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K 000 | INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted by
Healthcare Licensing and Surveys on July 25th,
2019.

Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association.

The facility was a fully sprinklered, one story
building of Type V (111) construction built in 1978
with two additions built in 1996. The building was
equipped with a supervised automatic wet
sprinkler system with an anti-freeze branch and
an addressable fire alarm system. The facility had
a capacity of 60 certified Medicare and Medicaid
beds with a census of 50 residents.

K 920 | Electrical Equipment - Power Cords and Extens K 920 8/23/19
ss=E | CFR(s): NFPA 101

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of
10.2.3.6. Power strips in the patient care vicinity
may not be used for non-PCREE (e.g., personal
electronics), except in long-term care resident
rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or UL 60601-1. Power
strips for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In non-patient
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care rooms, power strips meet other UL
standards. All power strips are used with general
precautions. Extension cords are not used as a
substitute for fixed wiring of a structure.
Extension cords used temporarily are removed
immediately upon completion of the purpose for
which it was installed and meets the conditions of
10.2.4.
10.2.3.6 (NFPA 89), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 590.3(D) (NFPA 70), TIA 12-56
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the Correct deficiency to individual:
facility failed to properly use power strips in Deficiency to resident living in 110 was
accordance with the 2012 NFPA 99, Health Care corrected by moving the non-patient care
Facilities Code. Failure to properly use power items out of the healthcare area and also
strips could result in injury or death. The providing an approved power strip for the
deficiency affected two (2) of three (3) smoke personal electronics.
compartments.
Deficiency to residents living in 117 was
The findings were: corrected by relocated non-patient care
items out of the healthcare area and to
Observation on 07/25/19 at 12:15 AM and the opposite side of the room.
throughout the survey revealed resident rooms
110, 117 and 206 had Patient Care Related Deficiency to residents living in 206 was
Electrical Equipment located in the room with a corrected by offering one of the residents
power strip located in the patient care area, and a room move so that more outlets were
resident room 206 had the PCREE plugged available for the healthcare equipment
directly into the power strip. Resident rooms and thus allowing the non-patient care
utilizing patient care related electrical equipment equipment to be plugged in outside of the
shall not have a power strip. healthcare area.
Interview with the maintenance director at the How others are identified in similar
time of the observation acknowledged the situations:
deficiency, and indicated they were unaware of The maintenance supervisor or designee
the requirement. will complete 100% audit of each room,
identifying non-healthcare items plugged
Interview with the director of nursing at the time of in the healthcare area as well as
exit acknowledged the deficiency. identifying any unapproved power strips
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51.3.3.3.

K 920 | Continued From page 2

K 923 | Gas Equipment - Cylinder and Container Storag

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and

>300 but <3,000 cubic feet
Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or

K920

K923

and replacing them immediately with an
appropriate power strip.

Measures/systemic changes to prevent
recurrence:

Education will be provided by
Administrator or designee to all team
members who work in the resident rooms
related to the proper use of outlets in the
healthcare area and also the use of
approved power strips for non-healthcare
items outside of the patient care area.

Weekly room audits will be completed
each week for the next 60 days and prn
thereafter by the maintenance supervisor
or designee to check for healthcare items
being plugged into appropriate
receptacles, identifying any healthcare
equipment that is plugged into a power
strip, and checking for appropriate power
strips. Education will be provided on the
spot and the items will be corrected at the
time they are discovered. The results of
the audits will be reported at monthly
Safety Meetings by the Maintenance
Supervisor or designee

8/23/19
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limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, individual
cylinders available for inmediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
handled with precautions as specified in 11.6.2.
A precautionary sign readable from & feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty cylinders
are marked to avoid confusion. Cylinders stored
in the open are protected from weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the Correct deficiency to individual:

facility failed to protect oxygen storage in In order to correct the deficiency to all
accordance with the 2012 NFPA 99, Health Care individuals, a keypad locking system will
Facilities Code. Failure to properly protect oxygen be installed on both oxygen storage
storage could result in injury or death in the event rooms in the smoke compartment.

of a fire. The deficiency affected one (1) of three
(3) smoke compartments. How others are identified and correction
to others in similar situations:
The findings were: There are no other oxygen storage rooms

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 11AX21 Facility ID: WY0036 If continuation sheet Page 4 of 5




PRINTED: 08/16/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
535034 B. WING 07/25/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
150 CARING WAY
WESTWARD HEIGHTS CARE CENTER LANDER, WY 82520
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
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)
K 923 | Continued From page 4 K923
in the facility.
Observation on 07/25/19 at 12:56 PM revealed
that the oxygen storage room contained 2,250 Measures/systemic changes to prevent
cubic feet of stored oxygen in cylinders and the reoccurrence:
room was incapable of being locked. Oxygen Education to be provided by the
storage locations shall have doors that can be Administrator or designee to all facility
secured against unauthorized entry. leadership regarding this regulation of
having ability to secure the oxygen
Interview with the maintenance director at the storage rooms with greater than 300 cubic
time of the observation acknowledged the feet and less than 3000 cubic feet.
deficiency, and indicated they were unaware of
the requirement. Monitor permanent solution:
Maintenance supervisor or designee will
Interview with the administrator at the time of exit provide weekly checks 60 day and then
acknowledged the deficiency. monthly checks of the keypad lock to
ensure the oxygen storage rooms are
Reference: 2012 NFPA 99 11.3.2.1 secure. The checks will be reported at

the monthly Safety Meeting by the
Maintenance Supervisor or designee.
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An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on July 25, 2019.
Based upon the findings of the survey team, it
was determined that the facility was in
compliance with all requirements.
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