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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES ONB NG, 0938-0381
STATEMENT OF DEF(DIENCIES {X1) PROVIDERAUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (%3) DATE BUAVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMPLATED
: ‘ A BUILDING D4 - MAIN BULLDING 01
| 895042 B YN 03/2412010
NAME OF PROVIDER OR SUPFLIER STREET ADDRESE, CITY, §TATE, ZIF GOBE
» 60 MAGNOLIA
SHEPI?ERD OF THE VALLEY CARE CENTER GASPER, WY £2604
(X4 1D BUMMARY STATEMENT OF DSFICIENGIES | FROVIDER'S'PLAN OF CORREGTION iy
PREFFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {BACH CURRECTIVE ACTION SHOULD BE COMPLETION
G REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEF|CIENCY)
I 000 | INITIAL COMMENTS | K Q00
Requirements for Long Tenn Care Fadilittes
Section 42 CFR 483,70 () extept as otherwise
providad in this seetlon, the facility must meet the
applicable pravisions of the 2000 edition of the
Life Safely Code, Exisling Health Care, of the
Natlonal Fire Protection Assogiation (NFPA),
The facility was # Tully sprinkled single story
bullding, the west wing it of Type V (000} and the
central wing is of Type V {111) with 2 basement,
they were built in 1958 and 1957 respectively.
The west wing was equlpped With a supervised
alfomatic wet sprinkler system and the central
wing was equipped with & dry sprinkler system,
The building had an addressable firs alarm
system. The facllity had a capasity of 192
oeriified Medicare and Meadicajd beds, 126 beds
were in these two Wings. . K 027
v;gz; NFPA 101 LIFE SAFETY cor?E STANDARD C KozF Door openings in smoke barriers have at
Door openings I smoke barriérs have at least 2 least a 20-minute fire protection. or arc at
zo-minlee ﬂrsa]a protestion rating or are 2t Jeag) loust 1 %-inch thick solid bonded wood
1%-inch lhick solid bonded wood core. Non-ralad coro. Non-rated protective plates that do
protective platas thas do not exceed 43 inches not exceed 48 inches from the bottom of the
from the bottom of the doot are pemitted. _ door are permitted. Horizontal sliding
Horlzontal sliding doors comply with 7.2.1.14, doors compty With 7.2.1.14 Doars are self
. Doars are self-closing or automalic closing in cloging or automatic closing i accordance
accordance with 19.2.2.2 6, Swinging doors are with 19.2.2.2.6 Swinging doors are not.
hak required to swing with egrégss and positive required to swing with egress and posifive
latehing is not required.  19.3.7,6, 19.3.7.8, latching is not required.19.3.7.3, 19.3.7.6,
19.8.7.7 19.3.77.7
: RECEWVED
Wyoming Deptof Healtt
This STANDARD s not met as evidenced by: APR 99 2010
' Baged on observation and staff interview tha
facility failed o ensure smoke! barrier doors ware o of Hesltioare
ﬁnﬁgﬁa resistant in 2 of § smoke gompartments. A.Iﬂceﬂnmsl and Surveys
)]

LABQORATORY'D!

P ORI Out Al s\ede” 27540

| "4 hd L
Any deflchanscy stolaadhtand i) with an Bstarlsk (ZP Henoted o tefleiancy which he Instlutien may bo exeubed ftor corresﬂ'ng giroviding & I= detarmined that
olher safeguards provide sufficient pretection to-the patlants. (See instructions.) Except for nursing hames, the Andings stated above are discloesbla B0 drya
following the date of survey whether of not & plan of comaction i3 provided. For nursing homas, the above findings end plang of goFection are disclosabla 14
days following the clater theye dncuments sre made availabla a the fadlllly. ¥ deficlancies are elted, an approvad plan of cormctlon i requisits 1o continuad

