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STATEMENT QF DEFICIENGES’ (X4) FSROW?FWS%?}PHE&%% (%2) MULTIPLE CONBTRUGTION (X9) DATE SURVEY
AND PLAN OF CQRRECTION IDENTIFICATION NU A BUILDING 01 - MAIN BUILDING 04 COMPLETED
. WIN T NI
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Corridors ate separated from use areas by walls
constructed with at least ¥ hour fire resistance
rating. in sprinklerad bulidings, partifions are only
required to resist the passage of smeke. In
non-sprinklered bulldings, walls properly extend
above the celling. (Corrider walls may ferminate
at the undarside of cellings where specifically
parmitted by Cade, Charting and clerical stations,
walting areas, dining rocms, and activity spaces

4} 1D SUMMARY STATEMENT DF DEFIGIENCIES I PROYIDER'E PLAN OF GORREGTION e
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMAYION) TAG CROS$3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K000 { INITIAL CORMENTS K000 Preparation and execution of this plan of
. - correction does not constitute an
Reqmremﬂnts for L‘Dng Term Care Fagoilitiea admisgsion or agreement by this provides
Saction 42 CFR 483,70 (a) excopt as otherwlse of the truth of the facts alfeged or
pravided in the section, the facllity must meet the conclusions set forth in statement of
applicable provisions of the 2000 edition of the deficiencies. The plan of correction is
: Life Safety Code, Existing Health Care, of the venated and/ar ted solely b
= National Fire Protection Assoclation, prop sropmeC 20 ¢ Y pecause
E it is required by the provisions of federal
o " d state law. Completion dates are
The facility was & single story building of Type V ani § X
(000) construction bt in 4670 and 1690, The provided for procedural processing
bullding was equippad with a specialty domestic purposed and corrolate with the most
; wet sprinkler system [n the file atore room, the recently contemplated or accomplished
' laundry and the oxygen tranaferring room only. corractive action and gc not necessarily
The rest of the huilding s not protected by an vorrespond chronologically to date the
automatic supervised sprinider system, A fire facillty 1s of the opinion it was in
alarm system is inatalled in &ll corridors and sompliance with requirements of
commons areas along with single statlon battery patticipation ar that corrective actlon was
operated smoke detectors In every resldent raom. DECESSArY.
K-017 and K-056 can ba obviatad by the Fire
Salely Evaluation Systam (FSES). If the fasility
agrees to the conditions of the FSES they can SRR
write an " In the Providers Plan of Correction "3%55 ﬁ.“@f Piaalth
column and an "F" in the Completion Date column Wyowing L9t
to accept the FEES. [Fthe faclity wants fo fix the
deficlency they can fill in the Providers Plan of JUN 08 2010
Correclion column with the appropriate
infornation and dates, .
K017 | NFPA 101 LIFE SAFETY CODE STANDARD KO7V o7 Gifigs i!%eﬁigj‘ﬁ'ﬁ;%;
58=F Licedsiri and SUIVEY!

U\BORA:EY QREOTOR‘S OgROWDEZS?U. PLIER REPRESENTATIVE'S SIGNATURE

oo it 4[50la0m

app.
memiug DeptofHeatih

T
Any deflolency atatement ending with an asterisk (*) denotes a deficlency which the Institution may ba excused from corrediing providing It Is detatmined that
other safeguards provide sufficlent protection to the patlants. (Ses Instruclions) Except for nuralng homss,
following the date of survey whether oz nat 2 plan of corraction !s provided, For nursing homes, the above findinga and plans of comation are djsclosabls 14
daya following the date {hasa dosuments are made availabla 1o the fzellity. Jf defislencies are clied ﬂ‘iﬁg
program participation,

the findings stated shove are dlacloseble 90 days

[AGtEsf coreclion fs requisite 1o cantlauad
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STATEMENT OF DEFIQIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND FLAN OF CORRECTION

{DENTIFICATION NUMBER:

535048

(X2} MULTIPLE CONSTRUGTION
A BUILDING 01 - AN BUILDING 01
B, WING

{¥3) DATE BURVEY
COMPLETED

' 04/08/2010

NAME OF PROVIDER OR SUPPLIER

WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1601 HOWELL AVENUE

WORLAND, WY 82401

044 1D
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IRENTIFYING INFORMATION)

PROVIDER'S FLAN OF CORRECTION .

b
PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMdkEETIDN

TAG CROSE-REFERENCED Y0 THE APPROPRIATE

DEFIGIENCY)

K017

Pt |

Kofa
S8=F

Continuad From page 1

may ke open to the corridar under certain
conditions specified in the Code, Gift shops may
be separated from corridors by non-fire rated
walls i the gif shop is fully sprinklered.)

