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SUNMARY STATEMENT OF DEFIGIENCIES

flama spread rating of Class A or Clasa B, (In
fully sprinklared bulldings, flarne spread rating of
| Gioss A, Class B, or Class C may be continued in
use within momsa separated in accordance with
19.3.8 from the access comridors,)  1B.3.3.1,
10,33.2

This STANDARD s not met as evidanced by
Besed on observetion and intarview, the facility
failed to provide interier raom finishes as
required.

Findings includa;
On July 7, 2091 at 12:30pm, blue extrudad foam
ineulation was faund exposed in the room behind
the dryers. When the maintenance manager and
the administrator ware asked whether they had
documantation as to what class materal it was
for fiamw wpread, they could ot varify thet the
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K 000 | INITIAL COMMENTS K 000 P w
42 CFR 483,70(s) Long Termn Cave Faclitios ;r,:‘ .
Stories: 1, partial basement : L
Conatruction type: Typa V(111) g
Conshrucied: 1968, major remodel started &
Novembar 2008, sompleted March 2011 old: :
186,000sf fotal, new 29,000sf wial v
KO180: Fully Sprinkied i}
The facility s licensed for 60 beds, with & census K
of 1B realdents wt the sttt of the survey day. .
K 015 | NFPA 101 LIFE SAFETY CODE STANDARD K015 K015 ' T
S5=D 1) The blue foam exposed in the room : o
tnterfor finlgh for rooms and spaces not uaed for behind the dryers will be replaced ¥
comidors of exiiways, including axpozed interior wisheet rock by DCC main o :
- surtaces of buildings such as fixed or movable Y tenemnce
X walls, partitions, columns, and ceilings, has a 2) The carpet on the walls of the

housekeeping office in the basement |-
will be removed by DCC maintenance
The maintenance supervisor or
designee will do annual inspections to,
‘| ensure the problem does not occur
again. The annual inspections will be
brought to QA on annual basis
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'DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
5356040 07/07/2011
Name oF proviDER OR sUPPLER 2011 JUL 25 PP 1 3% STREET ADDRESS, CITY, STATE, ZIP CODE
1108 BIRCH STREET
DOUGIL.AS CARE CENTEB LLC DOUGLAS, WY 82633
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN GF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K 000 | INITIAL COMMENTS KO00| K O
' Mainten:
42 CFR 483.70(a) Long Term Care Facilities trained on the
Stories: 1, partial basement Alarm Compan
Construction type: Type V(111) Maintenance will egsury're
Constructed: 1968, major remodel started ' 4 . . LN
November 2009, completed March 2011 old: that the m be done

16,000sf total; new 29,000sf total on a quayterly basis and broug
K0180: Fully Sprinkled on a guarterly basis.

The facility is licensed for 60 beds, with a census :

of 48 residents at the start of the survey day. : ,
K 015 NFPA 101 LIFE SAFETY CODE STANDARD "KO015
85=D

8/31/11

Interior finish for rooms and spaces not used for
corridors or exitways, including exposed interior
surfaces of buildings such as fixed or movable
walls, partitions, columns, and ceilings, has a
flame spread rating of Class A or Class B. (In
fully sprinklered buildings, flame spread rating of
Class A, Class B, or Class C may be-continued in
use within rooms separated in accordance with
19.3.6 from the access corridors.)  19.3.3.1,
19.3.3.2

This STANDARD is not met as evidenced by; l
Based on ohservation and interview, the facility
failed to provide interior room finishes as
required.

Findings include:

On July 7, 2011 at 12:30pm, blue extruded foam
insulation was found exposed in the room behind
the dryers. When the maintenance manager and
the administrator were asked whether they had
documentation as fo what class material it was
for flame spread, they 07uld not verify that the

LABORATORY DIRECTOR'S OR PROVIDER/8EUPPLIER REPRESEN ATIVE'S SIGNATURE TITLE (X6) 07 /

B AV R a K{F & F\l—t!ﬁ

Any deficiency stﬁtément end(ng with ar/asterisk (*) de‘notes a dodéte}ncy which the institution may be excused from correcling providing it is determmed that
ather safeguards provide sufficient protection to 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 reguisite to continued
program participation.
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.DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03H
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
_ B. WING
535040 07/107/2011
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIF CODE
‘ 1108 BIRCH STREET
DOUGLAS CARE CENTER LLC
DOUGLAS, WY 82633
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY})
K 015 | Continued From page 1 K015

material was class A, B or C. Flame spread
rating of Class A or B is required.

