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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: &bmm 61 - MAIN mm o i COMPLETED
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L
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(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES I b PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE OATE

; DEFICIENCY)
K000 | INITIAL COMMENTS K 000

Requirements for Long Term Care Facilities
Saction 42 CFR 483.70 (a) except as otharwise
provided in the section, the facility must meet the
applicable provisions of the 2000 Edition of the | I
Life Safety Code, Existing Health Care, of the : :f
National Fire Protaction Association, i | |

The facility (west and central wing) was a fully | | 5
sprinklered, one story buikding of Type V (000) |
and Type V {111) construction bullt in 1856 and |
1887. The building was equipped with a

supervised automatic wet sprinkler system (west K18

wing)} and dry sprinkier system (central wing) with

ggnﬂr;?:ga: ‘:afcilr: zm%m&f:lgsw::;:nd 1. The doars for rcoms #108, #30, have

with a lotal facility capacity of 192 certified ) been repaired or replaced.

l Medicare and Medicaid beds with a census of

157, 2. All smoke doors have been checked,
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018! repairs or replacements have been Pl
§8=D | completed as indicated. 4\ p,‘)

| Doors pratecting corridor openings in other than | 1 gy

| required enclosures of vertical openings, exils, or | 3. Maintenance staff has been provided \

g hazardous areas are substantial doors, suchas |
| those constructed of 1% inch solid-bonded core |
| wood, or capable of resisting fire for at least20 |
{' minutes, Doors in sprinklered buildings are only | .
{ required to resist the passage of smoke. There s | '

education on NFPA guidelines.

4. Random audits will be conducted
monthly on smoke doors as per regular

F | no impediment to the closing of the doors, Doors | | preventative maintenance practices by the
afa provided with a means suitable for keeping | | safety committee. Findings will be reported
! the door closed. Dutch doors meeting 19.3.6.3.6 | . to the Maintenance Director.

 are permitted.  19.3.6.3 |

5. The Maintenance Director/designee will
report findings to QAPI monthly for a total
of 3 months for recommendations, changes,
and continuance.

B i

ABORATORY DIBECTOR'S ORPH D/SUPRLIER RGPRESENTATIVES SIGNATURE TLE x8)
: =t
\ny daficiency statement ending with an astefisk-{*F #éncles a daficlency which the institution may be excused from correcting g it Is

sther safequards provide sufficient protection to the patients. (Ses instructions.) Excapt for nursing homes, the findings stated above are disclosable 80 days
ollowing tha date of survey whather or riot a plan of cofvedtion is provided, For nursing homes, the abova findings and plans of commection ame disciosable 14
lays following the deie thess documents are made avallable 1o the faclity. W deficisncies are cited, an approved plan of cormection is requisiia to continued
Jrogram participation.
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Roller latches are prohibited by CMS regulations
in all health care facilities.
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SUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEF|CIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4) ID
PREFIX
TAG

D | PROVIDER’S PLAN QF CORRECTION
PREFIX | {EACH CORRECTIVE ACTION SHOULD BE
TAG |  CROBS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

K018 | Continued From page 1

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facllity failed to provide doors that resist the
passage of smoke in 2 of 7 smoke
compariments. The findings were:

1. Observation on 10/20/15 at 3:50 PM revealed
the door to room #108 was warped within the
frame and required a force in excess of 5 fi-lbs to
fully close and latch the door, At the time of the
obseyvation the Facility Maintenance Manager
acknowledged the excessive force needed to
close the door.

Ref:
2000 NFPA 101, Sections 19.2.2.2.1 and
7.2.1.4.5

2. Obseyvation on 10/21/15 at 8:55 AM revealed
the door to room #30 would not latch into the door
frarne. At the time of the observation the Facifity
Maintenance Manager acknowledged the door

; would not lateh into the door frame.

