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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SURPLIER/CLIA {%2) MULTIPLE mﬂﬁiﬁ“ﬁ‘gm Surveys {X3) DATE BURVEY
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1801 HOWELL
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o6 10 SUMMARY STATEMENT QF DEFICIENCIES B PROVIDER'S PLAN OF GORREGTION o)
PREWIX (EAGH REFICIENGY MUST BE PREGEDED BY FULL PREFIX (EAGK CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG (2ROSS-REFERENCED TO THE APPROPRIATE DATE
DEFISIENGY)
K 000 | INITIAL COMMENTS K 000
Requirements for Long Term Care Facilities Preparation and exectttion of this plan of
Section 42 CFR 483,70 (a) except as othetwise corrsction does not constitute an
provided in the section, the facility must meet the admission or Agtcement by this provide
applicable provisions of the 2000 edition of the of the truth of the fests-aHepedzex
 Life Safety Code, Existing Health Care, of the conelusions set forth in statement o
National Fire Pratection Association. deflciencies. The plan of comection is
. . o prepared and/or executed solely because it
The facility was a single story building of Type V is required by the provisions of federal
{000) construction built in 1970 and 1990, The and state law. Completion dates are
bullding was equipped with a specialty domestic provided fot procedural processing
wet sprinkler system in the file store room, the purposed and correlate with the most
laundty and the oxygen trahsferring room only. ‘ recently contemplated of accomplished
The rest of the building is not protectad by an corrective action and do not necessarily
automatic supervised sprinkler system. A fire cotregpond chronologically to date the

alarm systent is instailed in all corridors and
commons areas along with single station battery
upetated smake detectors in every resident room,

facility is of the opinlon it was in
compliance with requirements of
participation ot that corrective action was

K-012, K-017, and K-056 can be ohyiated by the necessaty.

Fire Safety Evaluation System (F3ES). If the
facility agrees to the conditions of the FSES they
can write an "F* In the Providers Flan of
Correction column and an "F" in the Completion
Date colurnn to accept the FSES. [f the facility
wants o fix the deficiengy they can fill in the
Providers Plan of Gortection coiumn with the
appropriate infoitnation and dates,
K012 | NFPA 101 LIFE SAFETY CODE STANDARD K Q12
S Building construction type and height meets one k012

. The facility will ensure walls ate smoke
?;tSEE rgllowmg. 19.1.6.2, 19.1.8.3, 19.1.6.4, resistance In all 6 coryartments.

%,

This will be aceomplished by:
|2

1. The four unseaied holes in Room  ga0100

This STANDARD is not met as evidenced by: #218 will be sealod/filled.

Basad on gbsemation and stalf intgpﬁlew the

LABORATORY DIRERORS OR PROVIDER/S UPPLIER REPRESENTATIVE'S SIGNATURE TITLE " m DATE
ld / ’ - "'.-"wv"'_ ) b‘ ‘..“ A Ty k . / / 9
T T T T [l ‘Cﬁw,rnﬂ-_.&‘z. yol R4 /0 LD

Any defisiancy statatngnt ending with an asterisk () Jé‘nntas a deficlenay which the institution may be excused from correating providing i is determindd that
other safeguards provide sufficlent protection to the patisnts, (See Instuctions.) Except for nursing hetnes, the findings stated above are disclosable 90 duys
following the date of survey whather or net @ plan of correstion Is provided, For nursing homes, the above findings and plans of correstion are disclosanle 14
days following the date thess documents gre'made svailable to the facility. If deficiancies are cltad, an approved plan of corraction is requlstte to continued
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PRINTED: (3/25/2009