19.3.8.1, 19.3.6.2.1, 18.3.6,6

fled to ensura corridor walls extended
from the floot to the roof deck gbove in 3 of 6
smoke compartments. The findings were;

5 STANDARD is not met as evidencad hy:
Based pn observation and steff Intervisw, the
facl

Observation on 4/7/10) hetween 11:30 AM and
2:10 PM revealad the soridar walls on halls #1,
#2, #3 and #4 stopped ebove the aeiling tila,
Interview with the adminiatrator on 4/7/10 st 2;10
PM oonfirmed no construction was done on the
corridor walls during the previous year,

(The Fire Safety Evaiuation System (FSES) will
obviate thess deficiencles. The facility has the -
optlon of carrecting these teme o placing an "F*
in the Providess Plan of Carrection column and
the Complete Date column to acoept the findings
ofthe FSES.)

NFPA 101 LIFE SAFETY CODE STANDARD

Doors protecting corridor openings In other than
required enclosures of vertical openings, exits, or
hazerdous areas are subatantial doors, such as
those constructed of 174 inch solid-bonded core
waoad, or capable of resisting fire for at least 20
minutes, Duoors in sprinklered bulidings ars only

required 1o resist the passage of smoke. There is

K017

Koje| K018

smoke compattments

This will be accomplished by:

The facility will ensure corridor doors are
resistant to the passage of smoke in

FORM CMS-2567(02-03) Previous Varslens Obpolete Evant ID:Yeayzy

Factity [D; WY0008 If continuation shaet Page 2 of 10
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PRINTED: 04/29/2010

PAGE B5/15

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0838-0391
STATEMENT OF DEFOIENCIES oty PROV E.%i’s.”i”,‘aﬁ’}‘;%éf‘ {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF G o TIOl ABULDING 01 - MAIN BUILDING D1 COMPLETED
B, WING
535048 04/08/2010
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1801 HOWELL AVENUE
WORLAND BEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
(443 ID SUMMARY BTATEMENT OF DEFICIENGIES o PROVIDER'S FLAN OF CORRECTION s
PREFIX (EACH DEFIGIENCY MUST RE PREGEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE BOMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) * TAG GROBE-REFERENGED TO THE APPROPRIATE DATE
DEFIQIENGY)
K018 | Continued From page2 K018 a.  Striker plates will be adjusted so | 5/23/10
no impediment ta the closing of the doors. Deors less than five foot pounds of
are provided with & means suitable for keeping ptessure used o close doo
the door closed. Duich doors meehng 19.3.6.3.6 b. Dooms will be le.md 50 doors 5/3/10
aro permited, 10,369 will sit in frame. ,
Roller latches are prohibited by CMS regulations o ' ;?’i):‘ RQ%'} J‘W+
in all healih care faclites Monutorisg;
. Director of Maintenance or designee will Y2 e s
monitor doors monthly, Any lssues noted
will be addressed immediately. = UQ‘ 2] c)/
Quality of Assurance: a2 [Re& Yo
Director of Maintenance will repors ! f 4 I
results of monitoring monthly at QA
meoting for review and suggestions.
NDARD s not met as evidenced by:
[ Based gn observation and staff Interview, the
cinty 1alled to ensure corridor doors were
resistant to the passage of smoke In 3 of B smoke
compartments, The findings were:
Observation on 4/7/10 betwean 11:30 AM and
2:10 PM revesled comidor doors to resident
rooms #202, #210, #302, #305 and #401 did not
close completely in thelr frames unless forea in
excess of & foot pounds of pressure was applied.
Interview with the administrator at that tine
confirmed the doors did not seat in thelr frames
and needed adjusting,
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD KQz8
P K 029
One hour fire rated construction (with % hour )
fira-rated doors) or an approved automatic fire The fecility will ensure a hazardous area
extingulshing system in accordance with 8.4.1 door will close in a smoke compartment.
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system This will be accomplished by:
option Is used, the areus are separated from
other spaces by smokae resisting partitions and

EDRM CM3-2567(02-98) Previous Vearsions Obsofabe

Event iD; YaaY2y

.

