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A Life Safety Code survey was conducted at your
facility on Dotober 8-10, 2012 by the office of
Heallhcare Licensing and Surveys {HLS).

‘The facllity was a single sfory, fully-sprinkled
building of Type W (111) construction built in 2012,
The buiding was equiipped with a supervised
automalic wet sprinkler sysiem and an

addressable fire alarm system, The facllity had a
capacily of 62 licensed beds and a tolal census of

11 rasidents.

VWyoming Department of Health, Rules and
Regulations for Licensure of Assisted Living
Facilities Chapter 4

Section 10. Life Safety and Electrical Safety. The
requirements in the Dopartment of Health
Chapter Ill, Construction Rules for Health
Facifities apply.

(i) Assisted Living Fagilities operating pricr to the
effective date of these rules, shall meet the Life
Safety Code of the National Fire Protection
Associatian that was in effect at the time the
facility was licensed as an Assisted Living Facility.

Al references are based on the reguiremenis of
NFPA 101 Life Safety Code, Health Care with
mixed occupancy of New Board and Care, 2006

- Edition, unless othenvise noted. The mixed

occupanay is required bacause the facility does
not have a 2-hour rated separation wali between

; the assisted living (Board & Gare Occupancy)
! and memory care {Health Care Occupancy)

portions of the bullding.
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BALF | Continued From page 1 SALF
This regulation was NOT MET as evidence by
A. The facility will ensure that the Game
A. Based on cbhservation and staff inferview, the Roon? doors are equipped with positive
facility failed to snsure corridor doors were latching ha rfi‘wa re.
equipped with latching hardware in 1 of 4 smoke a) the facility wili retain a qualified
compantments. The findings were: workmen to
: b) install positive latching hardware on
Observation af the Game Room on 101942 at b’ th sots of the Game Rocn doore.
8:50 PM showed the doubla corridor doors were 0 5_&_ 50 _E ame room ; s..
not provided with latching hardware. At the time ¢} Facility maintenance staff will inspect
of the observation the maintenance director the warking conditions of the hardwarsg,
repgrted he was unaware the bullding was and
designed to Health Care and Board and Care d) such inspections of hardware shall
pccupancy. He was also unaware Health Gare v basi
oseupancies require latehing hardware on all occur on a quarterly basis. J
corridor doors., , 12/21/13
_?gfg%egcgi dorD B. The facility will ensure that all smoke
.3.8.3 Corridor Daars . - .
18,3.8.3.5 Doors shall ba provided with positive barrier waHs: f"e sn?oke res'|stant by: .
latching hardware. g} the facility will retain a gualified
workmen to
B. Based on ghservation and staff interview, the b) seal all unsealed penetrations
facility failed lo enaure 2 of 4 smoke barrier walls identified, near resident room #133 and
were smoke resistant. The findings were; #102 with fire caulk.
Observation on 10/10/12 batween © AM and 9;30 ¢) Facility maintenance staff will inspect
AM showed the smoke barmler wall near residant the Identified areas on a guarierly basis.

| room #133 had two unsealed conduit

penetrations. Further observation showed the
smoke barrier wall near resident rooms #102 had
five unsealed conduit penetrations, The largest
gap measlred 1 inch by 2 inches. On 10/10/12 at
9:07 AM the maintenance director reported the
smoke barrier walls had not been routinely
inspacied as he assumed the building contracter
had sealed all panetrations when the installation
wag samplete.

Additionally, all contractors working in
the building will be required to sign af
agreement stiputating that in the evenﬁ
penetrations are made, all will b
resealed to Life Safety and NFP
standards, and _
d) such inspections of penetrations shall