On July 7, 2011 at 1:05pm, carpet was found on
the walls of the housekeeping office in the
basement having a wall area of approximately
30ft long by 8ft high. The staff couid not provide
documentation that the flame spread rating met
Class A, B or C. Carpet is not typically permitted
as a wall covering as it is not normally tested for
flame spread as a wall finish.

The maintenance manager and the administrator
acknowledged the finding when the deficiency
was identified.

Failure to provide room finishes as permitted
increases the risk of death or injury due to fire.

The deficiency affected 1 of 5 smoke
compartments. ‘

Ref: 2000 NFPA 101 Section 19.3.3.1, 19.3.3.2 ,
K 018 | NFPA101 LIFE SAFETY CODE STANDARD K018
85=D
Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those consfructed of 1% inch sclid-bonded core
woaod, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
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
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted. 19.3.6.3

FORM CMS-2567(02-99) Previous Versions Obsclete Event 1D: 9GWW21 Facility ID: WY0016 If continuation sheet Page 2 of 12
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION £X3) DATE SURVEY
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A BUILDING D1 - MAIN BUILDING 01
B. WING
535040 : 07/07/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1108 BIRCH STREET
DOUGLAS CARE CENTER LLC DOUGLAS, WY 82633
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY) ’
K 018 | Continued From page 2 ' K018 K 018
Roller latches are prohibited by CMS regulations Room 111 resident room door will be

in all health care facilities. fixed to ensure that it latches when it

shuts. This will be done on by DCC
maintenance will ensure that it is
done. Maintenance will add to his
matrix to check all doors that they
latch properly on a quarterly basis and
bring to QA that quarter. 8/15/11

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to provide corridor doors as required.

Findings include:

On July 7, 2011 at 1:55pm, room 111 resident
room door would not lateh. Corrider doors to
resident rooms are required to have positive
latching hardware.

The maintenance manager and the administrator
acknowledged the finding when the deficiency
was identified.

Failure to provide doors that resist an opening
increases the risk of death or injury due to fire.

The deficiency affected 1 of 5 smoke
compartments.

Ref. 2000 NFPA 101 Section 18.3.6.3.2
K 022 | NFPA 101 LIFE SAFETY CODE STANDARD K 022
58=D
Access to exits is marked by approved, readily
visible signs in all cases where the exit of way to
reach exit is not readily apparent to the
occupants, 7.10.1.4
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x4 Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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K 022 | Continued From page 3 K022| K022

The north vestibule door that leads to
an outside court yard will be labeled
w/an exit sign labeled w/a 2 inch no
and a 1 inch exit sign. This will be
done by DCC maintenance and
audited on a yearly basis and brought
to QA on an annual basis to ensure the
problem doesn’t occur again, 8/15/11

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to mark egress as required.

Findings include:

On July 7, 2011 at 12:50pm, the north vestibule
had a door with a window that viewed and that led
to an outside court yard. A second door in the
vestibule with a view of and that led to the public
way was opposite to the first door. The door that
led to courtyard was nof an exit and could be
confused as an exit even though it did not have
an exit sign above it. Doors that can be confused
as an exit are required to have a no exit sign with
the "NO" in 2 inch high letters and the " EXIT "
in 1 inch high letters.

The maintenance manager and the administrator
acknowledged the finding when the deficiency
was identified. '

Failure to mark doors that could be confused as
exits increases the risk of death or injury due to
fire.