program parleipaiion.
-_;w’.m AT TN, it EZUOT, A szi@%@;, |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID S8ERVICES OME NO. 0845-0381
STATEMENT OF DEFICIENG ES X1 FROVIDEREUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION () gg;rn% fé}IEE\EEY
ANT PLAN OF CORRECTION IDENTIFI?ATIDN NUMBER: A BLILDING 01 - MAIN BUILDING 041
i 535042 B WG 03/24/2010
NAME OF PROVIDER OR BUPPLIER | STRERT ADDRESS, CITY, STATE. ZIF CODE A
| 60 MAGNOLIA
 SHEPHERD OF THE VALLEY CARE cENTjER CASFER, WY 52604 5/% /\'D
UMMARY STATEMENT OF DEFICIENCIES D FROVIDER' PLAN OF GORFECTION (X5)
éﬁ?:j;& (Eﬁ\gH DEFCIENCY Mws‘r BE PREGEDED BY FULL PREFTX (EACH CORBRECTIVE ACTION SHOULD BE cauPLaTIon
TAG REGULATORY OR LEC IDENTIEYING INFCRMATION) TAG oROZS REFERENCED TO THE APPROPRIATE b
. DEFICIENGY)
K 027 | Continued Frorn page 1 = K 027| Ko7

The findings were:
This will be accomyplished by:

1, Obseryation on 3/23/10 at 9:10 AM showed the

eross corridor smoke barrier doors near resident 1. The cross-corridor smoke barrier | 3/23/2010
room #215 were equipped with autormatic: ¢losing doors near regident room 215 will
devices, Furiher review showed cne of the be adjusted so that the doors are
davicas was not able to fully lafoh the door into able to fully latch.
: the frame, with three attarnpte) At the time of : 2. The attlo smoke barrier door near . 3/25/2010
abservation the maintenance director reported all resident room 211 will be
corridor doors were ingpected ‘quarterly. : adjustetd so that the gap between |
| the door and its frame will be less |
2 Observation on 3/23/10 at ;33 PM showed the thant 1/8 of an inch 1
attic smoke barrter door near resident room #211 3, Maintenance staff will be in- 131252010
was not smoke resistant, Whtafn the door was fully serviced to the deficiency.
closed there was a 1/4 inch gap befween the door 4, The Facilities Director or
and |ts frame. The maintenance director designee will conduct smoke
confirmed the door was not sroke resistant at barrier inspeotions quarterly to 3/25/2010
thE': ﬁmE Df OBEQWaﬂon- : engure Pfoper ﬁmﬂtioﬂ-
K 029 { NFPA 107 LIFE SAFETY CODE STANDARD K028 5. The Facilities Director or
SS=E | designes will report inspection
One hour fira rated construction (with % hour results 1o the Quality Agsurance  |3/25/2010
fire-rated doors) or an approved automatic fire team no less than quactetly for a
extinguishing system in accordance with 8.4.1 perind of not less than 6 months.
and/or 19.3.5.4 protects hazajdous areas. When X 029

the approved automatic fire eﬁctinguishing syatam
option is used, the areas are separated from
other spaces by smoke resisiing partitions and
doors. Doors are self-glosingland non-rated of A Mg
field-applied protective plates that do not exceed accordance with 8.4.1. and/or 19.3,5.4

48 inches from the bottom of the door are protects hazardou areas. When the
permitied.  19.3.2.1 approved automatic fire extinguishing

system option is used, the areas are
separated from other spaces by smoke
resistiug partitions and doors, Docrs are to
be se)f closing and non-rated or feld-

One hour fire rated construetion (with %4
hour fire rated doors ) or an approved
antomatic fire extmguishing system in

This STANDARD is ot met éis videnced by; applied protective plates that do not exceed
Based v uhservation and staff Interview the 48 inches from the bottom of the door are
facility failed (o ensure hazardous areas were permitied. 19.3.2.1