ovcur on a quarterly basis, i

| _d2/221/12
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Reference;
18.3.7 Subdivision of building services
18,3.7.4 Any requirsd smoke barier shall be
constructed in accordance with Section 8.5 and - . |
shall have a fire resistance rating of not less than C. The facility will ensure that hazardous
1-hour ... areas are separated from use areas in
smoke compartments by:
C. Based on observation and staff inferview, the a) The facility will retain qualified
facility failed to ensure hazardous areas were workmen to
separated from use areas in 1 of 4 smoke )
comparhnents. The ﬂndings wers: b) seal three unsealed conduit
penetrations in mechanical room #1038,
Observation of mechanical room #1035 on c) Facility maintenance staff will inspect
10/9/12 at 4:29 PM showsd three unsealod mechanical rooms, and all contractors
condult pengirations, The largest gap was a ¥ tering the building will be required t
inch gap. At the ime of the observation the e.n ering the burding ) requir ?
maintenance director reported hazardous arees sign an agreement stipulating that all
were not routinely inspected as he assumed the penetrations will be resealed to facility
bullding contractor had sealed all penetrations [and OHLS) standards, and
when the installation was compiete. d) such inspections of penetrations shall
Refarence; oceur on a guarterly basis,
18.3.2.1 Hazardous areas, Any hazardous areas 12/21/1%
shall ba protected in accordance with Sectlon 8.7,
and the areas described in Table 18.3.2.1 shall be
'?‘a:?)tlcheadaa; ';‘d"?ﬂlﬂd‘ D. The facility will ensure that corridors
Bailer and fuel-fired heater rooms ... 4-hour are clear and unobstructed in corridors th
separation/protaction allow a minimum of 6’0" clear.
. _ . | a) The facility staff has been notified,
%c%$?§ISS t%bsewatmn ar_};i staff Blréegnsw. thde . b} all furnishings that conflict with thg
! ensure comridors wi aar an R oy
uneobstructed in 2 of 4 smoke compartments. The re&“grvzj clearance of 50" have been
findings were: re )
) Facility maintenance staff will inspedqt
Ohservation on ‘IpHDM 2at .1':}: 55 AM showed the such corridor areas, and
corridors were built 8 feet wide, Further d) such inspections of clearances shall
observations showed the Juhctions near resident occur on 2 monthly basis
room #142, #126 and #108 all had a short chest ¢ ¥ basis. "
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SALF| Continued From page 3 SALF
of drawers and two upholstered chairs. The E.l. The facility will ensure th
furnishings projected 2 % feat into the corridor. emergency generator annunciator pane|
Observation of the separation wall saparating the is properly installed.
assisted living and memaory Gare unit on 10440712 i ; ‘ s
at 10:05 AM showed the building was pot a} K the facility will retain qualifie
separated by 2 2-hour rated fire barrier. This lack workmen ta _
of separation required the building to be built and b) relocate the annunciator panel tc a
maintained to a mixed Haatth Care and Board observable location in the corridor, an
and Care O'chpancv. Cn 10/10/12 at 10:56 AM install an emergency stop button.
the maintenance directer was unaware the . . . |
corridors must be maintained clear and d Fa(,:”'tv staff will ".’Spe':t . th"
unebstructed to the full 8 foot width as the annunciator panel to ensure it remains in
building was built to Health Care standards. working condition and abservable by
Refi staff, and
slerance; d} such inspections shall 3
18.2,3.3* Aisles, corridors, and ramps required ) arter] lla 5‘: cHon @l oceur on @
for exit access in a hospital or nursing horme shall quarterly basis.
be not less than & f (2440 mm) in clear and
unobstructed width ... £.2. The facility will ensure that the
. ) emergency generator is equipped with 3
E. l?ased_ an observation and staff interview, the remote emergency stop button. Prior
facility failed to ensure the emergency generator b k. the facility will 1
annunciator were properly installed and failed to such work, the facility will 1) Prepare a
ensure the emergency generalor was equipped plan for the work, and 2) submit to OHLS
with & remote emergency stop button. The for review and approval. The plan will
findings were: reference this deficiency letter, sectioh
1. Observalion of the generator annunciator pane! E.L, pher the S_.It-ate 5“2‘{“ dat?d 10-1?.“ ;.12
on 10/9/12 at 5:28 PM shawed the only panal was a) The facility will retain qualifieg
located in the mechanical room. The mechanical workmen to
rocm is separated from the corrider by an b) install an emergency stop hutton.
ir[:tervt?ning Itlioustﬁkeepmgt;ecloset. é\t J";fol'me of ¢) Facility staff will inspect and test
the observation the maintenance director was .
unaware the annunciator panel was required o emer'g:an_cv sto!:) butto-nh to ensure it
be abservable by personnel, remains in working condition, and
d) such inspections shall occur cn &
2. Observation of the emergancy corrider lights quarterly basis.
- showed they were supplied with power from the 12/21/1
emergency generator. Observation of the
generator an 10/0/12 at 815 PM showad it was

Whoming Daepl of Heallh, Aging Division, Hesalthcare Licansing and Surveys
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HANME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

2360 REAGAN AVERUE N

not equipped with an emergancy stop bution, At
the ime of the obsarvation the maintenance
dlrector reporied he was unaware an emergency
stop button was reguired.

