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- FRINTED: 06/07/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES H@Cﬂ?&;ccar{{a Licenging FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES  § o g OMB NO, (938-0391
STATEMENT OF DEFICIENGIES 0Xi) PROVIGER/SUFPLIER/OLIA ?ﬁ’imnmpuéag g[g ﬁ@éﬁj@&"@; ﬁ 048} DATE SURVEY
AND PLAN OF GORREGTI BENTIFCATIO : AULONG 11 MAIN BUILETRE ] G
536048 B e 0573072012
NAME OF PROVIDER OR SUPPLIER STREET ADDREXRE, CITY, BTATE, ZIP GODE
1801 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
o | SUMMARY STATEMENT OF DEFICIENCIES . PROVIDERS PLAN OF COFRECTIoN —
FREFX | (EAGH DEFICIENGY MUST BE PRECEDED 8Y FUL|, PREFIX | {EAGH CORREGTIVE ACTION SHOULD BE GOMPLETICN
TAG | REGULATORY QR L5G IDENTIFYING INFORMATION) TAG OROSE-REFERENGED TO THE APPROPRIATE nATE
i : DEFICIENGY)
‘- : i
: : | )
KGO0 INITIAL COMMENTS f K 000 ! Preparation and execution of this plan |
) : : of correction does not constitute an |
Requirements for Leng Term Care Pacllites i ' L . !
 Sontion 42 CFR 483.70 (a) except as otherwise | 5 “dmfgm"“ f"t‘;lﬂg;f:}‘l“‘*?:]:’yfth‘; ;
: provided in this section, the facility must mest the : provides ol the truth of the facts ;
applicable provisions of the 2000 edition of the ;  alleged or conclusions set forthin |
Life Safety Code, Exlsting Health Care, of the statement of deficiencies, The plan of i
Nationa! Fire Protectioh Assotistion (NFPA), comrection is prepared and/or !
. executed solely because it is required |
The facility was a partially sprinkled single story by the provisions of federal and state |
building of Type 11 (111} and V (000) construction | : : :
- . A i law. Completion dates are provided |
with plan approval in 1970 and 1090. The building i Tor dural processing purposed |
 was equipped with a partisl automatic wet : progedural p & purp !
| domestic sprinkler systermn and with & zoned fire and cotrelate with the most recently
 alarm syetem, The facility had a capacity of §7 contemplated or accomplished
cerlified Madicare and Medicatd beds with 2 corrective action and do not
aensus of 64 residents. necessarily cotrespond
. chronologically to date the facility is
The facility meets the Life Safety Code standard of the opinion it was in compliance
i based on the acceptance of a plan of comection : : : L
iand a Fire Safety and Evaluation System (FSES). with requlre:mentsvof participation or
; that corrective action was necessary.
 Tag K-012, K017, and K-056 van be obviated by
| the FSES. If the facility agraes to the conditions :
i of the PSS they can write an “F" in tha providers : . :
i Plan of Corvection column and 2 "F" in the. ; ! i
1 Complete Date colurmn to accept the FSES, Jf the ! ;
! facility wants to fix the deficlency they can fill In |
! the Providers Plan of Correction eolumn with the o Ken ;
. approptiate infotrmation and dates. ! !
K 011 NFPA 101 LIFE SAFETY GODE STANDARD i K011: . , !
BEuE : i The facility will ensure the fire i
| If the bullding has a common wall with a barrier wall is smoke resistant. ;
| nonsenforming building, the common wall is a fire ;
 batrier having st [sast a two-hour fire resistance This will be accomplished by; .
| aling construsted of malerials as required for the | ' The self-closing double fire door | 7/8/12
adton, Sommuncaio oparings ocur iy n | ot 100 il s b epaed. |
salf-closing fire doors. 19.1.1.4,1, 19.1.1.4.2 : Tension was adjusted and ripples on
, - 5 door edges were smoothed, i
i ‘__.,ael“'" 5 SIGNATURE TITLE (X DATE

e

g

A

Any deficiency s{Rtement anding with ah asterighd

155 J?Dﬁ#{eﬂciﬂncy which the inatiution may be excused from carrecting providing It is determified hat
other safeguards provida sufficient protectiopdrtin pfliants, (See instruclions.) Except for mursing homes, the findings stated alove are disclosabla 90 days
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PAGE