The deficiency affected 2 of 5 smoke
compartments,

Ref: 2000 NFPA 101 Section 18.2.10.1, 7.10.8.1
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AND PLAN 6iF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED N I
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" W LI L
NAME OF PROVIDER OR SUPPLIER GTNEET ADDRESS, GITY, STATE, ZIF CODE A PR
DOUGLAS GARE GENYER LLC L ns. vy 52833 o
l;u) o SUMMARY STATEMENT OF DEFIOIENGIES I PROVIDERS FLAN OF CORRECTION W KN
PREFIX (EAGH DEFICIENGY MUST MR PRECEDED BY FULL (EAGH GORRECTIVE ACTION BHOULD BE oN Y- -
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAD CROSS-REPERUNCED TE?' g:l)! APPROPRIATE batE " ]
|j§‘“ '
K 628 | NFPA 101 LIFE SAFETY GODE STANDARD K028 I R
SS=0 R M
Dne bour fire rated construction (wigi % hulil' : K 029 X J B
' fira-rated doora) of an Bpprovad au meric fire There will be self closures placed B (R
extinguishing systesm in acoordance with 8.4.1 the soiled linen room clé’;n i’ o §
andlor 19,3.5.4 probects hazardous areas, When - . men X
the approved autamalic fira axﬁngumhingumm room and Ihﬁ janitors closet doors on "':J' .
mn I uwandd, thes an:u gre marnrt::o m ) the SCU. This will be done my DCC * 5";"“ '
et apcas by smoke resisting partitions an maintenance or desi ' [
doors, Doors are self-biosing and non-ratsd or yearly checks to ensuregnt;it ﬂv:;le ac:,: K '
figld-applied protactive plates that do not excead If el . all | .jf,b N
48 inches from the bottom of the door are self closures on ail doors that are| 1. - L°
pormitted.  19.3.2.1 smoke compartments and brought to| ¥ I |ov
QA yearly. 81511 1%,
| ) 4
‘ [ l-_"‘ . , "
This STANDARD is not met as evidenced by: | )
. Bassd on observation and imaiviaw, the facility :
falled to protact hazardous areas as required. . ro 1 "
Findings include: K '.
; N 3 !'_‘\‘l ::
On July 7, 2011 at 12:30pm, the door to the clean I
linen room in € wing with a plan storage area of A DS
spproximataly 121t x 8 feat was found without a b “u% .
closer. Storage arean greater thah 50 of with 2 : T
combustible load am considerad a hazardous v v
area. ’ g
. f ' ‘l., !
) On July 7, 2011 @t 12:30pm the door to the solled ' N E
- linen room was found without a cleeer, Solled _ MR L
' lined rooms are considered hazardous areas. ' X ﬂ
1 1 f,, f
Doors to hazardous Greas ar required fo ba seif S
ﬂlmhg‘ - b lI '.ll‘ :;"I."
The maintenance manager and the administrator | .
acknowledged the finding when the deficiency
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/13/2011
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

§35040

{%2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

01 - MAIN BUILDING 01

{X3) DATE SURVEY
COMPLETED

07/07/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1108 BIRCH STREET

There is a written plan for the protection of all
patients and for their evacuation in the event of
an emergency. 19.7.1.1

This STANDARD is not met as evidenced by:
Based on records review and interview, the
facility failed to provide a fire safety plan as
required

Findings include:

On July 7, 2011 at 3:00pm, the fire plan was
reviewed. The plan failed to provide for the
evacuation of smoke compartments. A fire plan
is required to have 8 components. One of the
components is evacuation of smoke
compartment.

The maintenance manéger and the administrator
acknowledged the finding when the deficiency
was identified.

Failure to have a complete fire plan increases the
risk of death or injury due to fire.

K 048

The fire plan will be changed to
include the evacuation of smoke
compartments, - This will be
completed by NHA or designee. The
plan will be reviewed on annual basis
and taken to QA on an annual basis to
ensure that the problem doesn’t occur
again.

DOUGLAS CARE CENTER LLC DOUGLAS, WY 82633
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 029 | Continued From page 5 K029
was identified,
Failure to protect hazardous area openings as
required increases the risk of death or injury due
to fire.
The deficiency affected 1 of 5 smoke
compartments.
Ref: 2000 NFPA 101 Section 18.3.2.1, 8.4.1.2,
82435 '
K 048 | NEPA 101 LIFE SAFETY CODE STANDARD K 048
55=D

8/15/11
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED:

07/13/2011

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
535040 07/07/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1108 BIRCH STREET

1) An overhang approximately 10" x 16" in
area was found to be without sprinkler coverage.
2) 2 each, exterior side wall sprinklers were
missing their escutcheon rings

3) The escutcheon ring of one side wali
sprinkler was out of place under the covered
main entrance.