Reference, NFPA 1401, 2006 Edition, 18.2.9.1,
7.9.2.4, NFPA 110, 2005 Edition;

5.68.5.5 All installafions shall have a remofe
manual siop station of a type o prevent
inadvartent ar unintentional operation Incated
outside the room housing the prime movar, where
so installed, or elsewhere on the premises where
the prime mover is located outside the building.
5.6,6 Remate Controls and Alarms. A remots,
common audible alarm shall be provided as
specified In £.6.5.2 (4) that is powerad by the
storage battery and located outside of the EPS
service room at a2 work site observahle by
EErsonnel,

F. Based on record review and staff interview, the
facility failed to ensure maintenance records were
available to review. The findings were:

Review of the fire alamm systern acesplance and
testing records showed there were no records to
review onsite. On 1040412 at 11:20 AM the
maintenancs director was unaware the
acceplance records and last full year of records
must be kept on site at all imes for review.

Refarence, 18.3.4.1, 9.6.1.3, NFPA 72, 2005
Edition;

10.6.1 Permanent Recerds, After succesaful
completion of acceptance tests approved by the
authority having jurisdiction, the requirements of
10.6.1.1 through 10.6,3.1 shall apply.

10.8.1.1 Aset of reproducibla as-built installaiion
drawings, operation and maintenarice manuats,
and a written seguence of aparation shall be

DEER TRAIL ASSISTED LIVING ROCK SPRINGS, WY 82001 V2ol
{xa) D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION 6
PREFX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULY Bi: COMPLETE
TG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
SALF| Gontirued Fram page 4 SALF

F. The facility will ensure that fire alarn
system maintenance records (inclusive ¢
all items below) are maintained by th
Facility Maintenance  staff, heir
availahle onsite in the Administrator
Office and available to the authoriy
having jurisdiction including:

a) a set of reproducible as-built
installation drawings, operation anf
maintenance manuals, and a writtep
sequence of operatian for the life of the
system in elther paper or electronic
media.
b) Maintenance, inspection and testing
records from the Thitial installation will bie
available onsite for the life of the syste
en disk for review by the authority having
urisdiction,

¢) Facility maintenance staff will mainta
records regarding the maintenance,
inspection and testing records of the
system in notebooks and,

d) retain records from the tests uril the

_nexttestandforl yeartheceafter

= g0 @ — =
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SALF| Continued From page & SALF | The record will include:

provided to the buitding owner or the owner ' s
designated representative.

10.6.1.3 The owner shall be responsitie for
malntaining these records for the life of the
system for examination by any authority having
jurisdiction. Paper or electronic: media shall be
permitted.

10.6.2 Maintenance, Inspection, and Tesling
Records,

10.6.2.1 Records shall be retained until the next
test and for 1 year theresfter,

10.6.2.3 Arecord of all inspactions, testing, and
malntenance shall be provided that ncludes the
followlng information regarding tests and ali the
applicable information requested in Figure
10.6.2.3:

(1) Date

{2} Test fraquency

(3} Name of praperty

{4) Address-

{8) Name of person performing inspection,
maintenance, teats, or combination thersof, and
affiliafion, business address, and talephone
number

{6) Name, address, and representative of
approving agency (ies)

{7) Designalion of the detectar(s) tested, for
example,

(8} Functional test of detectors

(9) Functional test of required sequence of
operations

_{10) Check of all smoke dstectors

{11) Loop resistance for all fixed-temperature,
line-type heat detectors

{12) Other tests as required by equipment
manufacturer ' s published insirugtions

{13) Other tests as requiired by the authority
having jurisdiclion

{14) Signatures of tester and approved authority
represantative

1. Pate

2. Test Freguency

3. Name of Property

4, Address

5. Mame of person performing inspection
maintenance, tests, or combination
thereof, and affiliation, business address
and telephone number

6. Name, address, and representative of
approving agency (ies)

7. Designation of the detector(s) tested
for example,

a) functional test of detectors

b) functional test of required sequence of
aperatians

¢) check of all smoke detectors
d) loop resistance for all  fixed:
temperature, line-type heat detectors
e} other tests as required by equipment
manufacturer’'s published instructions
f)  other tests as required by the
authority having jurisdiction.
12/21/12