PRINTED: 06/07/2012

FORM APRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {11) FROVIDER/SUPPLIERICLIA | (%2 MULTIFLE CONSTRUCTION {X3) DATE BURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBGR: OOMBLETED
A. BUILDING 01 < MAIN BUILDING 04
535048 2 NG 0513012012

| NAME GF PROVIDER Ot SUSPLIER
WORLAND HEALTHCARE AND REHABILITATIGN CENTER

STREET ADDRESS, GIVY, STATE. ZIP GODE
1901 HOWELL AVENUE

WORLAND, WY 824014

R
blze 2

mom o

a0 ; SUMMARY STATEMENT OF DEFIGIENOIED o | PROVIDER'S FLAN OF CORRECTION e)
FREFIX | {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREETY (EAGH CORRECTIVE ACTION SHOULD BE ~ , GOMPLETION
TAG |  REGULATORY OR L0 (DENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APFROFRIATE | DATG
| DEFIQIENGY) :
i i ; Moni
. | i onitoring:
Kot : Contimied From page 1 i Kon Director of maintenance will
monitor weekly. Any issues noted
wiil be addressed immediately.
. This STANDARD I8 not met as evidenced hy; Quality Assurance: :
 Based on observation and staff interview, the Director of Maintenance will report |
5 facm’t(ylfanqd to ensure?ﬁ tl‘éﬂ_ fira b:arrr?r wall was results of monitoring quarterly or
5 smoke resistant. The findings ware: more frequently as needed at the
| Ohservation of the 100 hall fire barrier wal on i Quality Assurance meeting for
{ 5730412 at 9:46 AM showed the self-closlng ' review and suggestions.
| davice one of the two double doors did not lateh
| the door into- the deor frame, with thres attempts.
| Further observation showad the meeting edges of
| the doors would bind with each other preventing i
+ | the doar from latching inte the door frame. At the ! :
| time of tha observaticn the malntenance director | !
| could not explain why the doors had not been ‘ i
| noticed and repaired during the monthly , '
i inspection, :
K 0121 NFPA 101 LIFE SAFETY CODE STANDARD i K0ot2
BB=F ! : K1z
: Building construction type and haiylt mests one
*of the following, 19.1.8.2, 19.1.6.3,19.1.6.4,
18.3.6.1
' a F
b F
I'This 8TANDARD {2 not met as evidenced by: H @ F
+ Based on observation and staff interview, the
- facility falled to ensure the minimum vonstruction ; d F
. Tequirements were met for a wood framea
i partiglly-sprinkled budlting in & of 8 smoka i
l} compartments. The findings were: :
| Observation on 5/30/12 betwaen 8 AM and 11 AM
- shawed the faolity was primarlly constructed of
H ! 1
FORM CMS-2667{02-99) Pravious Varalons Chgolale Event |D: UGBDF21 Faciity IDx Wynoas
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FRINTED: 08/07/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
ETATEMENNT OF DIEFIE((:;$E)C]\5EB [F3)] E‘Zﬁ‘.ﬁ El%f-ﬁgl;’l’hlihﬁhl‘l?écuﬂ. (X2} MULTIPLE CONSTRUGTION [X3) DATE SURVEY

P ER! COM|
ASID PLAN OF CORRY ABUILOING Y . MAIN BUILDING 01 OMFLETED
535043 B. ViiNG 0513042012
NAME OF PROVIDER OR, SLPPLIER STREET ADDRESS, CITY, BYATE, ZIP CORE
1601 HOWELL AVENUE
EALTHCARE AND REHABILITATION CENTER
WORLAND H RE AND REHABILITATION CENTER WORLAND. W 62401 ¢

{ Type I (111) steel frame conatruction. The
; following areas were constructed of combustible
! matarials Type V (000) wood frarme construction
 and the facjlity was not protected by a complete
' supervised autormatie sprinkier systern;

. The verficat smoke barrler wall above the
teiling file in hall #2 and hall #3.

b. Afalse wall above the celiling tie near the
jankor's tloset in hall %3,

&, Twao Cross corrder draft stop walls above
the ceiling tile near the edministration area.

