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i Requirements for Loy ‘Term Care Fadllifes
. Saction 42 CFR 483.70 () except as otherwise
provided In this section, the faclity must meet the
wpplicabla pravisions of tha 2000 edition of the
Life Safuty Code, Exliating Heslth Care, of the
National Elre Protection Association (NFPA}
The faclity was a fully aprinkled single story
bullding of Typa V (111) conetruction built in
1978. The bullding was squipped with & K011
auwﬁtﬁ nmar:uﬁa :’&t nmmr ag;t%m with
an anti-freaze toop and an addraasablo fire alam 3
Bystom. The facikty had a capacty 0f60 cartfiad 1, The telephomfw aable‘pm_etmtmn
Medicare and Medicaid bads. of the fire barrier wall in the .
K011 | NEPA 101 LIFE SAFETY GODE STANDARD Kot therapy office has been sealed.  |4/o /i
S 5/7/‘ / »

If the buliding has & common wall with &
noncanforming bultding, the comman wall s % fre
barrier having at least @ twa-hour fire resletance
rating constructed of rnaterials & required for the
addition. Communicating openings occur only i
comidore and are protectad by approved
salf-olosing fire doors, 19.1.1.4.1, 19.1.1.4.2

This STANDARD la not met 28 evidanced by,
Baged on obssrvation and staff intorview the
faclity failed to ensure 1 of 1 fire barrer wall was
fire rated. The findings ware:

Ohsarvatiom of tha fire bamer wall on 4/20/10 at
#:20 AM showetd the fire barrer was not
contiiuous from floor to calling, The barrier wall in
the therapy office had an unaealed talophone
cahle penetration. The hole was 1-inch wide. At

st the maintenance divector
rk Rt e s

 have been sealed.

2. All fire baitier walls have been
inspected by the maintenance gtaff
to assure that wall penetrations

3, The maintenance steff will
conduct random, monthly
inspection and inspect afier
contract labor or repairmen have
completed their work to agsure
that penetration in the fire barrier
have been sealed.

4, The results of random monthly
audits and post workman
inspections will be reviewed by
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150 CARING WAY
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ey Ip SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION Xg)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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K000 ! INITIAL COMMENTS K000

Requlrements for Lohg Term Care Facllities
Section 42 CFR 483.70 (a) except as otherwise
provided in this section, the facllity must mest the
applicable provislons of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association (NFPA).

The facility was a fully sprinkled single story
building of Type V {111) construction built in
1976. The building was equipped with a Ko11
supetvised automatic wet sprinkler system with
an anti-freeze loop and an addressable fire alarm
X had ity of . .
iﬂy:dt?cmareT::dfﬁfgL?cai% b‘;ﬁ?a" 'y of 60 certified of the fire barrier wall in the
K 011 | NFPA 101 LIFE SAFETY CODE STANDARD Kot1| therapy office has been sealed. b/m; ﬁo
88=E

1. The telephone cable penetration

If the bullding has a common wall with a

nonconforming building, the common wall is & fire 2. All fire barrier walls have been

barrier having at least a two-hour fire resistance inspected by the maintenan'ce staff
rating constructed of materials as required for the to assure that wall penetrations
addition. Communicating openings occur only in have been sealed.

cotridors and are protected by approved
self-closing fire doors. 19.1.1.4.1, 19.1.1.4.2 . .
3. The maintenance staff will

conduct random, monthly
inspection and inspect after

This STANDARD Is not met as evidenced by: contract labor or repairmen have
Based on observation and staff Interview the completed their work to assure
facility failed to ensure 1 of 1 fire barrer wall was that penetration in the fire barrier

fire rated. The findings were: have been sealed

Observation of the fire barrler wall on 4/2010 at
8:20 AM showed the fire barrler was not 4. The results of random monthly
continuous from floor to ceiling. The barrier wall in :

the therapy office had an unsealed telsphone fwdlts a;nd pog.t workm‘a n

cable penetration. The hole was 1-inch wide. At inspections will be reviewed by
tha time of observgtion the maintehance director

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER ?)E?EHENZNE'S Le[ URE TTLE (X8) DATE
- e ——y .
\/9 , e S , 3~ -ZO10