separated fron Use areas in 2 of 2 smoke

FORM CME.2687[02-09) Fravioun Yersions Obsalotp Event ID; QAGGH21 Facility (D2 WYODa7 If conlinuation aheat Page 2 of 10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES RORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0381
STATEMENT OF DEFIGIENCIES [£4)] PRDVlD%wsL!PFLIER:ch (%2 MULTIPLE CONSTRUCTION (23 gg;lliz fé-l_?E‘gE‘f
AND PLAN OF CORRECTION IDENTIF ; ATION NUMBER; A, BUILDING 1 - MAIN BUILDING D1
! 5as0d2 B, UING 03/24204D
NAME OF FROVIDER OR SUPPLIER ‘ SYREET ADDRESS, CITY, STATE, ZIP GODRE 3@
SHEPHERD OF THE VALLEY CARE CENTER 80 MAGNGLIA
| CASPER, WY £2804 ‘f/M 2
! SUMMARY STATEMENT DF DEFIO[ENCIES D PROVIDER'S PLAN OF CORRECTION {45}
éﬁ@é& {EAGH DEFICE{ENG‘Y MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE couFiETIoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE ABPROPRIATE DATE
,' DEFICIENCY)
K 029 | Conlinued From page 2 ! K029 ko020
compartments. The findings ware: This will be accorhplished by:
1. Observation an 8/23/10 at 11:50 AM showed 1. The rope will bs removed from
the medical records storeroom| doar was held the medical records storage room. | 3/23/2010
open by a pece of rope. At the time of 2. 'The automatic door closing device
abservation the maintenance diracior reported on the corridor door leading to the
that he was awara that doors ‘qb hezardous areas soiled urility room pear resident
were sypposed o close automatically, He further room miimber 28 will be adjusted | 3/23/2010
reparted hat the medical racords staff had been so that the door fully latches into
trained regarding this issue, the frame.
i f 3, All staff will be in serviced {o the
2. Observation on 3/23/10 at 1141 PM showed the deficiency. 3/30/2010
corridar door to the soiled u_ﬁl:;y ToOI) Near 4. The Facilities Director or designse
resident room #28 was eqiippid with an : will condnot quarterly inspections | 3/23/2010
automatic closing device. The closing davice was on all doots leading to hazardous
not able to fully latch the doer into e frame, with areas to ensure that they are not
three atempts, impeded from properly olosing,

K 058 NFPA 101 LIFE SAFETY GODE STANDARD KQag 5. The Failities Director or designge

S57E will report inspection results to the  3/23/2010
Quality Assurance team no losy
than quarterly for a period of not

Exit accass is aranged so that exits are readily
acoassible at all Ymes in accordance with section

71 182 less than 6 months. i
K038
. Exir aocess s arrdmped so that all exits are
This STANDARD is not met 4s evidenced by: readily accessible at all times in acoordance
Based on obsefvation and staff interview the with section 7.1, 19.2.1
facility falied to ensura delaysti egress locks were . ' _
posted with operating instructions in 1 of @ smoke This will be accomplished by:

compartments. Th findings were:
partm ding 1. A sigu sraring “Push Unti] Alarm

Qbservation on 3/23/10 at 10342 AM showed the Sounds ]Eg)on.r CanBe Cpened In30 |4/13/2010
exit door in the Skartnud dining room was Secands‘ with 1 inch letters on a
equipped With a delayed egress look. The door contrasting b?.ckgroynd will be

 did not have & signage that provided instructions placed on exit door in the Skatrud

i for exiling the bullding. At theltime of ohservation dining room.

the maintenance director repored he was aware
|

FORM CMS-2487(02-09) Pravious Verslons Dosolole Evant [T QCCH2Y | Facllty Y02 Wy 0027 It pontnuation shest Paga 3 of 1D
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF GQRRECTION I'DENTIEFCAT'IONPNUMB%A: A MULTIPLE GONSTRUGTION " gg&%ﬁ#’l@éw
, A BUILDING 01 - MAIN BUILDING 01 )
i B, WING
| 535042 03/24/2011)
NAME OF FROVIDER OR SUPPUIER ‘ STREET ADDRESS, CITY. STATE, ZIP GODE 1
SHEPHERD OF THE VALLEY CARE CENTER 50 MAGNOLIA
; CASPER, WY 2504 W45

