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K 000 | INITIAL COMMENTS K 000

Requirements for Long Term Care Facilities
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
afety Gode, Existing Health Cars, of the

e e PO R O A S S oG Ia O

The facility was a fully sprinkled two story building
of Type |l {111) construction built in 1991. The
building was equipped with & supervised
automatic wat sprinkler systeim and eddressable
fire alarm system. The facility has a capacity of 85
cetlified Medicare and Medicaid beds with a
census of 82.

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).

Tag K-017 can be obviated by the Fire Safety and
Evaluation System (FSES). If the facility agrees
to the conditions of the FSES write an "F" in the
Provider's Plan of Correction Completion Date
columns. If the facility intends to correct the
deficiency fill in the Provider's Plan of Correction
column with the appropriate information and
dates.

K017 | NFPA 101 LIFE SAFETY CODE STANDARD K017

85oF K017

[11 wekd
Corvidors are separated from use areas by walls ¥

constructad with at least % hour fire resistance
vating. In sprinklered buildings, partitions are only
required-to resist the passage of smoke. In
hon-sprinklered buildings, walls properly extend
above the ceiling. (Corridor walls may terminate
at the underside of ceilings where spegcifically
permitted by Code. Charting and clerical stations,
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Any deflelency statem ﬁ ending with an asterlsk (*) denotes a deflciency which tha Instltution ma/y be excused from corrscting providing it s determined that
ather safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, theafineinms.sie

following the date of survey whether or not a plan of correction Is pravidad. For nuraing hemes, the ab i
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Continued From page 1

waliting areas, dining rooms, and activity spaces
may be apen to the corridor under certaln
conditions specified in the Code. Gift shops may
be separated from corridors by non-fire rated
wallls if the gift shop is fully sprinklered.)

19.3.6.1, 19.3.6.2.1, 19.3.8,5

K017

This STANDARD s not met as evidenced by:
Based on observation and staff interview the
facility failed ta ehsure corridor walls wera
continuous frem the floor to the roof in 6 of 6
smoke compartments. The findings were:

1. Observation on 12/14/10 betwean 9:30 AM and
12:30 PM revealed the first and second floor
corridor walls terminated above the lay-in ceiling
tiles. The open space above the corridors and
resident rooms were used as an air plenum for
the ventilation system,

2, Interview with the maintenance director on
12/14/10 at 9:30 AM confirmed the ventilation
system was not ducted and the open plenum was
used for the transfer of air,

This deficiency can be obviated by the Fire Safety
and Evaluation System (FSES). If the facllity
agrees ta the conditions of the FSES write an "E"
inthe Provider's Plan of Correction and
Completion Date columns. If the facllity intends to
correct the deficiency fill in the Providet's Plan of
Correction column with the appropriate
information and dates,
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K 027 | NFPA 101 LIFE SAFETY CODE STANRARD KO27|  xop7
SS<E . . 01/2p/11
Door openings in smoke barriers have at least a ) . . .
20-minute fire protection rating or are at least A)Fire and smoke resistant barriers wiill
1%-inch thick solid bonded wood core. Non-rated be maintained for the safety of residents
protective plates that do not exceed 48 inches and staff,
from the bottom of the door are permitted. B)A door astragal will be added to clgse
iHorizontal sliding doors comply with 7.2.1.14, AN RN
Doors are self-closing or automatic closing in D T T
accordance with 19.2.2.2.6. Swinging doors are C)A visual inspection will be conducted
nof required to swing with egress and positive monthly and documented on the
fatching is not required.  19.3.7.5, 19.3.7.8, Preventative Maintenance checklist.
10.3.7.7 D)This checklist will be monitored for
completion by the Facility Services
Director.
This STANDARD is not met as evidenced by: E)The results of these checklit.;ts will pe
Based on observation and staff interview the reported quarterly to the Quality
facility failed fo ensure the double smoke barrier Committee,
doors hetween 2 of § smoke compartments were
smoke resistant. The findings were;
Observation of the smoke barrier doors on
124142010 at 1:49 PM showed the double doors
leading to the 7/8 pod had a gap greater than
1/8th inch wide. The gap was 1/4th inch between
the doors. At the time of observation the
maintenance technician reported he was aware of
the spacing requirement, He further repartad the
doors were inspectad on a monthly basis, he
could not explain why the door had not haen
naticed and modified.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029 K029
8=k _ ' _ 01/28/11
One hour fire rated construction (with % hour A)To insure the safety of the resident
fire-rated doors) or an appraved automatic fire d staff h d terials willnofl b
extinguishing system in accordance with 8.4.1 and stail, hazardous materials wilinot be
andfor 18.3.5.4 protects hazardous areas. When stored in unapproved areas.
the approved automatic fire extingulshing system B)All hazardous ttems will be removed
option is used, the areas are separated from from the dining room.