Wyoming Dept of Heallh, Aging Division, Healthcare Licensing and Susveys
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SALF| Gontinued From page 6 SALF | G.1. The facility will ensure that sprinker
(15) Disposition of problems Identified during test piping is properly installed and ensure
(e.g., owner notified, proklem there Is complete coverage in 2 of 4
correctedfsuccessfully refested, device smoke compartments.
abandoned in place) a) The facility will retain qualifieg
G. Based on observation and staff Interview, the workmen to
facility failed to ensure sprinkler piping was b) correct the installation of the exposeq
Pmpeifg inSt’fl_"ifli and falled to Bélﬁ‘;ff therﬁ was CPVC orange piping in the main electrica
compiete spiinkler caverage in 2 of 4 smoke ; A
comparments. The findings were; rgom #121, the garage m."j the sprinkle
riser room to comply with Blazemaster
1. Ohservation of the sprinkler system on 10/9/12 rmanufacturer specifications.
between 6 PM and 6:30 PM showed the branch <} Facility staff will inspect such piping tg
llﬂé?| Wﬂls e;(POTed CP:% 101'?;1"98 piping in :;hi?me ensure it remains as specified, and
main electrical roocm , the garage ah ; ; |
sprinkler riser room. Further observalion showed d) such ms?emons shail -occur on 3
the pipe was suspended 8 inches below the quarterly basis.
celling, On 101712 at 11 AM the Harvel
Blazemaster manufactures installation guide was -G.2. The facility will ensure comgpletd
observed to state "Pendent Sprinklers Light “cprinkler through he facili
Mazard or Residential Pendent Sprirklers ... The i the foer aut the Tacilty
piping shall be mounted directly to the: ceiling®. On Inciuding the rfefazer. . ) o (J
10/9/12 at 5:26 PM the maintenance director a)  The facility will retain qualifie
reported tle WaS unaware expgsed CPVC pipe workmen to
was required to be mounted directly to the cailing. b) Install a sprinkler head in the freezet
He could not explain why the sprinklar installation. area to ensure coverage in accardance
company had not followed the manufacturer's . o
recommendations. with manufacturer specifications.
c) Facility staff will inspect such head 1q
2. Observation of the walk-in freezer on 10/110/12 ensure It remains as specified, and
at 10:35 AM showed a sprinkler was not installed d) such inspections shall occur on a3
inside the freezer. At the time of the absarvation quarterly basis
tha maintenance director coutd not axplain why
the sprinkler installation company had not
installed & sprinkler head in all habitable spaces. 12/21/12
Reference, 18.3.5.1, 8.7.1.1, NFPA 13, 20085
Edition;
8.3.6.1 Other types of pips or tube investigated
for suitability in automeatic sprinkler installations