DOUGLAS CARE CENTER LLC DOUGLAS, WY 82633
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 048 | Continued From page 6 K 048
The deficiency affected 1 component of 8
compartments of the plan.
Ref: 2000 NFPA 101 Section 18.7.2.2(6)
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
58=D
If there is an automatic sprinkler system, it is K 056
installed in accordance with NFPA 13, Standard 1) The overhang approximately 10”x16”
for the Installation of Sprinkler Systems, to will have a sprinkler installed. The
m‘gﬁg C"T"l;'g'i;‘: t‘;?:ﬁ;ag; fg"rla“rﬁ;;t’t:?nsegf;‘he sprinkler will be installed by an outside
accordance with NFPA 25, Standard for the contractor and monitored my DCC
inspection, Testing, and Maintenance of maintenance or designee. i
Water-Based Fire Protection Systems. Itis fully 2) The two exterior side wall sprinklers
supervised. There is a reliable, adequate water that were missing escutcheon rings will be
supply for the system. Required sprinkler replaced. The escutcheon rings will be
systems are equipped with water flow and tamper replaced by an outside contractor and
swjtches,_ which are electrically connected to the monitored by DCC maintenance or
building fire alarm system.  19.3.5 designee:
3) The escutcheon ring on the side wall
sprinkler under the covered main entrance
will be adjusted. This will be done by an
This STANDARD is not met as evidenced by: outside contractor and monitored by DCC
Based on observation and interview, the facility maintenance or designee.
failed to provide an automatic sprinkler system as Maintenance will add to matrix to do
required. walk through of escutcheon rings on a
o quarterly basis and bring to QA that
Findings include: , quarter, to ensure the problem doesn’t
On July 7, 2011 at 12:15 pm during the survey of oceur again.
the exterior of the building 8/15/11
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535040

{2} MULTIFLE GONSTRUG TION
A BULDING 0 - MATN BULDING 01
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ETREET ADDRYEE, CATY, RTATE, I cODE
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DOUGLAS, WY 82633

B 002/002
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SUMMARY ETATEMINT OF DEFIGIENCIAS
(EACH DEFICIENGY MUET RE PRECEDED BY FULL
REGULATORY OR LGC INENTIFYING INFORMATIGN)

iy

Pt el e

¥ 056

K 0&2
59=D

Continued From page 7

The maintenance manager and the administraior
acknowladged the finding when thw deficlency
WAE ldenﬂneti

Fallure to install prinkiars ng per NFPA 13
tnoraases the riek of death or Injury due to fire,

The deficlency Is igcisted In the number of heads '

affected relative to the number of heads In the
systam.

Ref: 2000 NFPA 101 Section 18.3.6.1, 8.7.1.1;
10908 NEPA 13 5-13.8.1 (exterior roof)

Ref: 2000 NFPA 101 Saction 18.3.6.1, 8.7.1.1;
19689 NFPA 13 3-2.7.2 (escuttheon)

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
nuously maintained in rellable operafing

condition and are Inspected and tested

25pm1nd9 ;cﬁaﬂy.- 16.7.6, 46.12, NFPA 13, NFPA

This STANDARD e not met as evidenced by:
Baaad on records review and Interview, the
t‘auillfy falled to tawst the sprinider system as
required

Findings include:

1 On July 7, 2011 at 3:00pm the fuollity cauld not

produce the semiannua! vaive tamper ewitch
testing or the quartery water flow alarm testing
for 2011,

K 058

K052

062
e semiannugl valve tamper will be

DCC Maintenance or
esignee will ensure that the main
test will be done on a quarterly
is and brought to QA on a quarterly
asis.

8/81/11

Try e

—

T
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BTATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION INENTIFLCATION NUMBER,

(X1} PROVIDERBUPFLIERGLIA {42) MULTIPLE CONSTRUCTION
ABULDING (1 - WA BUILDING 1

535040 B, W@ vzRTIERNT )

DOUGLAS CARE CENTER LLC

HAME QF PAOVIDER OH SUPPLIH HTHEET ADDRESS, CTTY, GTATE, ZF COOE ° ,
1105 BIRCH SYREET SR B
BOUGLAE, WY 82633 I (G0

r m S,
qpp
Il‘“"
DATESURVEY » of. >
qunmen " -
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TIVE ACTION SHOULD BE

PRIVIGES PLAN OF CORRESTION oo 1. b
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The maintenance manager and the administrator
acknowledged the finding when the defickency
was identified,

Failure tp test sprinkders as required increases
fhe risk of death or injury due to fire. .