d. The sky light shaft In halls #1, %2, #3 and

|
i

i On 5130/12 at B AM the administrator confrmad
t the: aforamentioned areas were construsted of

! combustible materials and the buiiding was not |
; equipped with a complete sprinkier system. |

| {(The Fire Safaty Svaluation System (FSES) will |
i obviate these deficiencles. The facility has the |
- option of cofracting these ltlems or plecing an "E*
 in the Providers Flan of Correclion column and |
 the Complete Date columa to accept the findings
. of the FSES.)

| Referance, NFPA 101, 2600 Editlon;

| 19.1.8.2 Health care occupangias shall be limited

| to the types of building construction shown tn =
i Table 19.1.6.2. (See 82.1)

i Tabile 191,62 Gonstruction Type Limitations

Construction Type Storles

|
‘!_ 1 2 3 dorMore

'
t

A SUMMARY STATEMENT OF CEFICIENGIES o PROVIDER'S PLAN OF CORRECTION S
PREFIX ; {EAGH DEFIGIENCY MUST BE FRECEDED BY FLIL|, PREEFIX E (EACH CORREQTIVE ACTION SHOULD BE E GOMPLETION
TAG REGULATORY DR LEG IDENTIFYING INFORMATION) TAG CRD53-HEFERENGED TG THE ARPRAOPRIATE DATE
: . DEFICIENCY) i
[ 1]
5._ 1 ' ;
K 312 ; Continued From paga 2 :

RO12

'
i
!
]
1
[

i
i
!

FORM UMS-2567(02-98) Pravious Viershons Obsolate BEvepl 1D UNGF29

Faclity 10: WYo00s
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DEPARTMENT OF HEALTH AND HUMAN SERVICES RN AR

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391

STATEERENT OF nEFlcu%%cﬂEs xn Wé?{\'ﬂ E|%mngPL:fWGLIA {%2) MULTIPLE CONSTRUGTION (X3) DAYE SURVEY
AND FLAN OF CORREC 1D ATICIN NIJMBER: COMPLETE
A BULDING  §1 « MAIN BUILDING 0 °

B, WING
535048 95/30/2042
NAME OF PROVIDER OR SUPFLIER 1 STREET ADQRESS, CITY, YTATE, ZIF COBE

WORLAND HEALTHCGARE AND REHABILITATION CENTER 1801 HOWELL AVENUE

—-&;—r
WORLAND, WY 82401 & 26 72—

[Is) PRODVIDER'S FLAN (}F CORREGTION (ka)

PREFIX (EACH CORREGTIVEE ACTION SHOULD BE . COMPLETION
TAG UROS5-HEFERENGEL TO THE APPROFRIATE BATE

DEFICIENCY) !

paye SUMMARY STATEMENT OF DEFICIENGIES
FREFIX [EACH DEFICIENCY MUAT BE PREGEDED BY FULL
TAG | REGULATORY OR LBC IDENTIFYING INFORMATIGN)

i

L3

i

K 012 Continued From page 4
-1(448) X X % X
 1(392) X X X X
222) X X X X :
HHC1T) X X+ X* NP :
[I(000)  X* X* NP NP .. !
Y21y Xt Xr NP NP ‘
H11200)  X* NP NP NP
{ IV(2HH) X* X* NP NP
PV X* X* NP NP
V(000)  X* NP Np NP

K072 |

'
Y —
i

i‘ X Permitted type of construction,

NP; Not parmitted.
| "Bullding raquires automstic sprinkler protection.
! {Bee 19.3.5.1.)

Exception: Any bullding of Type 1(443), Type
1(332), Type 1{222), or Type [i{111) conshuction
: shall be permilted to include reofing sysiems
. Invalving combustible supports, decking, or
i roofing, provided that the tallowing critetla are
; net:
" (&) The roof cavering meets Class ¢
reguirements in accordance with NFIPA 258,
i Standard Methods of Fire Tasts of Raof
Goverings,
(b) The roof s separated fram ali cctupied
partions of the building by & nongombustibie fioor
, azsambly that includes not less than 24/2 in. (5.4
 em) of concrete o7 gypsum fll.
() The attic ar other space Is either unoceupied
or protectad throughout by an approved ‘ |
automalic sprinkler system. 'E i
K017 NFPA 101 LIFE SAFETY CODE STANDARD | ko17] K017 i
85=F ' ) .

