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Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining data
needed, and completing and reviewing the eollection of information. Send comments regarding this burden estimate or any other aspect of this collection of inforimation including suggestions for reducing the
burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budget, Paperwork Reduotion Project (0938-0390), Washingten, D.C. 20503,

(Y1) Provider/ Supplier / CLIA / (Y2) Multiple Construction (Y3) Datc of Revisit
Identification Number A. Building 01 - MAIN BUILDING 01
B Wi 08/21/2013
535048 » wing
Name of Facility Street Address, City, State, Zip Code
WORLAND HEALTHCARE AND REHABILITATION CENTI 1901 HOWELL AVENUE
WORLAND, WY 82401

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously reported on the
CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished, Each deficiency should be fully identified using either the
regulation or LSC provision number and the identification prefix cade previously shown on the CMS-2567 (prefix codes shown fo the left of each requirement on the survey report form).

(Y4) Tiem (Y5) Date (¥4 Item (Y5) Date {(Y4) Item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
—
1D Prefix % 08/09/2013 1D Prefix ’f% 08/09/2013 ID Prefix 08/09/2013
i
Reg. # ngpA 101 Reg.# NrpA 101 Reg.# Nrpa 101
LSC K0012 LSC K0017 LSC K0018
Correction Correction Correction
Completed Completed Completed
1D Prefix 08/09/2013 ID Prefix 08/09/2013 ID Prefix j] ‘ ﬁ ) 08/09/2013
Reg. # nppa 101 Reg.# NEpA 101 Reg. # NFpa 101
LSC K0027 LSC K0029 LSC K0056
Correction Correction Correction
Completed Completed Completed
ID Prefix 08/09/2013 1D Prefix 08/09/2013 ID Prefix
Reg. # NFPA 101 Reg.# Nppa 101 Reg. #
LSC K0074 LSC KO0211 LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC _ i LSC LSC
Correction Correction ' Correction
Completed Completed Completed
ID Prefix D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By _ | Reviewed By Date: Signature of Surveyor: Date:
State Agency /‘\% %\f}:‘ \?D % }"5
Reviewed By Reviewed By Date: Signature of Surveyor:
CMS RO
Followup to Survey Completed on: Check for any Uncorreeted Deficiencies. Was a Snmmary of Uncorrected
06/12/2013 Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 2567B (9-92) 83CG22
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WY Dept of Hoatth
DEPARTMENT QOF HEALTH AND HUMAN SERVICES S PRIPJE%A?:’%OR“(S%/DQS
- _CENTERS FOR MEDICARE & MEDICAID SERVICES EP 09 2013 OMB NG, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2 MULTI LCTION %3} DATR SURVEY
| ANE ALAN OF CORREGTION IDENTFICATION NUMBER: A BU -nmgﬁq}iﬁrﬁmzfﬁr@ﬁﬁeﬂsing ( }ccmpmmn
and Surveys R
535048 B, WIkG T - - 08/21/2013
NAME QF FROVIDER OR GUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1907 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION GENTER WORLAND, WY 62401
(X%4) 1D ; SUMMARY STATEMENT QF DEIL”lCIENGFES 1y} PROVIDER'R PLAN OF CORRECTION : (%5)
FREFIX | (EAGH DEFIGIENGY MUST BE PRECEDED B FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE | CoMALETION
1aG | REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOQ THE APPROPRIATE | ATE
DEFICIRNGY) |
{
{K 000} | INITIAL COMMENTS {K 000} Preparation and execution of this planof |
J correction oes not constitute an :
; i admission ot agreement by this provides -
Requirements for Long Term Gare Facilities I . of the truth of the facts alleged or ;
Seotion 42 CFR 483.70 {a) excepl as ctherwlse ; . conclusions set forth in statement of
provided in this section, the facillty must meet the deficiencies. The plan of correction is
applicable provisions of the 2000 Edition of the prepared and/or executed solely bacause
Life Safety Code, Existing Heaith Care, of the it is required by the provisions of federal
Nationai Fire Protection Association (NFPA), and state law. Completion dates are J
' , ided for al process: |
The facliity was & partially sprinklered, single ; pf:;;:);d fl[::dpsgf:széj wpith t;: lﬁ%st !
story buliding of Type: I (111) &nd V (000) 5 | Jlr)ecently contemplated or aceomplished
construction with plan approval in 1970 and 1990, ! : . 5 d do not il
 The bullding was equipped with a partial ' | corrective oo < ;110 mg““{' Y
 automatic wet domestic sprinkier system and with | correspon t?';lm““l.“’g’ca. o to date the
& zoned fire alarm system, The facility had a } Tacility is of the opinion it was “:,
capaclty of 87 cartifted Medicare and Medicaid '+ compliance with requirements of
beds. ' i participation or that corrective action was
{K 144} | NFPA 101 LIFE SAFETY CODE STANDARD ~ ;  {K 144)| nocessary.
§5=F | i
| Generatars are inspected weekly and exercised
» under foad for 30 minutes per menth in K 144
accordance with NFPA 89, 3.4.4.1, *
: ; The facility will provide a remote
H ' y p - v !
‘ system alarm at a work site thatis |
readily observable by personnel
: for monitoring the emergency
5 ower supply system.
. P PpLy sy =
| This will be accomplished by: ;
This STANDARD i not met as evidenced by: ! .
Observation on 6/12/13 &t 2:48 PM revealed the | : : e o ;
facllity's EPSS consisted of a generator in the 1. This facility will submit 919713
generater room and a trensfer switch located in plans to the Wyommg
the boilar room. The location of the generator and Department of Health
transfer switch panel was not in an area : :
continuously ocoupied and there was not an : ; i
enunciator pangl installed at a location that was ; i !
LABORATORY DIRECTOR'S OR FROVID RLIE RESENTATIVE'S SIGNATURE TITLE (Xy
% ZHL T

