions.) Exeapt f¢ nurslng homas, the findings stated above ere disclosadls S0 days
fallowing the date of survay whether or nal a plan of corectlon.ls providad, For nursing homas, the above Gndings and plans of cormeallon e disclosabls 14
caye following the date thase documants ere mada svaliable to the facillty. It deficlsncies are citod, an approved plan of corection I requisite to conlinued
program paricipation.
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{%a) 10 : BUMMARY BTATEMENT OF GEFGIENCIES . 1n} PROVIDER'S PLAN OF CORRECGTION {®E)
PREF(Y | (EACH DEFICIENCY MUST BE PRECERED BY PULIL P 1 {EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG | REGULATORY OR LG |IDENTIFYING INFORMATION) T Ye) CROSSE-REFERENCED T4 THE APPROPRIATE DATE
[ DEFICIENGY)
| | '
K018 Continued From page 1 K o1gl

| This STANDARD s not met as evidenced by:
Based on observation ard Interview, the Facility

| failed to provide a suitable means for keeoing the
doors slosed accessing the egress carridors in 2
of 4 stoke compartments. The findings wera:

| ! |
|

Observations of the Clean Linen Rooms in Wing \
(A" on 619114 at 09:41 AM and Wing "B on |
6/19/04 at 10:12 AM revealed the pair of corridor |
doots had hardware installed that would not keep | |
 the doors closed. The pulling open of the dogrs ! : '
 ravedlad the hardware was not keeping the doors )
1 closed, The left door leaf (knob-less) was nipt {
 equipped with a seif-atching bolt that engaged in >
. @ keeper in the frame to hold the leaf in a closed
position, The instalied bolt required manual
latehing to engage in a keeper in the frame. The
right leaf’ 5 hardware was a selfdatching bolt that ,
“engaged in 3 keeper on the meeting edge of the |
, left leaf. Interview with the Fagllity Administrator
during the observation confirmed the installed |
hardware on the doors would not keep the doors ! ‘ |
closed, *

REFERENCE, NFPA 101, 2000 Edition
19.3.6.3

K 038 | NFFA 101 LIFE SAFETY CODE STANDARD K 033|
8&=0
Exit access Is arranged %o that exlts are readily
accessible at all times in accordance with seetion
| 7.1 1921 | |

; | !
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STATEMENT OF DEFICIENGIES (X1) PROVIDER/SYPPLIER/CLIA X2} MULTIPLE CONSTRUGTION (X3) DAT :
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55D |

Draperies, curtaing, including cubicle-qurtains,
and other loosely hanglng fabrics and films

¢ serving as furnishings or decorations in health

| C8ré occupancies are in aceordance with
provisions of 10.3.1 and NFFA 13, Standards for

|

{X4) 1o SUMMARY STATEMENT OF DEFIGIENGIES | o PROVIDER'S PLAN GF GORRECTION 15)
PREFIN {EAGH DEFIGIENGY MUST BE PREGEDED BY FULI. | PREFIX ¢ (EACH CORREGTIVE AGTION SHOULD B COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION} J TAG . CROSS-REFERENCED 10 THE APPRGPRIATE DATE
| | ] DEFIGIENGY)
I
l , :‘ in consulting with contract architeets,
K038 ; Continued From page 2 | K038/ their codo analysis revealed that the clo;gr
This STANDARD is riot met as evidencad by: | teading from the living room space in the
Based on observation and interview, the facility | ; bulldu}g to th:e secured (:_olfrlyard were not
failed to continuously maintain the means of | l a required exit, The existing doors at ﬂr:‘-:
agress free of locking devices requiring use of ends of both corridors and at the front
 keys or spacial knowledge for operation in the entrance 1o the building adequatcly
egress in 1 of 4 smoke compartments, L. The provide exiting from the building in terms
, findings were: of travel distances from resident rooms jn
Observation of the means of egress through tha a.ccordance with NFPA. 101, 19’2.'6'. Ady
smiall fenced-in assembly area off the Library o signage door hardware that would imply
06/16/14 at 10:05 AM revealed the swinging gate that the doors in question would serve 4s
in the means of egress 1o the adjacent parking ot an exit will be removed, A gsign with the
had an unlocked combination padiock on a chain verbiage, “No Exit” will be added at the
hanging on the gate. The pair of extarior doors | | doors cited in the survey. Additionally,
(1o axlrir ofthe bling a9 e oxteng ey | the dooe locking ladware will be
' visual 1o the occupants by the fully glazed door removed so that the door will remain open
| paneis and sidelights and likely to be mistaken as | ot all times and anyone in the courtyard
an exit, Additianal observation revealed that the | will have access to the building to acccs
| pair of exterior doors had keyed locks for an exit, The door locking mechurtism will
securing the building that allowsd an osaupant to . be removed and this sign will be added by
;ﬂ:e;?et::rfgggfgggfrxth the gate secured and | the Maintenance department and will e
Interview with the Facility Administrator during the g’?‘ir_tei to Safety  Committee n 8/3/14
' observation verffied that the padiock and chain . éplember.
was used to secure the gate and tha exterior
bullding door coutd also be secured,
' REFERENCE NFPA 101, 2000 Edition
192224 : |
K 074 | NFPA 101 LIFE SAFETY CODE STANDARD KQ74