Ref:

2000 NFPA 101, Section 12.3.6.3.2
K 029 NFPA 101 LIFE SAFETY CODE STANDARD
$S=D
One hour fire rated construction {(with % hour
 fire-rated doors) or an approved automatic fire
extinguiching system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas, When

K018

K029

“ORM CMS-2587(02-99) Pravious Versions Obsolete Event I0:WTHZ21

Faciity ID: WYD027 I continuation sheet Page 20f8



11/17/2015 16:37 FAX 3072650459 central ... Bo003/0008
DEPARTME.NT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDIC. DICAID SERVICES
STATEMENT OF DEFICIENGIES (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: A BUILGING 01 - MAIN BUILDING 01 COMPLETED
535042 B, WING 10/23/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE T
HEPHERD OF THE VALLEY HEALTHCARE CENTER S0 MAGNOLIA
- GCASPER, WY 82604
(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES | 0] PROVIDER'S PLAN OF CORRECTION {X3)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREPFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE AFPROPRIATE bATE
DEFICIENCY)
K 028 | Continued From page 2 K 029
the approved automatic fire extinguishing system |
option is used, the areas are separated from )
| other spaces by smoke resisting partitions and 1. The doors the noted housekeeping
' doors, Doors are self-closing and non-rated or closet, have been repaired and fitted with a
field-applied protective plates that do not exceed self closing device.
48 inches from the bottom of the doar are
permitted. 19.3.2.1 2. All compartment doors have been
checked, , have been repaired and fitted
with a self closing device as indicated. 4
\B]
This STANDARD Is not met as evidenced by: 3. Maintenance staff has been provided \\1//\ \:
Based on observation and staff interview, the | education on NFPA guidelines, \
facility failed lo ensure hazardous areas were
protected from the comidor with self-closing doors 4. Random audits will be conducted
in 1 of 7 smoke compariments. The findings monthly on self closing doors as per regular
were: preventative maintenance practices by the
safety committee. Findings will b
Observation on 1072415 at 8:15 AM revealed the e e L8 T De PR
west wing janitor's closet adjacent to the oxygen :
:t:er:%:fmmm\;:g?:{ ;o:'g‘f;;?ea:mﬁe\:as 5. The Maintenance Director/designee will
combustible supplies. Further observation report findings to QAPI monthly for a total
ravealed tha door to the comider was not provided of 3 months for recommendations, changes,
with a sell-closing device. At the time of the ! and continuance.
observation the Facility Maintenance Manager |
| acknowledged the door was not selfclosing.
Ref.
2000 NFPA 101, Section 19.3.2.1 |
K 03B | NFPA 101 LIFE SAFETY CODE STANDARD K038
§8=b |
Exit access is arranged so that exils are readily
accessible at all times In accordance with section
71, 19.21
|
E
FORM CMS-2567(02:03) Previous Versions Obsolete Evant 1D WTHZ Facity ID: WY0027 if continuation sheat Page 3 of B



