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K 000 ) INITIAL COMMENTS K 000
Raquirements for Long Term Nursing Homes
Section 42 CFR 483.70 (a) except a8 otherwise
provided In the section, the facliity must meet the Initial Comment
Erpltca’hga pro\élstons otf{th?{ 2000 Edition of the B ‘
fe Safety Code, Existing Health Cars of tha Pre ; : : ‘
paration and or execution of this plan of
Natlonal Fire Protection Assoclation. correction does not constitute the providers
issi ith the facts |
The faclity wae a partially sprinklered, one-story admission of or agreement with the
buflding of Type V (111) eanetruction bullt In 1986, alleged or conclusions set forth in the
The building was equipped with a suparvissd statement of deficiencies. The plan of
automatic wet sprinkler systam with an comrection is prepared and/or executed solely
addressable fire alarm system, The facliity had a because it is required by the provisions of-
capacity of 82 certified Medicare and Medicald federal and state law.
beds with & census of 46.
K 017 | NFPA 101 LIFE SAFETY CODE STANDARD K017 K 017
§8=D
Corridors are geparated from use areas by walls . .
construoted with at least 1/2 hou fire resistance Correstive Actlon Al equipmcnt ot fbe weet
rating. In fully sprinklered smoke cormpartments, end cotridor nas besn mov! h N
partitions are only required to resist the passage therapy gym and the OT room for patient use.
of smoke. In non-sprinklared bulldings, walls ID Of Others Maintenance Director/Designee
exiend io the underside of the floor or roof deck will conduct walking rounds to ensure no
above the celling, (Corridor walls may terminate other patient care areag are open to corridors.
at the underslds of cellings where spacifically Systemic Changes Maintenance
permitted by Cods. Charting and clerical stations, Director/Designee will add rounds to ensure
walting areae, dining rooms, and activity spaces no other patient care areas are open to
may be open to corridor under cerlain condltions comidors during the monthly facility rounds.
specified in the Cods. Gift shops may be ; :
Education has been provided to all staff
separated from corridors by non-fire rated walls . .
regarding not using arcas that are open to the
If the gift shop Is fully sprinklered.) ; ;
19.3.6.1,19.3.6.2, 19.3.6.4, 19.3,6.5 corridors as patient care areas. Monitor The
This STANDARD s not met a8 evidenced by: Results will be brought to QAPI monthly for
Based on observation and staff interview, the determination of need/frequency of on-going
facility falled to ssparats the corridor from use mounitoring
areas per NFPA 101. The findings were;
Compliance Date: 8/10/16
Obaervation on 07/21/2016 at 8:65 AM located at l
DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {¥8) DATE

RY DIRECTOR'S OR PR
Tl cn iy Execohue Ouecne O]l
oy which the Institution may be excused from comscting providing It Is detbrminbd that

Any deficlency statement ending with an astersk (*) danotes a deficlen

othar eafeguards provida sufiiclent protaclion to the patients. (See Instructions.) Except for nursing homes, the findinge steled sbove ere disclosable @0 days . _
ol X N TCHI0N ta provided.  For Rursing hormes, tha abova findings and pians of cormetion are disclsgsble 14
daya foliowing the "?ﬂ’@ﬁ‘ﬁ"ﬁ‘&“ 6ré made avalilable to tha facllity. IF dellclencles are clled, an approved plan of commection In requlalte to continuad
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DEFICIENCY)

K 017 | Continuad From page 1

the west end corridor revesisd that the existing
activity space adjacent to the exit had baen
modifiad for usa as a physical therapy location
resulting In a patlent care area that is open to the
corridor. Intarview with the Facllity Maintengnce
Mangger at the tima of obsarvation
acknowledged that the corridor was not
soparated from the patient care area.

