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K 000 | INITIAL COMMENTS A K 000
Requirements for Long Term Care Facilities This plan of correction is the
Section 42 CFR 483.70 (a) except as otherwise facility’s credible allegation of

provided in the section, the facility must meet the

applicable provisions of the 2000 edition of the compliance. Preparation and

Life Safety Code, Existing Health Care, of the execution of this plan of correction

National Fire Protection Association. does not constitute admission or
agreement by the provider of truth of

The facility was a fully sprinklered single story the facts alleged or conclusions set

building of Type V (111) construction built in
1983. The building was equipped with a
supervised automatic dry sprinkler system and

forth in the statement of deficiencies,
The plan of correction is prepared

fire alarm system. because it is required by the
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018| provision of federal and state law.
88=D

Doors protecting corridor openings in ather than K018: The facility strives to ensure

required enclosures of vertical openings, exits, or
hazardous areas are substanfial doors, such as
those constructed of 134 inch solid-bonded core
wood, or capable of resisting fire for at least 20 The wedge at the lounge door will be
minutes. Doors in sprinklered buildings are only removed.

required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors - . .
are provided with a means suitable for keeping All staff will be 1nserv1cec.1 by the
the door closed. Dutch doors meeting 19.3.6.3.6 Staff Development Coordinator
are permitted.  19.3.6.3 (SDC) not to wedge self closing

doors open.

latching doors are not propped open.

Roller latches are prohibited by CMS regulations

in all health facilities. . .
i &t heatth care factities Audits will be completed for the next

three months on Maintenance
Supervisor’s rounds to ensure each
door equipped with a self closing
device not wedged open.

Audits will be taken to the Quarterly
Assessment and Assurance

This STANDARD is not met as evidenced by:
LABORATORY, DIRECTO @R PROV?S ?"PL!ER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Tl /z o /0/{/?’4 VAN 5 07

Any deflcuencil statement ending with an asterisk {*) denotes a deflc!ency which the institution may be excused from correcting providing it 7s determined that
other safeguards provide sufficient protection {¢ the patients, (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued
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K 018 | Continued From page 1 K018
Based on observation the facility failed to ensure JP--OF
all corridor doors in 1 of 3 smoke compartments K018 cont’d:
were impeded. The finding was: Committee (QAAC) meeting
Observation on 10/23/07 at 9:18 AM revealed the quarterly.
corridor door to the nurses' lounge had been . )
propped open with a wedge. K025: The facility strives to smoke
K025 NFPA 101 LIFE SAFETY CODE STANDARD K025{ barrier walls have no penetrations.
88=D
Smoke barriers are constructed to provide at .
least a one half hour fire resistance rating in The obs?rved s.moke barrier wall
accordance with 8.3. Smoke barriers may penetrations will be sealed.
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass Smoke barrier walls will be
Ceperate compariments e poveian o et Inspected by the Maintenance
floor. Dampers are not required in duct Supervisor (.m monthly rounds and-
penetrations of smoke barriers in fully ducted Cvery occastion when a contractor is
heating, ventilating, and air conditioning systems. working in the areas.
19.83.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4
Documentation of these rounds will
be taken to the QAAC meeting at  |/A-4/-27
least monthly.
This STANDARD s not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure all penetrations in 1 of 3
vertical smoke barrier walls were sealed as
reguired. The findings were:
1. Observation on 10/23/07 at 10:40 AM revealed
the west smoke barrier wall had one unsealed
conduit penetration in the attic.
2. Interview with the maintenance assistant at the
time of the observation revealed the smoke
barriers were currently inspected semi-annually
for penetrations.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029
88=D
One hour fire rated construction {with % hour
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K 028 | Continued From page 2 K 029
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and . ) .
doors. Doors are self-closing and non-rated or K029: The facility strives to equip
field-applied protective plates that do not exceed required doors with self closing
48 inches from the bottom of the door are devices
permitted.  19.3.2.1 ’
The door to the copy room will be
equipped with a self closing device
: , by the Maintenance Supervisor.
This STANDARD is not met as evidenced by:
Based on observation the facility failed to ensure . . .
all hazardous areas in 1 of 3 smoke Staffwﬂl be inserv 1cF>d by .
compartments had doors as required. The Maintenance SuperYlsor pertalmr.lg
findings were: to keeping a door with a self closing
Ob " 10/23/07 at 9:42 AM led 15 device free from any impediment to
servation on at 9; reveale . '
boxes of paper were stored in the copy room. The the closing action.
corridor door to the room was not equipped with a . . .
self-closing device. Maintenance Supervisor will
K 052 NFPA 101 LIFE SAFETY CODE STANDARD K052| document that no door has no
SS=F| _ impediment on weekly rounds. ) R-H-07
A fire alarm system required for life safety is
installed, tested, and maintained in accordance . .
with NFPA 70 National Electrical Code and NFPA Documentation will be taken to the
72. The system has an approved maintenance QAAC meeting at least quartetly,
and testing program complying with applicable
requirements of NFPA70and 72. 9.6.1.4
K052: The facility strives to ensure
the fire alarm system testing is
completed.
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K 052 | Continued From page 3 K 052
K052 cont’d:
This STANDARD is not met as evidenced by: The sensitivity testing for the smoke
Based on record review, staff interview and .
observation, the facility failed to test 1 of 9 fire dete'ctors will be completed bya
alarm system components as required and failed certified agent.
to properly install magnetic hold open devices.
The findings were: The smoke door magnets will be
. ) . cotrected to function when the fire
1. Review of the fire alarm system testing records al term is il db
revealed the smoke detector sensitivity test had ar{n System 1s silenceo Dy a
not been conducted in the past 2 years. The certified agent.
sensitivity test was documented as last performed
on 7/1/05. The facility's last full fire alarm system The testing documentation provided
inspection was noted as performed on 8/2/07, by certified agents will be reviewed
Interview with a representative of the testing . .
company on 10/22/07 at 4:45 PM revealed the by the Maintenance Supervisor
facility's contract did not include testing of the and/or Administrator to ensure J2 07
smoke detector sensitivity test. required testing is completed. The ’
_ smoke barrier doors will be reviewed
2. Observation on 10/23/07 at 10;15 AM during at the time o the fire drill to ensure
the fire drill revealed the magnetic hold open
devices installed on the east and west smoke the magnets hold the doors open
barrier doors became re-magnetized when the until the system is reactivated.
fire alarm system was silenced. The hold open
devices did not remain inactive while the system The documentation of appropriate
was in alarm mode. testing and that smoke barrier doors
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 £ .
S5 are holding v.vﬂl be taken to the
If there is an automatic sprinkler system, it is QAAC meeting at least quarterly.
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complets coverage for all portions of the KO056: The facility strives to provide
building. The system is properly maintained in ) .
accordance with NFPA 25, Standard for the complete sprinkler systems.
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. It is fully The observed location for sprinkler
supervised. There is a reliable, adequate water coverage will have an-additional
supply for the system. Required sprinkler