Wyorning Dept of Health, Agling Divisicn, FHealthcare Licensing and Surveys
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SALF) Continued From page 7 SALF H.1. The facility will ensure that sprinkler
and lisied for this service, including but not lImited system  maintenance records  an
o CI_:‘V{; gmg sbtleeé. ;?qdqdlﬁ%”ﬁ frénrél éh;ath b adequate spare sprinkler heads ar
provided in Table 8.3.1.7 or Table 6.5.0.1 shajl be maintained by the facility mainten
permitted whers Installed In accordance with their ot beine mumilable v melneran
listing limitations, including installation » being avaiiable OnsHe and availal
instructions. to the authority having jurisdictio
Reference; including:
18.3.5.1* Buiidings containing health care a) The facility will correctly purchase an
facliies shall be protected throughout by an stare two spare sprinkler heads for eac
appraved, supervised automatic sprinkler system t f sorinkler head in the bulldi
in aceordance with Section 9.7, unless otherwise ype of sprinkler head in the buliding, an
parmittad by 18.3.5.4, b) both 212 degree sprinkler head an
spa room sprinkler head will be availabl
H. Based on observation, record review and staff for replacement by staff and stored in the
interview, tha facility falled to ensura maintenance maintenance office
records were avaliable for review and failed to - , ) . .
provide adequate spare sprinkler heads. The c) Facility maintenance staff wili monitor
findings were: inventory of such heads, and
; d) review such inventory an a meonthiy
1. Cbservation of the spare sprinkier cabinet on basis.
10/9/12 at 6:10 PM showed the facility did not
' have the raquirad two spare pendent 212 degree . . o
heads to replace the maintenance shop and spa H.2. The facility will maintain records
room sprinkler heads. At the time of the regarding the acceptance tests and
ohservation the matmenar]ce directo!' was guarterly sprinkler tests for the
unaware of the aforementioned requiremsnt, mairtenance, inspection and te stinﬁ :
2. Review of the sprinkler system testing records records of the system. o
showed the facility did not have the acceptance a) The facility will create and maintain
tosts o review or any of the quarterly sprinkler such records in netebooks, and
tests to ;erEW- Furthe(; fef‘z;ie;z S?IUWEd the'"‘:o were b) be stored in and updated periodically.
no maintenanca records for the fire pumps dmini - . )
review. On 10110112 at 11120 AM the c) l:: mlnliltrato;wﬂl review and renitor
malntenance director wags unaware the records sucn records, an
were required to be available for review, he was d) such review shall eccur on a monthly
also unawere of any maintenance program for basis, and be available to the reviewing
any portion of the sprinkler systam, authority of jurisdiction. The record wil
| Reference, 18.3.5.1, 9.7.5, NFPA 25, 2002 include:
" Edition; 1. Date
: - ; 2 FastRreguency
Wyoming Diept of Haallh, Aging Division, Healthcare Licensing and Surveys
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06 1D SUIMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (FACH DEFICIENCY MUIST BE FRECEDED HY FULL PREFIX {EAGH GORRECTIVE AGTION SHOULD BE COMPLETLE
TAG REGULATDRY OR LEG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
SALF | Continued From page 8 SALF 3. Name of Property
4.3 Records 4. Addrass
4.3.1 Records of inspactions, tests, and 5. Name of person performing inspection,
malntenanﬂe Df ThG:g’Stem aﬂdits Components maintenance' tEStS, or cumbinatio
shall be made available to the suthority having - .
jurisdiction upoh request thereof, and affiliation, business address,
4,3.2 Records shall indicate the procedure and telephone number.
performed {©.9., inspaction, test, or 6. Name, address, and representative
maintenance}, the organization that performed approving agencies.
the work, the results, and the date. Facili intenance staff shall
4.3.4 Original records shall be retained for this life €} ~ Faclity maintenanc a
of the system maintain records in hatebooaks
4.3.5 Subsequent records shall be retained fora documenting the maintenance of the fire
! period of 1 year after the nest inspection, test, or pump. The record will include:
maintenance required by the standard. 1. Date
B.5.1 A preventative maintenance pragram shall
be established on alf components of the pump 2. Te‘q Fre?uencv
assembly in accordance with the manufacturer' s 3. Nameof Property
recommendations, 4. Address
8.5.3 In the absence of manufacturer' s 5. Name of person performing
recommendations for preventative maintenance inspection, maintenance, tests, or
ﬁ&?rggéi;ha" be used for alternative combination thereof, and affiliation,
' business address, and telephone number.
l. Based on observalion and staff interview, the | 6. Name, address, and representative df
facility falled to ensure portabla fire extinguishers approving agencies,
were inspected on a monthly basis in 4 of 4 12/21/12
smoke compariments, Tha findings were:
Dhbsarvation of the portable fire extinguishers on =
10/9/12 betwaen & PM and 6:30 PM showed the 1. The facility will ensure that ali portably
k;uirl;i]jng was ﬁ-caur:lupmj:I v;?‘]fh l‘iztexlinguiishers. : fire extinguishers installed throughout
urther review showed the last annual inspection facill are manitored  and
occurred during Janugry 2012, The extinguishers t’ne_ t .acrdrty _
had not received a monihly safely inspection maintained.
since the January 2012 annual inspection. On a) The facility will maintain record tags at
10/812 at 5:01 PM the maintenance director was the individual devices, and
unaware the exdinguisher requlred a monthly b) be monitored and inspected by
inspection. maintenance staff,
Raference, 18.3.5,1C, 9.7.4.1, NFPA 10, 2002
Wyatriing Dept of Health, Aging Division, Healtheare Licensing ard Survays
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MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, LITY, STATE, 2P SODE
2360 REAGAN AVENUE —%’
DEER TRAIL ASSISTED LIVING
ROGK SPRINGS, WY 82901 Wl zo (12—
{K4} D SUNBARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION ’ !
PREFIX (2ACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
™G REGULATORY DR LSC IDENTIFYING INFORMATIDN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
SALF| Gontinued From page SALF c) The maintenance staff will inspact
Edition, each device and ensure such inspection ig
6.2 Inspection. ) ) recorded on the tag, and
6.2.1 Frequancy, Extinguishers shall be inspected d) such inspection shall occur on 3
when Initially placed in servics and thereafler at monthly basis
approximately 30-day intervals ... ’
PP ¥ Sh-osy 12/21/12