Ref;

2000 NFPA 101, Section 19.3.6.1

K018 | NFPA 101 LIFE SAFETY CODE STANDARD
SB=E
Doorg protecting comridor openings in other than
requirad enclosures of vertical openings, exits, or
hazardous areas shall be substantial doors, such
3 thosa constructed of 13/4 inch solid-bonded
cora woad, or capable of resisting fire for at least
20 minutes. Clearance batwaen bottom of door
and floor covering Is not exceeding 1 Inch, Doors
In fully sprinklered smoke compartmente are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Hold
open daviges that release when the door is
pushed or pulied are parmitted. Doors shall be
provided with 8 meane suitable for keeping the
door closad. Duteh doors meeting 19.3.6.3.6 are
permitted. Door frames shall be labeled and
made of steel or other materials in compliance
with 8.2.3,2.1. Roller Iatches are prohibited by
CMS regulations in all health care faclities.
19,3.8.3

Thig STANDARD s not mat ae evidenced by:
Based on cbservation and staff interview, the
facllity falled to maintain doors in accordance with
NFPA 101. The finding were;

1. Observation on 07/21/2016 from 9:05 AM -

K017

Ko18

FQRM CM&-2687{02-80) Previaus Vanslons Obzalate

Evant ID: RZLX21

Facility 10: Wyoo4s

if continuation sheet Page 2 of 44




08/06/2016

13:41

FAY)

P.004/043

DEFPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 07/28/2018
FORM AFPROVED

doors that would not positively lateh. Additional
ohsarvation revealed that tha fallure to latch was
contributed to the racent structural lift of the
buliding and recantly Installed trirm, which has led
to out-of-equars framing and obstructions fo the
doors within the frame., Interview with the Facllity
Maintenanca Manager at the time of observation
acknowlstiged that the doons were not latching.

Ref:
2000 NFPA 101, Section 18.3.6

2. Observalion on 07/21/2013 from 9:056 AM -
11:30 AM located at the smoke barrier doors at
the north end of the malin dining room, and at the
south end of the Aspan dining room revealed that
the facllity falled to provide doors that are
resistant to smoka In (2) of (6) smoke
compartments. Additional observation revealed
that astrigals and sweeps had besn damaged or
removad during the recant structural [ift sind
reflooring projects resulting In exceasive gaps
around and bslew the doors, Interview with the
Facllity Maintsnance Manager at the time of
observation acknowledged the gape In the doore
including several smoke barrler doors.

Rel: NFPA 101, Section 19,3,6,3.1

3. Obeervation on 07/21/2013 at 10:68 AM
located at the supplles closet door and activities
closet door In the Frontier corridor wast wing
revealed that when the doors were fully opened
they protruded more than 7 Inches into the
corridor due to the recent addition of hand rails on
the conldor walls, which impeded the swing of the
doors. Interview with the Faclity Malntanance-
Manager at tha time of observation was unaware

CENTERS FOR MEDICARE & MEDICAID ICES i OMB NO. 0938-0391
mﬁumwnﬁmm (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIRLE CONSTRUCTION
PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING
535056 &. VaNG .
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE |
1325 BAGE ETREET
SAGE VIEW CARE CENTER ROGK SPRINGS, WY 82001
) SUMMARY STATEMENT OF DEFICIENCIES ROVID
ol (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTVEACTION SHOUB BE | conbitnon
126 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 018 | Continued From page 2 K018
11:30 AM located throughout the facility revealed K018

Addressing #1, #2, #3 Corrective Action The
doors throughout the facility have been |
adjusted go that they positively latch, Sweeps [
have been installed on the doors at the porth |
end of the main dining room and at the south

end of the aspen dining room. Handrails

located at the supplies closet door and
activities closet door on the frontier corridor

west wing have been removed so that the

doors fully open. ID Of Others Maintenance

Director/Designee will conduct walking round

to ensure that all doors positively latch and all

fire rated doors have sweeps attached,

Systemic Changes Maintenance

Director/Designee will add rounds monthly to

check that all doors positively latch and that
all fire doors have sweeps attached. Monitor.
The Results will be brought to QAPI menthly

