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and Survays 1
STATEMENT OF DEFICIENGIED ﬁ {533 DATE SURVEY
S PR oF GORREGTION TN NUNGER. | ;| COMPLETED
ALFI3 NG — w0z |
NAME OF PROMDER O SUPALIER HUREET ADDRESS, CITY, BTATE, ZIF CODE
450 WYOMING STREET
BHOWBOAT RETIREMENT CENTER SR WY 83820
o) 10 BUMMARY BIATEMENT OF BREFICIENGIES i Png\élgkﬁg'tsc m fé'-r %N%L%Na . s -
0 A e e PREM | olta naRRENGAD T THR AROTUATE | DA
aALF|  LIC REGS FOR ASSISTED LIVING 5aLF
EACILITIES
This State Rules and Repulations |s not met a5
evidencad by,
AlLife Safaty Code survey was canducted at your
fecility on October 3, 2012 by Healthcare
Licansing and Surveys (HLS).
The Hacility was & singla story fully aprinkled Life Safety Code
buliding of Type 1L {(111) construstion with o
bagement builtin 1887, The building was A.
equipped with & supervised automatic wet " .
sponklter system and a zoned fire alamm gystem, 1) The faml.:ty will ep.*slure all
The faciity had a capacity of 50 fansed heds smoke barrier doors will
ant B total cangus of 31 residents. fully latch into the door
frame
wyoming Dapariment of Heaith, Rules and
Regulations for Licensure of Assisted Living )
Fadilities Ghapter 4. 2) The maintenance man
Saction 10, Life Safety and Elactrical Safety, The adjusted the self-closing
raquirements in the Department of Health device on the smoke
Chaptar ll, Construction Rules for Health A
Facilities apply. barrier door so the door
(iie}rxslsted L'wipg F"aqi!itl‘as pperating prior to fthe “wiil lateh into the door
affective date of these rules, shail moet the Life
Bafaty Gode of the National Fire Proteetion frame on one attempt.
Ausociation that was in effect at the tima the )
Facility was ficenged as an Assisted Living Facllity 3) The smoke barrier doors
will be checked monthly.
All raferences are baged on the requirements of ? m by
NEPA 101 Life Galety Gode, New Board and . . 10-26-12
Gara, 1994 Edltion, unless otherwise notad, 4) The manager will review
. ‘ the monthly QA monitoring
This regulation was NOT MET ag evidence by: tool 1o ensure the staff has
. observed all smoke bartier
doorsare latching into the
A. Baged on observation and staff Intarview, tha door frame.
tacility fallad 16 ensure 1 of § samake barrier

Pl
Whoming: fHoalin, Ading Dhislan, re -
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STATEMENT OF DEFICIEGCIES
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CONIY R L IV RS0 L

FORM APFROVED

(1) PROVIDER/SUPPLIERICUA
" IDENTIFICATION NUMRER:

ALFO13

{%2) MULTIPLE CONSTRUCTION

A, BUILGHNG
B. WING

(X3) DATE SURVEY
COMPLETED

10/G2i2012

NAME OF PROVIDER OR SUPPLIER
SHOWEBOAT RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE

160 WYOMING STREET
LANDER, WY 82520

{%4) 1D
PREFIX
NG

1

SUMMARY STATEMENT OF DEFICIENGIES
(EAGH DEFIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING IHFORMATION)

D
PREFIX
TAG

PROVIOER'S PLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CRO9%-REFERENGED TO THE AFPROFRIATE
DEFIGIENGY)

(45
DATE

BALF

Continued From page 1

doubile doors were smoke resistant, The findings
were:

Observation of the smoke barrier double doors
near the administrator office on 10/3M2 at .32
AM showed the doors were equipped with
self-cloging devices. Further observation showed
one of the ¢losing devices was unable to fully
latch a door into the door frame, with threa
attempls. Af the: time of the observation the
manager was unable o explain why the door had
not been noticed and repained during the
semi-annaul inspaction.