11/17/2015 16:37 FAX 3072650459 central [@0004 /0008
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
MEDICAID SERVICES NO.
STATEMENT OF DEFICIENCIES (X1) PROVIDERJSUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION P43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01
535042 B. WING 1072312015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI° CODE
SHEPHERD OF THE VALLEY HEALTHCARE CENTER B0 MAGNOLIA
CASPER, WY 52604
o | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o)
PREFIX : {EACH DEFICIENCY MUST BE PRECEDED BY FULL © PREFIX {EACH CORRECTIVE ACTION SHOULD 86
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
; DEFICIENCY)
K 038 | Continued From page 3 K 038
K038
This STANDARD s not met as evidenced by: 1. The doors noted have been repaired and
Based on observation and staff interview, the fitted with a lever action handles that
facility fafled to arrange #xit access so that exits i
are readily accessible at aB times in 3 of 7 smoke provide clear means of egress.
caompartments, The findings were;
pa 9 2. All doors have been checked, , have been
1. Observation on 10/21/15 from 8:40 AM to repaired and fitted with lever action rd
10:02 AM revealed the door locks required tight handles that provide clear means of egress 'P
pinching, and more than one releasing operation \ ’9
tobmak:d thot gloo{faou.pfrashg T?-:;og?ﬁﬁon was 3. Maintenance staff has been provided \
observed at the Valiey Store, , ducati NFPA guidelines.
Employee Services Offics, Beauty Salon Closet, SRRl
and the Activities Office, At the time of the e
observations the Facllity Maintenance Manager i Ra;?om a:d'ts L condlumd
acknowledged the door locks requirad more than e COOLS 85 DETTERuian
one operation. preventative maintenance practices by the
safety committee. Findings will be reported
2. Observation on 10/21/15 at 8:45 AM of the EI to the Maintenance Director.
Bonbogen storage closet, adjacent to the nurses
5:35,0? I'B\feahdd mﬂgw lock "?qU"I'Ed tight . 5. The Maintenance Director/designee will
pinching, and more than one releasing operation rt findings to QAP! monthly for a total
o ke e doorcperale. Amdlord o | | 7o g o QAP monty o i
was also provided approximately 72* above the : » ChANEES,
fioor on the left upper comer of the door. At the _and continuance,
time of the observation the Facllity Maintenance
Manager acknowledged the two door locks.
Ref:
2000 NFPA 101, Sections 18.2.2.2.1 and
72154
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047
58=D
Exit and directional signs are displayed in
accordance with section 7.10 with continuous
illumination also served hy the emergency lighting
system. 19.2.10.1
'ORM CM5-2557(02-09) Previous Varsions Obsalela Event I0: WTHZ21 Facility ID: WY0027 If continualion sheet Page 4 of B



11/17/2015 16:38 FAX 3072650458
DEPARTMENT OF HEALTH AND HUMAN SERVICES

central

.+ 610005/0008
FORM APPROVED

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01
535042 iy 10/23/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHEPHERD OF THE VALLEY HEALTHCARE CENTER &""P‘GE'&'D;‘Y e
%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAB REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
K 047 | Continued From page 4 K047| Kko47
1. The exit sign has been replaced to
identify means of egress,
g‘alic?dToAnNgbAsZgall? o'::’;:r; t::r?:g;";:wa‘? 1?1!; 2 All exit routes h:fve been reviewed and
facility falied o provide approved exit signs were signs noted providing clear means of egress.
the exit was not obvious and clearly identifiable in 3. Mai .
1 of 7 smoke compartments. The findings were: | o Mantenance staff has been provided 6
{ education on NFPA guidelines, 'ﬂ
Observation of the direction of travel through the ' \
corridor exiting the secured unit on 10/21/15 at 4. Random audits will be conducted
9:31 AM revealed the exit adjacent to laundry was monthly on exit as per regular preventative
not obvious and clearly identifiable. Further maintenance practices by the safety
observation revealed an exit sign had been committee. Findings will b
present at one time, but had been removed. At = - MINCIng e reported to the
the time of the observation the Facility aintenance Director.
Maintenance Manager acknowledged the exit 5.Th . E
was not obvious and clearly identifiable. - The Maintenance Director/designee will
re};ort findings to QAPI monthly for a tota)
Ref: of 3 months for recommendations, changes,
2000 NFPA 101, Sections 19.2,10.1 and 7.10.1.2 and continuance, ;
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
88=D
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkier Systems, {0
provide complete coverage for all portions of the .
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Waler-Based Fire Protection Systems. [tis fully
supervised. There is a reliable, adeguate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
swilches, which are electrically connecied to the
building fire alarm system. 19.3.5
ORM CMS-2567(02-29) Previous Varsions Obsolele Event ID:WTHZ21 Facity ID: WY0027 f continuation shaet Page 5 of 8



