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K 000 : INITIAL COMMENTS i K 000 i

Requirements for Long Term Care Facilities i
; Section 42 CFR 483,70 (a) except as otherwise ,
provided in the section, the facility must meet the ‘
applicable provisions of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association (NFPA), !

|
, r L MArifTed Mapn
- The facility was a fully sprinkied two story building
_of Type Il (111) construction built in 1991, The iw/ ?\%ml 50

- building was equipped with a supervised I i

+ automatic wet sprinkler system and addressable | on \’\/171-\’ ’ i

| fire alarm system. The facility has a capacity of 85 ;
certified Medicare and Medicaid beds.

' The facility meets the Life Safety Code standard }
based on the acceptance of a plan of correction :
- and a Fire Safety and Evaluation System (FSES). I

- Tag K-017 can be obviated by the Fire Safety and
Evaluation System (FSES}). [f the facility agrees
to the conditions of the FSES they can write and | | .
"F"in the providers Plan of Correction column 5 f i
- and Complete Date column to accept the FSES. ’
If the facility wants to fix the deficiency they can
fill in the Providers Plan of Correction column with
- the appropriate information and dates. j t .
K017 i NFPA 101 LIFE SAFETY CODE STANDARD ? K017 ngr oo

| |
' i
| i

SS=F i z

- Corridors are separated from use areas by walls | |
i constructed with at least ¥ hour fire resistance i 1
i rating. In sprinklered buildings, partiticns are only | |
I required to resist the passage of smoke. In ‘ i
non-sprinklered buildings, walls properly extend | [
. above the celling. (Corridor walls may terminate | J
i at the underside of ceilings where specifically ‘ ;
' permitted by Code. Charting and clerical stations, l
 waiting areas, dining rooms, and activity spaces l F
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- may be open to the corridor under certain

- conditions specified in the Code. Gift shops may
' be separated from corridors by non-fire rated
~walls if the gift shop is fully sprinklered.)
019.3.6.1,19.3.6.2.1, 18.3.6 5

|

' This STANDARD is not met as evidenced by:
: Based on observation and staff interview the
 facility failed to ensure corridor walls were

- continuous from the floor to the roof in 6 of &

- smoke compartments. The findings were:

1. Observation on 10/05/09 between 9:30 AM and |
12:30 PM revealed the first and second floor

- corridor walls terminated above the lay in celling

tiles. The open space above the corridors and l

resident rooms were used as an air plenum for

; the ventilation system.,

|

i 2. Interview with the maintenance directar on

1 10/05/09 at 12:30 PM confirmed the ventilation

' system was not ducted and the open plenum was

' used to transfer air.

- This deficiency can be obviated by the Fire Safety

“and Evaluation System (FSES). If the facility |

. agrees to the conditions of the FSES they can |

, write and "F" in the providers Plan of Correction

. column and Complete Date column to accept the

' FSES, If the facility wants to fix the deficiency
they can fill in the Providers Plan of Correction

. column with the appropriate infermation and

' dates. !
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K025 ! NFPA 101 LIFE SAFETY CODE STANDARD
S5=E |
| Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
- accordance with 8.3, Smoke barriers may
terminate at an atrium wall. Windows are
| protected by fire-rated glazing or by wired glass
| panels and steel frames. A minimum of two

- separate compartments are provided on each

; floor. Dampers are not required in duct i

* penetrations of smoke barriers in fully ducted ;

- heating, ventilating, and air conditioning systems. |
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.16.4

|

- This STANDARD is not met as evidenced by:

| Based on observation and staff interview the

- facility failed to ensure 1 of 4 smoke barrier walls
- were smoke resistant, The findings were:

: Observation on 10/05/09 at 12:54 PM showed the
- second floor smeke barrier wall above the east
double doors had one unsealed pipe
 penetrations. The penetration was located above
 the sprinkler pipe and was % inch in diameter. At
' the time of abservation the maintenance director
- reported barrier walls were inspected quarterly.
K 050 ! NFPA 101 LIFE SAFETY CODE STANDARD
S8=F;
Fire drills are held at unexpected times under .
varying conditions, at least quarterly on each shift. -
. The staff is familiar with procedures and is aware }
i that drills are part of established routine. ‘
' Responsibility for planning and conducting drills is l
: assigned only to competent persons who are Jr
I

i qualified to exercise leadership. Where drills are
- conducted between 9 PM and 6 AM a coded
'announcement may be used instead of audible

l i

K025 '11/20/09
|

A) Tire and smoke resistance will be :
maintalned for the safety of residents. i
ﬁ) Wall penetrations will be sealed with
3M intumescent fire barrier sealent *
cp-25 wpt.

|
I
C)} A visual inpection of fire ssparation
walls will be conducted quarterly and
|documented on the preventative mainten-
.ance chetklist.
D) These checklists will be monitored byT
the Facility Services Director for ‘
completion.

