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PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSEREFERENGED TO THE AFPROPRIATE DATE
DEFIGIENGY)
K 000 | INITIAL COMMENTS I 000
Preparation and execution of this plan of
' Requitements for Long Term Care Facilities correction does niot constitute an
Saction 42 CFR 483.70 (a) except as otherwise dmission or agreement by this provides
provided in this section, the facilily mist mest the of the truth of the facts alleged or
applicable proviglons of the 2000 edifion of the Gonglumpns set forth in statement of
Life Safety Code, Existing Health Cars, of the deficiencies. The plan of correction is
National Fire Protection Asgoclation (NFPA). prepared and/or ex¢cuted solely because
t is required by the provisions of federal
The facility was & fully sprinkled single story and staie law, Completion dates are
bilding of Type 1l (111) and V {000) construction provided for procedural processing
with plan approval in 1670 and 1990, The building putposed and correlate with the most
was equipped with a parfial automatic wet recently contemplated or accomnplished
sprinkler system and with & zonzd fire alam corrective action and do not necessarily

systam. The facility had a capactty of 87 certified
Medicare and Madicaid beds with 2 census of 84
residents.

correspond chronologically to date the
facility is of the opinion it was in
compliance with requirements of

participation or that corrective action

The facility meets the Ltfe Safety Cade standard Was necessary.
based on the acceptance of a pian of correction
and an Fire Safely and Evaluation System
{FEES),

Tag K012, K017, and K-058 can be obviated by
the FEES. [fthe facflity agrees to the conditions
of the FSES they can write and "F" in the
providers Plan of Carection column and
Complete Date column to accept the FSES. Ifihe
facliity wants to fix the deficiency they ean fill it
the Providers Pian ¢f Gorraction column wilh the

appropriate information and dates, K012
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K 012| The facility will ensure ceilings are
85=F smoke resistant in all 6 smoke
Building construction type and height meats one compartments.
of ﬂ%egfflalluwing. 19.1.8.2, 18.1.6.3, 19.1.64,
19,35,

This will be accomplished by:

el ] .
LABDRATQRY DIREGTOR'S OR PROVID PLIER SEN "5 BIRNATURE TTLE {8y DATE
/‘?:"ﬂ' ﬂé" 7 _\_5% "f% Lol
A ral

Any deficlancy statameont ending with an. asteriak () deﬁf:'tes{daﬁcla ney which ths institution may be excusad from catpeeing providing it le determined that
other safeguards provida sulflcient pretection to the patlents. (See instruetions.) Except for nursing hotnas, tha ﬂr;%rﬁgﬁﬁ;ﬁ.sbuve are disclesabla 20 days
following the dae of survey whether or nat a plan of corraction is provided, For nursing homes, the above r}z&ing plafis-d¥comection are diatlosabla 14
days following the date Mese documents are made avallakla to tha faclity. [f daficiencies arg cited, an aphh ymagw@ﬁ@@ld@ﬁ%hquisﬁe to contlnued

rogram partjcipstion.
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DEFICIENCY)
K 012 | Continued From page 3 K012 The attic access door has been )5/25/1 )
mstalled in the generatot room.
This STANDARD is not met as svidenced by: a ¥ £
Based on observation and staff interview the bh. F b
facllity feiled to ensure cellings were smoke ¢ F F
resistant in 1 of 6 smoke compariments, The d F

findings wers:

Ohbsarvation on 42511 at 514 PM showed the
attic access door was missing from the genarator
raom, The apan doorway was 24 inches square.
At the tima of abservation the adrministrator
reparted he did not know why the door was
missing. He also reported that he was not sure
how long the door had baan missing.

Based on observation and staff interview the
facility failed to snsure the minimum construction
requirements ware met for a non-sprinkied
building in & of 8 smoke compartments. The
findings wers:

Observation on 4/26/11 between 8 AM and 3 PM
showed the facility was primarily construcied of
Typa 1 (111) Construction.  The following areas
wa constructed of combustible materials Type
v (000) construction and the facility was not
protected by a complete supervised automatic
sprinkley systam;

a. The vertical smoke harriar wall above the
celling tite in hall #2 and hall #3.

b, A false wall above the ceiling file near the
janitor's closet in hall £3.

c. Two crose corrdor draft stop walls above the
cetling tlle near the adiministration area.

d. The aky light shaft in halls #1, #2, #3 and #4.

monitor/inspect all areas quarterly. Any

Monitoring;
Ditector of maintenance will

igsues noted will be addressed
immediately,

Quality Assurance:

