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The facility will ensure that ceilings will
Requirements for Long Term Care Facilities be smoke resistant,
Section 42 CFR 483.70 (a) except as otherwise This will be accomplished by: !
provided in the secticn, the facility must meet the
applicable provisions of the 2000 Editlon of the ‘

: Life Safety Cods, Existing Health Care, of the , e
| National Fire Protection Association. j L. Repair of ceiling I-inch circular
; penetration im the Medical
The facility was a fully sprinklerad, single story Supply room.
building with a basement of Type V (111) : 2. Maintenace Staff have been
construction with plan approvalin 1958 and 1987. inserviced to the deficienc
The building was equipped with a supervised, 3. The Maint Di v
| automatic wet sprinkler system with a dry branch ' . enance Director “.Hll
| and an addressable fire alarm systern. The West | review and if necessary revide
; and Central buildings had a capacity of 128 ‘ : qtrly audit reports fto assure
' certified Medicare and Medicaid beds. The facility : that ceilings and walls are
is comprised of the West, Central and East smoke resistant. Results of tﬂe
buildings with a combined census of 159 audits will be reported to the
residents, | QA team _ for 11

. Corridors are separated from use areas by wails
I constructed with at least ¥ hour fire resistance
i rating. In sprinktered buildings, partitions are only
required to resist the passage of smeke, In ‘
hon-sprinkiered buildings, walls properly extend
above the ceiling, {Corridor walls may terminala
I at the underside of ceilings where specifically
permitted by Code. Charting and clerical stations, -
waiting areas, dining rooms, and activity spaces |
may be open to the corridor under certain i
conditions specified in the Code. Gift shops may |
be separated from corridors by non-fire rated r
|

appropriate reporting untjl
ongoing compliance is
established. |

3
i

10/7/14

i

|

! point the team will determme
I

r

walls if the gift shop is fully sprinklared.)
19.3.6.1,19.3.6.2.1, 19.3.6.5

e | V19,113 i O NVTK VY O .

Any deficiency sta&nﬁnVending with an astelisk (\fdenotes a def‘mencylfwhi‘ch the institution may be excused fbm correcting providing It is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
fallowing the date of survey whether or not a plan of cerrection is provided, Fer nursing homes, the above findings and plans aof corfeclion are disclosable 14
days foliowing the date thess documents are made avallable to the facility. If daficlencies are cited, an approved plan of correction Is requisite to continued

program participation,
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K Q17| Continued From page 1 I Kot7| KOI8,
. i | The facility will ensure a suitable
| | means for keeping the doors closed
[ i accessing the egress corridors.
| This will be accomplished by: ,
This STANDARD s not met as evidenced by: ’ : 5
Based on observation, the facility failed to ensure ! J
cellings were srnoke resistant in 1 of 9 smoke | . '
compartments. The findings were: : 1. Maintenance Staff have been
@ | inserviced to the ahqgve
Observation of the Medical Supply room, ] [ deficiency. '
1 adjacent to Room #107 on 08/26/2014 at 12:14 l 2. Doors to the Nursing Station
 PM revealed several 1-inch circular penetrations ' storage closet, nurse managers
in the ceiling and wall, Interview of the facility office, resident room #57 will
| Caorsnee drecto stioeUrscioboencion |1 fateh properly
; POP ' | 3. Maintenance Wlll audit doprs
| Reference, NFPA 101, 2000 Editior; 19.3.6.22 | ! for  proper latching on | a
K 018 ' NFPA 101 LIFE SAFETY CODE STANDARD K 018! monthly basis making
S8=D f ! immediate corrections for nofed
Daors protecting corridor openings in other than deficiencies.
I rhequirgd'enclosures of thlficil'ﬁpdemng& exlgts, or | 4. Maintenance Director ﬁill
azardous areas are substantial doors, such as | !
e ' ! rt to th A
those constructed of 1% inch solid-bonded core j ( repo it alts of il ” #
' wood, of capable of resisting fire for at least 20 | ‘ commitice res ol andi
| minutes. Doors in sprinklered buildings are only | : n.uulmum of 6 months. at Wh“fh
! required to resist the passage of smoke, There is i time the QA committee will
| no impediment to the closing of the doors. Doors | determine if substanfial
| are provided with a means suitable.for keeping compliance has been realized
1- the dogr g:tltosded. ?gugcg goors meeting 19.3.6.3.5 and making recommendatipns
I are permitted, 3.8, accordingly.

Roller latches are prohibited by CMS regulations
- in all health care facilities.

|

;r 10/7/1
|
|

|
|

i
» f
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K 018 | Continued From page 2 K018l K027

: Smoke depariments will be smoke
i Cd resistive. This will be accomplished by

i !

i o , o 1. The South Station Linen Room
| This STANDARD s not met as evidenced by | door will be equipped with la

i Based on observation and staff interview, the ;
| facility falled to provide & suitable means for ' closer. . .

