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| s
g . Cheyenne Health Care Center- Life
K000 HNITIAL COMMENTS KO0D: T —
o0 ' Safety Survey ~ 6/15/2015 ~ Plan of
Requirements-for_Lozng_Tepm-(:are-}?aui!itiws_—-—i———i—goﬂ'ﬁq?ons - = -
Section 42 CFR 483.70 {5) except as otherwise * Preparation and/or execution of this
provided in the section, the faclity must meet the . plan of correction does not constitute
applicable pravisions of the 2000 Edition of the | ' admission or agreement by the
Life Safely Code, Existing Health Care, of the : ider of th gtr th of t} Y Pact
Natlonal Fire Protection Association, ! provider of the ut 1e acts.
- alleged or conclusions set forth in the
thdfﬂd“t%‘ was a fégfgo’iprinki?rei. anglensfow . statement of deficiencies. The plan of
uilding of Typa V construction built in : ; . :
1961, The building was squipped with a 1 ; Colrr;:ctéon 19 prsap.arti;d ar}fi/gii)cxzcuted
supervised, autometic wet sprinkler system with . SOlely because 1t 1s required by the
anti-freeze loops and an addressable fire alarm | i provisions of federal and state law.
systam. The facllity had a capacity of 105 certified : ' This plan of correction serves as the
Medicare and Medicaid beds with a census of 99, . § o ey ¥ o
K018 | NEPA 101 LIFE SAFETY CODE §TANDARD | K o1a} Jacility’s allegation of compliance.
§8=D ! ‘ i K 018 - Corridor Doors
required enclosuros of verteal opanings, e, or | j Corrective Action
required enclosures of vertical openings, exits, or . o _
hazardous areas are substantial doors, such as : Ih‘e facility maintenance director hag
those constructed of 1% Inch solid-bonded core 1 adjusted the door closer so that the
wood, or capable of reslsting fire for at least 20 { door properly shuts and latches as
minutes, Doors in sprinkiered buildings are only L requited per the LS code.
required to rasist the passage of smoke. There is ! ' ID of Ot
no Impediment to the closing of the daors. Doors | + Lol Lthers ,
are provided with a means suitable for keeping i The facility Maintenance Director will
the door F}EOSGC‘E. Duteh doors meating 19.3.6.3.6 ¢ review all doors in the home with a
e permitled.  19.3.6.3 :  closer that opens to a corridor to
! Roller latohes are prohibited by CMS regulations cnsure that the %Fh doot and
£in all health care facilities. mechanism function properly. This -
: : audit will be completed before the
date of compliance and will correct
i issues upon discovery.
| ! Systemie Change
; The facility Maintenance Director (M
> .; 1 Dir) will be educated by the facility
LABORATORYOMEQTORS ¢ OVIBER/SUFPLIER REPRESENTATIVE'S S_\GNATURE NHA/Desmgmee m regard to the (XB)BATE
: Ao ATQ:W\;“A,\!Q { Fazl (v

requirements of the life safety code 7 1D fj'w

Any defiﬁncy statéient ending with an asterisk (*) denotes a deficiency which the institution may be excnsed from correcling providing It 18 detormined that

olher safkguards provida sufficient profection to the patients. (Sea Instructions

-) Except for nursing homes, the findings atated above ere dlsciosable 90 days

following the date of survey whother or not a plan of etrection i¢ provided. For nursing homes, the above findings and plans of correction are disclosable 14

days fellowing the date ihése

progiam participation. - »

_@dumﬁ?n_is"are'mﬂde"ﬂvailahle {o the facility. H deficiencies are cited, an approved plan of corrattion is racpisite to continuad
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pertaining to door closures. The

K 018 ] Continued From page 1 | K018 education will occur prior fo the daté
i of compliance.
This STANDARD is not met as evidenced by, Monitoring
Based on observation and staff interview, the | The M Dir will audit each door in the

facility failed to provide doors to the corridor that

resist the passage of smoke in 1 of 6 smoke

: i facility that opens to a corridor and |
compariments, The ﬁnd]ngs were' : contains a closer, The audits will

oceur monthly for 3 months to ensure
that changes are sustained, The A
Results will be reported to the Quality

Observation on 06/15/15 at 1051 AM revealad
e corridor door to the physical therapy
department was provided with a seif-closing

device, but when activated would not fully close Assurance Performance Improvement
the door into the frame fo resist the passage of (QAPT). The QAPI committee will .
smoke. At the time of the observation the facility evaluate the effectiveness of the plan

malntenance manager acknowledged the door

| would not fully close, based on trends identified and

implement additional interventions aé
2000 NFPA 101, Sections 18.3.6.3.1 and needed to ensure continued