Director of Maintenance will report
results of monitoring quarterly or mors
frequently as needed at the Quality
Assurance meeting for review and
sugpoestions,

FORM CMS-2567{02-99) Pravicus Varmions Dhnulata

Event |D:PHF21

Faoility ID; WY0003
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MAME OF PROVIDER OR SUPPLIER STREST ADDRERZE, OITY, STATE, ZIP CODE Ay
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WORLAND, WY 82401 o5
(X4yin SUMMARY STATEMENT OF DEFICIENCIES iv] PROVIDER'S PLAN OF CORREGTION ¢ ! (%5
PREFIX (EACH DEFIGIENGY MUST BE PREQEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE GOMPLETION
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¥ 012 Gontinuad From page 2 K912

On 4/26111 at 8 am the administrator confirmed
the aforamentioned argas were constructed of
gombustible materiais and the hullding was not
eguipped with a complete sprinkler syster,

{The Fire Safely Evaluation System (FSES) wil
abviate these Jeficiencles. The faciilly has the
option of correoting these items or placing an “F*
in the Providers Plan of Correction column and
the Complete Date column to aceept the findings
of the FEES.) '
K017 | NFPA 101 LIFE SAFETY CODE STANDARD K017
88=F
Corddors are separated from use areas by walls
constructed with at 1east % hour fire resistance

rating. In sprinklered buildings, pariitions are onjy K017
required to rasist the passage of smoke. In
nan-gprinklered buildings, walls properly extend F .

ahovs the celling, (Corridor walls may terminate
at the underside of cellings where specifically
permitted by Code. Charting and clesical stations,
waiting aress, dining tooms, and activity spaces
may be open to the cotridar under certain
conditions specifiad in the Code. Gift shops may
be saparated from corridors by non-fire rated
walls if the gift shop is fully sprinklered.)

19.3.6.1, 18.3.6.2.1, 18.3.65

Thils STANDARD Is hot met ag evidenced by:
Based on observalion the facility failed to ensure
corricor walls axtendad from the floor to the roof
deck above in § of B amoke compartments. The

FORM CMS-2667(02-00) Pravious Vargions Obsolele Evant I PHFIZ1 Facliity Ik WYDO0R If continuation sheet Page 3 of 18
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NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CORE e
190 HOWELL AVENUE

WORLAND, WY 82401

=725 M

{10 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION 7/ e
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {FAGH CORRECTIVE AGTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROFRIATE DATE
BEFICIENCY)
K 017 | Continued From page 3 K017
findings were:
Obeervation on 4/26/11 betwaan 8 AM and 3 PM
showed the corrider walls on halls #1, #2, #3 and
#4 stopped above the celling tile, except for the
new conatruction on the #1 hall,
{The Fire Safety Evaluation System (FSES) will
obvlate these deflclencies. The facility has the
option of cotracting thesa flems or placing an "F"
in the Providers Plan of Carrection column and
the Complete Date column to accept the findings
of the FSES.) K025
K 025 { NFPA 101 LIFE BAFETY CODE STANDARD K 025The facility will ensure that 1]l 5 smoke
§8-~E | bartier walls are smoke resistant.
 Smoke barars are construsted to provide at
least a one half hour fire resistance rating in This will be accomplished by:
accordance with 8.3. Smoka barrlers may
terminate at an atrium wall. Windows are The cable peneirations on the 200 hall
protected by firerated glazing or by wired glass and 300 hall smoke barrier walls were o425
gz;:‘r:lg“go f:‘imﬁt:-a ;: ';‘r'gmgg gl‘; t‘é’:ch filled with fire retacdant foam. The non-
floor. Dampers are not required In duct gﬂd expanding foam was removed. % Penplsezt>
penetrations of smoke barriers in fully ducted Monitoring: FoAA |2
heating, ventliating, and air conditioning systems. . OpILOring: - ,
18.37.3, 10.2.7.5, 19.16.3, 19.16.4 Director of maintenapce will monitor
' ' quarterly. Any issues noted will be
addressed imomediately.
Quality Assurance:
This STANDARD 15 not met as evidenced by: Director of Maintenance will report
Based on observation and staff Interview the fesults of monitoring quarierly or morc
faciity failad to enstre 2 of & smoke barrier walls frequently as needed at the Quality
were smoks resistant. The findings were; Asgurance meating for review and
suggestions,
Observation on 4/26/11 between 10:30 AM and
11:30 AM showed the 200 hall smoke batrier wall
had oha cable penetration filled with noh-ratsd
FORM CMS-256 {0289} Pravious Verslons Chaoleta Evani [0: PHFI21 Facilily 10: WYDO0B
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B
535048 WING : 04/26/2011
NAME OF PRUVIDER OR SUPPLIER , STREET ADDRESS, CITY, $TATE, ZIP CODE .
WORLAND HEALTHCARE ANI) REHABILITATION GENTER 1961 HOWELL AVENUE =
WORLAND, WY 82401 67 qu "
() In SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION ey
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GUMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DERIGIENCY)
K 0251 Continued From page 4 K 028