If continuation sheat Page 3 of 7
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other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-appllied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1

Y
and documented on the Preventative

Maintenance checklist.
D)This checklist will be monitored for
completion by the Facilities Services
Director.
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K029 Gontinued From page 3 K028\ storage areas will be conducted monthl

1
eSS o

K 046
55=F

This STANDARD is not met as evidenced by:
Based on observation and staff interview the
facility falled to ensure hazardous areas were
separated from use areas in 1 of 8 smoke
compartments, The findings were:

Observation of the pod 7 dining room on 12/14/10
at 1:10 PM showed five mattresses and 4 racks
of clothes were being stored in the room. At the
time of observation the maintenance technician
reported the walls did not extend to the floor
above. Furthermore, he reported that he was
aware the amount of combustible items exceeded
the volurne allowed without complete separation.
NFEA 101 LIFE SAFETY CODE STANDARD

Emergency lighting of at least 1% hour durafion is
providad in accordance with 7.9, 19.2.9.1.

This STANDARD s not met as avidenced by;
Based on record review and staff interview the
facility failed to ensure 1 of 2 emergency battery
light tests was performed. The findings were:

Review of the emsrgency battery lght test
showed the annual 80-minute test was last done
on 8f20/2009. On 12/14/10 at 9;30 AM the
maintenance techniclan reported he was aware of

reported at quarterly Quality Committee
meetings.

Kk oag| K046

A)Electrical Equipment will be
maintained according to NFPA 70, to
insure the safety of residents and staff.
B)The 90 minute battery light test will be
completed.
C)The 90 minutes emergency light tests
will be added to the yearly Preventative
Maintenance checklist.

D)The Preventative Maintenance
checklist will be monitored for
completion by the Facilities Services
Director.