19.3.6.3.2
K 029 { NFPA 101 LIFE SAFETY CODE STANDARD K ozp| compliance monthly for 3 months th‘?”
S8=D reassess the need for continued i
One hour fire rated construction {with % hour monitoring based on compliance. |
fire~rated doors) or an approved automalic firg Date 7/23/15 1
extinguishing system In accordance with 8.4.1 , . '
andfor 19.3,5.4 protects hazardous areas. When - K 029 - Fire Ratings |
the spproved automatic fire extinguishing system Correetive Action 5
option is used, the areas are separatad from The door leading to the kitchen now ;
other spaces by smoke resisting partitions and 1 . 1
doors. Doors are self-closing and non-rated or closes property. .
field-applied protactive plates that do not exceed The storage room in the Dining Rooip
48 inches from the bottarn of the door are now closes properly after an
permitted.  19.3.2.1 adjustment by the M Dir,
ID of Others

oy

The M Dir will conduct an audit of a
storage areas to ensure the closer

| works propetly, the review will oceur
before the date of compliance,

FORM CMS-2567(02-09) Previous Versions Obsolela Event ID;MWB721 racifsiiaeaally, the M Diy sl candueh, Pags 2 of 14
an audit of all doors equipped with

This STANDARD s not met as evidenced by:
Based on observatlon and staff interview, the
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Exit access is arranged so that exits are readily
accessible at all times in accordance with section
740 1824

This STANDARD is not met as evidenced by;
Based on observation and staff interview, the
facility faited to continuously malntaln a means of
egress free of obslructions or impediments to ful
Instant use in case of fire or emergency In 2 of 6
smoke compartments. The findings were:

The QAPI committee will evaluate the
effectiveness of the plan based on |
trends identified and implement ‘
additional interventions as needed to!
ensure continued compliance monthl;
for 3 months then reassess the need pr
continued monitoring based on
compliance,
Date 7/23/15

K 038 — Exit/Egress !
Corrective Action |
The door that exits the Laundry area |
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closers to ensure they function
K 029 | Contlnued From page 2 K028 ronorl Y
facility fajled to provided smoke resistive doors to g p y
hazardous_areas.in_1_of 8_smoke sotmpartments._. N ysfenyc Cl}ange i
The findings were: . | Education will be provided by the
1 Observall 0811515 at 2:36 P od | NHA/Designee to the M Dir in regard
. Observalion on 06/15/15 at 2: reveale . : £t : ;
the door leading to the kitchen was provided with to the proper life safety requirements
a self-closing device, but when activated would for storage areas and door closers, Tte
n?thfutiybc[nse tt:’te door into the !’riame. At the tima education will occur before the date of
of the observation the facility malntenance [ compliane
manager acknowledged the door would not fully {i M P it e
cloge, oni orI'ng .
The M Dir will conduct monthly
t2h- O?SQWEINOH 0'} 0?;15&{1{3 at 2:50 PM revealed © audits of the facility storage areas to
e storage room in the dining room area was
lerger than 50 square feet. The door (o the i u“gud"ot;f "Iijl’sl"; pml’l‘fﬂy act
storage area was provided with a self-closing itionaily, e ir will conduct:a
device, bt when activated would not fully clese monthly audit of all door closers in the
the door into tha frame. Af the time of the home to ensure they remain in proper
ohgervation the facility maintenanice manager i function. Both audits will be d =
acknowladged the door would not fully close, ' uncuion. BOth auois will oe cone -
monthly for 3 months. Results will be
2000 NFPA 101, Sections 10.3.2.1 and 3.3.13.2 reported to the Quality Assurance
K 038 NFPA 101 LIFE SAFETY CODE STANDARD K038 Performance Improvement (QAPI). |
88=D
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{ L . o
K 038 | Gontinued From page 3 | Kosg! Proper function an.d that the door |
; . could be more easily opened. |
| 1._Obsetvation.on 06/15/15at.11:47 AM.tevealed ~ The North Lobby door was repaired
I the taundry room exit door required more than - and now functions propetly.
; 30Ibf to sel the door in motion due to 1D of Others
i mis-alignment, At the time of the obsarvation the - e _ .
| facility malntenance manager acknowledgad the - The M Dir will conduct an audit of ail
 excess force needed to set the door in motion, . external doors to ensure the doors arg
i . - functioning properly in regard to
2. Obgervation on 06/15/15 at 1:44 PM revealed . delayed egress. The doors will also be
the north lobby delayed egress door did not - d hat th ith
function or alarm when the panic hardware was inspected to see that they open without
activated. Atthe time of the observation the an excessive amount of force.
i facility maintenance manager acknowledged the Systemic Change
delayed egress hardware did not function. The : SIS T I s
magnetic lock was manually disengaged at that i The M Dir w1ll. receive education in |
time, and will be left unlocked until the door can i regard to the Life Safety code
be repaired. pertaining to the proper closing and
Ref . opening of doors. The education will
2000 NFPA 104, Sections 19.2.2.2.1, 7.2.1.4.5, be conducted by the NHA/Designec |
and 7.2.1.6.1 and will ocour before the date of
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K046} compliance.
§8=D stor
Emergency lighting of st least 1%4 hour duration is ! %ongto'lﬁngm Dir will d
provided in sccordance with 7.9, 19,2.9,1, : Lthe Tactlity M Dir will conduct a
- monthly audit of all external doors (g
. ensure that the doors continue to open
This STANDARD is not met as evidenced by: and close pmpeﬂf{" These audits will
Based on observation, document review, and - occur monthly for 3 months. Results
staff inferview the facitity falled to demonstrate an will be reported to the Quality
approved mﬁi;tﬁmh}gs af?d  Joeting program for - Assurance Performance Improvement
emergericy flghfing. e findings were: (QAPI). The QAPI committes will
1. Observation on 08/15/15 at 11:31 AM revealed evaluate the effectiveness of the plan
the emergency lighting located in the boilar room based on trends identified and
wolld not function, When the test button was : il : :
aetivated the lighting would not turn on. At the implement additional 'mterventions as
needed to ensure continued
FOM CMS-2567(02-00) Previous Versions Ohsoleta Evant ID:MWa721 Pl ORI Ce onUity TOF 3 Tomiis i PPhge 4 of 11
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Required automatic sprinkler systems are
cohtinuously maintained in reliabla operaling
condition and are ingpected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 28,
89.7.5