Corridors are separated from use areas by wals | E I F

FORM CMS-2587(02-99) Previous \erslons Chaolate Event 1D: UsbF24 Faciity (D: WYaons if contitivation shest Pege 4 of 11
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PRINTED: 0B/07/2012

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0391
BTATEMENT OF DEFICIENCIES (X1] PROVIDER/SHPPLIER/CLIA (%2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORHEGTION IDENTIFIGATION NUMBER: ‘COMPLETED
A BUILGING @1 - MAIN BUILDING 0
B.WING
535048 05/302012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iF GODE
1801 HOWELL AVENIE
AND RE LITATI
WORLAND HEALTHCARE HABILITATION GENTER | WORLAND, WY #2401 %
o) o | BUMMARY STATEMENT O3F JEFICIENCIES b PROVIDER'S PLAN OF CORREDTION xs)
PREFIX | {EACH DEFICIENCY MUST AR PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE , GOMPLETION
TAG REQUEATORY OR LSC IDENTIFYING INFORMATION) ™e | CROSZ-REFERENCED TO THE APPROPRIATE DATE
: . DEFIZIENGY)
I\ 4 .
K 017, Conlinued From page 4 ’ K017 :

i constructed with at least ¥ hour fire resiatance
rating. \n sprinklered bulldlngs, partitions are only ;
: equired to resist the passage of smoke, In '
. non-sprirklerad buildings, walls. properly extend
above the calling, (Corridor walls may terminate ;
at the underside of cellinga whera spacifically
permitted by Coda. Gharting and clerical statians,
i wailing areas, dining rooins, and activity spaces

i may be apen ta the corridor under certalin
sonditions specified in tha Code, Gift shops may
he separated from corridors by non-fire ratad
wallz if the gift shop is fully sprinkierad.)
V18,364, 19.362.1, 19.3.6.6

' i 1

| This STANDARD I8 not met as evidenced by;
! Besed on obgervation and staff interview, the -
i faclity falled to ensure cormidor walls extended |
¢ from the floor to the reof deck in 5-of 8

- hon-gprinkled smoke cornpariments. The findings

1
 were:
. 1

]

1 Dbservation oh §/30/12 between 8 AM and 14 AM
; sShowed the cotridor walls on hails #1, #2, #3. and
| ##4 stepped above the ceiling tle, axcapt for the

i new consfruction on the #1 hall. On 5/30/2 at 8

L AM the admipisirator confirmed the

: aforementiongd corridor walls did nat extendad

: from flaor b reof and the building was not

{ equipped with a complete sprinkler system.

| {The Fite Safety Evaluation System (FSES) wil ,
i obviate thuse deficiencies. The facility has the |

i : ; :
FORM CME-2507(02-08} Previpus Vetsions Obzolata Evenl ID: YBOF21 Fadiity 19: WYooos H conlinuation aheet Page 6 of 11
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FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NG. 0938-0:361
STATEMENT OF DEFICIENCIES {1 pmwmsmsgrmuemua (X2} MULTIPLE CONSTRUCTION o) UAIE’ fU_'BE;gEY
AMO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 [Ea) B
535048 B e 05/30/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE. ZIP CODE
1901 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 62401 51172l
x4 m 1 SUMMARY STATEMENT CF DEFICIENCIES ! 10 PROVIDER'S FLAN OF CORRECTION f {X5)
PREEIX {EACH DEFIGIENCY MUST BE PRECEDED BY FLILL ! PREFIX (EAGH GORRECTIVE AGTION SHOULD BE * aoMPLETION
TAG | REGULATORY OR LSC IBENTIFYING INFORMATIGN) 1 TAG t:Fu:)ss-REFERz«:ll;icE:I!_EKI;):III;t')4 é’%ﬁ APEROPRIATE | GAYY
: T 1
K 017 | Continued From page 5 LKo17
- opfion of correcting these ltams or placlng an "F* |
"In the Providers Plan of Correction column and
the Complete Date column to accept the findings |
1 of the F3ES.) .
K 0291 NFFA 101 LIFE SAFETY GODE STANDARD K028
550 ! ! K 029 R
| One hour fire rated construction (with % hour i The facility will ensure hazardous
: fire-rated doors) or an approved automatic fire areas were separated from uge areas
; axtinguishing system in accordance with 8.4.1 in all & smoke compartments. :