Any deflclency statement ending with an asterisk (% denotes a deficiency wﬁfch the instifutlon may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patfents. (See instructions,) Extept for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not & plan of correction is providad. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facllity. If deficiencies ara clted, an approved plan of corrsction Is requisite to continued
program participation, SRR
zal = f
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) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION  * X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K011 | Continued From page 1 K011 . )
reportad he was aware of the requirement. He the Quality Assurance Committee
further reported that the wall was 1nspe|ctad for continued compliance and
annualy and affer any work was completed in the : ; : :
area. He could not explain why the telephone line dlregt(fhrther corrective action as
had not been sealed after installation. neede
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025
S3=E
Smolke barriers are constructad to provide at
least a one half hour fire resistance rating in K025 *(‘/ wflo-
accordance with 8.3. Smoke bartlers may L
terminate at an strium wall. Windows are 1. The cable penetration in the smoke '97% [®
protected by fire-rated glazing or by wired glass barrier wall above the ceiling line has
panels and steel frames. A minimum of two been sealed.
separaie compartments are provided on each
floor. Dampers are not required in dust " .
penetrations of smoke barrlers in fully ducted 2 Al smo%ce partition walls will be
heating, ventilating, and air conditioning systems. inspected to assure that scals of wall
19.3.7.3, 198.3.7.5, 19.1.6.3, 19.1.6.4 penetrations remain intact. Ary found
not intact will be sealed.
3. The maintenance staff will conduct
This STANDARD is not met as svidenced by: random, monthly inspection and
Based on observation and staff interview the inspect after workman or repairmen
facility failed to ensure 1 of 2 smoke barriers were have completed their work to assure
smoke resistant. The findings were: penetrations in the smoke barrier
Observation of the wast smoke barrier on 4/20/10 have been scaled.
at 10:42 AM showed the wall was not smoke 4 Th lts of rand th
resistant. The wall had two unsealed cable -+ The results of random monthly and
penetrations above the celling tile. The largest post workman inspections will be
hole was 1-inch wide. At the tirme of observation reviewed by the Quality Assurance
the maintenance direcior reported he was aware Committee for continued compliance
smoeke barriers were required to be continuous irect furth : :
from floor to ceiling. He further reported the and ddléect eF cortective action as
barrier walls were inspected semi-annually and neeaec.
after project were completed in the area. He
could not explain why the holes had not been
fillesd.
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FORM APPROVED
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535034 04/20/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 52 —
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LANDER, WY 82520 <72 o

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION E)
BREFIX (EACH DEF|CIENCY 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
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K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
$5=D %/
Required automatic sprinkler systems are K062 o
continuously malntained in raliable operating -;ﬁ /rv
condition and are inspected and fested 1. The sprinkler head i id
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA - 1he sprinkler head in resident
25,9.7.5 room #220 will be lowered so that it
is unobstructed by the light fixture.
2, All sprinkler h ill by
This STANDARD is not met as evidenced by: insne cfgdngrswﬁevr: is 1?0
Based on observation and staff Interview the poctel o
facility falled to ensure sprinklers wers obstruction from light fixtures. Any
unobstructed In 1 of 3 smoke compartments. The found obstructed will be lowered.
findings were:
. 3. Sprinkled heads are inspected as a
Observation on 4/20/10 at 9:21 AM showed one pat of the preventive maintenance
sprinkier head in resident room #220 was d . cted b
obstructed by a ceiling-mounted light. The light program and are mspecied by a
was Installed 12 Inches away and 8 inches below licensed outside contractor annuaily.
the bottom of the sprinkler. At the time of
observation the maintenance director reported he 4. The results of preventive
sprndars nal 6 be nstalled a i of 36 maintenance audit and annu
inches away, He also reported that the sprinkler 1nspect;3nbs btylrlcont ali rzsmll be
system was inspected annually to ensure the reviewed by the Quality Assurance
heads were not obstructed or damaged, by an Committes for recommendation and
outside contractor. continned compliance.
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
§5=D
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Gode. 9.1.2 K147 1494- o—
1. The extension cord in resident
This STANDARD Is not met as evidenced by: room 117 has been removed. #7‘/ o
Based on observation and staff interview the
facility falled to ensure temporary electrical wiring 2. All resident rooms will be
did not replace permanent fixed wiring in 1 of 3 :
smoke compartments. The findings were: inspected for the presence of
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(X4} ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
K 147 | Continued From page 3 K 147

Observation of resident room #117 on 4/20/10 at
B:40 AM shawed the televislon set was plugged
into an extension cord, which was, itself, plugged
Into & surge protector. At the time of observation
the maintenance director reported he was aware
chaining electrical adapters was prohibited. He
further reported that the elactrical system was
nspected monthly. He further reported that
electrical adapters were discussed during the
admissions conference with the resident, but
family members sometimes add adapters without
his knowledge.

extension cords. Any found will
be removed.

3. Staff will be inserviced to
observe for the presence of
extension cords and report such
for removal.

Maintenance and Housekeeping
staff will audit each room monthly
for the presence of extension
cords.

Families of new admissions are
instructed that extension cords are
not allowed, Rooms of new
admissions will be inspected for
the family adherence to this rule.

4. Audits will be reviewed by the
Quality Assurance Committee for
continued compliance and direct
further corrective action as needed
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