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Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facllity must meet the
applicable provisions of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association,

The facllity was a fully sprinkled single story
building of Type V (111) construction built in 1298,
The building was equipped with a2 supervised
automatic wet sprinkler system with a dry branch
and an addressable fire alarm system that
communicates with the Alzheimer’ s building.
The facility had a capacity of 75 certified Medicaid
beds with a census of 71.

NFPA 101 LIFE SAFETY CODE STANDARD K064| .. . )
K” type fire extinguisher in the
Portable fire extinguishers are provided in all kitchen has been replaced with a “K”
health care occupancies In accordance with type loaner by contract vender. 7/31/12 7131112

9741, 19.3.5.6 NFPA10
“K* type fire oxtinguisher for the

kitchen has been taken to be hydro

tested. Completion date: by 8/31/12 8/31/12
“K” type fire extinguishers are checked
This STANDARD is not met as evidenced by: annually by Nebraska Firc & Safety.
Based on observation and staff Interview, the This will be reported annually to
facility failed to ensure portable fire extinguishers Safety.
was maintained in 1 of 6 smoke compartments.
The findings were:

Observation of the kitchen on 7/24/12 at 1:54 PM
showed the " K" type fire extinguisher had a
5-year hydrostatic test performed in 2008. Further
observation showed a 5-year hydrostatic test was
not performed during the Movember 2011 annual
sefvice, At the time of tha observation the faciiity |

MBWORY IRECTOR'S ORjPROVIDER/S|IPPLIER REPRWIE SIWV TITLE @ (%3) DATE
/ Fi /] W/l // 7 / / 9‘

following the da
days following glgmt{%g;;hewﬂﬂsumems are magla avallable lo the facliity. If deflclencles are cited, an approved plan of correction is requisite to continued

p

gram participation

Any deficlancy. sigterent.ending-with-an-asteris} () denctes a deficlency which the institution may be excused from correcting provldlng'it Is d[termlned that
ogr”safeguardy&?glduﬁigg}ﬁiﬂt protaction to the patlents, (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
(&*of-Sunva i

er or not a plan) of comrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14

pteprrenay | Mot Nove, Dl o Yoo

AL Dy Ak

Heolihoors Hoensing

: L) ' =
FORM CHMS-2667(02:bb) Préliokis Vs Gne Obsolete Event ID; 0SWO1 Faclity ID; WY0010 IF continuation sheat Page 1 of 3

ol SuTyoYs

LSRR




PRINTED: 08/10/20
DEPARTMENT OF HEALTH AND HUMAN SERVICES NTED: Dar1oraci2

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03¢1

BTATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 1

. WING
53A049 B 0712412012

NAME COF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE “*ﬁk’

2009 LARAMIE STREET
GOSHEN CARE GENTER TORRINGTON, WY 82240 a‘/ 5o

41D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5}

PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS—REFERENSFI..EI[SIE%;\F,I)E APFROPRIATE DATE

ol

K 064 | Continued From page 1 K 064
operation senior manager could not explain why
the contractor had not performed the required
service,

Refarence NFPA 101, 2000 Edition, 19.3.6.6,
9.7.4.1, NFPA 10, 1998 Edition;

Table 5-2 Hydrostatic Test intervals for
Extinguishars

Wet Agent-—-r—rmr-w-=5 years

K 070 | NFFA 101 LIFE SAFETY CODE STANDARD K070
s5=D
Portable space heating davices are prohibited in
all health care cccupancies, except In The space heater has been removed.
non-sleeping staff and employee areas where the Completed 7/27/12

heating elements of such devices de not exceed This will be monitored by EV'S Staff T

212 degrees F. (100 degrees C}  18.7.8 will report quarterly to safety

commitiee.