for determination of need/frequency of on-

going monitoring

Compliance Date: 8/1016

FORM CMBS-2687(02-00) Pravious Versions Obsclale

Evant i0:RZLX21
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K 01B | Continuad From page 3 K018
of the requirement.
Ref:
2000 NFPA 101, Seclion 7,2,1.4.4
K (029 | NFPA 101 LIFE SBAFETY CODE STANDARD K028
§8=D
One hour fire rated construction (with o hour
fire-rated doors) or an approved automstic fire
extinguishing system in accordance with 8.4.1 K 029
and/or 19.3.6.4 y:;uta%tsgazardnus areas. When
roved automatic Ingulshing systermn
::hpeugg ‘l)s used, the areas ?ree:;;g:fated gor!f Correctlve Action The tub room in the 200
other spaces by smoke reslsting partitions and corridor is 10 longer being used as storage the
doors. Doors are self-closing and non-rated or toom has had all extra items removed. ID Of
field-applied protective plates that do not exceed Others Maintenance director/Designee will
48 Inches from the bottom of the door are conduct walking rounds to ensure no other tub
pamitted.  10.3.2.1 Tooms are being used for storage. Systemic
This STANDARD s not met as evidenced by: Changes Maintenance Director/Designee will
Bazad on observation and staff Interview, the add rounds monthly to check that fub roo
tacilty falled to provide rated construction for a are not being used as sf ttor The
hazardous arsa in accordance with NFPA 101. g as storage. Monitor The
The findings ware: Results will be brought to QAPI monthly for
detel:mination of need/frequency of on-going
Observation on 07/21/20186 at 10:08 AM located monitoring
in the Tub room In the 200 corridor revealed that
the srea was being utilized a5 a storage room Compliance Date: 8/10/16
with combuetible materialg, and that the room did
not eatiefy the rated construction requirements of
NFPA 101 for hazerdous areas. Intsrview with the
Facllity Maintenance Manager at the time of
observation acknowledged thet the arsa was
being used as storage and that the area was not
provided with rated construction or self-closing
doors.
Ref:
2000 NFPA 101, Section 18,3,2,1
K 034 | NFPA 101 LIFE SAFETY CODE STANDARD Ko34
FORM CM5-23887(02.08) Pravious Varsiona Dbsolata Evant ID:RZLX21 Facllity ID: WYGD45 If continuation shest Page 4 of 14
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oAy ID BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
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DEFICIENCY)
s
K 034 Continued From page 4 K034 K034 {
88=D
Stairways and smokeproof enclosures used as Corrective Action A handrail has been |
exits are In accordance with 7.2, 18.2,2,3, installed in the stairway adjacent to the
182,24, 19.2.2,8, 15.2.2.4 basement laundry room. ID Of Others
TBh‘s %TQ#EQED 150?10; r"%ﬂ; g%?"ég:’;g;d‘a}g Maintenance Director/Designee will conduct
Rge ve n ) :
facilty falled to provide an exit access stairway In walking rounds to ensure that all arees that
accordance with NFPA 101. The findings were: ‘ghould have bhend rails current_ly have
handrails. Systemic Changes Maintenance
Obaervation on 07/21/2013 at 11:23 AM locatsd Director/Designee will add rounds monthly to
In the outelde stairway adjacent to bassment check all aress that need hapdrails have them.
laundry room revesled that the exit access stalr Monitor The Results will be brought to QAPI
way wae not provided with handralls. Additiona) ; monthly for detsrmination of need/frequency
observation revesled what appeared to be ¢ ing monitoring
markings on the stalrway wall where exiting j OF on-going
handrails hed been removad, Interview with the \ 16
Facllity Maintenance Managar at the time of Compliance Date: 8/10/1
observation acknowledged the missing handralls.
Raf:
2000 NFPA 101, Section 7,2
K038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
§8=D
Exit access is arranged go that exits are readily
aocessible af all times in accordance with section
71 18.21
This STANDARD is nat met as evidanced by:
Based on observation and staff interviaw, the
facllity falled to provide an exit access that is
accessible at all imes in accordance with NFPA
101. The findings were:
1. Observation on 07/21/2016 at 8;50 AM located
in the secure unit revesled that the cross-corridor
doors at the smoke compartment wall in the
egress path from the secure unit had bean
painted with & mural, which rendered the doors
&6 unrecognizable by & non-impaired person, |

FORM CM8-25687(02-89) Pravious Varsions Obzolsts Evant ID: R21X21

Fagiity {D: WvoD43
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D SUMMARY STATEMENT OF DEFICIENCIES i PRGVIDER'S PLAN OF CORRECTION ()
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K 038 | Continuad From page § K038 K 038