{%4) I SUMMARY STATEMENT QF DEFIDIENCIES In PROVIDER'S FLAN OF CORREGTION [
PREF EAGH DEFICIENGY MUST R Y :
| emeneiwetermemety, | | Eicomseaciovalbhe | cotion
y | DEFIZIENGY}
K 028! Continued From page 3 K 0ag| K 038
of the sign requirement, did n{:t know why the 2, The Pacilities Director or designee 3/25/2010
door did not have a sign. will conduct monthly inspections
K 062 | NFFA 101 LIFE SAFETY CODE STANDARD K 052 on all defayed egress doors to
58=D ' ensure that the proper signage is
Afire alarm syetam required for life safety is provided.
installed, tested, and maintaingd in aceordance 3. The Facilities manager or designee  [3/25/2010
with NFPA 70 National Electrizal Code and NFPA will report inspection results to the
72. The system has an approved maintahance Quality Assurance team no loss
and teeting program complying with applicabla than quarterly for a period of not
requirerments of NFFA 70 and 72.  9.6.1.4 less than 6 months.
K 052
A fire alarm system required by life safety
ig installed, tested and maintained in
accordance with NFPA 70 Natonal Elestric
Code and NFPA 72. The system has an
approved maintenance and esting
This STANDARD 15 not met s evidenced by: oG i Pyl Turements of
Based on record revlew and Ei%aﬁ ifiterview the This will be accom, 'liéhiad by:
facility failed to ensure 1 of 7 fire alarm system : pushec Ty:
;C;z;;?onehm were complétely tested. The findings 1. The fire alarm will be activated
. monthly in accordance with NFPA
Review of the fire alarm systein testing records 70 amd 72. s 37252000
documented that the systgm wWas not gctivated 2. Mainrenanco staff will be in-
duting the month of May 2008] On 3/22/10 at 5:30 serviced to the doficiency.
FM a mamber of the maintenance staff reported 3. The Facilities Director or desinee | 3/25/2010
that he was aware of the requirement and thought will conduet monthly record
the fire drills covered the monthly activation. He reyiews to ensure that all 3/25/2010
furthar confirmed the system had not been maintenance and testing is done
| activated l2sl May after calling the central and has been properly documented.
mighitoring service, : 4. The faeilities Director will repott
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 the results of the record review to
88=F . the Quility Assuranee wam noless | 3/25/2010
If there ie am automatic sprinklfar system, it is than quarterly for a period not less
installed in acoordance with NFPA 13, Standard than 6 months.
‘ for the Installation of Sprinkler Systems, t5

FORM CME-2867(07-909) Previous Verslons Obsclate
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SE%TEL]\;ENTPOS DEF[%IFIE_%GIES = 1) PRDV}I:.‘IERIELIT;‘FHEFJUL};A (%) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
Al N O ORR 1ON IDENT|FIGATION NLHMVBER: NP
. R . ARULDING 01 - MAIN BUILEING 01 COMPLETED
535042 B, WING 03/24/2010

NAME OF PROVIDER QR SUPPLIER
SHEPHERD OF THE VALLEY CARE CENTER

STREET ADDRESS, CITY, STATE. ZIF CODE
i MAGNOLIA

CASPER, WY 82604

ol

- 2. Observation on 3/25/10 at 10:12 AM showed

provide complete coverage for all portions of the
building. The system is propérly maintained in
accordance with NFPA 25, Standapd for the
inspeclion, Testing, and Maintenance of
Water-Baged Fire Protection Systems. tis fully
supervised, There [s a raliable, adequate water
supply for the systern. Required sprinkler
systems are equipped with witter flow and tamper
switchas, which are electrically conriected to the
building fire alarm systern,  119.3.5

Thiz STANDARD is not met ;'.:\5 avidenced by:
Based on observation and staff inferview the
facility failed to ensura 2 of  smoke
compartments had complate sprinkler coverage.
The findings wera: .
1, Observation on 3/23/10 at 10:04 AM showed
the sprinkler in the alcave near the minimum date
a6t coordinators’ office was 13 fect from the side
wall, Atthe time of observation the maintenance
director reported he was aware of the spacing
requirement, He further reporiad that 2 sprinkler
contractor conducted the annual inspection, and
this area hvad not been notedion the last report,

the sprinkler in the closet of rasident room #204
was located less than 1 inch from the wall, At the
time of observation the maintinance director
reported this sprinkler had Just been replaced by
the sprinkier contraetor during a system upgrade.
He: oould not explain why the'sontractor installed
a sprinkler within 4-inches ofthe wall,

3, Observalion on 3/23/10 at10:57 AM showed
|

i
(%a) I BUMMARY STATEMENT OF DEFICIENGIES [] ] PROV{DER'S PLAN OF CORRECTION / (X&)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRELTIVE AGTION SHOULD BE COMPLETIUN
TAG REGULATORY OF LG IRENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFIGIENGY)
K056 | Continued From page 4 KA56 w g56