Facility 1D: YWYDD0B
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PRINTED: 04/29/2010

FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
TEREICEens [ pRmmseay [T coTTon g
AND PLAN OF GORRET A BULDING g1+ MAIN BUILDING 01 COMPLETED
538048 B e 04/08/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1001 HOWEJ. AVENUE
WORLAND HEALTHCARE AND REMABILITATION CENTER WORLAND, WY 82401
%4 I SUMMARY BTATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 2
FREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFiX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss-REFEREBlg ,EF IE?W g;t,e APPROPRIATE oATE
. P | ;
[ = ‘,\ e’ i) 2
K028 | Continued From page 3 ) KO29|  Tpe dag?q'v!ﬂl be planed off uj the latch
doors, Doors are self-cloaing and nen-rated or side sa the seif-closure will sit the dooy in | 5/23/10
field-applled protective plates that do not exceed its frame. This was done on 04/12/10.
48 inches from the hottem of the door are
Director of Maintenance or designee will
monitor doors monthly. Any issues noted
will be addressed immediately.
ANDARD 1s not met ag evidenced by: § A !
[ Based pn observation and statf intarview, the Quality of Assuranes:
facility falled fo ensure a hazardous area was Director of Maintenance will report
separated from patient use arsas In 1 of 6 smoke results of monitoring monthly at QA
cumpartmenb. The ﬁnd]‘ngs were:; meetmg for review and suggestions.
Obhservation on 4/7/10 between 1:10 PM revealed
the door ta the laundry room did not glose in its
frame after three {ries. The door had a
self-closure attachad. However, inlerview with the
facillty adminlstrator at that time confirmed the
- | self-cloaure did not seat the door In Its frame.
K 047:|.NFPA 101 LIFE SAFETY CODE STANDARD K047 k047
S5=E -
- | Exit and directional signs are displayed In The facility will st st
accardance with secfion 7,10 with continucus oropaly fomiated, that exit signs are
Hlumination also served by the emergenoy lighting ' .
system.  19.210.1 This will be accomplished by:
The burned out bulbs were replaced on
04/07/10 In the emergency exit signs at
ANDARD ig not met as evidenced by: 2. muses statlon between 5123110
] n obsarvation end staff interview, the hatlways 100 and 200
aoility Talled to ensure thres emergency exit signs b. main entrance 5230
wera {ully illuminated. The findings were: ¢, dining room 8723110
Observation on 4/7/10 between 11:30 AM and
2:10 PM revaaled 1 of 2 burned out light bulbs in Meonitoring:
sach of the following emergenoy exit signs: Director of Maintenance or designes will
a. The slgn at the nurse's slation betwean

FORM CM3-2567(02-69) Pravious Vardons Chsolete

Bvent [0 YeaY21

Facliity ID: WYDUoS

1 contintration sheat Page 4 of 10
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' PRINTED: 04/28/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES oM Apaeny
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NO, 0838-0391
STATEMENT DF DEFICIENCIES 1) PROVIBER/SUPPLIERICLIA Ly MULTIFLE GONSTRUGTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUNMBER: GOMPLETED
A BUILDING 01 - MAIN BUILDING 01
B, WING
535048 (14/08/2010
NAME OF PROVIDER OR BUFPLIER STREET ADDRESS, GHTY, STATE, ZIF GODE
1901 BOWELL AVENUYE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
14) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORREGTION g
FPREFIX (BACH DERICIENGY MUBT BE PRECEDED BY PULL PREFIX {EACH CORRECTIVE ACTION §HOULD BE COMPLETION
TAB REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0) THE APPROPRIATE DATE
DEFICIENGY)
K 0471 Confinued From page 4 K047\ monitor monthly. Any issues noted will
hallways one and two, be addressed immediately.
b. The main entrance exit sign
¢. The exterior et sign In the dinlng room. uality of Assurance:
d. Interview with the facility administrator at that Quality . '
2 ' Director of Maintenance will report
time confirmed the exit signs identified above had results of monitoring monthly at QA
bumned out fight bulbs and neaded to be replaced. & ol