K047
S8sE

such as a visitor. Additlonal observation revered
that the doore were locked with keypad access by
staff at all imes, which also resulted in minimal
door opehing hardware on the doors to aide In
recognition. Opening hardware was limited to
handles on the doors, which had alse been
painted as part of the mural. Interview with
Facllity Meintenance at the time of observation
was unaware of tha requirement maintaln a
recognizable meane of egress to non-impaired
PArsong,

Ref:
2000 NFPA 101, Bections 18.2,1 and 7.1

8¢ Jetter 07-07

2. Observation on 07/21/2016 at 8:50 AM located
in the west wing revealed an exit door to tha
outside that required a forca ahove 50 [bs to
open. Interview with the Facility Maintenance
Manager at the time of obsarvation
acknowladged that tha door requited more than
&0 Ibs to open.

Ref.
2000 NFPA 101, Sections 19.2.2 and 7.2.1.4.5

NFPA 101 LIFE SAFETY CODE STANDARD

Exit and directional signs are displayed in

aocordance with 7,10 with continuous Hllumination

aleo sarved by the emergency lighting system.
18,2.10.1, 19.2.10.1

(Indicate N/A In one story existing occcupancies

with less than 30 occupants where the line of axit

travel is obvious,)

This STANDARD s not met as evidanced by;
Based on observation and staff interview, the
facllity felled to provide signe that are displayed in

Addressing #1, #2 Corrective Action New
handrails have been placed on the doors in the ;
secured unit. The Maintenance Director has |
fixed the door to the west wing exit and no
longer requirss 501b of force to open. ID Of
Others Maintenance Director/Designee will
conduct walking rounds to ensure that no
other door opening hardware is disguised and
that all exit doors do not require ‘more than
30Ib of force to open. Systemic Changes
Maintenance Director/Designee  will add
rounds monthly to check facility for disguised
door opening hardware and doors that require
more than 50Ib of force to open. Monitor.
The Results will be brought to QAPI monthly ;
for determination of need/frequency of on.
going monitoring

Compliancs Date: 8/10/16

K047
K 047

Addressing #1,#2 Corrective Action All
doors to the exterior that are not maintained as |
exits have had signs placed that read “No .
exit”, In the main dining room a new “exit” i
sign was placed on 7/29/16 placed in the |
corridor between the kitchen hallway and the
entrance to the main dining area. ID Of

| |

FORM CM8-2687(02-89) Previous Vanions Obaslels Evant ID: RZLx21
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DEFICIENCY)
K 047 | Continued From pags 6 K 047 Others Maintenance Director/Designee will
accordance with NFPA 101. The finding were: conduct walking rounds to ensure all exit |
doors have the correct signs and that all exits -
1. Observation an 07/21/2018 at B:47 AM - 11:30 signs are in line with the exit, Systomc.
AM located throughout the facitity revealed that ; : ; .
Changes Msintenance director/Designee will |
doors to the axtarior that are not maintained as add to the . |
" " monthly rounds to check all exit ;
exits were provided with signs that read "Net an . , o !
" 81gns on exit doors and that all exits signs are |
Exit'in lieu of the language spacified by NFPA ; . , . .
101 to read "No EXit” Intervisw with tha Facllity in the line with the exit. Monitor The Results
Malntenance Manager at the time of abservation will be brought to QAPI monthly for
was unaware of the requirement. determination of need/frequency of on-going
monitoring. ‘
2. Ohsarvation on 07/21/2016 at 10:28 AM
located in the main dining room heading toward Compliance Date: 8/10/16
the bullding entrance revealed a missing exit
sign, and therefore the exit was not clearly
marked or Identifiable from the dining room.
Intervisw with the Facility Mainterance Manager
at the time of observation acknowledged thers
was a missing exit sign.
Ref:
2000 NFPA 101, Sections 19.2,10.1 and 7.10
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 060
8§=D
Fire drills include the transmission of & fire alarm
signal and simulation of emargency fire
conditions. Fire drills are he(d at unexpectad
times under varying conditions, at least quartsrly
on each ghift. The &taff is familiar with procaduras
and is aware that drills are part of established
routine. Responsibility for planning and
conduoting drills is aseigned only to competent
parsons wha are quallfied to exerciae leadership.
Where drills are conducted between 9:00 PM and
6:00 AM a coded announcament may be used
instead of audibls slarms.
18.7.1.2, 19,71.2
This STANDARD Is not met as evidencad by:
FORM GM8-2687(02-09) Pravious Versions Obadit Event (D RZLK21 Fackiy 1D: WYoo42 H continuation shast Page 7 of 14
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K 060 | Continued From page 7 K 080
K 050