1f there is an automatic sprinkler system, it
is installed in accordance with NFPA 13
Standard for the Installation of Sprinkler
| Syatems, to provide complete coverags for
ail potions of the building. The system is
properly maintained in accordance with
NFPA 25 Standard for the Inspection,
Testing and Maintenance of Water-Based
Fire Protection Systems. It is fully
i supervised. There is a reliable, adequate
ywarer supply for the systom. Required
gprinkler aysrems are equipped with water
. flow and tamper switches, which are
electromically connected to the building fire
alarm syerem. 19.3.5

This will be accomplished by;

LA

1. A request for waiver will be
submitted to el QHLS,

2. Plan of approval will be sought an
ohitained for the installation of
additional sprinider heads for area
outside of MD$ office and room
35 with no more than 7 1/2 feet
Trom the side wall and cross
carridors.

3. Facility will request a plap
approval from OHLS engineering
depatriment.

4. Installation of aforementioned
additional sprinkler heads will be
completed.

5. Final inspoction of work performed
will be completed.

1713712010

4/27/2010

W

6/27/2010

7/15/2010

8/27/2010

FORM OMS.2667(02-0%) Pravious Versiona Dbsolote

Even {0, QGCHX
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 01995-0381
ST,BTEMENT OF BEFICIENGIES [t4))] FRU\IIII,'IERFSUZPI.IE:RIGLIA {%2) MULTIPLE QONSTRLICTION (X3} DATE SUR\SE\‘
AND PLAN OF CORRECTION lDENTlrchTlU NUMBER: ABULDNG 01 - AIN BUILDING b1 COMPLETE
, 535042 B, WING 03/24/2010

NAME OF PROVIDER OR SUPBELIER .
SHEPHERD OF THE VALLEY CARE CENTER

STREET ADDRESS, CITY. STATE. ZIF GODE
60 MAGNGLIA

b\/zq

X

; CASPER, WY B2604 1 [%
4D | SUMMARY STATEMENT GF DEFICIENGIES In PROVIDERS FLAN OF CORRECTION ' P
FREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTEYING INFORMATION) TAG cnossasFEREggE]lé To E}E APPROPRIATE UATE
K 056 | Continued From page 6 , K 056 6. The sprinkler head fn the eloset in
tha sprinkler in the corridor near resident mom room 24 will be moved so ﬂ&at it 4152010
#35 was located 11 fact from twe erogs corridor E?@;Tfh“ 4 Inches away fro
doors, Further review showed the double deors ail- , .
closed when the fire alarm system was activated . 7. Maintenance staff will be - 31252010
When the doors were in tha clesed position 2 serviced to the deficiency.
three and & half foot space did nt have sprinkler 8. TI}E Facgg;fz Ea’f_tﬁzriﬁgg:;ﬁ?
caversge, l will con ! :
K D82 ! NFPA 101 LIFE SAFETY CODE STANDARD K 082 ot the fire sprinkler systemto | 3/25/2010
P ; ensure there s proper sprinkler
Required automatic sprinkler systeme are coverage. dest .
continuously maintzined in refiable operating 9. Pacilities Dirsctor or designee wi
condition and are inspected and tested report inspection resulis to the 312512010
periodically, 19.7.6, 4.6.12,NFPA. 13, NFPA Quality Assurance Team no less
o2 6% 5 ! than quarterly for a period of not
' less than 6 months,
This STANDARD s not met 3 evidenced by;
Basged on obgetvation and sts%ff interview the .-
facility failed to engure sprinkiers ware K 062
unobstructed in 2 of 9 smoke lcompartmeants, The Requires autoratic sprinkler system are
findings were; continously maintained in reliable
| operating condition and are inspected and
Observation on 3/23/10 between 9 AM and 2 PM tested periodically. 19.7.6, 4.6.12, NFPA
showed tha sprinkjers in the shower room near 13, NFPA 25, 9.7.5
resident room #222, the central shower room,
and the infant daycare raom v}rere all ebstructed This will be accoraplished by:
by celling-mauntad Tights. The sprinkiers were
Installed within 12 inches of tHe fights and the 1 The sprinkler head in the shower
but_torn of the lights wero belot the level of the room near resident 222, the
sprinkler deflector. At 2:42 PM the maintenance central shower room and 1o the 3/25/2010
director reported all of the abava mentioned infant day care room will be
sprinklers were recently !‘Ep|a¢:ed by an outsive lower so the deflector will be at
i contractor, At 3 PM the sprinkler contract_or stated least % inch below the boitom of
he did not knew why the sprinklers were installeg the light fixmures.
i" ehstruoted lacations, ‘ 2 Mamrenance staff will be in
2;42 NFPA 101 LIFE SAFETY CDI?E STANDARD K143 gepviced to the deficieney. 3/25/210
Transferring of oxygen is:

FORM CMBE-2567(02-80) Frevious Versions Obsolate

Evem ID: QCCHY

Frallty 10; Wypogy

IF continuation sheet Page & of 10



pahPR.

28. 20101 5:h0PNse7z778Y 0L/

DEPARTMENT OF HEALTH AND HUMAN SERVICES

B AL P HUARE L Ly kisy

NO. 2333 P,

B

PRINTED: 04/2/2010

FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES QB NO. 0538-0301
STATEMENT OF DEFICIENCIES {x1) PROWbFWﬁ%%FhEWGUH (%2} MULTIFLE DONSTRUCTION (3} gALP; féJ_rﬁEVEY
AND FLAN OF CORRECTION IDENT[:: CAT! MBER: A BUILDING o1 ~ MAIN BUILDING 01 O D
535042 B WG 03/24/2010

NAME OF PROVIDER OR SUPPLIER

SHEFHERD OF THE VALLEY CARE CENTER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
60 MAGNOLIA
CASPER, WY 92604

Uz [

!This STANDARD i[5 not metlas avidenced by;

| was not aware of the maximum number of tanks

{
(c} in an area posted with slghs indicating that
transfatring is ocourring, and!that smoking in the
immediate area Is not parmitted In accardance
with NFPA 99 and the Compressed Gas
Association, 8.5.2.5.2

Based pn observation and staff interview the
facillty failed to ensurs 1 of 1 liquid exygen
storaroom did not store moré liquid axygen than it
was rated for. In addition, the fagility failed o
ensure the room had proparventifation or that the
room had 1-hour fireratad separation. The
findings were;

1, Obeervation on 3/23/10 atl 11:38 AM showed
the liquid oxygen storeroom contained 20 liquid
oxygen tanks, Further review showed the room
was designed to hold a raximum of 16 tanks, At
the time of observation the maintenance diractor

permittad,

2, Ohservation on 3/23/10 at 11:42 AM showed

(») separated from any portion of a
facility wherein patlents are
housed, examined or rreated by a
separation of a firs barrier of 1
hour fire-resistive construction;

i1 an area that is mechanically
ventilated, sprinklered and has
ceramic or concrate flooring; and
in an area posted with giens
indicating that transferring is
ocemring, and thet smoking in the
immediate area is not permitted in
accordance with NFPA 99 and the
compressed gas nssociation,
86252

o)

()

This will be accomplished by:

1. Arequest for waiver will be
submitted to OHLS.
Flan of approval for the installati
of a fan exhausting from the
oXygen storage room venting inte
the outside air will be sought.

2.

j

(D | SUMMARY STATEMBNT DF DEFICIENCIZS ] PROVIDER'S PLAN OF CORRECTION [ %)
PREFIX {EAUM BEFICIENCY MUST BE PRECEDED BY FULL EREFIX (EAGH CORRECTIVE ACTION SMOULD B2 GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cnossnswaaagg;zl% ]E% g%za APPROPRIATE DATE
3 TRy Director or designee will
K 143 Continued From page & K143 sonduet quarterly inspections %o
‘ emsure that the sprinkler heads 3/25/2010
{a) separated from any portion of & facility aré not obstructed,
wherein patients are housed, examined, or 4 Facilities Divector will report the
treated by a separation of & fire barrier of 1-hour resulis of the ngpection to the
fire-resistive construstion; Quality Assurence teamno Jess  [3/25/2010
then quarterly for a period of not
(b) Iy an aren that is mechanically ventllated, loss than 6 months,
sprinklered, and has ceramic' or conerete flowrng;
and K 143
Transferring of oxyaen is:

4/27/2010
]

6/27/2010

FORM CMS-2587(02-00) Praviou) Virions Obsafete

Bwent ID:dUGHZ‘J
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% OMB NO. 09380351
STATEMENT OF DEFICIENOYES (X1) FROVIDER/SUPPLIER/CLIA (¥a) MULTIPLE CONSTRUCTION \"
AND PLAN OF CORRECTHIN IDENTIFICATION NUMBER: ] R o) I?ShﬁngﬁEDEY
A BULDING 01 - MAIN BUILDING 04
B, WING
535042 03/24/2010
NAME OF FROVIDER DR SUPPLIER

1
SUMMARY STATEMENT OF DEFICIENGIES

|

{2y 1o D PROVIDER'S PLAN OF CORREGTIONS T e
PREFIX (FAGH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOULD A COMPLETICN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAS CROSE-REFERENCED TQ THE APPROFRIATE ATE
: DEFICIENGY)
K 143 Cantinued From page 7 K148 3. Facility will request a plan
the room was equippad with & ceiling mounted approval from OHLS engineering  7/15/2010
vent. A piece of paper was plt in front of the vent department.
and the paper was not pulled|/toward e vent A 4. Installation of aforementioned
o@lling tile was removad 10 see if the fan wae exhanst fan will be completed 7/27/2010
running, The fan was inserted into. the wall that acoording to approved plans,
separated the liquid omygen room and the 5. Final inspection of above work
sprinkler riser room, Obsarvation of the sprinkler performed will be performed. /27/2010
riser room showed the fan pughed air while the 6. Oxygen room will not house more
door was open, but stopped moving air when the than 16 oxyezen tanks at any given {15/2010
| Toom was sealed after the dobr was closed. At ime.
the time of observation the miintenance directar 7. Maintenance Staff will be
reported he was not aware tl'(at the: fan was inserviced to the deficiency. /23/2010
required to vent autside to provide adeguate air 8. The Facilities Director or designee
mavement, He confirmed thefan was alsa not " will condiuet monthly inspections
equiEpEd with ? ‘1~hOUIj fire damplal' as requirﬂd on oxygen room to ensurs proper
for fhis lype of installation. ventilation and compliance with 3/23/2010
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 the mumber of oxygen tanks stored,
S3=Ei ¥ . e e 9. Faeilities Director or designee will
+ Elactrical wiring and equipment ts in accordance report inspection results to the
with NFPA 70, National Elecirical Code, 9.1.2 vty Assarance Team no less
than quarterly for a period of not |, 3/25/2010
: less than 6 months,
This STANDARD is not met s evidencad by:
Based on obswervation and siaff nterview the
facility fafled to ensure temparary wiring did not K147 o
replace permanent fixed wiring, failed to replace Electrical wiring and equipment is in
darmaged electrieal equipment and falled to : wwoordance with NFPA. 70, National
engure elecirical receptacles locatad within 6 feat Electrical Code 9.1.2
of & water source had ground 'fault oircult
inferruptar (GFCI) protaction in 5 of @ smoke ,
campartinents, The findings Were: This will be accomplished by:
1, Observation on 3/23M0 at 8,39 AM showed the 1. The microwave in the restorative
refrigerator and microwave over In the restorative office will be moved and plugged | 3/25/2010
offloe were plugged into a surye protector, The into a separate receptacle.
aurge protector had a maximum rating of 15 2. The oxygen concentrator in
ainps. The refrigerator and misrewave were both resident room 218 will be replaced | 3/25/2010
ratad at 12 ampsz, which Js co/mbined rating of 24 with 2 new one
i

FORM CM3-2567(02-98) Pravioys Vorsions Diwolalo
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FPRINTED: (4/02/2010
FORM APRPROVED
OMB NO. 0938-0381

STATEMENT OF GEFIGIENCIES (%%) PROVIDERISUPPLIER/CLIA (%2} MULTWPLE CONSTRUCGTION (%3] DATE SURVEY
ANE PLAN OF GCORRECTION ICENTIFICATION NUMBER! COMPLETED
. ABUILDING 07 < MAIN BUILDING 01
B, WING
535042 — 03/24/2010
NAME OF PROVIDER OR SUPPLIER