Refarence NFPA 101, 1094 Edition;

22-3.3.6.6 Doors in walle required by 22-2.3.6,1
and 22-2.3.6.2 shall be self-closing or
automatic-closing in aceordance with 5-2.1.8
doors in walls separating sleeping rooms from
corridors shall be automatic-closing In
accordance with 6-2.1.8....

B. Based on observation and staff interview, the
facility failed fo ensure hazardous areas ware
separated from use areas in 1 of 7 smoke
cornpartments. The findings were:

Observation of the owner's office on 10/3/12 at
10:10 AM showed the room was used for sforage
of assorted files and cardboard boxes, Further
obsarvation showed the room did not have
gprinider coverage and the self-closing device
had been removed from the comidor door. At the
time of the observation the manager was
unaware the room reguirad either sprinkler
coverage or & i-hour separation with
self-closing device.

Reference NFPA 101, 1994 Edition:
22-3.3,2.2 Every havardous arez shall ba

SALF

B.

1) The facility will ensure that
the self-closing device on the
office door at the south end of
the building will be in place.

2) The maintenance man installed
the self-closing door device to the
office at the south end of the
building.

3) The manager will review the
QA monitoring tool to ensure the
self-closing door device is in
placed and mounted on the

door; cgrrectly at the office

at the | south end of the facﬂlty

10-26-12

Wyoming Dept of Healll, Aging DNIsion, Healncan Liaataing and Surveys
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Hesithcara Licensing and Surveys

STATEMENT OF DEFIDIENCIES
AND PLAN QF CORREGCTION

FORM APPROVED

() PROVIDERISUPPLIERICLIA
IDENTIFICATION MITMBER:

ALFOM3

62) MULTIPLE SONSTRUCTION
A, BUILTING

 Joxm) bare survey
. COMPLETED

2 WING

NAWE OF PROVIDER OR SUPPLIER
SHOWBOAT RETIREMENT CENTER

LANDER,

STHEET ARDRESS, CItY, STATE, Zif CODE
150 WYOMING ETREET

WY 82520

40/03/2012

e
TG

SUNMIRRY STATEMENT OF DEFICIENCIES
I.lgl':‘l\-ﬂl'i DEFICIENCY MUST BE PREGEDED BY FULL
GULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX,

D PROVIDER'S PLAN OF GORRECTION . [ ¢
(EACH GORRECTIVE ACTION SHOULD BE ©
TAG A58 HoPERENGED 10 THE AFPROPRIATE. DATE

COMPLETE

SALF

Continued From page 2

saparated from other parts of the building by
construction having a fire rasistance rating of st
least 1 hour, with commuricating openings
profeciad by approved self-closing fire doors, or
such area shall be equipped wilh automatic fire
extinguishing systems, Hazardous areas shall
include, but shall not b limited to the following:
{1) Botler and heater rooms

{2} Laundries

{3) Repair shops

{4) Fooms or spaces used for storage of
combustible supplies and equipment in guantiiiss
deemed hazardous by the authority having
jurisdiction

C. Based on observation and staff interviaw, the
facility failed to ensure comoded sprinkler heads
were replaced in 1 of 7 amoke compartments,
The findings were:

Observation of the basement kitohan dish
washing wom on 10/3/12 at 10:38 AM showad
both sprinkler heads were corvoded., At the fime
of the observation the manager could not explain
why the heads had not besn noticed ans replaced
during the annual sprinkler inapaction.

Refersnce NFPA 101, 1994 Edition, 22-3.3.5.1,
NFPA 13 R 1983 Edifion, 2-7, NFPA 25 1083
Exditiors;

22.1.%" Sprinklers shell be visually inspected
fram the floor fevel annually, Sprinklers shall be
free of corrosion, ahsiructions to spray pattern,
foreign materials, paint, and physical damage.
Any automatic sprinklars shall be replaced that
are painted, cotroded, damaged or loaded with
foraign materlal,

D. Based on observation and staff interview: the
facility faited to ensure seff-closing ashirays werg

SALF

C.

person quarterly fo ensure

1) The facility w1ll ensure spnnlde
heads will be maintained in proper
working order and all sprinkler heaTls
will be free of any corrosion,

obstructions to spray patterns,
foreign materials, paint, and physichl
damage.