Based on document review and ataff intervisw,
the faciity fallsd to provide fira drills In
accordance with NFFA 101. The findings ware:

1. Documaent review on 07/21/2016 at 1:02 PM
revealed that the facllity did not run a fire drill test
for the months of April and May 2018, which did
not gatisfy the quarterly teat on each shift
Tequirement. Interview with Faollity Maintenance
Manager acknowladged that the facility did not
tun a tast in April and May.

2. Document review on 07/21/2016 at 1:02 PM
revealed that the facikty did not activate the fire
alarm on a monthly basis. Interview with Fachity
Maintenance Manager was unaware of the

iequiraiiment,

Ref:
2000 NFPA 101, Saction 19.7.1.2
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD

Afire alarm system Is Installed with systems and
components approvad for the purpose in
accordance with NFPA 70, National Electric Code
and NFPA 72, National Fire Alarm Coda to
provide effactive warning of fira In any part of the
bullding. Fire alarm systam wiring or other
tranemission paths are montored for intsgrity.
Initiation of tha fire alarm system is by manual
means and by any raquired sprinkier system
alarm, detection device, or detection system.
Manual alarm boxes are provided in the path of
egrass near each required exit. Manual alarm
boxes in patient sleeping araas shall not be
required at exits If manual alarm boxes are
located at all nurse's stations, Occupant
notification is provided by audlble and visual

K081

Addressing #1, #2 Corrective Action Facility
conducted a fire drill on 7/28/16. The fire
alarm was activated on 7/28/16. ID Of Others
N:A Systemic Changes  Muintensnoe
Director/Designee will conduct quarterly fire
drills and activate the fire alarm for cach shift.
Monitor All fire alarm activation testing will
come to QAPI monthly for determination of
need/frequency of on-going monitoring

Compliance Date: 8/10/16

FORM CMX-2887(02.62) Pravious Varsions Dbsclate Event ID:RZ1 X21
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TAG REGULATORY OR LSC IDENTIRYING INFORMATION) TAG CROBS5.-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K051 Confinuad From page 8 K 051
signals. In critical care aneas, visual alarms are K 051
sufficlent. The fire alarm system transmits the
alarm automatically to notify amargency forces in .
the event of fire. The fire alarm automatically Corrective Action A quarterly supervisory
activates requirsd control functions. System signal test has been conducted. ID OF Others
racords are maintained and readily avallable. NA  Systemic  Changes  Maintenance |
18.3.4,19.3.4,9.6 Director/Designee will conduct a quarterly
This STANDARD s not met as evidenced by: supervisory signal test Monitor Al quarterly
Based on docurnent review and staff interview supervisory signal test will be b
the facility falled to maintain the fire alarm systam x;;v y ﬂ_ﬁn st will be brought to,
In accordance with NFPA 72. The findings were: Q monthly  for  determination of
need/frequency of on-going monitoring
Document review on 07/21/2016 at 1:27 PM
revealad that the facliity did not hava Compliance Date: 8/10/16
documentation of the quarterly supervisory signal
tests, Interview with the Maintenance Manager at
the time of ohservation acknowledged the
missing documentation,
Raf:
2000 NFPA 101, Section 19.3.4 & 8.6
1886 NFPA 72, Table 7-3.2, 156
K 058 [ NFPA 101 LIFE SAFETY CODE STANDARD K 058
§8=D
Where requirad by section 19.1.6, Heslth cara

tacilitiss shall be protected throughout by an
spproved, superviged automatic sprinkler system
In accordanes with section B.7. Required sprinkler
gystems are equippad with water flow and tamper
switches which are electrically interconnected to
the building fire alarm. In Type | and il
construction, alternative protection measurse
shall ba parmitted ¢o be substituted for sprinkier
protection in epacific areas where State or local
regulations prohibit sprinklers, 19.3.5, 19.3.5,1,
NPFA 13
This STANDARD I8 nat met as evidenced by:
Based on observation and staff interview, the

K 056

Facility is requesting an extension of 130
days.