| andfor 18.3.5.4 protects hazardous areas, Whan

! option is used, the areas are separated from

: othar spaces by smoke rasisting partitions and

* doors. Doors ate self-closing and non-rated or

| field-applied protentive plates that do not exceed
48 inches from the boitom of the door are
permitted,  19,3.2.1

1 This STANDARD {s not mat as evidenced by:
i Based on obsarvation and staff interview, the
facility falled to ensure hazardous areas wete
separated from use areas in 1 of & smoka
vompartiments. The findings were:

QObservation on 5730712 at 2:18 AM showed the
| eortidor door to the bio-hazard Mot in the
. service corridor was equipped with a self-olosing
davice. Further obsarvation showad the closure
wag unable to fully latch the docr inte the deor
frame, with threé attempts. At the time of the
observation the mainténance director could not
explain why the door wag not noticed and
- repairad during the monthly Ingpeetions.
K 058 ' NFPA 101 LIFE SAFETY CODE STANDARD
88=F,

! the approved automatic fire extinguishing system -

; This wiil be accomplished by: 4

The Corridor door to the bio-hazard  7/8/12
room in the service corridor has

| been repaired. Self Closure was

adjusted and outer door seals replaced,

Monitoring:

Director of maintenance will
monitor weekly, Any issues noted
will be addressed immediately.

Quality Assurance;

Director of Maintenance will report -
results of monitoring quarterly ot
more frequently as needed at the
Quality Assurance meeting for
review and suggestions,

056
K 056 X

F F

FORM CMS-2547{02:4%) Pravisua Varsions Obzolole Event |[x USDF2Y

Facilily ID: WYORE if continuation shaal Pags & of 11
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PRINTED: 08/07/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (1) PROVIDER/BUPPLIBR/CLIA
AND PLAN OF CORRECTION IBENTIFICAYION NUMBER:

535048

(X2} MULTIPLE GONSTRUGTION

{A, BUILDING D1 -MAIN BUILDING 04

B, WING

MAME UF FROVIGER OR SURPLIER

WORLAND HEALTHGARE AND REHABILITATION CENTER

OMB NO. 0838:0381

{X3) RATE SBURVEY
COMPLETED

056/30/2012

BTREET ADDRESS, CITY, STATE, Zif $CDE
1801 HOWRLL AVENUE
WORLAND, WY 82401

4

{R4y iy
PREFIX
TAG

! SUMMARY STATEMENT OF DEFICIENCIES
' {EAGH DEFICIENGY MUST BE PRECEDED BY PULL
REGULATORY OR LSG IDERTIFYING INFORMATION}

1

DEFICIENGY)

10 PROVIDER'S PLAN OF CORRECTION V By
BREFIX {EAGH CORRECTIVE AGTION SHOULD BE * CUMPLETION
TAG CROES-REFERENGER TQ THEAFPROPRIATE ,  DAre

K g6

{ Gonlinued From page &
| if thare is an automatic sprinkier systam, it is
j Installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complate caverage for all portions of the
twilding. The system is properly mainigined in -~ .
accordance with NFPA 25, Stapdard for the |
Inspecticn, Testing, and Maintenance of
| Watsr-Based Fire Pretection Systems. Itis fuily
{supervised. There is a refiable, adequate water
: supply for the system, Requ;reci sprinkler i
- systems are equipped with water flow and tamnper |
, Bwitches, which are electrically copnected to the
building fire alasm system. 1935

This STANDARD s not met as evidenced by
Based on observalions and staff interview, the
| facllity failad to ensure 6 of § smoke

| 1 compartments were fully sprinkled. The findings
| were:

Obsarvation on 5/30/11 beiween B AM and 11 AM"
i showad the building was primarily constructed of
i Type il {(111) steel frames construction, but savera) -
areas were observed to have wood construction
making the building a Type V {000) structure, The
following areas were constructad of combustible
» materials:

;  a The vertical smoke barriar wall above the
- gefling file in hall #2 and half #3,

! b. Afalse wall above the celling file near the
i janitor's closet in hall #3.

| o. Twe cross corridor draft stop walls ahove |
| the selling tile near the administration area. j
i d. The sky light vertical shafts in halls #1, #2,
| #3 and #4.