| NFPA 101 LIFE SAFETY CODE STANDARD Kosa| ™ecting for review and suggestions.

‘| Afirg atarm system required for life safely (s
instafled, tested, and maintained In accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72.  9.6.14

ANDARD is not met as evidenced by:

{ Bagad Fn record revlew and staff interview, the
Tacility failed to sngure 1 of 28 smoke detectors
was installed correctly and the fires alarm system
was tested during 3 of the previous 12 months in
acoordance with the provisions of NFPA 72, The

findings were:

Review of testing records on 4/7/10 at 3:48 PM
revealed the fire alarm system was not tested
during the months of May 2008, February 2010
and March 2010, In addition, observation on
47710 at 12:48 PM revealed smoke detector (#7)
In the spedial care unit had dropped down
approximately 1 inch from the ceiling. The facility
administrator canfirmed the above cbservation

FORM CMB-2327(02-88) Previous Vanelona Chaclate Bvent 10! YesY21 Fasility 1D WY0008 If continuallon sheet Pags & of 10
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PRINTED: 04/28/2010
FORM APPROVED
OMB NO, 0938-0351

°| A fire alarm systam regquired for lifs safely is

instelled, testad, and maintained in sceordance
with NFPA 70 Nationa) Electrical Cods and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72.

9.8.1.4

p—

. STANDARD s nof met as evidenced by,
Bascd pn record review and staff Interview, the

acility falled to ensure 1 of 28 smoke detectors
was Installed correctly and the firg alarmn gystem
was teated during 3 of the previous 12 menths In
accordanoe with the pravisions of NFPA 72. The
findings wars:

Raview of testing records on 4/7/40 at 3:48 PM
revealed the fire alarm system was not tested
<uring the months of May 2009, February 2010
and March 2010. In addition, observation on
47710 at 12:48 PM revealed smoke detector (#7)
In the special care unit had dropped down
spproximately 1 inch from the eelling. The facility
administrator confirmed the above obaervation

STATEMENT OF DEF!E%I%%(:ES pA) ]%gﬂggf%?hﬁ%%x (X2) MULTIPLE GONSTRUCTION %3) ggxﬂ*& GéJ_FéVEY
AHND PLAN GF GORR A BUILCING 01 - MAIN BUILDING 01 PLETED
B, WING
535048 04/06/2010
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP GODE
1901 HOWELL AVENDE
ON €
WORLAND HEALTHCARE AND REHABILITATY ENTER, WORLAND, WY 82401
(%4) 1D BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION g&ﬂ
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULD BE COMPLETION
TAS REGQULATORY OR L8O IDENTIFYING INFORMATION) TAG GROUSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
K 047 | Continued From page 4 K047
hallweys one and two,
b. The main entrance exit elgn
¢. The exterior axit slgn in the dining room.
d. interview with the facility administrator at that
time confirmed the exii signs identified above had
.| buned out light bulbs and neaded {o be replaced.
K062 NFPA 101 LIFE SAFETY CODE STANDARD K052
55 K 032

The facility will ensure that the fire alarm
system witl be tested monthly and smoke
detectors will be correotly installed.

This will be accomplished by:
a, The firo alagm system will be

Maintenance or his designes and
recorded in the maintenance log
book. Western States Fire
Protection, tested the system on
04/12/10 and the results will be
put in the maintenance log whern
received.

b. Smoke detector #7 in special
care unit was flush mounted with
ceiling on 04/27/10.