This STANDARD is not met as evidenced by;
Based on obsarvation and staff Intarview, the
facility faited to ensure that automatlc sprinkier
systems are continucusly maintained per the
requirements of NFRA 25, The findings were:

Observation on 06/15/15 at 10:45 AM revealed

tha sprinkler head located in the physica! therapy
closet was obstructed by boxes that wers stacked i
on the top shelf approximately 6 Inches away
from the head. At the thine of the observation the
facifity maintenance manager acknowledged that |

- The M Dir will be educated by the

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: £ BULDING 01 - MAIN BUILDING 01 COMPLETED
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NAME OF PROVIDER OR SUPPLIER ] STREET ADDRESS, CITY, STATE, 2IP CODE
= 2 =
CHEYENNE HEALTH CARE CENTER ] f:;sgﬂgéswfﬁgzom
(%43 1D SUMMARY STATEMENT OF DEFICIENCIES . PROVIDER'S PLAN OF GORRECTION o
PREFIX (EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 046 | Continued Erom page 4 K 046 reass:ess‘ﬂle l;mec(l1 for contlrlllued
fime of the observation the facility maintenance menitoring based on compliance. |
______tmanager acknowladged the lighting did_not Date 7/23/15 !
function, but stated |t had been cheeled about 2 K 046 ~ Emergency Lighting [
weeks ago and was functioning. - :
| Corrective Action
2. Document review on 06/15/15 at 3:20 PM . A new light was ordered and installed
revealed ne malntenance documentation was to replace the non-functioning light in
avalilable for the monlthly or annual emergency the boiler room
lighting tests. At the fime of the review the facility ) ee ’ ,
malntehance manager acknowledged the The facility has conducted a testing of
documentation was not available, but stated he all emergency lighting,
had been doing the checks and not documenting 1D of Others
the results, . .
The M Dir will conduct an audit of all
Ref: emergency lighting to inspect for
2000 NFPA101, Seclions 19.2.8.1 and 7.9.3 proper function. The audit will cccw
58=D

Systemic Change

NHA/Designee in regard to the Life
Safety code and the requirements of
conducting emergency lighting tests
on a monthly and annual basis, The
education will occur before the date
compliance,

Monitoring

The monitoring will follow the
corrective action in that the emergency
lighting will need to be tested monthly
and the results of the audits will be
presented at the QAPI meeting for 3
months. Results will be reported to the
Quality Assurance Performance
Improvement (QAPI). The QAPI]

of

FORM CMS-2567(02-89) Preulnué Versions Otsolate
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effectiveness of the plan based on
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+ trends identified and implement