FORM CMS. 256 7(02-88) Provious Viralons Obsolele Evant iCh LEDEY

K 058

Faclity I wyooos it continustion shest Paga 7 of 4



B6/15/2812 15:16 13873472154 WORLAND HEAI.THCARE PAGE 33/36

FRINTED: CH/07/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMEB NO. 0938-0391
STATEMENT OF DEEICIENCIES [%4) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE BONSTRUGTION {%3) DATE SURVEY
AMD PLAN OF £SORRECTION IDENTIFIGATION MUMBER; OOMPLETED
ABUILDING 01 - MAIN BUILDING 01
B, WANG
536048 05/30/2012
NAME QF PROVIDER QR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CORE
1901 HOWELL AVENLUE
WORLAND HEALTHCARE AND REHABILITATION CENTER
WORLAND, WY 82404 & ;Eé §| '24_1,_.
Fao | SUMMARY STATEMENT OF DEFIGIENGIES . m PROVIDER'S PLAN OF COBRECTION ¥ . g
PREEN | {EAGH DEFICIENCY MUST BE PREGEGED BY FULL, . PREFIX {EACH CORREGTIVE ACTION SHOULD 8E | SOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) T TAG CROSS-REFERENCED TO THEAPPROPRISTE  ©  DATE
' : DEFICIENGY) .
K 086 | Continued From page 7 K 056"

‘ Obsarvation also revealad the butlding did not ; '
have a complete suparvised automatic sprinkler ;
gystem as required by the Gode for type V wood |
i frame buildings. However, the facility did have a
: domestic wet sprinkler zystem in the file slore I
room, the laundry, and the oxygen transfarring | i
raom, On 6/30112 at 8 AM the administrator : : ;
i confirmad the building was only squipped with a | ; :
 domestic sprinkler systern. ‘

i {The Fire Safety Evaluation Syatem (FSES) wil

- obviate these deficlencies. The facility hag the

* option of correcling thase ltems, of placing an “F* -
in the Praviders Plan of Correction column. and
the GComplate Date column to asoept the findings
of the FSES ) ' \

Reference, NFPA 101, 2000 Edjtiory;

19.3.5.1 Whare raguired by 19,16, health care
faciltties shall be protecied throughaut by an
approved, suparvised automalic sprinkler systern |
in accordance with Section 8,7,

8.7,1.1* Each automatic sprinkier system
required by another $ection of this Code shalf be

in aceordance with NFPA 13, Standard for the | K064
Installation of Sptinkler Systems. | Tt $hinv wi
: he facility will e
K064| NFPA101 LIFE SAFETY CODE STANDARD | KOB4) e b0 80 Lt
88=D ;
. Portable fire extingulshers are provided inalt | all smoke compuriments. ;
: health cars occupancies in accordance with L. ) !
9.7.4.1,  18.3.686, NFPA10 This will be accomplished by: i

v AU 12:45pm on 05/30/12 K-type .

i ! extinguisher was taken to Frandson ~ 7/8/12
: Safety for hyrostatic testing,

! Extinguisher was overhauled and tested.
Completed at 4:45pm. on 05/30/12,

* Thia STANDARD is not met as evidenced by

FORM CMS-2557(02-9%) £revious Veraions Obsolsta Event [D; UsDF21 Faclity 1D Wy a0od I continuation sheet Page 8 of 11
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FORM APRROVED

34/36

CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0938-0391
$LATEMENT Dg DEFHHENCIES XN II;RQV:EF'X%%;PLLER;CLM (X2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
CT] y : |
AND PLAN OF BORRECTION ENTIFIG, NUMBER; A BUILDING 01 - MAIN BYILDING 04 COMPLETER
536048 B WING 05/30/2012

NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADURESS, GITY, 8YATE, ZIF CODE
1901 HOWELL AVENUE