expanding foam. Further nevisw showed the 300
hall smoke bargder wall had two unsealed condult
penetrafions and pne pips penefration filed with
non-rated expanding foam. At 10:53 AM the
administrator reportad the faciiity did not have
flame retardant docurnentation for the expanding
foam. Furthermore he was not aware of a smoke

bairler ingpection interval, o K2
K 0291 NFPA 101 LIFE SAFETY CODE STANDARD K 029 {The facility will ensure hazardous areas
GSsE wete separated from useé areas in all &
Ong hour fire rated conatruction (with. % hour smoke compartments.
fire-rated doors) or an approved automatic fira
extingudshing system in accordance with 8.4.1 This will be accomplished by: dsvasit
and/or 19.3.5.4 protects hazardous arsas, VWhen The Kick down door stop was removed ’
the approved automatic fire extinguishing system from the central supply storeroom
optloh is used, the areas are separated frotn ecorridor door.

other spaces by smoka resisting partilions and
doors. Doors are selfclosing and non-rated or
field-applied profective piates that do not exceed
42 inchas from the bottom of the door are

Maonitoring:
Diirector of maintenance will monitor

: quarterly. Amy issues noted will be

permitted.  18.3.2.1 addressed immediately,
Quality Assurance:
Director of Maintenance will report

This STANDARD is not met as evidenced by: pasults of monitoring quarterly or more
Based on obaervation and staff Inferview the | frequently as needed at the Quality
facility failed to ensurs hazardous areas were Assurance meeting for review and
geparaied from use areas in 1 of 6 smoke suggestions.

gompariments. The findings were:

Obsarvation of the central supply storeroom ot
4126/11 at 10,08 AM showed the corridor door
was held in the open position by a klck down door
stop. Al the fime of ebservation the maintenance
director reperted he was nof aware hazardous
arens corridor doors were prohibited from baing
held open unless they releass with the activation

FORM CM3-2487(02-08) Pravious Verslone Dhsolats Event [D-PHFE21 Faullity I0: WYGDea If contirmemtion shest Page 5 of 15
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1994 HOWELI, AVENUE
WORLAND, WY 82401

/25

oA D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDERS PLAN DF CORRECTION 1
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX . {EAGH CORRECTIVE ACTION SHOULD BE OOMPLETION
AG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSB-REFERENGED TO THE APPROPRIATE
DEFICIENGY)
K 0251 Gontinuad From page & K029
of the fire alarm systam.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K D38
88=K -
Exit accass is arranged so that exits are readlly K038
ancessible at all times in accordance with section - . .
74, 1924 The facility will ensure emergency exit
o - egress through the fenced courtyard for
14 of 14 secure unit rosidents.
This will be accomplished by:
This STANDARD s not met as evidenced by: On the morning of April 26, 2011 the _
Based onh observation and staff interview the two locks were removed from the 2611
facility failed fo ensure emergency exil agress {outside of the gates and two new locks
through the fenced courtyard for 14 of 14 secure ere installed on the inside of the gates
| unit residents. In the svent of a fire the resideants 1o secure the Unit Cowrtyard and labels
from the secure unit would likely have bean were made with two new combinations
trapped without means of escape. This resulted and placed,on the viny] fence.
in Immediate Jeopardy. The findings were: 7 s COMRANTTIDR X

1. Ohsarvation of the secure unilt courtyard on
4/25111 at 6:19 PM showed the latch was
altached o the outside of the horth gate. The
[atch was secured hy a keyed padlock At the
time of ohsarvation the administrator stated he
did not have a key for the padlock. He reported
that he thought the newly appointed maintenance
director had the key. Obaervation of the west-gate
showed it was secured from the outside by a
combination lock, Observation revealed tha latch
had previously been Installed on the inside of the
gate. The adminisfrator reported he knew egress
doors were not to be locked in @ manner that
would prevent them from being opened from the
path of travel, The adminisfrator was not sure
wheh tha locks had baen moved fo the oufside of
the gates. Furthermors, he stated that he would
move the latches and locks to the interlor side of

Al staff that were in the building on
April 26, 2011 were in-serviced on the
knowledge of the evacuation plan

through the Courtyard and the
mportance of the locks being accessible
from the tnside to innlude locatlon of
locks, posting of the combination, and
evacuation through Unit Courtyard.
Ih-setvicing has continued to ensure that
all staff is in-serviced.