K 062 | Continued Erom page 5 L Kopz: onds e ;
the regquired 18 inch spacing fram the botiom of additional interventions as needed to

- — | —————[the-sprinkler-head-had not-been-maintained: ensure-contimied-compliance- monthly..-

for 3 months then reassess the need for

Ref: ] ; .
2000 NFPA 101, Section 19.3,56.1 and 9.7.1.1 Oonmi.“ed monitoring based on
1998 NFPA 13, Section 5-8.5.3 compliance,
K 066 | NFPA 101 LIFE SAFETY CODE §TANDARD | Koes{ Date 7/23/15
88=£ E K 062 ~ Spri g
smoking regulations are adopted and include no C 2 R t.Sp lﬁP ¥ Systems
less than the following provisions: orrective Action
The abstruction in the Therapy Closet
(1 Smatking tis r?]rohililited in %?y;;‘ooir? ward, or was removed by the M Dir and allows
cotmpariment where flammable fiquids, _ PRI
cothbustible gases, or oxygen is used or stored the head to function properly.
and in any other hazardous locatlon, and such 1D of Ot!lers' ]
area is posted with slgns that read NO SMOKING The M Dir will conduct an audit
or with the international symbol! for na smoking. before the date of compliance for all
(2) Smoking by patients ciassified as not ! | closets in the home to ensure that the
responsible s prohibited, except when under i sprinkler coverage is not obsttucted
direct supervision, Systemic Change :

, i - The Rehab team members who are m

(3) Ashtrays of noncombustible matetial and safe ¢ ;
design are provided in all areas whers smoking is chalgcho t.he space will IGGC?W@ i
permitted. education in regard to the Life Safety
code from the NHA/Designhee as to

(4) Metal containers with self-closing cover :

devices Inte which ashtrays can be empfied are what is acceptab]e in the storage area

readlly available to all areas where smoking is for the Spfi{’kk’fs. to function properly.
permitted.  19.7.4 ~ The education will occur before the |

date of compliance.

Monitoring
The M Dir will conduct an audit of alI

This 3TANDARD is nol met as evidenced by public use closets to ensure that closét

Based on observation and staff interview, the

facility failed to provide ashirays in accordance | areas are not ObStructefi in 1'e.garc.1 to
E sprinkler coverage, This audit will
FORM (MS-2567{02-90) Pravious Versions Obsolelo Event ID: MWB721 ragtigmonyonxonthly for 3 monthsaBiesulis: Page 6 of 11

will be reported to the Quality
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The findings were;

) 1D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION pis)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION.SHOULD BE COMPLETION
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DEFICIENGY)
: ! .
. i | rance Performance Improv 1t
K 066 . Continued Fram page & i K 066! é;ilPI) Tl}i er APL mmift © erir;f {
; with the requirements of the Life Safety Code. | ‘ 0 ee W

evaluate the effectiveness of the - plax

1. Observation on 06/15/18 at 11.11 AM revesatad
the court yard adjgcent to the maintenance shop
was provided with two plastic buckets being
utitized as ash trays: In addition the garbage can
ivcated in the court yard had evidence of being
used to extinguish cigareties on the jid. Further
ohservation revealad cigaretie bulls and empty

time of the ohservation the facility maintenance
manager acknowledged the combustible
ashtrays,

2, Observation on 06/16/18 at 11:20 AM revealed
the exterior building being ufilized as the

i the carpeted floor, Further obsetvation revesled
i gigarelte butls and emply packaging locsted

: inside the garbage can located in the

packaging located inside the garbage can, At the

I maintenance shop had cigarette bults jocated on

: maintenance shop. At the time of the observation

: the facllity maintenance manager acknowledgad
can inside the building.

3. Observation of 06/156/15 at 2:05 PM revealed
the kitchen patio entrance was utilized as a
smoking area. A plastic bucket was provided for
an ashtray. Further observation revealed a large
amount of cigarette bufts located on the ground
throughout the patio area, At the time of the
ubservation the facility maintenanse manager
acknowledged the combustible ashtray and
cigarette butts on the ground.