é/z% \4

WORLAND, WY 92401
KA1 1D SUMMARY BTATEMENT OF DERICIENCIES T PROVIDER'S PLAN OF SORRECTION )
PREFY {EACH DREFICIENCY MUAT BE PRECEDED BY FULL i PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATGN) T TAG CROSS-REFERENCED TO THEAPPROPRIATE @ DAYE
; DEFIGIENCY) ‘
i T
]
K 064 | Confitued From page 8 ~ K0s4
" Hazed on observation and staff interview, the ! o
, facility falled to ensure portable fire extinguishers | Monitoring:

: wera maintained In 1 of & smoke compartmants.

| The findings werg;

| Observatlon of the kitchen "K" typa portable fire
| extinguisher on B/30/2 at B:01 AM showad the

» extinguisher was manufactuted in 2007, Further
: ieview showed the 2012 annusl Inspection was

; completed In Januzry 2012, but 2 five year

| hydrostatic test had not been petfortned, At the
+time of the observation the maintenange director

i reported he was unawars of the aforementionad -

! reciifremment.

! Reference, NFFA 101, 2000 Edition, 19.3.5.8,

- 9.7.4.1, NFPA 10, 1888 Edition;

1 4-4.1 Frequancy, Fira Extihguishers shall be

1 subjected fo maintenance at Intervals of not more

i than 1 year, and the tive of hydrostatic test, of

when the specifically indicated by an inspection.

Tabie 5-2 Hydrostatic Test Intervals for

Extingulshers Wet Agentuu------—-- & years

K078 NFFA 101 LIFE BAFETY GCODE STANDARD
85=F

Salled linen or rash collaction receptacles do not

exceed 32 gal (121 L) in capacity. The averags

density of container capacity in a room or spags

+ does not exceed .5 gallsg # (20.4 Lisqm). A
capacity of 32 gal (121 L) is not exceseded within
any §4 g ft (5.9-a¢1 m} area, Mobile soiled linen

 or trash colleclon receptacles with capacities

" greater than 32 gat (121 L) are localed In a room
protecied as a hazardous area when not
attended, 18.7.5.5

Director of Majintenance wil)

addressed immediately,

1 Quality Assurance:

Director of Maintenance will report

. results of monitoring quatterty

b Quality Assurance meeting for
review and suggestions.

KO75!  wars

receptacles have adequate

. separation in al smoke

' compartments.

This will be accomplished by:
barrels aye to be stored in the

je. Soiled Utility Room.

more frequently as needed at the

Until smafler barrels are received —

appropriate location when not in use,

monitor dates of fire extinguishers
monthly for compliance on pext
test due, Any issues noted will be

or

The facility will ensure soiled linen

18012

x

FQORM CME-2557 (02-89) Pravious Veralona Qbsolele

Evant I: UBDF24

Failily ID: Wynooa If continuation shaet Page @ of 11
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p .
DEPARTMENT OF HEALTH AND HUMAN SERVICES N Aot
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO., 0938-0391
STATEMENT OF ggggg%%ﬁs x1) .Eiﬁ‘#ﬁ%i’ﬁ%ﬁ*’p&bﬁﬁgcﬂf‘ {%2) MULTIPLE CONSTRUGTION XT) DATE SURVEY
= ABULDING 1 . MAIN BUILDING 01 CONPLETED
i B, WING
533048 05/30/2012
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE —-&QS'
1901 HOWELL AVENUE _
ORLAND HEALTHCARE AND REHABILITATION CENTER
w EALT H NCENT WORLAND, WY 82401 &l 2
o | BUMMARY STATEMENY OF DEFICIENCIES I PROVIDER'S PLAN OF CORREQYION ! h™
FREFIX | (EAGH DEFICIENCY MUST BE PRECEDED &Y FULL PREFIX {BACH CORRECTIVE AGTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCEDTO THEAPPRUFRIATE :  DATE
% LEFICIENCY)
5 i
K 075 | Continued From page 9 K 076; '
| . Monitoring: ;
i + Directot of Maintenance will :
{ . i i :
This STANDARD It not met as evidenced by | | onlior ""“""’tyﬁ"i‘;]"{]’éplggce- .
Based on observation and staff interview, tihe Ally 1551€5 note Addrossec
facility failed to ensurg soiled linen receptacles immediately.
had adequate separation in 2 of 6 smoke i ) '
cormpariments. The findings ware: ! Quality Assirarice:
: Director of Maintetince will report
» Lbseryaiion on §/30/12 between 8:30 AM and results of monitoring quatterly or
, 10:30 AM showed soiled linen raceptacles wers more frequently as needed at the
: stored side by side, with less than 8 foot ' Quality Assurance meating fi ‘
separation In the following Iccations: uality As ‘neating tor
8. Five barrels with & 32 gallon capacity were - review and suggestions.