DEPARTMENT OF HEALTH AN[') HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0238-0391
EEQTE&%NJFDS g;gé%%%ﬂes *1) EPFE?#{EI%F;\I‘?I%PNP&{'JEGIBCELRM (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
L ) .
A BUILDING 01 - MAIN BUILDING 04 COMPLETED
B, WING
533048 03112009
NAME OF PROVIDER DR SURPLIER STREET ADDREEE, GITY, STATE, 2IP CODE !
1801 HOWELL
ORLAND HEALTHCARE AN ENTER
WORLA D REHABILITATION C WORLAND, WY 82401 L\- /W/’Pl
(%4} 1D SUMMARY BTATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION X5)
FREFIX (EACH DEFIGIENGY MUST B PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD & COMPLETION
TAG REGULATORY OR L8G 1DENTIEYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEPICIENCY)
K 012 | Continued From page 1 K012
facllity failed to ensure wails were smoke reslstant
in 1 of & smoke compatiments. The findings 2. The hole in Hall | & 2 Med I —
wers; Room will be sealed/filled. The
Med Room. u/ TR

1. Obsarvation on 3M10/09 at 1:48 PM revealed
the wall above the resident over bed fights In
resident room #218 had four unsealed 1/4 inch
holes. Interview with the mainteriance ditector at
the time of ahservation revealed all rooms were
inspeoted monthly. Ha further reported the over
bed fights had recently been replaced.

2, Ohsarvation on 3/10/09 at 2:10 PM ravealed
tha wall in the #1 and #2 hall medication room
had a 1 inch unsealed hole behind the door.
Interview with the maintenance diractor at the
tine of abservation revealed medication rooms
were not routinely inspected.

| Based on observation and staff intetview the . F F
 facility fafled to ensute the minimum construction

requiretnants were met for a non-sprinkled Monitoring;

building in 6 of 6 smoke comparimants, The Director of maintenance will

findings were: monitor/inspect all areas quarterly. Any

issues notad will be addressed

1. Observation on 3/10/09 batween 3 PM and 5 immediately.

PM revealed the faciliy was primatily construsted
of Type Il (111) Construction. The following
aroas were constructed of combustible materials
Typea V {000) and the fagility was not protected by
5 complete supervised automatic sprinkier
system:

a. The vertical smoke barrier wall above the
ceiling tile in halt #2 and haf #3.

b, A false wall above the ceiling tile near the
janitot's closet in hall #3.

¢. Two cross oorridor draft stop walls above
the ceiling tite near the administration area.

Quality Assurance:

Director of Maintenance will repoit
tesults of monitoring quarterly or mare
frequeitly ag needed at the Quality
Assutanee mecting for review and
suggestions.
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PRINTED; /
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORr?n A%aéifo"?gg

CENTERS FOR MEDICARE & MEDIGAID SERVICES OMEB NQ, 0938-0391

STATEMENT GF DEFICIENCIES 1) PROVIDERGUPPLIER/CLIA {(2) MULTIFLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN GF CORRECTION {RENTIFICATION NUMBER: QOMPLETED
A. BUILDING 01 - MAIN BUYILDING 01

B. WING '
535048 03/11/2009
NAME OF PROMIDER OR S8UFRLIER STREET ADDRESS, CITY, STATE, ZIP COUE A

WORLAND HEALTHGARE AND REHABILITATION CENTER 1901 HOWELL

WORLAND, WY 82401 W / @P/V‘]
bt

xd) B SUMMARY STATEMENT OF DEFICIENCIES : o PROVIDER'S PLAN OF CORRECTION x5)

PREFIX (EAGH DEFIGIENGY MUS™ B8 PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IBENTIEYING INFORMATION) TAG CROSS-REFERENGED 0 THE ABPROPRIATE DATE

DEFICIENGY)

K012 | Continued From page 2 K 012
d_ The sky light shaft in halls #1, #2, #3 and #4.

2. Interview with the administrator on 3/10/08 &t 6
PM confirmed the aforemettioned areas were
construsted of combustible materials and the

i building was not equinpad with a complete
sprinkler system,

(The Fire Safaty Evaluation System (FSES) will
obviate these deficisncies. The facility has the
option of cotratting these items ar placing an "F"
it the Providers Plan of Comection column and
the Complete Date column ta accept the findings
of the FSES.)