Monitoring;

Director of maintenance will monitor
weekly for the first quarter and then
quarierly. Any issues noted will be

addressed immediately,

FORM CMS-2667(02:58) Previous Varsions Obaolate

Evani (D: PHFI21
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{%2) MULTIPLE CONSTRUCTION

(8) DATE BURVEY
COMPLETED

the gates the next morhing, which would meke
them accessible fram the courtyard.

o, 0n 4261 at 7:53 AM It was determined that
Immediate Jeopardy existed. The administrator
was notified at 8:03 AM,

3. Interview on 4/26/11 at B:10 AN, with the
assistant director of nursing (ADON), who was
the head nurse in the secure unit revealed the
unit had & capacily of 20 residents, with a current
census of 14, She also reparted she did not have
a key of combination to the courtyard gates, but
shie thought the maintenance staff might have
the keys.

4. Interview on 4/26/11 at 8:18 AM confirmed the
malntenance director did not have a kay ta the
padiock or know the comibination for the west
gate. The only key to the padlock was held by the
asslatant maintenance director/van driver. The
ADON repuorted she was aware of the
combination to the lock at the wast eptrance to
the unit, She was the only member of staif
interviewed who knew the combination, She
reported the locks had been moved mare than six
months earier because a resident was
continually playing with the lacks. The
administrator confirmed the combination was not
posted on or near the gate.

6. Gn 4/26/11 at 8:26 AM the administrator
reported that the faoility did not have an
evacuation policy for azaure unit resident's
through the courtyard.

8. Observation on 4/26/11 at 8:30 AM revealed
the latches attached to the secure unit's wo

A, BULLDING 01 - AN BUILORG ¢4
B. WING
) 5350438 NAI26/2011
NAME OF PROVIDER DR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE M—'
WORLAND HEALTHGARE AND REHABILITATION CENTER 1901 HOWELL AVENUE =
WORLAND, WY 82401 /} \
a0 SUMMARY STATENENT OF DEFIGIENOIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EAGH DEFICIENGY MUST 81 PRECERED BY FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAR REGULATORY OR LSC IDENTIFYING INFORMATI O TAG GROSS.REFEREEgE%JE?qg%E APPROFRIATE DATE
K 038 { Contiued From page 6 K038 Quality Assurance:

Directar of Maintenance will report
results of monitoring quarterly of more
frequently as needed at the Quality
Assurance meeting for review and

sugpestions,

FORM CMS5-2667 (02-88) Pravious Yerslons Gbaniste

Evenl ID:PHFi21

Faaility IB: WYOD0B
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WORLAND BEAL THCARE AND REHABILITATION GENTER 1601 HOWELL AVENUR
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DEFIGIE
K 038 | Continued From page 7 K 038

courtyard gatas were removed and ragttached fo
the interlor side of the gates, Comblnation locks
were installed and the combinations wera joatad
oh each gate. Nursing staff In all three units were
natified of the naw looks and the locafion of the
posted cornblnations.

7. Tha facility developed an action plan which
addressed the locking mechanism, the egress
system protacol and a staff fraining procedure
and timeline. The Immedlata Jeopardy was
ahated on 4/26/11 at 2:23 PM.

I 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 048
S58=F

K046
The facility will ensure that the 30

. L <l test of the emergency battery
Emergency lighting of at lsast 1% hour duration is second test .
provided n accordance with 7.8, 18.2.9.1. lighting is conducting monthly.

This will be accomplished by:

This STANDARD is not met a8 evidenced by: 1. The 30 second emergency Oh/25/11
Basad oh record review and staff interview the battery lights were tested on
facility failed to ensure emargency battery lights May 2, 2611
were tested during 4 of the past 12 months. The
findings were: Monitoring:
. . Director of maintenance wilk monitot
Review of the amergency battery light testing monthly. Any issues noted will be
records showed the monthly 30 2econd test had addressed immediately.

not been performed during tha months of October
2010, January, February and March of 2041. On
2611 at 1:530 PM the maintenance director
confirmed the aforementioned tests had not been
completed. He also reportad the testing recard

Quality Assurance;
Director of Maintenance will report
fesults of monitoring quarterly ot more

had not been added to tha 2011 preventative frequently as needed at the Quality
maintenance log and assumed that was why the Assurance meeting for review and
tersts had not been completed. suggestions.