2. Central Soiled Utility room
door will fully close.

| keaping the doors closed accessing the egress
' 3. Maintenance Staff been

i corridors in 1 of 9 smoke compartments. The
 findings were: ! !

| ob " fN Station St - , ! o inserviced to the deficiency,

: Observation of Nurses Station Storage Closest : . .

| on 08/26/14 at 1:41 PM, the Nurse Managar | 4. The Maintenance Director -éf"
i | designee will conduct monthly

[ Office on 08/26/14 at 1:43 PM, and resident room | | , : n

| #67 on 08/26/14 at 1:35 PM on Ellbogen Hall ! door inspections  making

revealed the doors would not latch appropriately, ' : immediate  corrections  to
identified infractions. |

Puliing an the door revealed the hardware was
not keeping the doors closed. Interview of the 5. The Maintenance Director will
report results of audits will ‘:re

i facllity maintenance director at the time of
| observation confirmed the door would not remain

I closed,

|

| reported to the QA team for| a
;I minimum’ of 90 days at whith
|

Reference NFPA 101, 2000 Edition point the team will determine
appropriate  reporting un’til

19.3.6.3.2
K027 | NFPA 101 LIFE SAFETY CODE STANDARD . , K 027? ongoing compliance
§8=D ) established.

1

Door openings in smeke barriers have at least a 10/7/14

20-minute firs protecticn rating or are at jeast
1%4-inch thick solid bonded wood core. Non-rated
| protective plates that do not exceed 48 inches

| from the bottom of the door arg permitted.
Horizontal sliding daors comply with 7.2.1.14.
Doors are self-closing or automatic closing in

; accordance with 19.2.2.2.6, Swinging doors are

; not required to swing with egress and positive

: latching is not required.  19.3.7.5, 18.3.7.5,

£ 19.3.7.7 ; ;
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K 027 Continued From page 3 Koz7! K038

This STANDARD s not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure 2 of @ smoke |
compartments were smoke resistive. The findings

| were.

Observation of the South Linen Room on
08/26/14 at 10:45 AM showed the door was not
provided with a closer. Interview of the facility

. maintenance director at the time of chservation
confirmed the door did not have & closer.

| Observation of the Central Soiled Utility Room on
' 08/26/14 at 2:07 PM showed the door would not
i fully close to provide resistance to the passage of :
| smoke. Interview of the facility maintenance
! director at the time of observation confirmed the
! door would not remain closed.

K 038! NFPA 101 LIFE SAFETY CODE STANDARD

§S=D"

! Exit access is arrangad so that exits are readily
! accessible at all times in accordance with section |

{74, 19.2.1

 This STANDARD is not met as evidenced by:
Based on observation, the facility failed to ensure

| 9 smoke compartments. The findings were:

Observation of the exit discharge door in the
i gecured Unit, adjacent to the Staff Lounge, on
: 08/26/14 at 3:55 PM showed the exit door only

t The facility will ensure that exits are
i readily accessible at all times.
This will be accomplished by:

1. Maintenance Staff have been
inserviced to the deficiency. :
West Station exit discharge
door keypad will be activated.,
The gate adjacent to room #Zi)S
will be removed. |
The above mentioned gate w;ill
bear signage “PUSH 'J;O
EXIT™. P
5. The Maintenance Director will
review and if necessary revise
qtrly audit reports to assure
that exits are readily accessible
at all times, Results of the
audits will be reported to tr1e
QA team for ia
minimum of 6 months at which’
point the team will determike

| 2,
3.

L4

K 038

| appropriate  reporting unil
ongoing compliance is
f established.
= ) 10/7/14

sccess to an exit discharge was available in 2 of '