L B

2) The two sprinkler heads in the
basement kitchen dish washing
room will be replace with
corrective proper sprinkler
hiiead.

3) The manager will review the .
QA monitoring tool with the mamte pance

annually.

all sprinkler heads in the facility
are inspected and in comphance

11-27-12

"
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. ‘Hié‘&amggg Licensing and Surveys

STATEMENT OF DEFIGIENGIES OVIDERUSUPPLIERICLIA MULTIFLE CONSTRUGHON (r3) DATE SURVEY
A;ig" PLAN OF CORRECTION O eI IGATION NUMBER ﬁmmme GOMPLETED
'f ALFO13 B. WING 107832012
NAMUE OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, 21 GODE
snowam\r RETIREMENT CENTER byt hdl ool |
UMMARY STATEMENT CF DEFIGIENCIES PROMIDER'S PLAN OF CORRECTION s}
Jwépf& (Emsu DEFICIENGY SUST BE PRECEDED BY FULL PREFX (EAGH CORREGTIVE ACTION SHOULD B2 COMMETE
- AQ REGULATORY OR LSC IDENTIFYING INFORMATION) TG ‘GROSS-REFERANCED TO THE AFPROPRIATE DATS
DEFICIENGY)
SALF| Continued From page 3 SALF I b
pravided at 1 of 2 exterior smqking areas, The-. ‘
findings were: 1) The facility will ensure all
Obsarvation of the north exterior smoking area on exterior smoking arcas are
10/312 at 10:25 AM showed tha provided ash provided with a self-closing
tray was an open steel dish without a self-closing ashtray.
lig. At the time of the observafion the manager
reported he was unaware of the aforementioned B s . .
requirement, 2)The facility will provide
Reference NEPA 101, 1094 Edit self-closing ashtrays at the exterior
§ ca on; .
31-7.4 Smoking. Where smoking is permitted, smoking areas..
noncombustible safely-dype ashtrays o .
; receplacles shall be provided in convenlent 3) The manager will monitor the
kacations. QA monitoring tool on a monthly | 2712
E. Based on observation and staff interview, the | routme to ensure _ :
facliity faited to ensyre temporary eleotrical wiring i the ash tray in the exterior i
did not replace permanent fixad wiring, failed o " smoking area are self-closing.
ensure damaged electical equipment was
replaced and failed to ensure electrical outlet in
wet locations had ground fault cireuit intermestion
{GFCI) pratection in 3 of 7 smaoke compartments,
The firdings were:
1. Obeervation of the alactrical syatem oh 10/3/12
between 9 AM and 10:30 AM showed temporary -
wiring replaced permanant fixed wiring in the
following locations:
a. Resident room #213 had a clock plugged E.
into two surge protectors inine.
b. Resident room #411 had 8 computer aqe .
plugged into a surge protector which was plugged 1) The facility Wl_ﬂ ensure femporary
into & 6-way adapter. electrical wiring is in compliance
On 10/3/12 st 9:10 AM the manager reported ha with Life Safety Codes and electrichl
was unaware electricsl adaptars could not be lets i 1 . b
chained together. o_ut c‘ts in wet o_canons ave ground fault
circuit interruption (GFCI) protectipn.
2. Observation of resident room #200 on 10/312 .
o at 8:68 AM showed the power cord to a lamp was
Riyorsing Dort ot Faaith, Aging Olvision, Heallncans Licensing and SUNeys - )
STATE FORM %0 ZROLN It continestion shest 4 of 7
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FORMAPPROVED