K 650 | NFPA 101 LIFE SAFETY CODE STANDARD K 050

s8¢ o K050
Fire dills are held at unexpected times undar The facility will ensure that fire drills are

FORM CMB-2687(02-80) Pravious Verslons Obsolate Event ID:PHFI21 Faciity ID; WYQo03 If continuation sheet Page 8 of 15
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K 050 | Continued From page © Kos0| conducted duting all three shifis.
varying conditions, at least quarterly on each shifi. . . )
The ctoft s familar with pmcedureg and is aware This will be accomplished by:
that drills are pari of established routine. o
'Respansibility for planning and condusting drilts is 1. A fire drill will be conducted sy
assigned only to compatent persons whe are quarterly on the 10pm 10 Sam U523/
qualified fo exercise leadership. Where drills are shift.
conducted between 9 PM and 6 AM a coded 2, A fire drill will be conducted dsmsn
announcement may be used instead of audible quarterly on the éam to 2pm
alarms.  18.7.12 shift.
3. A fire drill will be conducted 4525011
quarterly on the Zpm fo 10pm
hift,
This STANDARD is not met as evidenced by: 4. Fire drills f‘:r all three shifts
Basad on record review and staff interview the will be conducted at a variety of 0sr2s/11
facility falled to ensure fire drills were conducted tmes
at varying times on 3 of 3 shifis. The findings '
wera; s
Monitoring:
Review of the fire drill records showed the first Admu}xstrator will monitor quarterly.
shift haurs were 6 AM to 2 PM. The second shift Any issues noted will be addressed
hours wefe 2 PM to 10 PM. The third shift hours mmmediately.
were 10 PM to 6 AM. The record documented all .
fire drills conducted on the first shift during the Quality Assurance:
past four quarters occurred befween ® AM und Dirsctor of Maintenance will report
10:40 AM, The fire drills conducted on the second results of monitoring quarierly ox more
shift during the past four quarters ware frequently as needed at the Quality
documented as having occurred batween 2:16 Assurapce meeting for review and
P and 3:20 PV, The fira drills conducted on the suggestions.
fhird shift during the past four quarters all
occurred between 10:25 P and 10:30 FM. On
| 4126011 st 1;30 PM the maintenance director
reported he was unaware fire drills were required
to be schedulad at varying times throughout each
shit K056
KK 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
88=F - F
If there l& an automatic sprinikier system, itls
installed in accordance with NFPA 13, Standard

FORM CMS-2587{02-08) Prewlous Verslone Obsolele Evont I PHFIZY Faciliy 10 WY0008 If continustion sheet Page D of 15
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PRINTED: 06M10/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENA' OF DEFICIENCIES (%0 %réﬂvmm;r_?ur;mﬁm%% {42) WULTIFLE CONSTRUCTION (X3 gg‘rﬁ IE_%URVEY
AND PLAY OF CORRECTION IDENTIFIGATION N R ABULDING 01 - MAIN BUILDING 01 MELETED
535048 B. WING 04/26/2041
NAME OF PROVIBIER OR SUPPLIER STREET ADDREAE, OITY, STATE, ZIP CODE
1904 HOWELL AVENUE

WORLAND HEALTHCARE AND REHABILITATION GENYER

WORLAND, WY 82401

x4} ID BUMMARY STATEMENT OF DEFICIENCLES 10 PROVIDER'S FLAN OF CORRECTION ¢ ey
BREFIX (EACH DEFIGIENCY MUET BE PRECEDED BY FULL PREFIX {EAQH GORREGT|VE ACTION SHOLLD BE OOMALETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG DROSS-AEFERERCED TO THE APPROPRIATE DATE
DEFICIENTY)
K 056 | Continued From page 8@ K 056

for the Instafiation of Sprinkler Systarns, {0
provide complate coverags for all portions of the
building. The system is propery maintained in
sccordance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of
Water-Bazed Flre Proteciion Systems, It s fuly
supervised. There is a rellable, adequate water
supply for the system. Required sprinkler
systome are equipped with water flow and tamper
swhches, which are electrically connected to the
buliding fire alarm system,  19.3.5

This STANDARD ig not met as evidented by:
Based on pheervaiion the facility fajled to ensure
6 of § smoke compartments were fully sprinkled.
The findings were.

Observalion on 4/26/11 betwaan 8 AM and 3 PM
showed the building was primarily constructed of
Typa Il (111) construction, bul sevefal areas ware
observed to hava woud congtruction: making the
bullding & Type V (000) structurs, The fallowing
areas ware constructed of combustible malerials:

a. The verticsd smoke barriet wall above the
ceiling tile in hall #2 and hall #3,

b. A false wall above the geiling tile near the
Janlior's closet in hall #3.