11/17/2015 16:38 FAX 30726504589 central @0006-0008
DEPARTMlENT OF HEALTH AND HUMAN SERVICES 'FORM APPROVED
STATEMENT OF uemcms : m) mmppuam (<2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
635042 B. WING 10/2312015
NAME OF PROVIDER OR SUPPLIER GTREET ADDRESS, CITY, STATE, 1P CODE
SHEPHERD OF THE VALLEY HEALTHCARE CENTER 50 MAGNOLIA
CASPER, WY 82604
044} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULI, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 058 | Continued From page 5 Kos6| KOS58
1. The beauty salon closet has been fitted
with a new sprinkler head.
This STANDARD is not met as evidenced by:
Based on observation and staff interview, the 2. All closets have heen reviewed for further
| ' facility failed to ensura that the facility has deficiencies, repairs made as indicated.
| complete sprinkier coverage in 1 of 7 smoke
compartments. The findings were: 3. Maintenance staff has been provided A
ducati NFPA guidelines.
Observation of the beauty salon storage closet on e e st & ,Vt P
10/21115 at 8:55 AM revealed that a sprinkler 4. Random audits will be conducted \\
head had been installed, but at some point thi s e s e e
removed and not replaced. Interview with the monthly on fire sp perreg
| | Facility Maintenance Manager at the time of the preventative maintenance practices by the
observatlon confirmead the closet was not safety committee. Findings will be reported
, pmvided with a sprinkler, and was not aware of to the Maintenance Director.
i it's removal. ,
Ear E 5. The Maintenance Director/designec will
<5 report findings to QAPI monthly for a total
2000 NFPA 101, Section 18.3.5.1 .
. dations, ch S,
K 062 | NFPA 10% LIFE SAFETY CODE STANDARD Kogg| of3months for recommendations change
SS=D and continuance.
| Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and lested |
periodically. 19.7.8, 4.6.12, NFPA 13, NFPA 25, ;
9.7.5 !
This STANDARD s not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure that automatic sprinkler
systems are installed, and continuously
maintained per the requirements of NFPA 13 and
NFPA 25. The finding were:
1. Observation of the sprinkler head located in
FORM CM5-257(02.06) Provious Viersions Qbsolete Event 10: WTHZ21 Faciily ID: WY0027 i continuation sheet Page 6 of 8




11/17/2015 16:38 FAX 3072650459 central @ oo07/0008
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
A EDICA} ;
STATEMENT OF DEFICIEENCIES {X1} PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILOING 01 COMPLETED
535042 8 WING 1012312015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHEPHERD OF THE VALLEY HEALTHCARE CENTER 50 MAGNOLIA
CASPER, WY 82804
(%4) 30 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION txs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD OE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss—nu&nsg%lmmwmmm CATE
[
K 062 | Continued From page 6 | KO082| Ko62
tha closet of the Director of Nursing office on
10/20/15 at 3:25 PM revealed a missing 1. The sprinkler head and missing
es?imki.gsmip ]ring with a rt:iasulting o%lal? am#:t: the escutcheon ring identified in the DON office
sprinkler piping penetration the celling. has been repaired. Hydraulic design
Facllity Maintenance Manager acknowiedged the | infermation has been obtained and posted
escutcheon was not installed. P
! for east and west sprinkler rooms.
Ref:
2000 NFPA 101, Sections 19.3.5.1 and 8.7.1.1 e
1999 NFPA 13, Section 3-2.7,2 compliance. Hydraulic design information
will be posted at riser sites and maintained
2. Obsewaﬁon Oftha aast sprink.lar I‘is&r room on ; in pemanent records. "‘:
10/21/15 at 8:25 AM revealed the fire riser had | AV
been modified from the original installation for the 3. Maint tafl has b i v
addition of a reduce principle backflow preventer edu 2;0‘;"::‘::], A a; lfaen pravides \\
and valves. No hydraulic design information sign gulaelines.
was provided. At the time of the observation the o
Facility Mainleriance Manager indicated that he 4. Random audits will be conducted
was unaware of the date of modification, but _ monthly on fire sprinklers and check fire
would pravide the required information. | riser rooms for proper documentation as
f per regular preventative maintenance
Ref. 3 ractices by the safety committee. Findi
2000 NFPA 101, Sections 19.3.6.1 and 8.7.1.1 | B T g
1999 NFPA 13, Sections 5-15.4.6.2 and 10-5 - Director.
3. Observation of the wesl sprinkler riser room . ; :
on 10/21/15 at 9:11 AM revealed the fira riser had 5. The Mall?tenance Director/designee will
been modified from the original installation for the report findings to QAPI monthly for a total
addition of a reduce principle backflow preventer of 3 months for recommendations, changes,
and valves. No hydraulic design information sign and continuance
was provided. At the time of the cbservation the e r
Facility Maintenance Manager indicated that he ;
was unaware of the date of modification, but !
would provide the required information. !
Ref,
2000 NFPA 101, Sections 18.3.5.1 and 9.7.1.1
1998 NFPA 13, Sections 5-15.4.8.2 and 10-5
FORM CMS-2567{02-89) Pravious Versions Obsolels Event D WTHZ1 Faclity |0 Wyon27 H continuation sheel Page 7 of B