FORM CM3-2667(02-00) Previous Versions Obsoists
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DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTE| R MEDICARE & oMB
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING COMPLETED
8ag0ss B, WING 07120/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, BTATE, 2P GODE
1325 BAGE BTREET
8AGE VIEW CARE CENTER ROCK SPRINGE, WY 82601
%4) ID BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION 5)
PREPIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING (NFORMATION) TAG CROBS-REFERENGED TO THE ABPROPRIATE DATE
DEFICIENGY)
K 058 | Continued From pags © K066
facllity falled to protect the building throughout by
and approvad, supervised automatic sprinkler
system,
Observation on 07/21/16 at 11:00 AM reveslad
bulit-in clogets that were locatad In resident
rooms along the 400 corridor, Additional
obsgervation ravealed thet the clogete included a
bar for hanging clothing, and that the top of the
closet enclosure was continuous to the ceiling of
the room, Further observation revealed that the
closets were not provided with sprinkler
protection within each cloget. Interview with the
Facliity Maintenance Manager during the K 062
observation revealed that lhl&-l condition was
Wpies!For appraximatsly 38 closets within tha Addressing #1, #2, #3 Corrective Action Gap
around the escutcheon ring has been filled in
Ret: the medical records closet. An additional
2000 NFPA 101, Sections 18,3,5.1 and 8.7.1.1, sprinkler head has been installed on to provide
1988 NFPA 13, Section 1-8.1 appropriate sprinkler coverage in the dining
K 062 | NFPA 101 LIFE EAFETY CODE STANDARD K062| room. Quarterly test of the water flow alarm
SS=D has been condusted on ID Of Others
Required automatic sprinkier systems are Maintenance Director/Designes will conduct
continuously maintained in relinble operating walking rounds to check for gaps in walls and
condition and are inspected and tested sppropriste  sprinkler  head  coverage |
g-e_’rigdioaﬂy. 16.7.68, 4,6.12, NFPA 13, NFPA 25, thn?ughout the facility. Systemic Changes J‘
This STANDARD Ie not met as avidenced by: Maintenance Director/Designee will add to
Based on observation and staff interview, the the monthly rounds to check for gaps in the|
facllity falled to ensure that automatic sprinkier vyalg, appropriate sprinkler heacliv;:overasc and
systems are Installed and continuously umely water flow testing. Monitor The:
maintainad per the requirements of NFPA 13 and Results will be brought to QAPI monthly for,
NFPA 25. The finding were: determination of need/frequency of on-going'
monitorin !
1. Observation on 07/21/2016 at 8:30 AM located 8 :
In the medical records clozet revealed an ; .
escutcheon ring with & gap in excess of Compliance Date: 8/10/16 I
FORM CMS-2887(02-66) Praviots Varsiony Obucisls Event ID; RZLX21 Fagillty ID: Wyop4da If continuation shest Paga 10 of 14
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING COMPLETED
536086 B. WING 07/20/2018
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESE, CITY, STATE, ZIP CODE
1326 SAGE STRMET
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064 1D BUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION o)
EACH DEFICIENGY MUET BE PRECEDED BY FULL RRECTIVE COMPLETION
”’%ES"‘ I{EGULATDRYOR LSC IDENTIFYING INFORMATION) PRTE&“ cmnggeaencmm&%fm bare
DEFICIENCY)
K 062 | Continued From page 10 K082

one-quarter Inoh around escutchson. Interview
the Facliity Maintenanca Manager at the time of
observation acknowledged the gap of the
escufcheon ring.