¢, Two cross cortidor draft stop walls above
the caeiling tile near the administration area.

d, The skylight shaft in halls #1, #2, #3 and

#4.

The building dld not have & compiete supervised
automatic sprinkler system as raquired hy the
Code for type V bulildings. The facility dicd have a
domastic wet sprinkter system In the fita store

FORM CMS-2567{02-99) Provious Yersions Obsolele Bvant InFHEZL Facllty ID: WY0MB It continugiion ehost Fage: 10 of 15
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FORM APPRIOVED
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NO, 0538-0391
STATEMENT OF DEFIGIENIHES (1) PROVIDER/SUPPUERICLIA (%2) MULTIPLE CONSTRUGTION {X4) DATE SURVEY
AND FLAN OF QORREGTION IDENTIFICATION NUMEER: ABULUING 0% - MAIN BUILDING D1 COMPLETED
B3SO4E B. WG ~ 04/26/2011
MAME UF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, 2 CODE W
EHABILITATION GENTER 1601 HOWELL AVENUR W
WORLAND HEALTHCARE AND R ATH | WORLAND. WY B2404 g/
STATEMENT OF DEFICIENCIES - D FROVIDER'S PLAM OF CORRECTION (x5
é}é‘&!& mgﬁ"égﬁgﬁgmﬁﬂaf 8 PRECEDED %Y FULL PREFLX, {EACH CORRECTIVE ACTION SHOULD BE CDM&ET:ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG GROBB-REFEREEEE& IE?J gﬁ)ﬂ ARPROPRIATE TE
K 056 | Continued From page 10 K056
foom, the laundry, and the oxygen transferring
QoM.
(The Fire Safety Evaluation System (Fa ES) will
abviate these deficiencies. The facliity has the
option of correciing these Hems, or placing an "F
in the Providarg Flan of Gorrection column and
the Complale Dais column to ascept the findings
of the FSES.)
KK 066 | NFPA 101 LIFE SAFETY GODE STANDARD Koae
838=E
Smoking reguiations are adopted and Include no K 066
{eas than the following provisions: The facility will ensure staff members
. re followi ki Licy i
(1) Bmoking is prohiblted in any reom, ward, or pre 10 °Wgt‘agﬂfh;£f£m‘;%£;’ iey in the
compartment where flammable liquids, "
combustibie gases, or oxygen is used or stored .. . .
and in any ofher hazardous location, and such This will be accomplished by:
area g postad with signs that read NO SMOKING 4 . .
or with the international symbol for no smoking. T*aff“’as in-serviced on 03/17/2011 and
05/18/2011 in the importance of using ]
(2) Sroking by patients classified as not the ashtrays and not to hﬂ}'e cigarette Ol
responsible is prohibited, exceptwhen under butts strewn about and mingled with
y direct supervislon. qtied grass and leaves. In-servicing will
continue until afl staff is in-serviced. & M?@/’
(3) Ashtrays of nancambustible material and safe BUWS WOES Lo 5 <.
design ara provided In all argas where smoking is Monitoring:
permitied, Director of Housckeoping will monitor
. ) monthly. Any issues noted will be
(4) Metal containers with seif-closing cover addressed imnmediately.
devices into which ashirays can be-empt!ad are
re:;ﬁl\!lgt(t zxaulak;gg .ﬁc'f" areas where smoking 18 Quality Assurance:
P ' " Director of Housekeeping will report
results of monitoring quarterly or more
frequently as needed at the Quality
Assurance meeting for review and
suggestions.

FORM CMS-2507{02-98) Pravious Verslons Obsolats Evepd ID:PHFI21
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PRINTE[: 05/10/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDIGARE, & MEDICAID SERVICES OMB NO. 0938-0391
BTATEMENT OF DEFICIENCIES (X1} FROVIDE.R’SUF‘FHEWQW_\ (%2) MULTIPLE CONBTRUGTION X3 gg&% Eé.l_lﬁé\lle‘(
AND PLAN QF CORRECTION |DENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 .
535043 B WING 04/26/2011
KAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

WORLAND HEALTHCARE AND REHABILITATION CGENTER

WOQRLAND, WY 82401

491 HOWELL AVENUE édf)jgﬂ ,“
[

(X410 SUMMARY STATEMENT OF PEFICIENCIEE I PROVIDER'S PLAN OF CORREGTION %5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL CREFLL (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICHN) TAG CROBE-REFERENGED 1O THE AFFROPRIATE DRTE
DEFIGIENCY)
K 066 | Gontinued From page 11 K 066