E) Results of these checklists will be |
reported at quarterly Quality Assurance
meetings.

\
|
K 050 A} Fireddrills will be conducted at .
i least guarterly on each shift for the
« safety of residents and staff,

'B) Fire drill will be held at varing

i times under various conditions to in-
sure staff is familiar with established :
procedires. :
C) Dates, times, and conditions will be
noted in the Fire Drill Log and Prevent-
ative maintenance checklist. !

D) This log and Breventative maintenanca
checklist will be reviewed by the
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K 050 : Continued From page 3 ‘ K 050 Facility Services Director.
“alarms,  19.7.1.2 ' ' . .
| | aporoad ot qumeenty Gumiiey Astrance
reported a uar
meetings.
| This STANDARD is not met as evidenced by:
' Based on record review and staff interview the :
facnlty failed to ensure fire drills were held at
varymg times on 2 of 3 shifts. The findings were:
\ Review of the fire drill testing records
_documented the first shift occurred betwean 7 AM !
.and 3 PM and the second shift cccurred between ! ;
- 3 PM and 11 PM. Further review showed the drills
" conducted on the first shift over the past year all
w occurred between 9:28 AM and 10:20 AM. The
: records also showed the drills conducted on the :
 second shift over the past year all cccurred }
. between 3 PM and 3:15 PM. On 10/05/09 at 1:40 ; < :
- PM the maintenance director confirmed the |
- aforementioned drill times. He also reported that
he was unaware the drills were required to occur
i throughout the shift,
K 062 NFPA 101 LIFE SAFETY CODE STANDARD K 062 ﬁ) Tﬂfniziﬁﬁé‘tiﬁ iﬁﬁzﬁ?ozii;i‘;‘n‘gm i11/20/09
$8=D: o :
% Required automatic sprinkler systems are ;ﬁﬁd;‘};ﬁi—'f“ the safety of resldents ;
 continuously maintained in reliable operating |
- condition and are inspected and tested B) The sprinklers in the 1a1.1111$ry irea
periodicaly.  19.7.6, 46,12, NFPA 13, NFPA e T L e |
: 25, 9.7.5 light in storerocom #2107 will he re- :
’ located to allow for the sprinkler to :
be lowered to provide the necessary
clearance.
ThIS STANDARD is not met as evidenced by; €) A visual inspection of the automatic .
' Based on observation and staff interview the sprinkler system will be inspected
facility failed to ensure sprinklers were | Jugrrerty and docunented on the pre-
unobstructed in 2 of 6 smoke compartments. The |
flﬂdlﬂgs were. 'D) This preventative maintenance check-
I list will be monitored by the Facility

Observation on 10/08/09 be'ween 9 AM and 1 PM|  Services Director.
|
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SS=D |
i Medical gas storage and administration areas are
' protected in accordance with NFPA 99,
1 Standards for Health Care Facilities.
(a) Oxygen storage locations of greater than
| 3,000 cu.ft. are enclosed by a one-hour
| separation.

' (b) Locations for supply systems of greater than
1 3,000 cu.ft. are vented to the outside, NFPA 99
4.3.1.12, 19.3.24

This STANDARD is not met as evidenced by:
' Based on observation and staff interview the

- facility failed to ensure oxygen cylinders were

i restrained in 1 of 6 smoke compartments. The
| findings were:

i

| Observation on 10/05/09 at 10:20 AM showed an

‘ "E" sized oxygen cylinder was stored in resident
room #218 and not restrained. At the time of

' observation the maintenance director reported he

[was aware the cylinder was required to be

staff
staff

D The
round

or of

B) The E sized oxygen cylinder in resi-

dent room #218 will be relocated to an |

approved storage area and secured,. i
i

gases.

NEW HORIZONS CARE CENTER LOVELL, WY 82431 “/ﬂ'\}\)’]
{Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION

TAG |  REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |  DATE
; DEFICIENCY) i
]
. F
K 062 Continued From page 4 K 062 E) Results of these checklists will be |
- showed the sprinkler head in storeroom #2107 A reported at the quarterly Quality :
| and the two heads above the clothes washing fissurance meetings. i
 machines in the laundry were obstructed by %
ceiling mounted fluorescent lights. The sprinklers ?
| were located less than 12 inches away from the ;
' lights and the deflectors were installed above the 1
i bottom of the lights. At 9:18 AM the maintenance !
| | director reported the sprinklers in the
- aforementioned areas were not routinely ;
inspected. . _ ,
K 076 : NFPA 101 LIFE SAFETY CODE STANDARD KO76|a) Medical pases will be stored in 110/30/09

accordance with NFPA 99 standard for
Healthcare Facilities for the safety of
Residents and Staff.