SHEPHERD QF THE VALLEY CARE CENTER

HTREET ADDRESS, CITY, BTATE, ZIP CODE
BD MAGNOLIA
CASPER, WY 02604

SUMWARY STATEMENT OF DEFICIENGIES

<d) 1D D PROVIDER'E PLAN OF CORREGTION
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION BHOULD BE GOMELETION
TAG REGLLATORY OR LEC IDENTIFYING INFORMATICH) TAG CROSE-REFEREEJEE’% ITE?I E%E AFPROPRIATE DATE
| ‘ |
1
K 147 | Continued From page 8 K 147
arnps, At the time of observation the mantepance
director reporied the electrical systems in offices 3. The receptacle in resident room
were oply inspacted semi-annually, 222 will be replaced with a
hospital grade receptacle as well as  3/23/2010
2. Observation on 3/23/10 at 8:43 AM showed the the plug on the bed being replaced
power tord fo the oxygen corpentrater in resident with & hospital grade plug,
room #218 was ouf near the plug, As a result the 4, The two surge protectors in the
inner insulation of the cord was vislble, At the MDS office will be separatedand  [3/25/2010
time of observation the maintenance director plugzed into separate receptacles.
reported the electrical systers in resident rooms 5. The receptacles near the fish tank
were only epected quarterly: u the central lobby, the central
ili the central 3/25/2010
3. Observafion on 3/23/10 at 8:57 AM showed the :lli?a?il:;:g;glrgﬁg bathroom in
electrical eceptacle near bed "A" in resident resident room 30 and the west
room #222 had a grounding blade broken off paniry will be replaced with GFCI
inside the top recaptacle, Observation showed protected receptacles,
the grourding blade came from the power cord 6. Maintenanoe s will bs in 3/25/2010
for the bed. At the fime of phservation the . serviced 1o the deficiency. i
maintenancs director reported the nursing staff 7. The Faollities Director or designee
should have noticed the damaged cord and " il conduct 1 onfhly inspections
submitted a worls order 1o the'malntenance ot tho cloctrical oivine  |3/25/2010
department for repairs, 1o ensure that the elecirica) Wiring
and equipment is in accordance
4. Observation on 32310 at 9:49 AM showed the with NFPA 70 _
computer in the MDS (minimum dafe set) office 8. The Facilities Director or designee
was plugged into two surge profectors, in-line, At will report inspection results to the | 3/25/2010
ihe ime of observation the maintenanse director Quality Assurance team no less
reported he was aware that the plugging one than quarterly for a period of not
surge protector into another was prohibited by the less than 6 months.
Life Safely Code,
8. Observation an 3/23/10 between 9:30 AM and
11 AM showed the electrical fzoeptacles near tha
fish tank in the central lobby, the central clean
utifity room, in the central dinifg room near the joe
machine, the bathroom in resident room #39 and
in the west pantey wera located within 6 fest of a
waler source and did not have GFCI protection,
At10:17 AM the maintanance director reported

i
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CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO, 0938-0291
STATEMENT QF DEFICIENCIES (1) PROVIBER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUIGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMBLETED
. ABUIDING 01 - MAIN BUILDING 01
I , WWIN
| 535042 o e 03/24/2010
NAME OF PROVIDER QR SUPPLIER ' STREET ADDRESE, CITY. STATE, ZIP CORE
‘ &0 MABNOLIA
SHEFHERD OF THE VALLEY CARE csriiTER CARPER.WY 02004
(4 1D SUMMARY STATEMENT OF DEFICIENGIES T FROVIDER'E PLAN OF CORREGTION X8}
PREF(X {EACH DEFICIENGY MLET BE FREGEDED-BY FULL PREFIN (EAQH CORAECTIVE AQTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYINE INFORMATION) TAG CHDSS-REFEREEEE% E%&E APPROPRIATE- BATE
K 147 | Confinued From page # : K 147

he was aware of the spacing frequfnamenl, but
was upsure why the above cited receptaclies had
not been noticed and replace.

1 : |
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