11/17/2015 16:39 FAX 3072650459 central . ... J010008/0008
EPARTMENT OF HEALTH AND HUMAN SERVICES J =0

FORM APPROVED
NTERS FOR MEDICARE & MEDICAID SERVICES M8 NO. 0938-0301

N

{X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
535042 B.WiNG 10/23/2015
NAME QF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
SHEPHERD OF THE VALLEY HEALTHCARE CENTER SIANDdA
CASPER, WY 82604
(%4) 1D BUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i
K 076 | Continued From page 7 K 076,
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K076
$S8=D ]
Medical gas storage and administration areas are !
protected in accordance with NFPA 99, Standards
{ for Health Care Facilities.
|
1. The oxygen rooms have been cleaned of
ga%goxycge{ :zr:?‘mﬁggs:‘:ng::;ﬁ; fan : all combustible materials. .
separation. 2. The facility currently has only one arca
(b) Locations for supply systems of greater than for oxygen storage.
3,000 cu.ft. are vented to the cutside, NFPA 89 )
14.3.1.1.2, 19.3.24 3. Maintenance staff has been provided
; | education on NFPA guidelines. All staff have \
iL been educated on oxygen room storage and \1
debris.

:I
This STANDARD s not met as evidenced by:
Based on observation and staff interview, the weekdy of oxygen room by safety
facility failed to provide an adequate medical gas committee. Findings will be reported to the
storage area per NFPA 99. The findings were: | Maintenance Director.

4, Random audits will be conducted 3x

| Observation of the oxygen storage room on
10/21/15 at 9:10 AM revealed concentrators and
card board boxes being stored within the space.
At the time of the observation the Facility
Maintenance Manager acknowledged the
combustible materials being stored within the
location,

5. The Maintenance Director/designee will
report findings to QAPI monthly for a total
of 3 months for recommendations, changes,
and continuance

Ref:
2000 NFPA 101, Section 19.3.2.4
1998 NFPA 89, Section 4-3.1.1.2

ORM CMS-2587(02-99) Pravious Versions Obsolate Evant ID:WTHZ21 Faciiity ID: Wyooz7 If conlinuation shest Page 8 of 8