4. Observation on 06/15{15 at 2:45 PM revealed
i the resident smoking area was provided with a
i wood barrel as ah ashtray. Upon observation it

,the dlgarette butts on the floor and in the garbage |

H
L
i

?
b

| based on trends identified and
implement additional interventions és
needed to ensure continued
compliance monthly for 3 months then
reassess the need for continued
monitoring based on compliance,
Date 7/23/15 jf

K 066 — Smoking regulations
Corrective Action

The combustible aghtrays were
removed,

. The cigarette butts were removed from
the Maintenance Shed,
The plastic bucket was removed from
the smoking area and will be replacgd
with proper ashtrays for the area.
The wooden bartel was removed from
the area during the survey. !

i
]

1D of Others !
The M Dir will conduct an audit of the
current resident smoking area as well
as the current staff smoking area (next
to the Maintenance Shed) to ensure all
ashtrays meet Life Safety
requirements. The audit will occur
before the date of compliance.
Systemic Change

Education will be provided to the M
Dir in regard to the LS code :

FORM CMS- 2567{02 -B0) Previous Versions Obsolals

Evenl [D:MWB721
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in a smoking area. The education will
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Hospitals, and nursing homes and hospices with |

life support equipiment, have a Type | Essential
Electricat System powered by a generator with
tranafar switch and separate power supply. The
EES is In accordance with. NFPA 89, 3.4.2.2,
34.214.

This STANDARD g not met as evidenced by
Based on observation and staff interviaw, the
facility failed 1o provide control functions for

i emergency and stand by power systems per the

requirements of NFPA 110. The findings were:

Observation on 06/15/15 at 11:22 AM revealed
that the generator emergency stop button was

located at the south nurses station, hut was not
pravided with & cover to prevent accldental

activation. At the time of the observation the stop |

button had been inadvertently activated by staff
while sitting on the ledge direcily below the
button. At the time of the observation the facility
maintenance manager acknowledged the
amergsncy stop button had no protection from
belng inadvartently activated by staff.

1

ensure the sustained changes. Results
will be reported to the Quality
Assurance Performance Improvement
(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and
implement additional interventions ag
needed to ensure continued
compliance monthly for 3 months then
reassess the need for continued
monitoring based on compliance.
Date 7/23/15

- ID of Others

K 106 - Generator
Corrective Action
A proper switch cover was ordered for
the Generator button and will be
installed upon arrival,

The M Dir will inspect all Generator
switches in the home fo ensure they
meet the proper requirements, The
review will occur before the date of
compliance,
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K 066 | Continued From page 7 K D86 be pl‘ol\;u;.‘ed }g ﬂ‘iie NH?/D&SlIg.nee and
was noted that the wooden barrel was full of oceur belore ihe ate ot compliance.
clgareite butis.and empty packaging. At the tima Monitoring S S NP
of the observation the facliity maintenance The NHA/designee will conduct a
manager acknowledged the use of the wooden monthly audit of the resident smoking
barrel as an ashtray, .
area and the staff smoking area to
Ref: ensure that the areas remain free from
2000 NFPA "L?} Sectlon 19.7.4 STANDAR unacceptable items per the LS code.
g;i’g NEPA 101 LIFE SAFETY CODE 8T, b K108| The audits will oceur for 3 months to
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Transferring of oxygen is:

{a) separated from any portion of a facility
wherain patieits are housed, examined, or
treated by a separation of a fire barrler of 1-hour
fire-resistive construction;

{b) in an area that is mechanlcally ventilated,
sprinklered, and has ceramic or concrete flooring;
and

(¢} in an area posted with signs indicating that
transferring Is occurring, and that sioking in the
immediate area is not parmitted In accordance
with NFFA 89 and the Comprassed Gas
Association. B.6.2,5.2

 This STANDARD is not met as evidenced by:
I Based an observation and staff interview, the
facility failed to ensure staff were trained in the
use and operation of small portable liquid oxygen |
systems per the requirements of CGA Pamphlet |
p-2.7 (Guide for the Safe Storage, Handling and |
Use of Portable Liquid Oxygen Systems) The i
findings were;

Obsetvation on 08/1515 at 11:00 AM of the south
west corridor oxygen room revealed transfiling of

- (QAPI), The QAPI committee will

" based on trends identified and

1 Date 7/23/15

o ] SUMMARY STATEMENT OF DEFICIENCIES Iy PROVIDER'S PLAN OF CORREGTION U )
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE { COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE

DEFICHENGY)
K 106 | Continusd From page 8 k 106, The M Dir will receive education in
! - regard to the requirements for a
o __1Ref < generator by the NHA/Designee | _f. . ...
1099 NFPA 110, Section 3-5.5.6 before the date of compliance. '
K 143 ) NFPA 101 LIFE SAFETY CODRE STANDARD K 143

Monitoring

The M Dir will conduct a monthly
audit for 3 months to confirm that th
changes made have been sustained ajid
that the switches still work property,
Results will be reported to the Qualit
Assurance Performance Improvemen

¥

—

evaluate the effectiveness of the plan

implement additional interventions as
needed to ensure continued '
compliance monthly for 3 months then
reassess the need for continued '
monitoring based on compliance.