J. Based on record review, cbsarvation and siaff
Interview, the facillty falled to ensure the kitchen
hood fire suppression system was maintained.
The findings wers:

1. Reviaw of the Kitchen hood tasting records
showed the maintenance direclor did not have
any records to review, On 10/10/42 at 11:20 AM
the maintenanca direchos was unaware of a
raintenance program.

2, Observation of the Kitchen on 10/10/12 at
10:38 AM showed the daep fat fryer was locatad
10 inches fram the gas fired range top. The rangz
top was net provided with 2 steel baffle to prevent
accidental ofl splash. The fryer was emply of off af

the time of the susvay, but was available for future-

use. At the time of the observation the
maintenance director was unawarz of the
aforementionad requiremant.

Refarence, 18.2.3.5.1, 9.2.3, NFPA 98, 2004
Edition;

11.2.1 Maintenance of the fire-extinguishing
system and lsted exhaust hoods containing a
constant or fire-activated water system thatis
listed to extinguish a fire in the grease ramaoval
devices, hood exhaust plenums, end exhaust
ducts shall be made by properly trained, qualified,
and certified persan (s) acceptabie to the
authority having jurfsdiction at least every 6
menths,

11.4 The entire exhaust system shall be
inspected by a properly trained, gualified, and

L1, The facility will ensure that theg
kitchen hood fire suppression system |3
inspected and maintained.

a) The facility will engage properly
trained, qualified and certified person(s
acceptable to the authority, and having
jurisdiction '
b} to inspect and maintain the kitcher
fire hood and ensure fans, ducts, ang
other appurtenances shall be cleaned tqg
bare metal at frequent intervals prior te
surfaces becoming heavily contaminated
with grease and oily sludge.
c) The facifity will have such inspector
place stickers on the hood indicating the
date of the inspection, and

d) such inspections will be at least every
six months due to the moderate volums
cooking at the facility. Inspection record;
wili he maintained in the administrator':
office Inclusive of:

1. Date of inspection

2. Test Frequency

3. Name of Property

4. Address

5. Name of person performing inspection
maintenance, tests, or combination

wiyoming Dept of Health, Aging Division, Healthcare Licensing and Surveys
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NAME OF PROVIDER 0R SUPPLIER

[ STREET ADDRESS, §ITY, 8TATE, ZIP CODE

2360 REAGAN AVENUE —

certified company or person {8) acceptable to the
authority having jurisdiction In accordance with
Table 11.4

Table 11.4 Exhaust System Inspection Schedule

Typa or Velume of Ceoking Freguency
Systems serving high-volume cooking ... ...
Quartery

operations such as 24-hour cooking,

charbroiling or wok cooking

Systems serving maderate-voliime cooking
semi-annually

11.6.1 Upon inspection, If found to be
contaminated with deposits from grease-laden
vapers, the entire exhaust system shall be
cleaned by a properly brained, qualified, and
certified cormpany or person {8) acceptabla fo the
authority having jurisdiction.

11.6.2 Hoods, grease remaval devices, fans,
ducts, and oiher appurtenances shall be dleaned
to bare metal at fraquent intervals prior to
surfaces becoming heavily contaminated with
gresgse and oily sludge,

12.1.2.4 All deep fat fryars shall be installad with
at least a 18-in. spaca batween the fryer and

surface flames from adjacent cooking equipment.

12.1.2.5 Where a steel or tempered glass baffie
plate is Installed at a minimura 8 in. In keight
batwean the fryer and surface flames of the
adjacent appllance the requiremnzant for a 16 inch
{408 mm) space shall nct apply.