K 017 ! NFRPA 101 LIFE SAFETY CODE STANDARD K017
55=F
Cotridors are separated from use areas by walls
constructed with at least ¥ hour fire resistance K017
rating. In sprinklered buildings, partitions ate anly
required to resist the passage of smoke. In F e
non-sprinklered buildings, walls properly extand
above the ceiling, (Corridor walls may terminate
at the underside of ceilings where specifically |
permitted by Gode. Charting and clerical staticns,
walting areas, dining roomns, and activity epaces
may be open to the cortidor under ceriain
conditions specified in the Code, Gift shops may
be separated from corridors by hoh-fite rated
walls if the gift shop is fully sprinklered.,)
19.3.61,19.362.1,19.38.5

This STANDARD is not met as avidenced by:
Based on chservation the facility failed to ensure

FORM GMS-2567(02-049) Previous Versione Obstlely Event 1D; F7HwW21 Faulity I0; wyonos if continuation sheat Page 3 of 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDRICAID SERVICES

PRINT
FO

ED: 03/26/2009
RM APPROVED

OMB NO, 0938-0391

BTATEMENT GF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE CONSTRUCTION {%3) DATE BURVEY
AND-FLAN OF CORRECTION IGENTHEIGATION NUMBER: GOMPLETED
A, BUILDINS 01 - MAIN BUILDING 01
535048 AL WING 03/11/2009

NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHARILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
1901 HOWELL

WORLAND, WY 52401

¢

W/oblA

) 1D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION 8
PREFIX {FAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG GROBS-REFERENCED T THE APPROPRIATE DATE
DEFICIENCY)
K 017 | Continued From page 3 K017
cottidor walls extended from the fioor to the roof
deck above in § of 6 smoke compariments . The
findings were:
Observation on 3/10/09 between 3 PM and 6 PM
reveaksd the cortidor walls on halls #1, #2, #3 and
#4 stopped ahove the ceiling tile, except for the
new construction on the #1 hall,
(The Fire Safety Evaiuation System (FSES) wil
phviate thess deficiencies, The facility has the
pption of correcting these ittems or placing an "F"
in the Providers Plan of Correction column and
the Complete Date column to accept the findings
of the FSES.)
K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K025
53=D
Smoke barriers are constructed (o provide at K075
least @ one half hour fire resistance rating in The facility will ensure that stoke barrier
accordance with 8.3, Smoke barriers may walls are alls are smoke resistant.
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass This will be accomplished by:
panals and steel frames, A minimum of fwo
separate compartments are provided on each The two unsealed cable penetrations RsjOL/0T
| floor. Dampers are not raquired in dust betweert halls 1 &2 & Administration hell 1§ {24/
penatrations of stnoke barriers in fully ducted will be sealed.
heating, ventilating, and air ¢onditioning systems.
16.3.7.3, 19.3.7.5, 19.1.6.3, 18.1.6.4 Monitoring:
Directot of maintenance will monitot
quarterly. Any issues noted will be
nddressed immediately,
Thiz STANDARD is not met as evidencad by: ; .
Based on ohservation and staff interview the Dimctor%%aﬁzn?:g;m‘;c\?iﬂ repott
facility faliad to ensure 1 of 5 smoke barrler walls results of montoting quarterly of more
was smoke resistant. The findings wara: frequently as needed at the Quality
Obsatvation on 3/10/09 at 3:18 PM revealed the Assurance meeting for review and
smoke bartier wall betwaen #1 and #2 hall and

J
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PRINTED: 03/26/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} FROVIDER/SUPFLIER/CLIA (%2) MULTIPLE CONSTRUGCTIGN (%3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBEE: COMPLETED
A BUILRING {1 - MAIN BUILDING 01
636048 8. WiNG 03/11/2009
NAME OF PROVIDER OR SLPPLIER STREET ADDRESS, QITY, STATE, ZIP CODE