Mar 20 2001 05:38AM PVCC Medical Records 307-234-6840 page 82 RECEIVED .
. |
: 4 :
DEPARTMENT OF HEALTH AND HUMAN SERVICES ; ALl 53 el
i3 o ... OMB ND. 0938-0301
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFPUERICUA (<7 MULTIPLE COMSTRUCTION uid (2) OATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BULONG 02 - BASTBUILDMG.02 COMPLETED
i (14} |
E L
535042 8. WING e iy 3ys _ 10/23/2015
NAME OF PROVIDER GR SUPPUER STREET ADDRESS, CIFY, STATE, ZIP GODE ]
60 MAGNOLIA
SHEPHERD OF THE VALLEY HEALTHCARE CENTER CASPER, WY, 82604
(%4) ID | SUMMARY STATEMENT OF DEFICIENCEES | D ROVIDER'S PLAN OF CORRECTION i s
paeﬁx (EACH DEFICIENCY MUST AE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULO 8E COMELETION
| REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
! . OEFICIENCY)
K 000 INITIAL COMMENTS K 000
Requirements for Long Term Care Facilities
Section 42 CFR 483,70 (a) except as otherwisa K052
| provided in the section, the facifity must meet the |
f@’ggg;%%mgﬁ sc:;nug‘ei-lzeg‘l}t?l Egi?eo "O?fmtge { ! 1. The sprinkler heads/escutcheons in
Nationa Fire Protection Associalion. | rooms#217, #210, basement closet have
| been repaired or replaced.
The facliity (East Wing) was a fully sprinklered,
two story buitding of Type Ul (111) construction 2. All sprinkler heads/escutcheons have
built in 1979. The building was equipped with a been checked, repairs or replacements have
supervised automatic wet sprinkler system with | been completed as Indicated.
an addressabie fire alarm syslem. The East Wing :
had a bed capscity of 86 beds, with a iotal facility | 3. Mainte st@aff have been provided
capacity of 192 certifisd Medicare and Medicaid e du:azo:::(:w A gu?::“n es P
K062 | :?;Aﬁlgzifggs‘;::é';‘?’%ODE STANDARD K 062I
58=D | | 4.Random audits will be conducted
i Required aulomatic sprinkler systems are - monthly on sprinkler head /escutcheons as
continuously maintained in reliable operating ' per regular preventative maintenance
condition and ara inspecied and tasted practices by the safety committee. Findings
periodically.  19.7.8, 4.8.12, NFPA 13, NFPA 25, will be reported to the Malntenance
F 8.7.5 Director.
5.The Maintenance Director/designee will
This STANDARD is not met as evidenced by: report findings to QAP] monthly for atotal
Based on observation and staff interview, the . of3 months for recommendations, changes,
faciiity failed to ensure that automatic sprinkler * and continuance.
systems are installed, and continuously
maintained per the requirements of NFPA 13 and
NFPA 25. The finding were:
1. Obsarvation of the sprinkler haad localad In
the bathroom of room #217 on 10/20/115 at 2:55
PM revealed a missing escutcheon ring with a
resulting gap around the sprinkler piping b' -
| penetration the cefiing. The Facility Maintenance 15

4BORATORY DIRE R R RISHP REPRESENTATIVE'S SIGNATURE %‘:
ny daficiency Lt t ending with an asterisk~{*] dancles a deficiency which the mmbaemdhommmcthgpmﬁlngllh %%
t‘rmnal'anuudl pmrida sufficlent pmladhn {0 (ha patiants. (Sea inslructions.) Except for nursing homes, the findings staled above are disclosable 50 days

iowing the date of survey whather or not a plan of comraction Is providad. For nursing homas, the above findings and plans of correction am disclosable 14

ays foliowing tha cate thess documents ars mads availabie to the faciiky, If deﬁclundu arm clled, an approvad pian of comection ls mquistis (o confinuad
regram participstion.
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K 082 | Continued From page 1 I Kpa2! :
Manager acknowledged fhe escuicheon was not | ;
instalied, i .
Ref: !

2000 NFPA 101, Sections 19.3.5.1 and 8.7.1.1 | | |
1889 NFPA 13, Section 3.2.7.2 '. |

2. Observation of the sprinkler head located in ' |
the closet of room #201 on 10/20/16 at 3:10 PM !

revealed fire caulking covering the majority of the |
sprinkler head and bulb. At the time of the
observation the Facility Maintenance Manager
acknowladged the fire caulking on the sprinkler.

Ref:

2000 NFPA 101, Sections 19.3.5.1 and 9.7.5 §
1998 NFPA 25, Section 2-2,1.,1 i

3. Observation of the sprinkler head located in |
the basement man's bathroom closet on 10/21/15 !
at 10:20 AM revealed & missing escutcheon ring i
with a resulting gap around the sprinkler piping ’
penetration the ceiling. The Facllity Maintenance
Manager ecknowledged the escutcheon was not b
instalied. |

Refl:
2000 NFPA 101, Sections 19.3.5.1 and 9.7.1.4
1999 NFPA 13, Section 3-2.7.2
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