01/2

8/11
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K 046 | Contfinued From page 4 K046| E)The results of these checklists will be
the annual requirement and could not explain why reported to the Quarterly Quality
the test had been missed. Committee meetings.
K062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
5= — K062
Required automatic sprinkler systems are 01/28/1
continuously maintained in reliable operafin . . .
condition agd are Inspected and testgd g A)The automatlc.sprmkler system w1l.l _be
5. . " for the safety of Residents and Staff.
B)The sprinkler heads in the kitchen willt
be lowered so the ventilation diffusers
‘ C ] T will not.obstruct sprinKIer operation. .
This STANDARD s 1ot iet as evidenced by: T Dopobstruct Sprincer oporation. |
Based on observation and staff interview the 1¢ Sp: laced
facility failed to ensure sprinklers were will be replaced. .
unobstructed and free from foreign material in 2 C)A visual inspection of the sprinkler
of 6 smoke compartments, The findings were: system will be conducted quarterly and
' documented on the Preventative
1. Observation of the sprinkler system on Maintenance checklist.
12/14110 at 9:37 AM showed 4 sprinkler heads In D)The Preventative Maintenance
the kitchen were obstructed by ventilation . . .
diffusers, the heads were located less than 12 Checklist ‘f‘l'fll be re\.rzewg! fm; completipn
inches away from the diffusers and were & Inches by the Facility Services Director.
above the bottom of diffusers. At the time of E)Results of the Preventative
ohservation the maintenance technician reported Maintenance checklist will be reported at
he was aware of the spacing requirement. quarterly Quality Committee meetings.
Furthermore, he reported the system was
inspected quarterly by an outskie contractor and
the tast inspection oh 11/11/2010 did naot indicate
any heads were obstructed.
2. Observation of the sprinkler systern on
12/14/2010 at 10:40 AM showed one of three
sprinkler heads in resident room #223 had sheet
rock texture on the fusible link. At the time of
observation the maintenance technician was
aware painted or damaged heads were fo be
replaced.
K064 | NFPA 101 LIFE SAFETY CODE STANDARD K 064
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K 064 | Continued From page 5 K 064 01/05/11
S5=E ' ' .
. . A)Portable fire extinguishers will be
Partable fire extinguishers are provided in all s .
health care oceupancies in accordance with maintained ac_:cordmg to NFPA 10 for) the
9.7.41, 19.3.5.8, NFPA 10 safety of Residents and Staff.
B)The portable fire extinguishers located
in the east and west dining rooms will be
C)These portable fire extinguishers will
This STANDARD is not met as evidenced by: be added to the monthly Preventative
Based on cbservation and staff interview the Mainterance checklist.
.. | facllity failed to ansure portable fite extinguishers . | . . D)The Preventative-Maintenance .
- -were-inspected-on-a-menthly-basis-in-2-of 6—— | — |-~ chiecklist-will be honitored for
smoke compartments, The findings were; completion by the Facilities Services
. , . Director.
?gii?;%ﬂggtgfeg? geggfpﬁ ;I:“]z ﬁﬁtlﬁﬁl E’,? f&i’egn E).The Preventative Maintenance checr klist
the "K" type extinguisher in the first floor East and will be reported at the quarterly Quah’ty
West dining rooms had not received the requlred Cominittee meetings.
monthly inspections during November 2010, At
8:41 AM the maintenance technician reported he
was aware of the testing requirement. He further
reported the extinguishers wera newly installed in
October 2010, and the new testing log had not
been used since their installation.
K 141} NFPA 101 LIFE SAFETY CODE STANDARD K141
88=E K141
Non-smoking and no smoking signs in areas 01/28/11
where oxygen s used or sored are in acoordance AYFor the safety of our Residents, Nofth
Big Horn Hospital and New Horizong
Care Center have been designated as
non-smoking campus.
This STANDARD s not met as evidenced by: B)In accordance with NFPA 99 the
Basaed on observation and staft interview the Oxygen in Use Policy will be revised to
facility failed to ensure "NO SMOKING" signs —
were posted where oxygen was Inuse in 2 of 6 state that ﬂfe Hospital and Care C'e nter are
smoke compartments. The findings were: Non-Smoking campuses. All main
entrances will be signed Non-Smoking

FORM CMS-2667{02-09) Pravious Versions Obsolets

Event ID; PPHW21

Frclllty iD: WY0019

If continuation sheet Page 4 of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/03/2011

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIDC SERVICES OMB ND, 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING 01 - NEW HORIZONS CARE Cl
B. WING
535030 12/14/2010
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE, ZIP CODE i -
1111 LANE 12
NEW HORIZONS GARE GENTER \ /
LOVELL, WY 82431 15
(X4) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX (EAGH 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
DEFICIENCY)
Campus, amd No Smoking Oxygemin
K 141{ Continued From page 6 K144 ’

Observation of resident rooms on 12/14/10
between 9:30 AM and 1:30 PM showed resident
rooms #227, #202 and #3386 had oxygen
concentrators in use and corridor doors were hot
posted with "no smoking" signs, At 9:52 AM the
maintenance technrcran reported he was aware

Use.
C)The main entrance signage inspectipn
will be added to the Preventaiive
Maintenance semi-annual checklist.
D)The Preventative Maintenance

checkhst w1]1 be rev1ewed for compler ion

mgnage. Furthermore he reported the postlng of
such signage was the responsibility of the nursing
staff,

E)The Preventatlve Mamtenance chegklist
will be reviewed at the quarterly Qualjty
Committee meeting.
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