This STANDARD |5 not met &g evidenced by:

Based on observation and staff interview the
facllity falled to ensure staff members were
followlng the smoking palicy In 1 of 1 staff
‘smuking areas, The findings ware:

Obgervation of the staft smoking arsa on 4/26/11
at 5:08 PM showed 40 cigaretta bults strewn
about and mingled with dried grass and {eaves.
Further review showed the area was supplisd
with two ashirays. At the time of chservation the
facility manager dic net know why the ashirays K143
had not been used.
K 143 | NFPA 101 LIFE SAFETY GORE STANDARD K143

The facility wiil ensure protect
S ty wi protective

Transferring of cxygen ls: equipment is provided in the liquid

OXYEEN Storeroot.

a) separated from any portlon of a faili A )
‘Sv?jlerei;n patients ara hoﬁsed. axamined,t)c{:r This will be accomplished by:
treated by a separation of & fire barrier of 1-hour
firg-resistive gonstruction; A facemask and gloves have been

_ purchased and mounted with easy access 017211
(b) in an area that s mechanically ventilated, . the liquid oxygen storercom.
gprinklered, and has ceramic or concrete floating;
and Monitoring:
Director of Maintenance will monitor

{c) In an area posted with 2igns indicating that weekly to enswre stitl intact and easily
transfarring is vocurming, and that smoking in the accessible. Any issues noted will be
Immediats aras 1w mot partnitted in accerdance addressed immediately.

with NFPA 99 and the Gompressed Gas

Agsociation, B.6.2.82 Quality Assurance:

Director of Maintenance will report

esults of monitoring quarterly or more

frequently as needed at the Quality

Assurgnee meeting for review and
suggestions,

=

This STANDARD s not mat 2 evidenced by,

FORM CMS-2587(03-09} Pravious Versions Dbgalets Evant ID; PHEI24 Parllity ID: Wyoogs it confinualion sheet Page 12 of 15
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PRINTED: 05/10/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIR SERVIGES OMB NQ, 0938-0391
STATEMENT OF DEFIGIENGIES (X1} PRQWDEMBUFP&ER&)&M (X&) MULTIPLE CONSTRUGTION (%3) ggg‘i Eg_?égs\(
AND BLAN QF CORREGTION IHENTIFIGATION NUMBER; ABULONG 04 - AN BYILDING 01
535048 6. wie 04/26/2011
MAME OF PROVIDER OR BUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE /Q/‘(\
- 1901 HOWELL AVENUE ,;1
WORLANIY HEALTHCARE AND REHABILIFATION CENTER WORLAND. WY 82401 67 2
(%4 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DEMGIENGY MUST BE PRECEDSR BY FULL PREFIX (EAGH GORREQTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) | TAG CROBS-REFERENCED TQ THE AFPROFRIATE DATE
DEFIGIENGY)
K 143 | Gontinued From pags 12 K 143
Based on observation and staff Interview the
faclity failed to ensure protective equipment was
nrovided in 1 of 1 iquid oxygen storeroom. The
findings weta
Obsarvation of the liguid oxygen storernom on
4126111 at 9:52 AM showed a protactive face
shield and leather gloves ware not provided for
ihe transfer process. At the time of chservation
the administrator reported he was aware staff
members were required to wear safety equipment
during the transfer of liquid oxygen into portable
containers. He also reported $he shield and
gloves had hean provided at ona ime, bui. digi not
know how long they had been missing.
K 144 | NFPA 101 LUIFE SAFETY CODE STANDARD K 144
58=F _
| Generatars are inspected weekly and exercised Kid4

under load for 30 minutes per month in

accordance with NFPA 89, 3.4.4.1. (The facility will ensure the emergency

neratoy transfers from normal power to
mergendy power in 10 seconds or less
every month,

— B

This will be accomplished by:

The test performed May 4, 2011 —the
genorator transferred to emergency
power in 6 seconds. If a transfer time is
greater then 10 seconds — will run a 0525/11
check for 7 {seven) days and if it
dontinues to be gredter then 10 seconds
will contact Generator Company to corne

This STANDARD s not met as evidenced by:
Basad on record review and staff interview the
facility falled fo ensure the emergency generator

transferrad frum nonnal power to emergency
power in 10 secands of kess, for 2 of the past 12

months, The findings were: and inspect.
Revisw of the emergency genarator testing , Manitoring:
racords showed the fransfer times ware ot 10 Director of maintenance will monitor