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:WMIT21

Facllity |D; WY0017 If continuation sheet Page 4 of 7




DEPARTMENT OF HEALTH AND HUL. .{ SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/05/2007
FORM APPROVED
OMB NO. 0938-0391

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA
25,9.7.5

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to replace all sprinkler heads that
had visible signs of corrosion in 1 of 3 smoke
compartments. The findings were;

1. Ohservation on 10/23/07 at 10 AM revealsd 1
of 2 sprinkler heads in the dish room had visible
signs of carrosion.

The sprinkler head in the dish room
will be replaced by the Maintenance
Supervisor.

All sprinkler heads in the facility will
inspected by the Maintenance
Supervisor at least quarterly.

Documentation of inspections of
sprinkler heads will be taken to the
QAAC meeting at least quarterly.
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K 0588 | Continued From page 4 K 056
systems are equipped with water flow and tamper
switches, which are electrically connected to the K056 cont’d:
building fire alarm system. 19.3.5 sprinkler installed by a certified. XD
agent-D T TWVeTIDG “SPRANLAZTZ-
Lowvezsh 07 BToD e A31AR6 T
-“Alcontractorwork-completed-in-the VZovw>5"
This STANDARD is not met as evidenced by: facility-witlbe-reviewed-to-ensure LT
Based on obgervanon the facility failed to provide there-are-ne-bartiers o the sprinkler 1
complete sprinkler coverage for 1 of 3 smoke
compartments. The findings were: %tfg%%m B AT o Y
Observation on 10/23/07 at 9:05 AM revealed the Any documen tlol%"egar ing this
east end of the boiler room did not have sprinkier observation will bet taken to the Jo-t) 0 7
coverage dug to a sheet metal shroud installed QAAC meeting at least quarterly by
around the pipes of the two hot water heaters that he Mai g . @i '
ran into the ceiling. The shroud was 18 inches the Maintenance Supervisor and/or |
wide and projected 12 inches below the ceiling. Administrator, ;
The sprinkler was located 10 inches from the
shroud. K062: The facility strives to replace
P; é)fi; NFPA 101 LIFE SAFETY CODE STANDARD K062| . required sprinkler heads.

/4407
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K 082 | Continued From page & K 062
2, Interview with the maintenance assistant at the K144: The facility strives to perform

time of the observation revealed the facility had regular maintenance on the

not been conducting annual visual inspections of

the sprinkler heads in the building. generator.

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144

SS=F The generator motor oil will be
Generators are inspected weekly and exercised changed by the Maintenance
under load for 30 minutes per month in Supervisor.

accordance with NFPA 89.  3.44.1.

The generator oil will be changed 7 70 /
annually by the Maintenance
Supervisor.

Documentation will be placed in the
QAAC minutes to verify that the

generator oil will be changed
This STANDARD is not met as evidenced by: annually.

Based on record review and staff interview, the
facility failed to perform an annual service for the
emergency generator, The findings were;

1. Review of the emergency generator testing
records revealed there was no indication as to
when the oil had last been changed.

2. Interview with the maintenance assistant on
10/23/07 at 8:39 AM revealed the ail in the
emergency generator had not been changed for
at least a year. The maintenance supervisor
reported he was not aware of any preventive
maintenance program for servicing the
emergency generator, but this was only his
second day on the job.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
55=D

Electrical wiring and equipment is in accordance
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three power strip bars plugged into one anther in
a series.

b. The television in the front lobby was plugged
into a surge protector, which was plugged into a
6-way adapter.

Maintenance Supervisor to ensure
appropriate plugs to the permanent
outlets are present.

All electrical appliances throughout
the facility will be inspected by the
Maintenance Supervisor randomly in
the weekly maintenance rounds.

Documentation of maintenance
rounds will be taken to the QAAC
meeting at least quarterly.
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K 147 | Continued From page 6 K 147

with NFPA 70, National Electrical Code. 9.1.2

K147: The facility strives to ensure
permanent wiring,

This STANDARD is not met as evidenced by: . e

Based on observation the facility failed to ensure The temporary electflcal wIring in

flexible wiring did not replace permanent fixed the Director of Nursing office and

wiring in 2 of 3 smoke compartments. The the front lobby will be replaced with

findings were: appropriate plugs to the permanent

| Observation on 10/23/07 between 9:30 AM and outlet.

10 AM revealed the following locations had )

temporary electrical wiring replacing permanent All electrical appliances throughout

fixed wiring: the facility will be inspected by the .

a. The office of the director of nursing (DON) had Y P /2 o7
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