i

C) The New Horizons Care Center Pirector
of Nursing will provide and educate i

with education sessions for the
on the proper storage and medical

i
New Horizons Care Center staff willl
weekly to insure cylinders are i

stored properly with reports of non- :
compliance forwarded to the Facility |
Services Director, {

FE) The New Horizons Care Center Direct-f

Nursing will report compliance

monitoring teo the Quality Assurance
Committee.
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$S=D
' Flammabie and combustible liquids are used
| from and stored in approved containers in
! accordance with NFPA 30, Flammable and
| Combustible Liquids Code, and NFPA 45,
* Standard on Fire Protection for Laboratories
“Using Chemicals. Storage cabinets for
 flammable and combustible liquids are
- constructed in accordance with NFPA 30,
. Flammable and Combustible Liquids Code, NFPA
"89. 4.3,10.7.2.1,

This STANDARD is not met as evidenced by: ;
. Based on observation and staff interview the '
 facility failed to ensure compressed flammable
: liquids were stored in approved containers in 1 of
-6 smoke compartments. The findings were:
: Observation on 10/05/09 at 10:36 AM showed the
resident in room #204 had wood working crafts
~and supplies in his room. Further review showad
~four 18 ounce cans of compressed ciear spray |
]

lacquer were being stored in his cabinet. At the
. time of observation the maintenance director
‘reported he was unaware the resident was storing |
- the aforementioned products. When asked he |
reported the room was inspected monthiy, but the ‘
. cabinet was not checked. He further reported that |
he had not asked the resident if he was storing |

flammable products. |

K 147  NFPA 101 LIFE SAFETY CODE STANDARD |

X410 | SUMMARY STATEMENT GF DEFICIENCIES ’ D PROVIDER'S PLAN OF GORRECTION L xs
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
! ] ]
K076 | Continued From page 5 I KO76i
 restrained. At 2:15 PM the DON (director of |
-nursing) reported all staff members were aware !
: oxygen cylinders are required to be restrained. _:
K 135 NFPA 101 LIFE SAFETY CODE STANDARD K 135]4) To insure the safety of residents and /10/30/C9

staff hazardous material will not be !
stored in unapproved areas. !

B) The clear spray lacquer and other
flammables will be removed from the
residents cabinet in room #204.

C) The New Horizons Care Center Nursing
will visually inspect the area monthly
to insure flammable products are not
stored in unapproved areas.

i
|

o |
D) A copy of these inspections will be :
forwarded to the Facility Services

Director for review.

E) The New Horizons Care Center Director
.of Nursing will report quarterly to the
Quality Improvement Committee. H

K 147?A) Electrical equipment will be main-

10/30/09
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T J
K 147! Continued From page 6 K 147 according to NFPA 70, National Electrical
r . Code to insure the safety of residents i
SS‘D; _ . ‘ o and staff. |
- Electrical wiring and equipment is in accordance j
- with NFPA 70, National Electrical Code. $.12 B) The electrical outlet in the Activites

i room will be replaced with and approved |
GFCI receptacle,

1 | i

C) Electrical outlet inspections have

1 This STANDARD is not met as evidenced by: been added to:the quarterly Preventativei
! : ; ; Maintenance schedule,
. Based on observation and staff interview the |
faC”lty failed to ensure _eiectrical reCGptaC'e in wet P) Preventative Maintenance Checklist
 locations were GFCI (ground fault circuit |will be reviewed quarterly by the
interrupter) protected. They also failed to ensure ’ (Facility Services Director.

permanent wiring was not reglaced by temgporary 3 E) Results of these checklists wil: be
wiring in 2 of 6 smoke compartments. The ‘reported to the Quality Assurance
findings were; ; 'Committee.

| P
- 1. Observation on 10/05/09 at 9:54 AM showed ﬁ FORRTZVEDD Loreard

. electrical receptacile behind the sink in the first
+ floor activities room was located less than 6 fest Blowes orTLLT Wi ey

' from a water source. The receptacle was not

- equipped with a GFCI receptacle. Ore of the Qume-tneas W' 2“5:
three receptacles on the same wall was supplied g1 Tt 2T o "]5. 7
- with a GFCI protection. The GFCI receptacle was | o w
e WIS fpupewts,

 tripped to see if the receptacle in question was |
: protected, but it was not. At the time of i
- observation the maintenance staff reported they ]

| thought the GFCI receptacle protected all three
: receptacles on the wall, but it was not tested.

2. Observation on 10/05/08 at 10:54 AM showed
“the computer in the business office was plugged | ,
“into & surge protector which was, itself, plugged 1 j
-into @ multi-plug extensicn cord. At the time of
observation the maintenance director reported the |
| electrical system was inspected menthly. He
i further reported that this issue had been noted,
; but they thought it was an approved application.

| z
- \
;
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