¢ room has PPE and a CGA pamphlet

E

|

| home can place them in the oxygen
. transfer room.
- ID of Others

K 143 — Oxygen Transfer
Corrective Action

A CGA pamphlet will be emailed by
the Life Safety surveyor so that the

The M Dir will audit all Oxygen
transfer rooms to ensure that each

Systemic Change
Education will be provided to iamlﬂ,y

FORM CMS-2567(02-00) Previous Versions Obsolele Event I MWB721
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use of PPE during an oxygen transfer.
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K 143 | Continued From page 9 K 143! The ed.uca..tlon wx%l be provided befole
Nquld oxygen was occurring in the room, Safety the date 01_' compliance by the
___1equipment was located in the room for use, buta | NHA/Designee., . R
CGA Pamphlet was not. A nursing assistant was Monitoring
observed leaving the room, and when interviawad Lo . .
was uniaware of the safety equipment and its use The M Dir will conduct an audit of
during filling. Further interview with the facillty Oxygen transfer rooms to ensure that
maintenance director revealed that education was the CGA pamphlet remains and that
fct providied Lo staff on the propar care, use, and the PPE is int the room. The audits will
| "Hing oV g p y ' be monthly for a period of 3 months o
Ref: sustain the changes.
2000 NFPA 101, Sections 16.3.2.4 Results will be reported to the Quality
1999 NFPA 99, Sectlon 8-6.2.5.2 Assurance Performance Improvement
2000 CGAP-2.7 i P \ ,
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| (QAPD. The QAP committee will
55=D evaluate the effectiveness of the plan
F Generators are inspected weekly and exercised based on trends identified and

under load for 30 mihutes per month in

| accordance with NFPA9S.  3.4.4.3, implement additional interventions aj

needed to ensure continued
compliance monthly for 3 months then
reassess the need for continued

! monitoring based on compliance.

)

Date 7/23/15
K 144 ~ Generator Ingpection
Corrective Action
This STANDARD is not met as evidenced by: The facility has condueted a test of the
Based on document review and staff interview, | generator.
the facility falled to provide documentation on
weekly inspections, and monthly load tests on the ID of ()tl.wrs' .
generator in compliance with the requirements of The M Dit will conduct an audit of 4]l
NFPA 110. The findings were: generators in the facility to ensure thiat

each is tested on the proper cycle. The

Document revi i i BI18/15 e
cumant review and interview an 06/15/15 at audit will occur before the date of

3:156 PM revealed the absence of documentation

on the weekly Inspections, and monthly load tests compliance.
Systemic Change
FORM GRS-2587(02-69) Previous Varsions Obsolule Event ID; MWB724 Faoilifbgrtofobir will receive edupoatioghest Pags 10 of 11

before the date of compliance in
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(a0 ! SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION %)
PREFIX (EAGH DEFIGIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENGY) ;
_ K 144 | Contitued From page 10 K 144 regard to the proper need for generator
: for the generator. Intatview with the Facility testing per t}}e LS code. The education
o Maintenance Manager at the time of the review | will be provided by the '

acknowledged the lack of documentstion and _ NHA/Designee.
testing of the generator. !

Monitoring
Ref: ' The M Dir will continue to test the
1989 NFPA 99, Section 3-4.4.1.1 ' generator monthly as required and |
1988 NFPA 110, Secticns 8-4.1 and 6-4.2 bring the reviews each month to QAI?I

for 3 months. Results will be reported
to the Quality Assurance Performance
Improvement (QAPT). The QAPI
committee will evaluate the
effectiveness of the plan based on |
trends identified and implement |
additional interventions as needed to
; ensure continued compliance monthly
| for 3 months then reassess the need for
continued monitoring based on |
compliance.
- Date 7/23/15

i
i
: ;
I H
! :
| i ;
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Cheyenne Health Care Center- Life Safety Snrvey — 6/15/2015 — Plan of Corrections

Preparation and/or execution of this plan of correction does not constitute admission or
agreement by the provider of the truth of the facts alleged or conclusions set forth in the
statement of deficiencies. The plan of correction is prepared and/or executed solely because it is
required by the provisions of federal and state law,

This plan of correction serves as the facility’s allegation of compliance.

K 018 - Corridor Doors

‘—‘—_Cofrecti\lE‘AGﬁOﬂ ——— S [ e o etinim e e e e e s et e s 11 s as e s

The facility maintenance director has adjusted the door closer so that the door properly shuts and
latches as required per the LS code,

1D of Others

The facility Maintenance Director will review all daors In the home with a closer that opens to & corridor
to ensure that the each door and mechanism function properly. This audit will be completed before the
date of compliance and will correct issues upon discovery.