1801 HOWELL

e W
WORLAND, WY 82401 "\!D"ofv“]

WORLAND HEALTHCARE AND REHABEILITATION CENTER

(X4) 113 SUMMARY STATEMENT QF DEFICIENCIES l{s] FROVIDER'S PLAN OF CORREGTION {X5)
PREFIX {EAGH DEFIGIEMGY MUST BE PRECEDED AY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY DR LSE IDENTIEYING INFORMATION) TAL CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 026 | Continued From page 4 k026
administration hall had two unsealed cable suggestions,
penetrations. The gaps around the cables were
1/2 inch wide. Interview with the maintenance
director at the time of observation revealed
smoke barrier walls were not routinely inspectad
above the ceiling tile.
K 046 | NFPA 101 LIFE SAFETY CODE BTANDARD K 046
88=f _ K046
Emergency lighting of at lsast 1% hour duration is The facility will ensure one that both
provided in accordanca with 7.8, 19.2.0.1. emetgency baitery light tests are
conducted yearly,

. This will be aceomplished by:
This STANDARD is not met as evidenced by:

Based an record review and staff interview the 1. Emergency lightibg system will  pzmige
facility failed to ensure one of two emargency be tested yearly.
battery light tests were conducted In the past "V&'/f‘
vear. The findings were: Monitoting:

' , Director of maintenance will menitor
1. Review of the emergency battery light testing quarterly. Any issues rioted will be

records revealed the annual 90 minute tast had
not been conducted in the past yaar. Tha last test
was conducted on B/17/07. Quality Assurance:

Dijrector of Maintenanoe will report
results of monitoring guarterly of more

arldressed mmirnediately,

2. Interview with the malntenance director on
310/09 at 4:46 PM revealed he was not aware of frequently as needed at the Quality

this test requirement, Assurance mecting for review and
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047 suggestions.

S8=E |
Exit and directional signs are displaysd in
accordance with section 7,10 with continuous
ilumination aiso served by the emargency lighting K047

system.  19.2.10.1 The facility will ensure that exit signs
are properly illuminated.

This will be accomplished by:

This STANDARL! i3 not met as avidenced by:
Based on observation and staff interview the

FORM CMS-2567{02-0%) Pravipus Versions Obsolete Evant 10 E7HW 21 Facillty 1 WY0008. If centinuation shaat Page 5 of 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/26/2009
FORM ARPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRULTION {%3) DATE SLURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILRING 01 - MAIN BUILEMNG 01
B, WING
535048 D3/11/2009

NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, QITY, 8TATE, ZIP CODE
1901 HOWELL