%
|
|
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Continued From page 4 , K 038!
opened in the event the fire alarm was activated. i | ‘
Akeypad is located at the door but had baen i
disconnected. Staff members are not able to I
readily unlock the exit door at all times. Atthe | |
time of the observation, the facility maintenance | '
diractor confirmed the function of the door. | I K 052
i I The fire alarm system will be tested
Observation of the exit discharge in the protected | | semi-annually for battery load voltage.
stalrwell, adjacent to room #208, on 08/26/14 at | i This will be accomplished by:
2:30 PM revealed an accessed controlled gate
l equipped with a manual release button at the !
upper landing. Upon pushing the release button, itJ : _
was discovered that the gate would not stay ! 1. Maintenance staff will (be
unlocked unless the release putton was held as | T, iced to the deficienc
! pressure was applied to the gate. Further _ nserviced to ihe de e
observation revealed the gate was not provided | 2. Maintenance director will draft
with a sensor on the egress sids to detectan i agreement with vendor |to
occupant approaching, nor was any signage | assmre  semi-annpnal  {esting
present stating "PUSH TO EXIT". At the time of | OCCUTS.
the ebservation, the Facility Maintenance Director 3. Maintenance director  will
Egg&rrr;ed the function of the gate and additional present schedule to - QA
% committee to ensure that all
tests are properly conducted
REFERENCES and documented.
19.2.2.2.4 (Exception No. 1): Door-iocking | .4, The QA committee will review
arrangements without delayed egrass shall be i Schedules monthly to assure
permitited in health cars occupancies, or portions ! ' complianee making
of health care occupancias, where the clinical | i ; istons | ag
needs of the patients require speciaiized security | COrrectionsirevis |
measures for their safety, provided that staff can | necessary.
! readily unfock such doors at ali times. l 5
i f I‘ 10/7/1
7.2.1.6.2 Access-Controlled Egress Doors. i ; : '
NFPA 101 LIFE SAFETY CODE STANDARD J K052 !
|

FORM CM3-2567(02-99) Previous Versions Obsolele

Event ID:W8Z121

Facility 1D: WY0027

If continuation sheet Page 5 of &



DéPARTMENT OF HEALTH AND He . AN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/10/2014
FORM APPROVED
OMB NO. 0838-0391

STATEMEN'}"OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUIMBER;

535042

(*2) MULTIPLE CONSTRUCTION
A. BUILDING 01, 02

(X3} DATE SURVEY
COMPLETED

08/27/2014

NAME OF PROVIDER OR SUPPLIER

SHEPHERD OF THE VALLEY HEALTHCARE CENTER

SUMMARY STATEMENT OF DEFICIENCIES - !
{EACH DEFIGIENTY MUST BE FRECEDED BY FULL i
REGULATORY OR LSC IDENTIFYING INFORMATION) !

(X4 D |
PREFIX
TAG

i

I
K 052 i Gontinued From page 5
! Installed, tested, and mainiained in accordance
! with NFPA 70 Nationai Eiectrical Code and NFpaA
72. The system has an approved maintenance
and testing program complying with applicable
i requirements of NFPA 70 and 72, 8.6.1.4

|

|
[

' This STANDARD is not met as evidenced by

| Based on review of fire alarm testing and

' maintenance records and staff interview; the
facility failed to provide documentation identifying
the required semi-annual battery load voltage
testing in compfiance with the raquirsments of
NFPA 72, The findings wera: .

Review on 08/26/14 from 10:30 AM 1o 11:45 AM
of the fire alarm testing and maintenance records
’ revealed the absence of one semi-annus! battery
[ load test in 2014 as required by NFPA 72.1899,
Section 7-3.2 (8). At the time of the review, the
Facitity Maintenance Director acknowledged the
lack of documentation for the battery load tast,
K067 | NFPA 101 LIFE SAFETY CODE STANDARD
88=p i
| Heating, ventilating, and air conditioning comply
: with the provislons of section § 7 and are instalied
t In accordance with the manufacturer's !
' specifications, 19.5.2.1, 9.2, NFFA S0A, '
[ 19.5.2.2 i
| |

!

B, WING
STREET ADDRESS, CITY, STATE, ZIP CODE
60 MAGNOLIA
CASPER, WY 82804
o PROVIDER'S PLAN OF CORRECTION I ey 1
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETIGH
TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
DEFICIENCY,) ) i
: ]
! !
| i
K067 ;
HVAC systems will be tested every 4 g
years. ' i
This will be accomplished by:
l b ,-
.f ]
lr 1. Maintenance staff will | be :
! inserviced to the deficiency. f
# 2. Maintenance  director ] ill l:
f arrange for vendor to test }1
| HVAC system every 4 years, o
9 3. Maintenance  director Iwill ;
i present schedule to . . 'LQA JI
( committee to ensure fhat
! HVAC tests are conducted in J'
F timely manner., |
! 4. The QA committee will reyiew |
f the fire drill schedule each )
i month for a minimum &f 3 ’
months, making ;
K 057/ corrections/revisions as !
necessary. F

L 107114
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K 087 | Continued From page 6 rK 067'{' |
f ! |
I This STANDARD s not met as evidenced by:
’ Based on document review & staff interview, the )
facility failed to ensure that HVAC systems are
tested per the requirements of NFPA G0A. The ) K 130
findings were: : , Ay
: Door hardware will be operable with
' | Document review and staff interview on 08/26/14 only one action and without tight
i between 10:30 AM and 11:45 AM revealed that ; pinching to operate.
[ no documentation was available to indicate that I’ This will be accomplished by:
’ fire dampers are being tested on a 4-year basis in
accordance with NFPA 20A, Section 3-4.7.
| Interview with the Facill Ity Maintenance Director at
 the time of document review acknowledged the ] i
J missing documentation. _ | ; 1. Maintenance staff will be
K 130 | NFPA 101 MISCELLANECUS I k130! inserviced to the deficiency.
88=D ' : 2. Decor hardware for the BeaJty
! OTHER LSGC DEFICIENCY NOT ON 2788 : I Shop Salon door, Conference
j i f Room door & Sprinkler Roqm
! * door om East station will be
replaced according to code.