Systemic Change

The facility Maintenance Director {M Dir) will be educated by the facility NHA/Designee in ragard to the
requirements of the life safety code pertaining to door closures. The education will occur prior to the
date of compliance.

Monitoring

The M Rir will audit each door in the facility that opens to a corridar and contains a closer, The audits
will accur monthly for 3 months to ensure that changes are sustained. The Results will be reported to
the Quality Assurance Performance Improvement (QAPI). The QAPI committes will evaluate the
effectiveness of the plan based on trends identified and implement additional interventions as heeded
to ensure continued compliance monthly for 3 months then reassess the need for continued monitoring
hased on compliance,

Date 7/23/15

K 029 - Fire Ratings
Correctlve Action
The doar leading to the kitchen now closes properly.

The storage room in the Dining Room now closes properly after an adjustment by the M Dir.
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D) of Others

The M Dir will conduct an audit of all storage areas to ensure the closer works properly, the review will
occur before the date of compliance. Additionally, the M Dir will conduct an audit of all doors equipped
with closers to ensute they function properly.

Systemic Change

Education will be provided by the NHA/Designee to the M Dir in regard to the proper life safety
requirements for storage areas and door closers, The education will occur before the date of
compliance.

Mdhitoring

The M Dir will conduct monthly audits of the facility storage areas to ensure the doors close properly,
Additionally, the M Dir will conduct a monthly audit of all door closers in the home to ensure they
remain in proper function. Both audits will be done monthly for 3 months. Results wili be reported to
the Quality Assurance Performance Improvement {QAP1). The QAPI committee will evaluate the
effectiveness of the plan based on trends identified and implement additional interventions as needed
to ensure continued compliance menthly for 3 months then reassess the need for continued monitoring
based on compliance,

Date 7/23/15

K 038 - ExHt/Egress
Corrective Action

The door that exits the Laundry area was adjusted by the M Dir to ensure proper function and that the
door could be more easily openad.

The North Lobby door was repaired and now functions properly.
ID of Others

The M Dir will conduct an audit.of all external doors to ensure the doors are functioning properly in
regard to delayed egress. The doors will also be inspected to see that they open without an excessive
amount of force.

Systemic Change

The M Dir will recelve education in regard to the Life Safety code pertalning to the proper closing and
opening of doors. The education wili be conducted by the NHA/Designee and will occur before the date
of compliance,

Monltoring
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The facility M Dir will conduct a monthly audit of all external doors to ensure that the doors continue to
open and close properly. These audits will occur monthly for 3 months, Results will be reported to the
Quality Assurance Performance Improvement (QARI). The QAP committee will evaluate the
effectiveness of the plan based on trends identified and implement additional interventions as heeded
to ensure continued compliance monthly for 3 months then reassess the need for continued monitoring
based on compliance.

Date 7/23/15

K 046 - Emergency Lighting

S '_"_"'_Gorrecti\fe .Actiun_._ et e et e o o & e e e e ores e 2 e+ o e 0 eeet o o e m e e —mvemne em t “ommmirmn e e 2 @ i am nn  ee e e el

A new light was ordered and installed to replace the non-functioning light in the boller room.
The facility has conducted a testing of all emergency lighting,
ID of Others

The M Dir will conduct an audit of all emergency lighting to inspect for proper function. The audit wili
oceur before the date of compliance.

Systemic Change

The M Dir will be educated by the NHA/Designee in regard to the Life Safety code and the requirements
of conducting emergency lighting tests on a monthly and annual basis. The education will oceur before
the date of compliance.

Monitoring

The monitoring will follow the corrective action in that the emergency lighting will need to be tested
monthly and the results of the audits will be presented at the QAPI meeting for 3 months, Results will be
reported to the Quality Assurance Performance improvement (QAPI). The QAP] committes will evaluate
the effectiveness of the plan based on trends identified and implement additional interventions as
neaded to ensure continued compliance monthly for 3 months then reassass the need for continued
monltoring based on compliance,

Date 7/23/15

K 062 — Sprinkler Systems
Corrective Action

The obstruction in the Therapy Closet was removed by the M Dir and allows the head to function
properly.

ID of Others
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The M Dir will conduct an audlt before the date of compliance for all closets in the home to ensure that
the sprinkler coverage is not obstructed,

Systemic Change

The Rehab team members who are in charge of the space will receive education in regard to the Life
Safety code from the NHA/Designee as to what is acceptable in the storage area for the sprinklers to
function properly. The education will occur before the date of compliance.