Monitoring:

Director of Maintenance or designee will
monitor and test monthly and results will
be recorded in the Maintenance Log.
Any Issues noted will be addressed
innediately,

Quality of Assurance:
Dirsctor of Maintenance will report

tested monthly by the Director of

312310

512310

FORM CMS-256{02-88) Previous Verslons Obsolats

Event ID: YERY2Y

Faeility 1D: WY000B
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CENTERS FOR MEDICARE & MED|CAID SERVICES
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PRINTED: 04/26/2010
FORM APPROVED

OMB NO. 0038-0301
STATEMENT OF DEFICIENCIES L)) PR%{DIEO?SX)?DHEL%CE% [*2) MULTIPLE CONSTRUCTION Xa3) DSTE B‘EJpEVEY
IDENTIFICAT . COMPL D
AND PLAN OF QORRECTION A BUILDING 01 « MAIN BUILDING 01
B. WING
535048 0410812010

NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
1901 HOWELL AVERUE

WORLAND, WY 82401

86! NFPA 101 LIFE SAFETY CODE STANDARD
E

4 If there Is an automatic sprinkler system, it is
Installed In accordanoce with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system Is properly malntalned in
zccordance with NFPA 28, Standard for tha
Inspection, Testing, and Malntenanos of
Water-Based Fire Protection Systems, Itis fully
supervised. There is a reliable, adequate water
supply for the syatem. Required sprinkler
systems are aquipped with water flow and tamper
switches, which are electrioally connected to the
buliding fire alarm systent,  19.3.5

3 ANDARD is not met as evidenced by:

n obsarvations and staff interview the
facllity Tailed fo ensure & of 6 smoke
compartiments were fully sprinkled. The findings
were:

Observation on 4/7/10 batween 11:30 AM and
2:10 PM revesled the bullding was primarily
constructed of a Typs U (111) conatruction, but
several arens were obsarved to have wood
canstruction making the hullding a Type V (000)
struoture. The building did not have a complate
supervised automatlc compiets sprinkler system
as required by the Code for type V buildlngs. The
facility did have a domestic wet gprinkler system
in the fila store room, the laundry, and the oxygen
transferdng room, Interview with the
administrator on 4/7/10 at 2:10 PM confirmed a

o) 1D SUMMARY STATEMENT QF DERICIENCIES I PROVIDER'S PLAN OF CORRECTION %
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L5¢ IDENTIFYING INFORMATIDN) TAG CROSS-REFERENGED TO THE AFFROPRIATE OAYE
DEFICIENOY)
K 052 | Continued From page § KOB2|  yesults of monftoring monthly at QA
and algg statﬂd the maihtenance manager was meeting for review and suggestions_
| unavellable during the abova three months cited,
K 058

K056 F

FORM CMS-2607(02:89) Previous Varsione Obeolale Evanl 1D:Y86Yz1

Facllity 2 Wynooa {f continuetion shaet Page 6 of 40
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

WORLAND HEALTHCARE

PAGE 18/15

PRINTED: 04/26/2010
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, D538.0301
STATEMENT OF DEFICIENCIES (X1} PROWDEWSUPPL:EWCE% {X2) MULTIPLE CONSTRUCTION (%3) ggh'r‘% fgf?nw
AND PLAN OF GORRECTION IDENTIFICATION NUMB ABUILDING 01 - MAIN BUILPING 01