2. Obgervation on 07/21/2018 at 10:23 AM
located in the main dining room adlacent to the
rolfing kitchen door revealed a concealed storage
nook that was shadowed from sprinkier coverage
due to adjacent construction, Intervisw with the
Facility Maintenance Manager at the time of
obsarvation acknowledged the observation,

3. Document review on 07/21/2016 at 1:25 PM
revealed that the facility was miseing
documentstion for the quarterly test of the water
flow alarm. interviaw with the Malntenance

Manager at the time of observation
acknowledged the missing documentation,
Ref:
2000 NFPA 101, Sections 18.3.5.1, 18.3,5.1, ‘
8.7.141
1899 NFPA 13, Saction 3-2.7.2, and 1998 NFPA ‘
25, 2.7 K 064
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD K084
8S=D Addressing #1,#2 Corrective Action The fire
Portable fire exfingulshers shall be installed, extinguisher has been moved in the SCU to
Inspected, and malntained i all health care meet the 60 inches requirement The fire
occupancies in accordance with 8.74.1, NFPA extinguisher box has been moved down to
:g 366, 19.3.66 meet the 60 inch requirement in the kitchen.
ThisSTAND ARD Is not met as evidenced by: ID Of Others Maintenance Director/Designes
Baeed on observation and steff intsrview, the will conduct walking younds to ensure al fire
facillty falled to provide portable fire extinguishers extinguishers within the facility meet the 60 -
In accordance with NFPA 10, The finding ware: inch height requirement. Systemic Changes
Maintenance Director/Designee will add to
1. Observation on 07/21/2016 at 8;35 AM In the the monthly rounds to check all fire