WORLAND, WY 82401

A

SUMMARY STATEMENT OF DEFICIENGIES

W/rphA

%4 1D iD FROVIDER'S PLAN OF CORREGTION {XE)
PREFX (EACH DEFIGIENGY MLIST BE PREGEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 047 | Continued From page 5 K047
facility failed to ensure exit signs wera propetly
';{Iu‘;ninated in 3 of 6 smoke compartmenta. Tha All exit sign lights that were not Y
indings were: i ill be replacad.
g working will be replace W , ~ [ A
Obsetvation on 3/10/09 between 2 PM and 4 PM Monitoring:
revealed the exit signs near resident room #307, Director of maintenance will inonitor
the laundry and #1 and #2 nurses station did not MATTH  wuartorty, Any issues noted will be
have bath light bulb iluminated, Each location ’5@(" addressed immediately.
only had one light bulbs iluminated. Interview with
the maintenance diractor at the time of Quallty Assuranoe:
obsetvation revealed the sighs were not routinely Ditector of Maintenance will report
inspectad. results of monitoring quartetly or more
B8 Assurance meeting for review and
Fire drills ars held at unexpected fimes under siagestions,
varyihg conditions, at least quarterly on each shift,
The staff is familiar with procedures and is aware
that drifls are part of established routine. K050
Rasponsibility for planning and conducting drils is The facitity will ensure that fire drills
assigned only to competent persons who ate are condhicted during all three shifts.
gualified to exercise lpadership. Where drills are
conducted betwaen 8 PM and & AM a coded This will be accomplished by:
anhauntement may be used instead of audible
alarms.  19.7.1.2 1. A fire drill will be conducted  -D#iole9-
quarterly on the 10pm to 6 am
shift.
ire drill will be eonducted )
This STANDARD is not met as evidenced by: 2 qﬁ:ﬂmy onv:he mpmnm 6 am Syloiibe
Based on record review and sltaff interviexg thted shift.
facliity failed to-ensure fire drills were conducte s v sa ahifts will
on 1 of 3 shifts over the past year and falled to 3 Fw:cd:::lsdgﬁeﬁlﬁ:\?;iﬂw P
vary the times of drills on 1 of 3 shifts. The times. Y lu‘/ﬂ
findings were:
) . Monitoring:
1, Review of the fira drill records revesled the . - : :
third shitt was from 10 PM ta 6 AM. A drill had not Diroctor o Eﬁ:ﬁjﬁ:ﬁgﬁ g
heen conducted on the third shit in the past year, q agéressed immediately.
The tast fire dill was conductad on 12/14/07.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 03/25/2009
FORM APFROVED
OMB NGO, 0938-0391

STATEMENT OF DEFICIENCIES %1} PROVIDERYSUPELIER/GLIA {X2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPILEFED
A BUILDING ¢4 - MAIN BUILDING 01
635048 B e 03/11/2009
NAME OF FROVIDER DR SUPFLIER STREET ADDRESS, GITY, STATE, ZIf GODE A
WORLAND HEALTHCARE AND REHABILITATION CENTER 1901 HOWELL
WORLAND, WY B2404 Y ,1719
aylty | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s)
PREFIX | (BACH DERIGIENCY MUST BE PRECEDED BY FULL PREEIX (BACH CORKEGTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY QR LSC IDENTIFYING INFORMATICN) TAG {ROSE-REFERENGED TO THE APPROPRIATE RATE
DEFICIENDY)
K 050 | Gontinued From page 6 K050
2. Interview with the maintenance director on
3/10/09 at 4:45 PM confirned a fire drill had not Quality Assurance;
ocecurred on the third shift in the past year, He Director of Maintenance will repott
further reported that he had not conducted the resulis of monitoring quarterly or more
drill because he did hot want to wake the frequently as peeded at the Quality
residents. Assutance meeting for review and
suggestions.
3. Raview of the fire dril records revealed the e
second shift was from 2 PM to 10 PM, All drills
conducted on the second during 2008 occurred
between 2,30 PM and 3:30 PM.
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
A8=F
A firg alarm system reduired for life safety is K052
installed, lested, and maintained In accordance ¢ facility will ensute that all fire alatm
with NFPA 70 National Electrical Gode and NFPA T vt e eatol sy,
72. The system has an approved maintenance
and testing program complying with applicable s wi lished by:
requirements of NFPA 70-and 72,  9.6.1.4 This will be accomplished by
1. The annuneiator panel, oL ol
annunciator batteries, alarm
notification appliances, manual
fire alarm boxes, heat detectors,
smoke dampers, and smoke
detectors will be tested.
2. The facitity will have a be/oHe3-
prevegtive maintenance systetn Lk ] 2 !
. . i a service
This STANDARD is not met as evidenced hy; prglfd]eﬂf ﬁfﬁéﬁlﬁspm to test ﬁ
Based oh racord review and staff interview the the system
facility failed to ensure 7 of 9 fire alarm system YO
componenis were tested in the past year. The Monltoting:
findings were: Director of maintenance will monitor
1, Review of the fire alarm system testing records q“me;g&r é&?&ﬁiﬂﬁ will be
revealed the annunciator panel, annhunclator o
batteries, alarm notification appliances, manual . .
fire alarm boxes, heat detectors, smoke dampers Quality Assurance:
and smoke detectors had not been tested in the