K. Based on observation and staff interview, the
facllity failed to ensure temporary slectrical wirlng
dil not replace parmanent fixed wirlng In 1 of 4
smoke compartments. The findings were;

Obsarvation of resident room #41 on 10/8M12 at
§:49 PM showed the telsvision set was plugged
into an extension cord. Af the time of the

observation the maintenance director could not

DEER TRAN. ASSISTED LIVING ROCK SPRINGS, WY 82901 \\‘ 7o h
(43 10 SUMMARY STATEMENT OF DEFICIENCIES [Ts] FROVIDER'S PLAN DF CORRECTION i (X5}
PREFY {EACH DEFCIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAS REGULATORY OR LSC IDENTIFYIMG INFORBMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFIGIENGY)
SALF | Cantinued From page 10 SALF thereof, and affiliation, business address,

and telephane number,

6. actions taken inclusive of cleaning 2
described below, and,

7. name, address, and representative af
BPproving agencies.

7]

—

J.2. The facility does not own a deep fa
fryer, and apparently the titt-skillet wa

mistakenly identified such. No action
required.

7]

12/21/1]

K. The facility will ensure that extension
cords are not installed throughout the
facility.

a)  The facility will verify that no
extension cords are used in the facility,
and

b) the residency agreement will further
indicate that no extension cords may He
used.

Wyoming Dept of Hoealth, Aging Divlsion, Healthcare Licahsing and Surveys
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SALF| Continued From page 14 SALF c) Facility staff will verify the non-use ip

explain why the cord had not been aoticed and
removed durlng the monthly Inspection,

Referanoe, 18.5.1, 9.1.2, NFPA 70, 2005 Edition;
400-8. Uses not permitted. Unless spacifically
permiited in section 400-7, flexible cords and
cables shall not be used for the following:

(1} As a substitute for the fixed wiring of &
structure

(2} Where run through holes in walls ...

(3} Whare run through doorways, windows, or
similar openings

{4} Where altached to building surfaces

Wyoming Departmant of Health Aging Division
Rules

Program Adminlstration of Assisted Livitg
Fasililies Chaptar 12

Baction 7. Assisted Living Fagility (ALF) Core
Services.

(0} Bvacuation Capability, Emargency
Procedures, and Fire Safely.

(iii} Fira Safety.

(E} Fire exit drills shail be conducted in
accordance to the Life Safely Code Cperating

' Features sections. The minimum number of drills,

as amended, shall be held at least twelve (12)
times per year on a monthly basis with a
minimum of one drill conducted each quartar on
each shift. Fire exit drill records over a two-year
period shall be available upon request at the
Tacility,

{1} The facility shall be responsible for recording
fire exit drils on an evaluation farm that include at
leaist the following:

{1.) Date of drill;

(2.) Thve of day;

(3.) Type of drill (Practice, Announced, Surprise);

apartments throughout the building, and
d) such review shali be on a monthly
basis.
12211

=
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SALF| Continued From pags 12 SALF

(4.} Residents who participated Inciuding staff
and family mambers,

(5.) Time required (minutes and seconds) to
evacuate all residents (including staff) from the
accupied areas to g point of assembly as defined
in the Life Safety Code;

{8.) List of anyone, including staff and family
members, whe did not evacuate Th the required
tima allowed hy the evacuation capability rating of
the facility. Evacuation capability rating for each
facilly shall be listed on the form;

(7.) Comments on the factors that contributed fo
each individual ' & inability to evacuate
successiully and any cormective actions
recommendead; and

(8.) Signature and date of the perscn completing
the form,

This regulation was NOT MET as avidenced by

L. Based on policy review, racord review and staff
interview, tha facility failed to ensure the fire
policy was appropriate for assisted Iiving facliities,
failed to provide a fire walch policy, failed to
ensure a fire drills were held on a monthly basis
and failed to ensure fire drills were conducted on
each shift. The findings were:

1. Review of the resident handbook under fire
safety reads as follows, "We recommend that you
participate fo the extent possible so that you know
what to do in the event of a fire. This means that
you may have to move from one area of tha
building to ancther or exit the building from time
1o time". Review of the Fire Emergency and
Evacuation Plan, section B reads as follows, "The
siaff mermbar wilt Idenlify the source of the alarm
..if necessary, bagin avacuating and moving

L.3.
policy is appropriate for assisted livin
facilities and provide a fire watch polic
that remains in effect covering th
contingencies that the fire alarm syste
is out of service or the require
automatic sprinkler system is out o
service for more than four hours in a 24
hour pericd. The authority havin
jurisdiction shall be notified upon eac
such occurrence.

a)
policy,

staff.