FORM CMS-2857(02.65) Previeus Viersians Obaoiete Event ID: RZLX21 Facitty ID: W04 If continuation shest Page 11 of 14
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(1) PROVIDER/SUPRLIERICLIA MULTIPLE CONSTRUCTION |08 paTE suRVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMEER: ﬁwwm: 01 - MAIN BUILBING Mcummn
535056 B, Wika 07/2012016
NAME OF PROVIDER OR BUPPLER STREET ADDRESS, CITY, STATE, ZIP GODE
1328 SAGR STREET
SAGE VIEW CARE CENTER ROCK SPRINGS, WY 82901
(41D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGYION )
PREPIX (EACH DEFICIENCY MUST BE PRECEDED BY FUL FREFIX H CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTH-YING INFORMATION) TG REFERENCED TO THE APFROPRIATE ATE
DEFICIENGY)
K 084 | Continued From page 11 K 0g4 extinguishers and make sure they meet the 60
secure unit ravealed a fire extingulsher adjacent “{Ch height requirement, Monitor The Results
to entry door that was in a cabinet with the top of will be brought to QAPI monthly for
the extingulsher located at 63 Inchee from the determination of need/frequency of on-going
ground In lteu of the requirad 60 Inches. Interview monitoring
with the Facility Maintenance Manager at the time
of obeervation was unaware of the haight Compliance Date: 8/10/16
requirement,
2, Observation on 07/21/2016 at 10;17 AM
located In the kitshen revealed a fire extinguisher
Iocated at 82.5 Inches from the top of the
extinguksher to the floor In lieu of the required 60
inchaa, Interview with the Facility Maintenance
Manager at the time of observation was unaware
of tha helght requirernent,
Ref;
2000 NFPA 101, Sections 19,3.5.6 and 9.7.4.1
1998 NFPA 10, Section 1-8.10
K 106 | NFPA 101 LIFE SAFETY CODE STANDARD K 108
§8=D
Hospitals and Inpatiant hosplces with {ife support K 106
aquipment have an Type | Essential Electric
tam, and nursing homas hava a i ESS N
m ere powered b)? a genarator wlmnéptra*ansfar Corrective Actlon The indication lamp was
switch and separate powar supply In aocordance found. The lamp has been found at the rehab
with NFPA 89, 12-3,3.2, 13-3.3.2.1, 18.3.3.2 aurses station. The lamp properly fanctions to
(NFPA 98) identify a malfunctioning battery, ID Of
This STANDARD is not met as evidenced by: Others NA. Systemic Changes Maintegance
Based on observation and siaff interview, the Director/Designee will add to the monthly
facllity failed to provide an EES system in rounds to check that the pansl for when the
acoordance with NFPA 89. The findings were; Kzarlﬁer is malfimctioning is working,
onitor audits will be brought to QAPI and
Observation on 07/21/2013 at 8;24 AM located at ; ; p
the remote alarm annuncistor panel for the monitored until deemed appropriate.
generator revealed that the annundlator was ;
misging an indication lamp for when the battery ‘C°’“Pha“"e Date: 8/10/16 | ’
FORM CMB-2607(02-60) Pravious Vialans Obsolote Evant 1D: RZLX21 Facily D WYt If continuation shast Pags 12 of 14
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AND PLAN OF GORREGTION IENTIFICATION NUMBER; A BUILDING 01 - MAIN BUILDING "‘“’&"‘Lfim
835056 B. wing 07/20/2016
NAME OF PROVIDER OR GUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
1325 BAGE SYREET
SAGE VIEW CARE CENTER ROGK SPRINGS, WY 52001
(%4) ID s%%m; SF nzmgg%vssmu D PROVIDER'S PLAN OF CORRECTION 1*8)
P%FD( asem‘vonvon LEC IDENTIFYING INFORMATION) "'%;'S"‘ cnoss-lnggneucm T0 mEA'PmomBmg'rE -t
DEFICIENCY)
K 108 | Continusd From page 12 K108
charger is malfunctioning. Interview with the
Facility Maintenance Manager at the time of
observation was unaware of tha requiremant.
Ref:
1888 NFPA 88, Sectians 3-5.1 and 3-4.1.1.1%
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144
88=D K
Generators inspactad weakly and axarclsed 144
under load for 30 minutes par month and shall ba
In ccordance with NFPA 89 and NFFA 110. Corrective Action Annual load bank test will
3-4.4.1 and 8-4.2 (NFPA 88), Chapter 6 (NFPA be conducted on or about 8/9/16. ID Of
110) Others NA Systemic Ch i
This STANDARD s not met a5 evidenced by: Dircctor/Dgsig);ec will fmfg',i,“t‘hﬂf“f fenance
e annugl]
Based on observation and staff Interview, the load bank test is conducted o al basi
faciity falled to prg\éigz d:vcumentaﬂon In Monitor Maintenance disector il b:]?:-
rdance with 10, Findings were: . provide
&aco e g supporting documentation that the annua) load
Document review on 07/21/2016 at 1:20 PM bank test wes conducted and brought to QAP
revealed that the facllity could not provide .
documentation for annual load bank test. Compliance Date; 8/10/16 |.
Interview with Facillty Maintenance Manager at
the tiine of observation acknowledged the
missing documentation.
Ref:
2000 NFPA 101, Sections 19.2.9.1 and 7.9,3
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
88=D
Electrical witing and equipment shall be In
accordanca with Natlonal Electrical Code. 8-1,2
(NFPA 58) 18.68.1, 18.9.1
This STANDARD s not met as evidenced by:
Based on Observation and Staff Intarview, the
facllity fafled to mest electrical wiring In
acoordance with NFPA 70. The findings were;
1. Obsarvstion on 07/21/2018 at 9:08 AM located
FORM CMB-2587(02.89) Pravious Versions Obsolste Event [D: RZLX21 Fatilty {D: WY004S If continuation sheet Page 13 of 14
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%) ID SUMMARY STATEMENT OF DEFICIENCIES D PRQVIDER'S PLAN OF CORREGTION "
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APFROPRIATE DAYE
DEFICIENCY)
K 147 | Continusd From page 13 K147 K 147
in the maln entrance bathr:on; r}«(avaalad thata }
recaptacle directly under the sink was not ; X .
squipped with a ground-fault circult-Interrupter. Addressing #1, #2 Corrective Action A GFC
interview with the Facillty Maintenance Manager has been installed in the main entrance
at the time of observation acknowledged the bathroom under the sink. A face plate has
misging ground-fault cireult-Interrupter. heen placed on the receptacle in the bathroom
Ret in room 307. ID Of Others Maintenance
er. Director/Designee will conduct a facility wide
1888 NFPAT70, Article 210.8 audit to confirm that GFCs are installed in all
2. Observation on 07/21/2016 at 10:00 AM lsnathmnc:lms and ﬂlg’; no face plates are missing.
located In bath room 307 revealed & receptacle ystemic anges Maintenance
missing a face plate. Interview with the Facillty Director/Designee will add to the monthly
Maintsnance Manager at the time of observation rounds to check that no GFCs or face plates
acknowledge the missing face plates, are missing, Monitor audits will be brought to
QAPI and monitored until deemed
Ref: appropriate,
1880 NFPA 70, Article 110-27
Compliance Date; 8/10/16
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