3. Maintenance  director ill
present audits to Quarterly QA
commiifee to ensure that Jall

ed

[ i
i This STANDARD s not met as evidenced by: |

Based on observation and staff intarview, the i J

facility failed to provide door hardware that was | |
I operable with only one action and without tight  * i tests are properly conduc

plnchmg to operate. The findings were: ( and documented.

| Observation of the Beauty Salon door on l 4. The QA committee will revxew

| 08/26/14 at 1:56 PM and the Gonfererce Room : Schedules monthly to assire
, on 08/26/14 at 2:45 PM revealed a thumb-turn i compliance, making
: lock on the door knob. The action of the knab did as
| not release the lock in one release action and the

|
i

corrections/revisions

Nnecessary.

: thumb-furn lock required tight pinching to release. II

|
| interview with the Faclllty Maintenance Diractor at | , i 10/7/14
' the time of the review acknowledged tha door g ' F :
|

L . hardware. f ! !
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[
i REFERENCE
! NFPA 101 Life Safety Code, 2000 Edition
7.2.1.5.4* Alatch ar other fastening device on a [ :
ldoor shall be provided with & releasing device | : . ;
!f .
|

i
|
K 130 Continued From page 7 ; K130 f

having an obvious.method of operation and that
is readily operated under al| lighting conditions.
i The releasing mechanism for eny latch shall be
| located not less than 34 in. (88 cm), and not more
than 48 in. (122 cm), above the finished fioor. !
Doors shall ba operable with not more than one I
i feleasing operation, |
i A7.2.1.5.4 Examples of devices that mightbe |
| arranged fo release latches include knobs, levers, ‘
I and panic bars, This requirement is permitted to
i be satisfied by the use of conventional types of
| hardware, wheteby the door is released by
! turning a lever, knob, or handiz or by pushing
| against a panic bar, but not by unfamlliar ! !
!
|
i

- methods of operation such as z blow to break f!
Iglass. The operating devices should be capahie _
, of being operated with one hand and should not ]

require tight grasping, tight pinching, or twisting of : .

the wrist fo operate, : ,

This STANDARD is not met as evidenced by: | ' |

| Based on observation and steff interview, the
: facility failed to provide door hardware that were ;' ’ '
I operable with enly one action and without tight : I

| pinching to operate. The findings were;

Unit on 08/26/14 at 11:10 AM revealeq a
thumb-turn lock on the door knob, The action of
! the knob did not release the lack in one release
. action and the thumb-turn lock required tight ‘
' pinching to release. Interview with the Facility ' ‘
, Maintenance Director at the time of the review | : !
. acknowledged the door hardware. g :

FORM CMS-2567(02-89) Previaus Versions Obsolele Event ID:W52121
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K130, Continued From page 8 - oK 130{
I

REFERENCE ' j ! f
NFPA 101 Life Safety Code, 2000 Edition ! ! |
7.2.1.5.4* A latch or other fastening device on a l : l
=‘ ' f

] l

! |

|

- door shall be provided with a releasing devics

f having an obvious method of cperation and that i

! is readily operated under all lighting conditions. |

i The releasing mechanism for any iatch snall be

| located not less than 34 |n. (86 cm), and not more
than 48 in. (122 cm), above the finished floor,

’ Doors shall be operable with not more than one

releasing operation, :
;‘A.?.2.1.5.4 Examples of devices that migni be :
!

—_— ..

| arranged to release latches Include knobs, levers,
 and panic bars. This requirement is permitted to

J be salisfled by the use of canventions; types of

| hardware, whereby the door is released by
'turning a lever, knob, or handle or by pushing 1
! against a panic bar, but not by unfamiiiar ; f

' methods of operation such as a Blow to brezk
| glass. The operating devices should be capable
Ji of being operated with cne hand and shouid not !
 require tight grasping, tight pinching, or twisting of ’
 the wrist fo operate.

!

!

| ! :
i | i
1

! f !
| |
|

Evenl ID:WSZ124 Facillty 1D; Wyop27 If continvation sheet Page 9of9g

————

FORM CMS-2567(02-95) Previous Versions Obsolete