This STANDARD is not met as evidenced by:
Based on observation and staff Interview, the
faciiity failed to ensure space heaters in

non-sleeping staff areas were maintained in 1 of |
8 smoke compartments. The findings were:

Observation of the infection control office on
712412 at 9:49 AM showed & space heater was
in use, Further observation showed the heater
had not been tested to ensure the maximum
femperature did not exceed 212 degrees. At the
tirne of the observation the facility operation
senfor manager could not explain why the heater
had not been noliced and tested or removed
during the quarterly inspections.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147

85=D .
Electrical wiring and equipment is in accordance Tag K147 to begin on the next page
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Based on observation and staff intarview, the
facility falled to ensure damaged slectrical
appliances were replaced in 1 of 8 smoke
compartments. The findings were:

Observation of resident room #201 on 7/24/12 at

10:17 AM showed the power cord to the bad was
damaged at the plug. The Interlor wires were
exposed where the outer sheath had been
damaged, At the time of the observation the
facility operation senior manager could not
explain why the housekeeping staff had not
noticed and replace the cord during the daily
rounds.

Reference NFPA 101, 2000 Edition, 19.6.1, 8.1.2,
NFPA 70, 1999 Edition,
90-7 Examination of Equipment for Safety.

...It Is the intent of this Code that factory-installed
internal wiring or the construction of equipmant
nead not ba inspected at the time of installation of
the equipment, except to detect alterations of
damage ...

Electrical cords will be monitored by
EVS Staff weekly. EVS Supervisor
will be report quarterly to Safety
Commitiee,

GOSHEN GARE GENTER TORRINGTON, WY 82240 "‘/g/yz _
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K 147 | Continued From page 2 K 147
with NFPA 70, National Electrical Code. 9.1.2
The three prong plug has been replaced
. . on the bed in room 201. Completion
This STANDARD s not met as evidenced by: date: 7/27/12 : 29712
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Requirements for Long Term Care Facillties
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
Life Safety Code, New Health Care, of the
National Fire Protection Assoclation.

The facllity was & fully sprinkled single story
building of Type V (111) conatruction built in 2007.
The hullding was equipped with a supervised
automatic wet sprinkler system with a dry branch
and an addressable flre alarm system that
communicates with the main building. The facility
had a capacity of 28 certifled Medicald beds with
a census of 27.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
88=D
Electrical wiring and sguipment is In accordance

with NFPA 70, National Electrical Code. 9.1.2 This concentrator with frayed cord will
be reported and picked up by contract

vendor. The concentrator has been
removed and replaced with inspected

This STANDARD is not met as evidenced by: concentrator from vendor. Completion 7/2712
Basad on observation and staff Interview, the date: 7/27/12

facility failed to ensure damaged electrical Electrical cord on concentrators will be

appliances were replaced in 1 of 3 smoke checked on weekly EVS walk through.
compartments. The findings were: EVS Supervisor will report to Safety

C itt rterly.
Chservation of rasident room #519 on 7/24/12 at omifluitiee qiarierty

10:50 AM showed the powsr cord to the oxygsn
concentrator was darmaged at the plug. The
interior wires were exposed where the outer
sheath had been damaged. At the time of the
observation the facility operation senior manager
could not explain why the housekeeping staff had
not noticed and replace the cord during the daily
rounds,
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Any deficiency statement ending with an astarisk (*) denotes a deflclancy which the institution may be excussd from comecting providing it Is deterfi net that
other safeguards provide sufficlent protection to tha patlants, (See instructions.) Excapt for nursing homas, the findings stated sbove are disclosable 90 days
followlng the date of survey whather or not a plan of corraction Is provided. For nursihg homes, the above findings and plans of correction ara tlisclosabie 14
clays following the dale these documents are made avallatle to the fadllily, if deficiencles are clted, an approved plan of correction Is requisite to continued
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Reference NFPA 101, 2000 Edition, 18.5.1.1,
9.1.2, NFPA 70, 1999 Edition;
90-7 Examination of Equipment for Safety.

... It is the intent of this Code that factory-instalied
internal wiring or the construction of equipment
need not be inspected at the time of installation of

the equipment, except to detect alterations of
damage ...
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