The deficlncy 2 of4 quarters of testing in the st
year.

Ref: 2000 NFPA 101 Saction 18.3.5.1,8,7.5,
NFPA 25 Tabla 2-1

58=0
| Emetrical wiring and aquipment Is in sccordanca
with NFPA 70, Nafional Electrical Code. 8.1.2

, This STANDARD ig not met as evidencad by
Based oh observation end Intarview, the {aclity
failed to provide elecirical wiring in accordancs

with NFPA 70, National Eleotric Code
Findings Include:

On July 7, 2011 at 12:30, and elactrical bax in the
calling of the janltors closet in the & wing was
found miesing s cover.

The melntenance manager and the admiplstratnr
acknowladged the finding when the deficisncy
wink ldentified.

Failure to raaintain electrical syatems as required
increases the risk of duath or injury due to fire.

K 082 | Continved From page B K 082

K 147 | NFPA 101 LIFE SAFETY GODE STANDARD K147

K 147
The electrical box cover in the ceiling
of the janitor’s closet in the C wing |

was replaced. It was replaced by DCC
maintenance and will be monitored by '

maintenance or designee to ensure the
problem does not oceur again.
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. - ' PRINTED: 07/13/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ' COMPLETED
A BUILDING @1 - MAIN BUILDING 01
- B. WING __
535040 07/07/2011
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
' 1108 BIRCH STREET
DOUGLAS CARE CENTER LLC )
DOUGLAS, WY 82633
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | = (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
. DEFICIENCY)
K 147 | Continued From page ¢ K147
The deficiency affected 1 of 5 smoke

compartments.

Ref: 2000 NFPA 101 Section 18.5.1.1, 9.1.2;
1999 NFPA 70 Article 370-28(c) _

K 154 | NFPA 101 LIFE SAFETY CODE STANDARD K 154
SS=F
Where a required automatic sprinkler system is
out of service for more than 4 hours in a 24-hour
period, the authority having jurisdiction is notified,
and the building is evacuated or an approved fire
watch system is provided for all parties left
unprotected by the shutdown until the sprinkler .
system has been returned to service. 9.7.6.1 1K 154

A policy will be produced concerning
when the sprinkler system is out of
service for more than 4 hours in a 24
hour period the AHJ was notified, the

This STANDARD is not met as evidenced by: building was evacuated or a fire watch

Based on record review and interview, the facility

failed to have a policy for when the sprinkler has to be provided '];hls will be 'done

system was out of service for more than 4 hours by DCC NHA or designee and will be

in a 24 hour period where the AHJ was notified, monitored on an annual basis.

the building was evacuated or a fire watch was '

pl’O\lidEd. 8/15/11

Findings include;

On July 7, 2011 at 3:00pm, the staff could not
produce a policy for a sprinkler system outage
lasting more than 4 hours.

The maintenance manager and the administrator
acknowledged the finding when the deficiency
was identified.

Failure to provide a policy for sprinkler system
cutages increases the risk of death or injury due

FORM GMS-2587(02-99) Previous Versions Obsolete Event 10: 9GWwW21 Facility ID: WY0016 If continuation sheet Page 10 of 12




'DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 07/13/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING 01
B. WING
535040 07/07/2011

NAME OF PROVIDER OR SUPPLIER

DOUGLAS CARE CENTER LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1108 BIRCH STREET

DOUGLAS, WY 82633

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR 1.SC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K 154

‘K165
S8=F

Continued From page 10
to fire.

The deficiency affected 5 of 5 smoke
compartments,

Ref. 2000 NFPA 101 Section 18.3.5.1, 9.7.6.1
NFPA 101 LIFE SAFETY CODE STANDARD

Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour period,
the authority having jurisdiction is notified, and the
building is evacuated or an approved fire watch is
provided for all parties left unprotected by the
shutdown until-the fire alarm system has been
returned to service. 9.6.1.8

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to have a policy for when the fire alarm
system was out of service for more than 4 hours
in a 24 hour period where the AHJ was notified,
the building was evacuated or a fire watch was
provided.