FORM GMS-2667(02-88) Pravious Versiony Qbacinte
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' GENTERS FOR MEDICARE & MEDICAID SERVICES DOMB NO, 0938-0391
. e ——— P ey
STATEMENT OF DEFIGENGIES (%1) PROVIDER/SUPPLIERIGLIA X2) MULTIPLE CONSTRUGTION %3} DATE S0
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: ﬁ* ;u JLDING 01 ( ’cow%fm% Y
535034 B. WING. G8119/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, LITY, STATE, 2IP COOE B
150 CARTNG WAY
TWARD HEIGHT N
WESTWARD HE % GARE CENTER LANDER, WY 82520
Ay | SUMMARY STATEMENT QF DEFICIENGIES ' (v} PROVIDER'S PLAN OF GORRECTION x4
PREFIX (EACH DEFICIENGY MUJST BE PREQEDED BY FULL PREFiX [EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG J REQULATORY R LIC [DENTIFYING INFORMATION) TAG 4 CROSS-REFERENCER TO THE AFPROPRIATE DATE
| DEFIGIENGY)
[}

K074 | Continued From page 3 ’ K 07’4:
the Installation of Sprinkler Systems, Shower

curtains are in accordance with NFRA 701, ’

Newly introducedt upholstered Furniture within ,
| health care scoupancies meets the critarla !
specified when tested In acoordance with the !
methods cited in 10.3.2 (2) and 10.2.3. 19,7.5.1, [
NFPA 13

- Newly intraduced mattresses meet the eriterla. ' !
+ specified when tested in acoordance with the ‘
- methad cited in 10.3.2 (3), 10.3.4, 18,7.5.3

|

, This STANDARD is not met as evidenced by:

' Based on records review, ang staff interview, the
faility failad to engure that a faciity-wide policy
was In place for application and maintenance of ‘
fire-retardant coatings to all furnishings and
decorations in 4 of 4 smoke compartments in

| accordance with the 2000 Life Safety Code, |
i section 10.3,1. The findings were: .

! Document review of facility policies and

- proceduras on 8119114 from 08:30 AM until 16:00

: AM revealed that no policy was available to

| review for fire-retardant coatings application and

. maintenance, At the time of dacument review the !
Maintenance Supervisor was unable to confirm
that the facillty had an established policy to

' identify the person(s) responsible for ensuring
that ali draperies, curtains and other Inosely

i hanging items were in.compliance with the

| requirements of the Life Safely Code. Additional
interview revealed that the Malntenance |

FORM CMS-2587(02-28) Provious Versions Obrolats Bvant [ MQRA2 Auallity ID; WYQDH If contirzation sheet Page 4 of &
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l !
| .
Thls STANDARD is not met 25 evidenced by;

I Basad on phservation and Interview, the facliity
failed to provide electrical wiring and equipment in!
accordance with the Life Safety Code, section
1 B.1.2, and NFPATO, Article 517 far 1 of 4 smoke
. compamnenl$. The findings werea:

Obgervation of the.-rapy equinmeant
(Stramz-ommcycre) in the Physical Therapy room |
ron 6/18/14 at 08:54 AM rovealed the equipmeant
| plugged into a nen-hespital grade power tap tat
! was plugged into elestrical wiring not established |
- to comply with the grounding and bonding '
| retuirements and hospital grade receptacle
| requirements of Articles 517,13 and 517.18 of
| NFPA 70 . The therapy equipment tag stated: *
, Grounding rellabillty can only be achieved when !
; equipment is connected to an equivalant
i raceptacle marked hospital only or hospital grade. |
| * Interview with the Facility Administrator guring | |
; .

STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: A, BUILDING 61 COMPLETED
E£35034 B, WING 06/19/2014
NAME QF FROVIDER Oft SUPPLIER STREGT ADURESS, CITY, STATE, ZIP CODE
150 CARING WAY
WESTWARD HEIGHTS CARE CENTER LANDER, WY 82520
(¥a) 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION (X9
PREFIX (EAGH DEFICIENCY MUST BE FREGEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION BHOULD B GOMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Oafet
‘ | - DEFIGIENGY)
K 74| Continued Fram page 4 T KO74
Supervisor was aware of the requirement and [
i that the facliity utilized an informal process tp
: ensure compliance. A follow-up interview with the |
| | Administrator during the exit interview confirmed
| that the facility did utilize an informal process, but
that no formal policy was available for use in staff -
fraining and for referance, A policy has been prepared, stating thL
} | draperies, curtains, including privacy
REFERENCE NFPA 101, 2000 Edition curtains, and other loose hanging fabn%ﬁ
10,34 and films serving as furnishings or
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147; decorations shall be selected, installed and
§8=D o | maintained in  accordare with the
| Electrical wiring and equipment is in acgordance | provisions of NFPA 101 -10.3.|,
:! with NFRPA, ?0. National Electrical Code, 9.1.2 Administrﬂﬁon is rgspousibla for
i preparing the policy and it will Be

reviewed at Safety Committee mccting
September.

1]
8/3/14
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o) I SUMMARY STATEMENT OF DEFICIENGIES oD PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL [ PREFIX (EACH CORRECYIVE ACTION EHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATIGN) TAG CROSS-REFERENGED TO THEAPPROPRIATE |  DATE
| ‘ DEFICIENGY) !
K 147 | Continued From page 5 K147 :
. the chservation verified the power tap and
receptacle were not marked " hospital grads ;
1 and the building ' & wirlng methods may not ;
comply with the National Electrical Codes to
support the receptacles.
REFERENCE, NFFPA 101, 2000 Edition i
19.1.2 : ! .!
: !
F
J | All outlets in the therapy department will
: be replaced with hospital grade wiring by
| . & certified electrician.  The Maintehance
' ‘ Department is responsible for ensurigg
. that the wiring and ocutlets are replaced.
| This change will be ceported at the
| September Safety Committee meeting, 8/3M14
i
[ |
| |
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