FORM CMS-2667(0240) Pravious Versions Obsolele Event [D:PHFI21 Facility 1% WY XK If confinuation sheet Page 13 of 14
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FORM APPROVED
OMB NO, 0938-0381

BTATEMENY UF DEFICIENCIES x1) PROVIDER/SBUF PUYERIGLIA {#2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
H COMPLETED
AND PL.AN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 1 » MAIN BUILDING 01
535048 B. WING 412612011
NAME OF PROVIDER OR BUP_PLIER

WORLAND HEALTHGARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP DODE
1901 HOWELL AVENUE

WORLAND, WY 82401

it

: PROVIDER'® PLAN OF CORRECTION U e
pan | SHURIEENORIORNOT, | i | hemmeeRGOIDe | oo
REGULATORY GR LSG IDENTIFYING iNFORMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE
TAG DEFICIENGY)
K 144 | Continued From page 13 K 144| monthly, Any is.3ue$ ngted will be
saconds of less for February or Marci; c;g 2014, addressed immediately.
The records showed a transfer time o . )
seconds on 2/25/11 and 22 seconds on 3/08/11. ) Quality Assurance:
On 4/26/14 at 1:30 PM the maintenancé director Director of Maintepance will report
reported he had only held this position for one results of monitoring quarterly or mors
day and had no knowledge of the testing resuilte frequently as needed at the Quality
o records, Assurance meeting for review and
K 147 | NFPA 104 LIFE SAFETY CODE STANDARD K147 suggestions,
85=F
Electrical withyg and equipment is in aceordence
with NFPA 70, Natienal Elecirical Coda, 9.1.2 K147
The facility will ensure that electrical
systems are properly maintained,
Thiz STANDARD iz not met a5 evidenced by: This will be accomplished by:
Based on observation and staff interview the
facillty fallad to ensure termporary slectrical wiring , ; ot _
did not replace permanent fixed wirhg a;nd failed i ﬂ;l;hg_&?;?diﬂgrpg %E:cé;zu?'e 0F/25/11
o ensure damaged alectrical aquipment was . .
replaced in 3 of 7 smoke comparitents. The - Unit has Peeﬂllfl“ggﬁd directly
findiegs ware: into the wall.
2. The 3-way adapter that had the okneni
1. Obseryation on 4/26/41 between 9:30 AM and _ drier in the laundry plugged
10 AM showed the television et in the seoure into it has been removed and 2
unit was plugged into a surge: protector, which new separate outlets have been
was plugged into a &-way adapter. Further raview mstalled.
showad the residental type olothing drier in the 3.  The outlet cover pear bed “B* oS
lsundry was plugged into & 3-way adapter. At in room #308 has been
9:35 AM the adminlstrator raportedd he was awaro replaced.
electrical adapiers were prohiblted. He stated he
did not know why the adapiet was baing used, Monitoring:
. Director of maintenance will monitor
2. Obgetvation of the electrical system in resident weekly, Any issues noted will be
room #308 on 426111 at 10,26 AM showed the addressed mumediately.
outlet near bed "B" was cracked and missing the
top half of the face, At the time of observation the Quality Assurance:
gadmlmatrator raported the e!tlar:.tncal myatam was Director of Maintenance will report
inepeoted on a guarterly basis, He alsoe reporiad

FORM GMS-2607(02-60) Pravious Yersiens Dbacleta
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FORM APPROVED
GENTERS FOR MEDICARE & MEDICAIR SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVI DER!EUPPLIER!BC!.IA X2 MULTIPLE CONBTRUCTION {(X8) ggﬁ% féJTRE\.BEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 5, BUILDING o1 - NAIN BULDING 01
535048 B. VNG 04/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP CODE /)’2/'
1801 HOWELL AVENUE \\
WORLAND HEALTHCARE AND REHABILITATION GENTER WORLAND, WY 82401 z .L{T
TEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORREGTION ' x5
Zain A At MUST BE PREGEDED BY FULL PREFR (EACH GORRECTIVE ACTION SHOULE BR coMrLEToN
ha REGULATORY OR LaC IDENTIFYING INFORMATICN) TAG CRDBS-REFEREEEEE: I‘E% g%E APPROPRIATE E

K 147 Carlnued From page 14

damaged electrical equipment should be
ohiserved by the nursing or housekeeping staff
and reported to the meintenance sfaff. He stated
he did not know why this had not happened,

K 147 | results of monitoring quarterly or meore

frequently as nerded at the Quality

Assurance meeting for review and
suggestions,

FORM CM3-23087(02-99) Pravious Verslons Ctolets Event ID;PHF)21
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