535048 B NG 04/08/2010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF GODE

1901 HOWELL AVENUT
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 62401
(%) (D BUMMARY STATEMENT OF DEFICIENGIES Iy PROVIDER'S FLAN OF CORRECTION e
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY RULL PREFTX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RERERENCED YO THE APPROPRIATE . DATE
DEFIGIENGY)
K058 | Continuad From pags 8 K 058
complete sprinklsr syatern had not baen installed
during the previous year,
(The Fire Safely Evaluation System (FSES) will
obvials these deficiencies. The facility has the
option of correcting these items, or placing en "F*
in the Providess Pian of Correction column and
tha Complete Date calumn to accept the findings
_ |ofthe FSES.) X 062
4 L NFPA 101 LIFE SAFETY CODE STANDARD K082
- . The facility will ensure the domestic fire
Required abtomatic sprinkler ayatems are >
continuously maintained in reliable operating sprinkler system is tested quarterly.
condition and gre inspected and testad L.
periodically.  18.7.6, 4.8.12, NFPA 13, NFPA This will be accomplished by:
25,8.7.5
The 2010 second quarter Water Flow and | 5/23/10
Supervisory Sigaal Devices were testad
on 04/21/10 by Western States Fire
TANDARD s not met as evidenced by; Protection Company. The results will be
Basedion recond raview and staff Interview the logged when receive,
ciilty failed to ensure the domestlo firs sprinkler
systerm was tested during two of the previous four Monitoring;: '
quariers. The findings were! Director of Maintenance or designes will
. monitor and test quarterly and results will
RB\{‘&W of the domestic fire sprinkler system be recorded in the Maintenance Log.
testing record_s revealed the water Alow and Any issues noted will be addressed
supervisory signel davices had not been tested immediately.
during the fourth quarter of 2009 or the first ’
quartar of 2010, Further review revealed tasting Quality of Assurancs:
records wers present in the facility maintenance i ity fMH';In"’“ “ce will
log in the July 2008 section however, these trector of Maintenance will repost
recorts were not datec! or signed, interview with results of mopitoring quarterly at QA
the facility administrator at that time confirmed the meeting for review and suggestions.
maintenance manager responsible for condusting
the tests was unavailable during the above stated
fimes.
K 064 ! NFPA 101 LIFE SAFETY CODE STANDARD K084
88=0
Portable fire extinguishers are provided In all

FORM GMS8-250T(02-99) Pravious Verslons Obsoleta

Evenl |D: Yeay21

Facliity ID: Wy0ops
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PRINTED: 04/28/2010
FORM APPROVED
OMB NO. 0938-0391

BTATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF QORRECTION IDENTIFICATION NUMBER:

536042

(%2) MULTIFLE CONBTRUCTION

A, BUILDING

B.wiN@

01 - MAIN HUBLDING 1

(X3) PATE SURVEY
COMPLETED

04/08/2010

NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHABILITATION GENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1001 HOWELL AVENUE

WORLAND, WY 82401

o410 SUMMARY STATEMENT OF BEFICIENCIES
FREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LBC IDENTIFYING INFORMATION)

Lo
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION [hid]
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPHOPRIATE pATE

DEFICIENGY}

K 058 | Continued From page 6

complete sprinkler syaten had not been installed
during the previous year,

(The Fire Safety Eveluation System (FBES) wil
obviate these deficlencles, The facility has the
option of correcting these items, or placing an "F"
in the Providers Plan of Comrection column and
the Complete Date column to accept the findings
of the FEES.)

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD
88=F
Required automatic sprinkler systems are
continuously maintained In rellable opetaiing
condition and are inspected and tested
pedodically.  19.7.6, 48,12, NFPA 13, NFPA
25,9.7.6

‘This STANDARLD is not met as evidancad by:
Bared on record review and staff Interviaw the
Taciilly fafed to sneure the domestic fire aprinkler
system was tasted during two of the previous four
quarters, The findings were:

Review of the domestic fire sprinkler eystem
testing records revealed the water flow and
supervisory signal devices had not bean tested
during the fourth quarter of 2009 or the first
quarter of 2010, Further ravlew revealed testing
reconds were present In the facllity malntenance
log in the July 2009 section however, these
records ware nof dated or sighed. interview with
the fecllity edministrator at that time confirmed the
maintenance manager responslble for conducting
:]he tests was unavailable during the above stated
mes,
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD
88=0

Portable fire extingulshers are provided in all

K 0566

K 062

K (164

K 064

The facility will ensure the thirteen dry

FORM CMS-2587(02-89) Previous Versions Obeglole Evant 12 YEEY.21
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K064 | Continued From page 7 K084) chemical portable fire extinguishers
heallh care oocupancies In accordance with (ABC type) will be inapected monthly.