STATEMENT OF DEFIGIENGIES | pti) PROVIDER/SUPPLIERIGIA (X2) MULTIPLE CONSTRUCTION (K3) DA SURVEY
ANDFLAN OF CORRECTION IENTIFICATION NUMBER: A BUILDNG
| AwFoss B e 1010342012
NAME DF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, 2P CODE
150 WYOMING STREET
SHOWBOAY RETIREMENT CENTER LANDER, WY 82520
MARY STA DEFICIENGIES  PROVIDER'S PLAN OF CORREQTION sy
é’éﬁé& {Eﬂ[?# gwmzﬁ&%&%ﬁmcmm BY FULL pnlgm {EAGH CORRECTIWVEACTION SHOULDBE - | COMPLETE
G REGULATORY OR LSG IDENTIFYING INFORMATION) 56 GROSS-REFERENCED TO THE APPROPRIATE DATS
_ . DEFICIENCY)
. . F ‘ . .
SALF| Gontinued From page 4 . SAL a. The two surge protectors in-line
i?gag‘?d at 1;1‘?' P’ugs:"lh wﬁ;ﬁf::a;?ﬂ& were removed and replaced with jugt
the time of the obsarva . .
nat explain why the cord had not bean noticed one surge protector in resident roong #213.
and replaced during the quarterly electrical b.The 6-way adapter in resident rooin#411
inspection . was removed and replaced with one
3. Ohservation of the electrical sysiem on 10/3/12 surge protector. .
betwean 10 AM and 10:30 AM showed electrical ¢. The damaged power cord to a lanjp in
outlets were located less than six feet from a resident room #200 was removed and
water source and did not have GFCI protection in replaced with a new surge |
the foliowing locations: tecti : d
a. Resident room #200 an outlet was 6 inches Proteciion power cor
from a sink . d. In resident room #200 a GFCI
b. Resident room #413 an outlet was 10 inches outlet will be put in on wall next
from a sink to the sink.
On 100312 st 10 AM the mahager could not .
explain why thege outlets had not been provided e. In resident room # 413 two GFC}
with GFCI protection since the entire buliding was out lets will replace the two outlets
nspectad for this issue last year, currently on walls next o the sinks. Y
Reference NFPA 101, 1994 Exdition, 22-3.6.1, _ 0-26-12
NFPA 70 1993 Editiom; 2) The manager and the maintenande
1004, Use ot pornit Ui speicny personal will montor wit
i -7, e s
cables shall not be used for the following: the QA monitoring tool and ensure
(1) As a substitute for the fixed wiring of a the outlets in the above apartment
?gﬁﬂre wouah holos i wal are in compliance by having GFCI
ere run through holes in walls ... - 4
(2) Where run through doorways, windows, ot outlfats mstk-l.lled, all damaged electrical
sirmilar openings equipment is replaced, and any
(4) Where attached to building surfaces . temporary wiring is in compliance
with Life Safety Codes.

12713 |

Wyoming Depariment of Haalth Agirg Division
Rules

Program Administration of Assisted Living
Facllities Chapter 12

Section 7. Assisted Living Facility (ALF} Core

| Services, :

__ _ —— "
Viyoming Dapt of Health, AGing Division, Fealthoone Licenging snd Surveys ‘ "
STATEFORM L IR Weontinustion shael 5 ofF 7
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FORM APPROVED
Healthcare Ljvensing and Surveys
STATEMENT OF DEFICIENCIES X1} PROVIDERISUFPLIERICLIA %2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AN PLAN OF GORRECTION el IDENTIFICATION NUMBER: w2 COMPLETED
A BUILDING
, WING
- ALFO13 8 10/0372012

NAME OF PROVIDER GR SUPPLIER ‘ STREET ADDRESS, OITY, STATE, ZIP CODE

SHOWEBOAT RETIREMENT CENTER

140 WYOMING STREET
LANDER, WY 82520

) 1B
PREFIX
TAG

BUMMARY SYATEMENT OF BEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LYG IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CURRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROFPRIATE
DEFICIENGY)

{X5)
GOMPLETE
DATE

SALF

Continued From pége ]

{n) Furnishings, Bulidings, Physical Plant.