FORM CM3-2857(02-08) Previuus Varsions Obsolets
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DERARTMENT OF HEALTH AND HUMAN $ERVICES
CENTERS FOR MEDICARE & MEDlgAID SERVICES

PRINTED: D3/25/2008
FORM APPROVED
OMB NO. 0938.0381

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUQTION (X3 DATE SURVEY
AND PLAN OF CORRECTION HIENTIFICATION NUMBER; GOMPLETED
A BULDING 01 - MAIN BUILBING 04
B, WING
535048 03/14/2009

NAME OF PROVIDER OR SUFPLIZR
WORLANRD HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, S8TATE, Zib GODE
1901 HOWELL

WORLAND, WY 82401

R
W bA

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES 15y PROVIDER'S PLAN OF GORRECTION (x8)
PREFIX {EACH DEFIQIENCY MUST 85 PREGEDED BY FULL FREFIX (EACH CORRECTVIE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE RATE
DEFICIENGY)
K 062 | Continued From page 7 K 052
| past year, The system was last tested on 7/13/07. Director of Maintenatice will report
results of monitoring quarterly or more
2. Interview with the maintenan¢s diraotor on frequently as needed at the Quality
3M10/09 at 4;46 PM confirmed the system had net | Assurance mesting fot review and
been tested in the past year. He further reported suggestions.
that he was unaware the system was required to
ba tested annually. He aiso reported that he did
not have a preventative maintenance proceduras
to prompt him {o test the system. He also
reported that he was not qualified {o test the
system and the fagility did nof have a contract
with a service provider to test the system,
K 088 | NFPA 101 LiFE SAFETY CODE STANDARD K 056
83=F
i there is an autornatic sprinkler system, itfs
installed in accordance with NFPA 13, Standard K056
for the Installation of Sprinklar Systems, to
provide complete covarage for all portions of the F F

building. The system is propetly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenange of
Water-Based Fire Protection Systems. It is fully
supervised. There is a reliable, adequate watet
supply for the system. Required sprinkier
systems are equipped with water flow and tamper
switches, which are electrically conhected to the
building fire alarm systern.  18.3.5

This STANDARD s not met as evidenced by:
Based on observations the facility failed to ensure
6 of § smoke compartmeants wera fully sprinkled.
The findings were:

Observation on 3/10/09 hetween 3 PM and 5 PM
revealed the building was primarily constructed of
a Type IL(111) conatrustion, but several areas
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES P L ORM APPREAED

CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NQ. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIBRICLIA (X2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED

A BULDING D1 - MAIN BUILDING 09
535048 NG 03/1112009
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CiTY, $TATE, ZIF GODE X
WORLAND HEALTHGARE AND REHABILITATION GENTER 1901 HOWELL
WORLAND, WY 62401 u/mfA
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K (66 | Continued From page 8 K056
were ohaerved to have wood construgtion,
making the building a Type V (000) structure.
The building did not have a complete superviged
automatic complete sprinkler system as required
by the Code for type V buildings. The facility did
have a domestic wet sprinkler systemn in the file
store room, the laundry, and the oxygen
transferring toom.
(The Fire Safely Evaluation System (FSES) wil
ohviate these deficlencies. The facility has the
aptlon of correcting these items, or placihg an "F"
in the Providers Plan of Cotrection column and
the Complate Date column to acoept the findings
of the FSES) K062
§8=F ) , , sprinkler system is tested quarterly.
Redquired automatic sprinklar systems are
continuously maintained in reliable operating This will be accomplished by:
condition and are iInspected and tested
p@riﬂdica”y. 19.7.6, 4.6.12, NFPA 13, NFPA 1. The watet flow and supetvisory s
25,9.7.8 gignal devices will be tested 7} !
quarterly on the domestic fire l%ﬁﬂ
sprinicler system,
This STANDARD is not met as evidenced hy: Monttoring:
Based on record review and staff interview the Diceotor of maintenanice will monjtor
facliity failed to ensure the domestic fire sprinkler quarterly. Aty issues noted will be
system was tested duting one of the past four addressed immediately.
quarters. The findings were.
) , uality Assuratice:
1. Review of the domestic fire sprinkler system Director%f?\/lgnt:;an; will report
testing records reveaied the watarflow and results of motitoting quarterly of mote
supsrvisory gignal devices had not been tested frequently as needed at the Quality
during the fourth quartar of 2008, The system Assuratice meeting for review and
was last tested on 7/15/08, suggestions.
2. Interview with the maintenance directer on
310/09 at 4:45 PM confirmed the aforementioned
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K062 Contihued From pags 9 K062
tests had not accurted. He also confirmed the
facility had a pravantative maintenance schedule
for tasting.
K 144 | NFPA 101 LIFE SAFETY CQODE STANDARD K144
53=F _ K144
Generators are inspected weekly and exercised ‘The Facility will ensute the
under load for 30 mihutes per month in emergency getorator is serviced
accordance with NFPA 89, 3441 yearly.
This will be accomplished by:
1. A fortn will be designed to es0n0T™
engute that the proper
maintenance is done on the
generator (oil, filter, grease, b,
fieter reading). Gylot/od—
: sventive mai ¢
This STANDARD is not met as avidenced by: 2 pr&ggﬁgt;inab?adl::z?:;:d o L\].W
Based on record review and staff interview the ensure that the generator be
facility fafied to ensure the emergency genarafor serviced,
was sarviced in the past twelve months, The
findings were: Monitoring:
. v i i1l monit
1. Review of the emargency generator testing D‘;:fgf?ﬁﬁ;ﬁg::ﬁ& mﬁ?ggr
records revealed the facility did nat have record of 4 ad d.ressa A immediately
the last time the generator was setviced. )
' ; ; ' Quality Asstirance:
2. Interview with the maintenance direcior on . . .
3110008 ut 4:45 PM revealed he did not have ré’&?&“ﬁ‘?ﬁﬁ.ﬁﬁi‘iﬁfﬁ&ig o
documentation for the last time the genarator was frequently as needed at the Quality
servived, He further reported that he did not have As%uranclg et for toview and
a prevantative maintenance provedures to prompt sug esﬁom
him to serviee the generator. &8 .
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
S Electrical wiring and equipmeant is in accordance | K147
: . : The facility will ensure that electrical
with NFEA 70, Nattona! Electrical Code, 8.1.2 Systefns are properly maintained,
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K 147 | Contintied From page 10 K147
This STANDARD |s not met as evidened by: Thiz will be accomplished by:
 Based on ohservation and staff interview the
facility Tailed to ensure the electrcal system was 1. The 6-way adapter will be BROT=

propetly maintained in two of six smoke
compartments. The findings were:

1. Observation oh 3/10/08 hetween 1:30 PM and
% PM revealed the television sats in resident room
#103, #4105 and #401 ware plugged into surge
protectors, which were plugged Into 8-way
adapters.

2. Interview with the maintepance director on
3/10/09 at 1:368 PM revealed he was unawsre
surge protectors could only be plugged into
grounded electtical receptacles.

retoved ftom toom 401, 105,105,

2. The maintenanee director will do Odo00-
quarterly room checks to ensure

that electrical receptacles are R /r,q,{'f\
grounded.

Monitoring;
Director of maintenance will monitot
guartery. Any issues noted will be
addresaed hnmediately.

Quality Assurance,

Director of Maintenance will report
results of monitering quattetly or more
frequently as needed at the Quality
Assuranes meeting for review and
suggestions.
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