9.74.1. 19.3.5.8, NFPA 10
This will be accomplished by:

The director of mdintenance will monitor,
inspect, and rscord inmaintenance log the | 5/23/10

;T:_’-EEND ARD s not et es evidenced by: findings of the monthly inspection of fire
acility

=

Dased Lipon record review and staff interview the extinguishers.
lled to test 13 of 13 portable fire

extinguishers durlng 1 of the previcus 12 months Monitoring: ) .

in acoordance with NFPA 10 Section 4-4.3 & Director of Maintenancs or designes will

Table 52. The findings were: mopiter and inspect monthly and findings
will be recorded in the Maintepance Log.

Review of facliity maintenance records on 4/7/10 Any tssues noted will be addressed

at 3:48 PM revealed 13 of 13 dry chemioal immediately.

portable fire extinguishers (ABC type) located

throughout the facity were not inspected during Quality of Assurance:

the month of Mey 2009, [nferview with the Director of Malntenance will report

adminlstrator at the time of the cheervation results of montioring monthly at QA

confirmed the main‘tanancla manager resppnslble meeting for review and suggestions.

for conducting the inspections was unavailable

_i|:during the month of May.

|/NFPA 101 LIFE SAFETY CODE STANDARD K144} K 144

)Ganeraturs are inspected weakly and exercisad : :
under load for 30 minutes per month in The facility will ensure the emergency

generator will be inspected weekly and
secordance with NFPA 99, 3.4.4.1. exercised under load for thirty minutes

per menth.
This will be accomplished by:

The director of maintenance of his
designes will inspect weekly and exercise | 5/23/10
the generator under load for thirty
minutes per mooth. The findfogs will be
This SYANDARD is not met as evidanced by: recorded in the maintenance log.
[B&5ed bn record review and staff intarview the

FORM CMS-2587(02.88) Previous Versiane Qbsalwle Bvent 10:YE8Y21 Facllity FD; WY0002 It continuation sheet Page 8 of 10
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K144 Continued From page 8 K144} The April check was done by Kapps

facliity falied to ensure the emergency generator Eleotric on 04/22/10.

was tested during 3 of the previous 12 monihs.

The findings were: Monitoting:

‘ D . . .
Review of facility smergency generator testing irector of Maintenancs or designee will

records on 470 at 3:48 PM revesled the fadllity
did not test the generator durlng the months of
May 2009, February 2010, and Mareh 2010,
Interview with the administrator confirmed the
maintenance manager responsible for festing the
generator was unavailable during those three

monitor monthly and record findings in
the maintenance log. Any issues noted-
will be addressed immediately.

Quality of Assurance:
" Director of Maintenance will report

.| months, tesnits of monitoring monthly at QA

-IA47 | NFPA 101 LIFE SAFETY CODE STANDARD K447]| meeting for review and suggestions.
Electrioal wiring and aguipment [s In accordance

with NFPA 70, Nationa! Electricsl Cods, §.1.2

This STANDARD I not met as evidenced by:

[ BaEadlon observation and staff interview, the
facllity falled to ensure compliance with the
Naztiongl Electrio Code by maintaining the
requirad 3 feet of work space in frant of electrical
panels in 2 of 8 smoke compartments. The
findings were:

Ohservation on 4/7/10 between 11:30 AM and
2:10 PM revealed shelving materlal was stacked
in front of and blocked access te an electrical
panet In the clean laundry room. 'In addifion,
cleaning supplles were stored in front of and
biocked access to an electrical panel in the sofled
utility room In the 100 hallway, interview with the
adminlstrator at the time of the cbeervations
confirmed the electrical panels were blocked.

n observation and siaff interview tha
facllity falled to ensure electrical wirlng was In

EORM CMS-2507 (02.68) Previona Veralons Obsolete Svent |D; YBBY21 Facility 10: WY000D if eontinuafion sheet Page 9 of 10
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PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR L90 IDENTIFYING INFORMATION)
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PREFIX

TAG
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DATE

K144

K147
S8E

oy

[

[s-STANDARD ls not met as evidenced by:
Basedpn abservation and staff [nterview, the

ﬁon ohservation and staff interview the

Continued From page 8
facility failed to ensure the emsrgency generator

was tested during 3 of the previous 12 months,
The findings were:

Review of facility emergency generator teeting
racords on 4/7/10 at 3:48 PM revealed the fadllity
dld not tast the generator during the months of
May 2009, February 2010, and March 2010.
Interview with the administrator confirmed the
malntenance manager rasponsivle for testing the
generaior was unavallabla during those three
rmonths.