Monitoring .

The M Dir will conduct an audit of all public use closets to ensure that closef areas are not obstructed in
regard to sprinkler coverage, This audit will ococur monthly for 3 months. Results will ba reported to the
Quality Assurance Performance improvement {QAPI), The QAP committee will evaluate the
effectiveness of the plan based on trends identified and implement additional interventions as needed
to ensure continued compliance manthly for 3 months then reassess the need for continued monitoring
based on compliance.

Date 7/23/15

K 066 — Smoking regulations

Correctlve Action

The combustible ashirays were removed.

The cigarette butts were remaoved from the Maintenance Shed.

The plastic bucket was removed from the smoking area and will be replaced with proper ashtrays for the
atea.

The wooden barrel was remaoved from the area during the survey.
1D of Others

The M Dir will conduct an audit of the current resident smoking area as well as the current staff smoking
area {next to the Maintenance Shed) to ensure all ashtrays meet Life Safety requirements. The audit will
occur before the date of compliance.

Systemic Change

Education will be provided to the M Dir in regard to the LS code surrounding acceptable items for use in
a smoking area. The education will ba provided by the NHA/Designee and ocour before the date of
compliance.
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Manitoring

The NHA/designee will conduct a monthly audit of the resident smoking area and the staff smoking area
to ensure that the areas remain free from unacceptable items per the LS code. The audits will occur for
3 months to ensure the sustained changes. Results wii be reparted to the Quality Assurance
Performance Improvement (QAPH). The QAPI committee will evaluate the effectiveness of the plan
based on trends identified and implement additional interventions as needed to ensure continued
compliance monthly for 3 months then reassess the need for continued monitoring based on
compliance.

Date 7/23/15

K 106 - Generator

Corrective Action

A proper switch cover was ordered for the Generator button and will be installed upon arrival,
10 of Others

Tha M Dir will inspect all Generator switches in the home to ensure they meet the proper requirements.
The review will occur before the date of compliance.

Systemic Change

The M Dir will receive education in regard to the requirements for a generatar by the NHA/Deslgnee
hefore the date of compliance,

Monitoring

The M Dir will conduct a monthly audit for 3 months to confirm that the changes made have been
sustained and that the switches still work properly. Results will be reported to the Quality Assurance
Performance Improvement (QAPH, The QAPl committee will evaluate the effectiveness of the ptan
based on trends identified and implement additional interventions as needed to ensure continued
compliance monthly for 3 months then reassess the need for continued monitoring based on
compliance.

Date 7/23/15

K 143 - Oxygen Transfer
Corrective Action

A CGA pamphlet will be emailed by the Life Safety surveyor so that the home can place them in the
oxygen transfer room,

D of Others
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The M Dir will audit all Oxygen transfer rooms to ensure that each room has PPE and a CGA pamphlet.

Systemic Change

Education will be provided to facility staff in regard to the requirements and use of PPE during an oxygen
transfer. The education will be provided before the date of compliance by the NHA/Designee,

Monitoring

The M Dir will conduct an audit of Qxygen transfer rooms to ensure that the CGA pamphlet remains and
that the PPE is in the room. The audits will be monthiy for a pertod of 3 months to sustain the changes.

T T RIS W Bé TepaTted ta the Quslity Assurance Pé’l"fﬁi‘i‘h’éﬁﬁé"lh‘ibi‘l’jVémé'ﬁf[QAPI);'The'(flﬁ\'l’l" T
committee will evaluata the effactiveness of the plan based on trends identified and implement
additlonal interventions as needad to ensure continued comptiance monthly for 3 menths then reassess

the need for continued monitoring based on compliance.

Date 7/23/15

K 144 — Generator Inspection

Correciive Action

The facility has conducted a test of the generator.
1D of Cthers

The M Dir will conduct an audit of all generators In the facility to ensure that each Is tested on the
proper cycle, The audit will occur before the date of compliance.

Systemic Change

The M Dir will receive education before the date of compliance in regard to the proper need for
generator testing per the LS code. The education will be provided by the NHA/Designee.

Monitoring

The M Dir will continue to test the generator monthly as required and bring the reviews each month to
QAP for 3 months. Results will be reported to the Quality Assurance Performance improvement (GAPI),
The QAP committee will evaluate the effectiveness of the plan based on trends identified and
implement additional interventions as needed to ensure continued compliance monthly for 3 months
then reassess the need for continued monitoring based on compliance,

Date 7/23/15 -