The facility will ensure that fire

- W =Y

The facility will ¢create a fire watch

b) prepared by the administrator ang

Wyoming Dept of Heallh, Aging Division, Healtheare Licensing and Survéys
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SUMMARY STATEMENT OF DEFICIENCIES

immediate danger, residants and staff will
avacuale to "safe areas” behind fire doors.”
Review of section C reads as follows, "Evacuats
people in the affected area through fire doors th a
"safe ared”. If the safe area is consumed with
smoke or fing, or if directed by fire department
personnel, proceed to evacuate resldents as
directed by fire department personnel. On 10/9/12
at 3:20 PM the administrator reported that she
was unsure why these two policies were
conflicting. She reperted the facility did not have
two separate flre policies for assisted living
residents ant memory care residenis. She was
unaware assisted living residents had o evacuate
the building with every fire alarm activation, even
during inclement weathar,

2. Review of the fagilify safety pclicies showed
the facility did not have & firg walch policy. On
10/9/12 at 3:30 PM the administrator reportad
that she was unaware of such a policy or the
steps that need to be faken with the malfunction
or impalrment of the fire alarm system or
sprinkler system.

3. Review of the fire drill records showed a fire
drill had not been held during June and August
2012. Further review showad a fire drill had not
been hetd on the night shift cocurting between 7
PM and 7 AM during the second and third
quarters of 2012, On 10/10/12 at 11:20 AM the
malntenance director could not explain why the
fire drill had not been held on a monthly basis and
on each shift. He was also unaware residents had
to fully evacuate the building during each drifl in
inclement weather,

Referenca, 18.3.4.1;
9.6.1.6" Where a required fire alarm systan is out

(X4) IC _ D PROVIDER'S PLAN OF CORRECTION 4B
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
8ALF| Continued From page 13 SALF  [¢) the administrator will review thd
residents 1o the area of safety ...IF residents zre In policy,

d) on an annual basis.

L.2. The facHity will ensure that fire policy
is appropriate for assisted living facilitiey
and ensure fire drills are held on 3
monthly basis.

a) The facility will schedule fire drills,

b fire drills will be conducted in
accordance with the Life Safety Code ang
the policies are consistent throughout
the Resident Handbook.
c) Drills will he held at leasi twelve (12}
times per year
dy on @ monthly basis with a minimumn of
ane drill conducted each cuarter on each
shift.

L.3. Tha facility will ensure that fire policy
is appropriate for assisted living facilities
and ensure fire drills are conducted on
each shift.
a} The facility will ¢conduct fire drills on
each shift

b} fire drilis will be conducted im
accordance with the Life Safety Code an
the policies are consistent throughout
the Resident Handbook.
) Drills will be held at least twelve (12
times per year, and

d) on a monthly basis with a minimum
one drill conducted each quarter on eaEF
shift
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of servica for more than 4 hours in a 24-hour
paricd, the autharity having jurisdiction shall be
notifled, and e building shall he avasuated or an
approved fire watch shall be provided for zll
parties left unprotactad by the shutdown until the
fire alarm systern has been returned to service.
Reference, 18.3.5.1;

9.7.6.1 Where a required automatic sprinkler
system Is out of service far more than 4 hours in
a 24-hour period, the authority having jurisdiction
shall be notified, and the building shall be
evacuated or an approved fire watch shall be
provided for all parfies left unprotected by the
shutdown unfil the sprinkler system has been
returned 1o service.

instricted to assemble oulside the
buliding in designated areas. Fire exi
drill records will be maintained by th
facility maintenance staff, being availab!
onsite in the administrators office an
available to the authority havin
jurisdiction including:

1. Date of drill

2. Time of day

3. Type of drill (Practice, Announced, an
Surprise)

4. Residents who participated includin
staff and family members

5. Time required {minutes and seconds)
to evacuate all residents (including staff)
from the occupied areas to a point of
assembly outside the building

6. List of anyone, including staff an
family membkers, who did not evacuate |
the required time allowed by th
evacuation capability rating of th
facility.

7. Evacuation capability rating for th
facility shall be listed on the form

8. Comments on the factors thg
contributed to each individual’s inability
to evacuate successfully and any
corrective actions recommended; and,
9, Signature and date of the perso
completing the form.
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SALF| Continued From page 14 SALF Under all fire drills, residents will b
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