_stored in hall 3&4 bathing roaim,
- b. Two barrels with a 32 gallon capacity were |
stored i hall 182 bathing room,

* On 630112 af 8:50 AM the maintenance director _ )
reported he was unaware sollad linen receptacles | ‘
: must be separated by 64 square feet or § feet i
! aiprart, :
K 1431 NFPA 101 LIFE SAFETY GODE STANDARD K 143 !
88=E; K143 ;
 Transferring of oxygen is: ' ! :
; | The facility will ensure the liquid
| (&) separated from-arlnily pon;un of a facllity ' ! oxygen transferring room has J-
i wherein patients are housed, examinad, or : i . ;
! freated by a separation of a fire barder of 1-hour | | o firo rated separation.
¢ fira-resistive construction;

This will be accomplished by:

i o \
; (b) in an area that is mechanically ventilated, Existing panel was removed alung 17/8/12
i sprinklered, and has ceramis or concrete fiatring; i with the frame. It was replaced with |
- and 5/8" thick panel with appropriate '

five rating. Gaps that appeared after
installation were sealed with fire .
resistive cauiking,

i
1 (6} In an arga posted with signs indicating that
| transterring is ocourring, and that smoking in the
! immediate area is not permitied in accardance

i
|
FORM CRA5-2867(2-99) Previols Virsions Obsolate Evant ID: UBDR24 Facllity iD: VWY LDg If continustion sheet Paga 10 of 14
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ﬁ‘:d‘ﬁaTgl\-Ax‘Er;\fT og gg;g: é&Ncuas (X1 Igléa\{}gl%ﬁ!ﬁgwﬁb ERJ%{A {42} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
LAN OF 10N N NUMBER: s
ABULDING 01 - MAIN BUILDING 01 COMPLETED
536044, m e 08/30/2012
HAME OF PROVIDER OR SURPLIER BTREET ADDRESS, CITY; STATE, ZIP CODE
. 1901 HOWELL AVENLE
RLAND HEALTHCARE AND REHABILITATION CENTE
wo BALTHCARE AND RE N CENTER WORLAND, WY 82401 Hf ;Z ?1'2,_,‘_.
()M) 1%} SUMMARY STATEMENT OF DEFIGIENCIES . p: PROVIDER'S PLAN OF GORRECTION T ey —
PREFIX | {EACH DEFICIENCY MUSYT BE PRECEDED BY PULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAD REGULATORY OF LSO IDENTIFYING INFORMATION} . TAG CROSS-REFERENCED TO THE APPROPRIATE DATZ
! . DEFICIENGY)
: !
K 143} Continued From page 10 P K143

Maonitoring:

Director of Maintenagie will
monitor monthly, Any issues noted
will be addressed immediately.

| with NFPA 99 and the Compressad Gas i
| Assotiation, 8.62.52

I
|
i

Quality Assutance: :

Director of Maintenance will report :
! This STANDARD is not met as avidencad by: results of monitoring quarterty or :
Basad on observation and staff intarvigw, the more frequently as needed at the
facllity failad fo ensure the liquid axygen ' . Quality Assurance mecting for ]
transferring reom had 1-hour fire rated ; Teview and suggestions.
separation, The findings ware

]
H

Observation of the Jiquid oxygen transferring
room on 5/30/12 at 9:22 AM showed the attic - :
accass door was an unrated 1 foot by 2 faot
celiihg tile, At the time of the absarvalion the
maintenance director reported he was unaware !
 the room walls and cefling were required to he
1-hour fire rated.

[
1
]
i
i
i
i
]
!

]
1
i
] '
i 1
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