e e

Any dafigi

L)

stalemant ending with an asterizk (*) denotes a deficizncy which the institution may be excusad from correcting providing i dotrfiined thel

other safequards provida sufficient protaction to e patients. (See insbructions.} Except for ursing homes, the findings statad abova are disclosable g0 days

following the data of survey whalher or not a plan of corraction

waﬂ'uipatiﬂn.

W

i

I# provided, For nuising homes, the above findings and plans

of ¢orgotion are disclozabla 14

days follawing the date these documents are made available to th a\ci\ity. if deficiencles are cltad, an approved pln of corraron is requisite 4 gontinued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (¥2) MULTIPLE QONSTRUCTION {%3) DATE SURVEY
AND PLAN OF QQRRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 04 GOMPLETED
R
535044 B. WING 082112013
NAME QF PROVIDER QR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODPE -_
1801 HOWELL AVENYE
wo A _
RLAND HEALTHGARE AND REHARILITATION CENTER WORLAND, WY 82401 q l\ 1
D SUMMARY STATEMENT OF DEFIDIENCIES oom ! PROVIDER'S PLAN OF CORRECTION | s
PREEX .  (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
ThG REQULATORY DR L5G IDENTIFYING INFORMATION) . TAG |  CROSS-REFERENCED TO THEAPPROPRIATE ;  baTe
: [ DEFICIENCY)
: T
[ 1
{K 144}! Continued From page 1 {K 144}: 2. Plan will bereviewedand  ©
readily-observable by staff-interview-on-6/12/13— ; yoming :
at 2:48 PM with the maintenance manager | i Department of
. nt of Health
eanfirmed the a ticn. E } . Parine .
| the abava observation J; 3. This facility will have
' Reference NFPA 69, 3-4.1.1.15. Aremote [ enunciator panel installed |
enunciator, storage hattery powered, shallbe | ; 4. Final inspection, will be :

| provided o operaie outside of the generating | completed by Wyoming
i foom in & location readily observad by operating | : i

! personnsl at a regular work station (sae NFPA 70, | i Department of Health Lins
National Electrical Code, Section 700-12). Whare - ? :

& ragular wark station wiil be unattended |

perlodically, an audible and visual derangement :

" Monitoring:
signal, appropriataly labeled, shali be established :

Maintepance Supervisor

at a continvously monitored location. This ' will monitor progress of project on
derangement sighal shall activate when any of a weekly and as needed basis unitil
the gondtitéqne.l in 3};4.1 1,16 (8) and (b) occur, but ! project has final inspection. Any |
nesd not display theee conditions individually. _ jssues noted will be addressed l
On BA9/13 at 8:30 AM, the maintenance : immediately. :
manager reportad the generator annuncigtor , '
panel and audible alarm had not been instalied. | Quality Assurance:
He alse reported the panet will not be installed - . .
until after the Wyoming Department of Health ‘ . Director of I\rlalntt?nal}ce
{(WDH) gives approval for the installation and the will repott results of monitoring
contractor ean sehadule the job, He raported that ! quarterly or more frequently as
the [nstaliation plans hava not been delivered to needed at the Quality Assurance
tha WLH. He was not sure when the plans will be o e
submittad to the WDH. meeting for review and

suggestions.

Reference NFFA 101, 2000 Edition, 19.2.9.1,

7.6,2.3, NFPA 110, 1999 Edtion | THETAewLa] \> CERVESTNG

3-6.6.1 Aramote, common sudible alarm

| powered by the storage battery shall be provided | A ~TIME LMITETDS \NMVERZ—

| a8 spacified ih 3-5.8.2 (d). This remote alarm ' 2 \% . |
t shall be located outside of the EPS service roam AN \\{?‘ ' '
g at 8 work site readily observable by personneal. : e :,

‘L -t
| !
| i
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