Findings include;
On July 7, 2011 at 3:00pm, the staff could not
produce a policy for a fire alarm system outage.

The maintenance manager and the administrator
acknowledged the finding when the deficiency
was identified.

Failure to have a policy for fire alarm outages
increases the risk of death or injury due to fire.

K 154

K 155

K 155

A policy will be produced concerning
when the fire alarm system is out of
service for more than 4 hours in a 24
hour period the AHJ was notified, the
building was evacuated or a fire watch
has to be provided this will be done by
DCC NHA or designee and will be
monitored on an annual basis.

8/15/11

FORM CMS-2567(02-99) Previous Versions Obsolete

Event D: 9GWW21

Facil

ity ID: WY0016

If continuation sheet Page 11 of 12




_DEPARTMENT OF HEALTH AND HUMAN SERVICES
- _CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/13/2011
FORM APPROVED -
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING (1 - MAIN BUILDING 01
B. WING
535040 ‘ 07/07/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1108 BIRCH STREET
DOUGIAS CARE CENTER LLC
DOUGLAS, WY 82633
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 155 | Continued From page 11 K 1558
The deficiency affected 5 of 5 smoke
compartments.
Ref, 2000 NFPA 101 Section 18.18.3.4.1, 9.6.1.8
FORM CMS-2567(02-89) Previous Versions Obsolete Event 1D: 9GWW21 Facility ID: WYDMG

If continuation sheet Page 12 of 12




Karpowicz, Wendy A. (CMS/WC)

From: Sun, Kenneth T. (CMS/CQISCQ) '
Sent: . Thursday, August 11, 2011 4.27 PM

To: Karpowicz, Wendy A. (CMS/WC)

Subject: FW:. A fax has arrived from remote ID '3073581891",

Attachments: ABO01742.PDF

Recommend acceptance with the exception of page of 8 of 12 that was corrected in the previous
email.

CDR Kenneth Sun, P.E.
U.S. Department of Health and Human Services Centers for Medicaid and Medicare Services 1600
Broadway, Denver, Colorado 80202

N \ E;‘\

e )

Direct: 303.844.7073 Fax: 443-380-5467

————— Original Message----- ' cxﬁvqpk/
From: CMS RightFax@cms.gov [mailto:CMS RightFax@cms.gov]

Sent: Thursday, August 11, 2011 8:36 AM

To: Sun, Kenneth T. {CMS/CQISCO)
Subject: A fax has arrived from remote ID '3@73581891'.

A fax has arrived from remote ID '3073581891'.
8/11/2911 10:30:35 AM Transmission Record
Received from remote ID: 3073581891
Inbound user ID S5CS, routing code 5467
Result: (@/352;0/8) Successful Send
Page record: 1 - 13
Elapsed time: ©4:39 on channel 13
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KarEOWiczs wend! A. SCMSIWC) . —— S S A

From: Sun, Kenneth T. (CMS/CQISCO)

Sent: _ Thursday, August 11, 2011 4:24 PM

To: Karpowicz, Wendy A. (CMS/WC)

Subject: FW: A fax has arrived from remote |1D '3073581891".
Attachments: ABO01793.PDF

>
e

Recommend acceptance of this page of the POC. ts:?y

CDR Kenneth Sun, P.E.

U.S. Department of Health and Human Services Centers for Medicaid and Medicare Services 1600
Broadway, Denver, Colorado 86202

Direct: 303.844.7073 Fax: 443-380-5467

----- Original Message-----

From: CMS_RightFax@cms.gov [mailto:CMS RightFax@cms.gov]
Sent: Thursday, August 11, 2011 3:43 PM

To: Sun, Kenneth T. (CMS/CQISCO)

Subject: A fax has arrived from remote ID '3073581891'.

A fax has arrived from remote ID '3073581891'.
8/11/2011 5:42:14 PM Transmission Record
' Received from remote ID: 3673581891
Inbound user ID S5CS, routing code 5467
Result: (@/352;0/0) Successful Send
Page record: 1 - 2 '
Elapsed time: @0:46 on chahnel 26