(i} Sleaping rooms shall be homialike, well
lighted, ventitated and equipped in compliance
with the requirements balow;

{M} The facility shall be maintainad so that it is
free of hazards, such &s foose or broken window
glass, laotie or cracked floors or floor coverings,
or cracked or loose plaster on wall or cellings;

This ragutation was NOT MET as evidenced by

F. Based on observation and staff interview, the
facility falled to ensure oxygsn cylinders were
resfrained in 1 of 7 smoke compartments. The
findings were:

Observation on 10/3/12 between 9 AM and 9:30
AM showed oxygen oylinders were not restrained
i and prevented from falling over and potential
: damage in the following resident rooms:
! a Resident roon#211 had four unrestrained
"E" eylinders.

b. Rasident room #212 had two unrestrained
nEu ﬂy‘iﬂdﬂfﬁ.
On 10/3H2 at 9 AM the manager was unaware
axygen oylinders were required to be restrained.

Wyoming Depariment of Health, Rules and
Regulations for Licensure of Assisted Living
Facilites Chapter 4

Section 8. Constructionfremadaling. Department
of Haalth Chapter I, Construction Rules for
Health Facilitios apply.

This ragulation was NOT MET as evidenced by:

SALF

F.

oxygen cylinders to prevent them
from falling over and create
potential damage in resident rooms.

do not fall over and create any dam

daily routines they will observe to
ensure all residents that have

“E” eylinders in apartments are
restrained

cylinders are restrained,

1) The facility will ensure to restraih

a. All “E” cylinders in resident roots
#211 & #212 will be restrained so they

b. As the manager and staff compldgte

¢. The manager and staff will monithr
through QA program to ensure all “If”

10-26-12

L - S— -—
Wyoming Dept of Heilth, Aging Divigion, Healthowre Licensing and Survays
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FORM APPROVED

SHOWROAT RETIREMENT CENTER

STATEMENT OF DEFICIENCIES %) BROVIDER/AURFLIERICLIA MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION &N IBENnF[%ﬂ‘i‘IOH HUMBER: i COMPLETED
A, BULDING
B, WING
ALFM3 101032012
HAME OF PROVIDER OR SUPPLIER STYREET ADDRESS, CITY, $TATE, ZIP GORE

150 WYOMING STREET
LANDER, WY 82520

PROVIDER'S PLAN OF QORREGTION (e

- | expoged from below. At the time of the

(. Based on observation and staff interview, the
facility failed to ensure naw consiruction projects
had plan approval from the Wyoming Departrmant
of Heaith, Healthcare Licensing and Surveys

(HLB) bafore the praject was started. The
findings were: :

Observation of the front canopy on 10/3/12 at
9:26 AM shiowed the tanopy was construcited of
pine trusses with plywood sheeting, with all wood

observation the owner confirmed the project did
not have plan approval from the Wyoming
Department of Health, Office of Healthcare
Licensing and Surveys before the project was
slarted. She reparted that she was unaware all
constiuction projects required HLS plan approval.

K4} D SUMMARY STATEMENT OF DEFICIENGIES Ity )
REFI (EACH DEFICIEMCY MUST EE PRECEDED BY FULL PREFIX {EATH CORRECTIVE ACTION SHOIILO BE COMPLETE
TG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
8SALF Continued From page 6 SALF

G.

1) The facility will ensure new consgruction
projects have plan approval from the
Wyoming Department of Health, Hehlthcare
Licensing and Surveys.

to the Wyoming Department of Heakh any
new plans for any type of constructign to the
facility.

a. The administrator and manager “F submit

10-26-12

b. Annual QA meetings will involv¢ the
awareness of the correct procedure for any
new constraction to the facility.

STATE PORM

Wiyoming Dept of Heraith, Aging Division, Realthcats LICansing and Someys
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