NFPA 101 LIFE BAFETY GODE STANDARD

Electrical wiring and equipmant Is in accordance
with NFPA 70, Natione) Electrical Code. 8.1.2

C lled to ensure compliance with the
National Electric Code by maintalning the
required 3 feet of work space in front of electrical
panels in 2 of 6 smoke compartments, The
findings were:

Observation on 4/7/10 between 11:20 AM and
210 PM revealed shalving materia] was stacked
in front of and blocked access ta an electrical
panel In the clean latindry room. In addition,
¢leaning supplies ware stored in front of and
kocked access to an elastricsl panel in the =olled
utility roem In the 100 haliway. Interview with the
administrator at the time of the obaervations
eonfirmed the electrical panels were blocked,

ity falled to ensura electrical wiring was in

K144

K147

X 147

code,

red lines.”

The facility will ensure electric wiring is
in compliance with Netional Electric

This will be accomplished by:

1. Red tape will be placed on floor
to mark the required three feet of
work space in front of the
eiectrical pagel in clean Jaundry
room and soiled utility room. A
sign will be placed on wall *“Not
to place any object within the

2. The wall mounted electrical
outlet located over the sink in
the linen room will be replaced
with a ground fault cireuit
interrupt and oontracted out to
Kapps Electric for corapletion.

3. The outlets in two medication
rooms will be placed on the
emergency cireunit and the cover

52310

5/23110

5/23/10
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& smoke compartments. The findings were:

Observation on 4/7/10 at 12:3¢ PM revealed
one-wall mounted electrica) outlet was not
ground fault circuit interrupt (GFC) protected
againet water exposure, The outlet was located
over the counter appraximately four feet from the
sink in tha linen room In the connacting corridor.
interview with the administrator at the time
confimed the above observation.

& ase;d n observation and staff interview, the
fac;;a; tﬂled to maintain and identify separate
essential electric clreuits in two of two meadical

storage rooms In accordance with NFPA Section
3-4.2.2.2. The findings ware:

Observation on 4/7/10 at 1:33 PM revealad the
medication refrigeratars in both the medioation
starage rooms In the 100/200 hallway and the
300/400 haliway were plugged into outlets with
white cover plates, Nelther plate was red or
laheled ag part of the emergency electrical
branch, Interview with the facility administrator
stated he did not know if the outlets were part of
the emergency clrcult

iTA'I’EMENNT O(I; DEFIGIE%%E_B [t4)] Efu.?{%?ﬂ%%:r'ﬁﬁﬁfeﬁ (%2 MULTIPLE CONSTRUCTION {Ga) DATE I?EURVEY
ND PLAN OF GORRECT A BULDING 01 - MAIN BUILDING 04 CONPLETED
B, WING
535048 0410812010
NAME OF PROVIDER OR SUPPHER STREET ADDRESS, CITY, STATE, ZIF CODE
1901 HOWELL, AVENUE
Tl

WORLAND HEALTHGARE AND REHABILITATION CENTER WORLAND, WY 82401

(%4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%8

PREFIX (EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE WMPLI!TION

TAG AEGULATORY OR LEG IDENTIFYING INFORMATION; TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE

DEFIGIENGY)
K 147 | Gontinued From page 9 K147 plates will be replaced with red
compliance with the National Electdc Codg In 1 of ones and labeled as part of the

emergency electrical branch.
This work has been contractsd
ont to Kapps Blectric for
completion.

Monitoring;
Director of Maintenance or designee will

The Director of Housekeeping or
designee will monitor number one
weekly, Any issues noted will be
addressed jrmmediately.

Quality of Assuramce:

Director of Maintenance and Director of
Housckeeping will report results of thelr
monitoring monthly at QA meeting for
teview and supgestions.

monitor numbers two and three quarterly.
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