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SALF _ LIC REGS FOR ASSISTED LIVING SALF | The Assisted Living
FACILITIES Facility shall conduct fire
A drills Intended to meet the
R . current NFPA code
"Thig State Rules ang Regulations s net met as requirements,
‘ evidenced by. ; [ \l ﬂ%ﬁ"!
A sirvey was conducte at your facllity on A. The ALF Engineeri
November 03-04, 2009 by the Office of Technicion s> | A
lcensing and Surveys {OHLS), , ]
Healthcare L, performed a fire dril}
hi o
Program Adminlstration of Assisted Living tﬁef&?sﬂf?ni?ggifg
Facliies . . instructed to
gect:o_n 7. Assisted Living Facllity (ALF) Core completely evacuate
Arvioss, the facility,
(0) Evacuation Cﬂgabllity, Emergancy
g"r;:g?rguéﬁégnd Fire Safety. B. Al residents of the
* " | (E) Fire exit drills shal be conducted In AI;F ‘{a}’e “'bf'
accordance 1o the Life Safsty Code Opsrating Potential to be
“s.. | Featuras seclions. The minimum number of drills, affected by failing to
- a5 amended, shall be held at least twelve (12) conduct fire drill
| imes per year on a manthly vasis with fralnimg to meet ali
mihitum of one drlll conducted each quarter on code requirements,
| @ach shift, Fire exit drill records.over a two-year . .
period shall be avallable wpon requast at the C. The Director of Plant
fality, | Operations or his
(1) The facility shail ha raspongibla for recording desipgnes shall
fire exlt driifs an an evalyation form that includa at conduct fire drili
least the following: training to meet
(1.) Date of drlli: NFPA code
(2)) Time of day; requirements,
{3.) Type of driil {Practice, Announged, Surprise);
(4.) Residents who participated including staff D. The Director of Plant

and family members;

in the Life Safaty Code;

=

(5.) Time required {minutes and seconds) 1o
avecuate all residents {including staff) from the
otcupled areas to a point of aszembly as defined

(6.) Llst of anyone, Inclueing staff and family
members, who did hot svacuate in the required
time allowed by the evacuation capabiiity rating of

Operations shail
present an agpregated
report to the Safety
Commitiee on 3
quarterly basis,
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SALF | Continued From page 1 SALF

the facility, Evacuation capakbllity rating for assh
faciity shall be listed on the form;

1(7.) Comments on the factors that cantributed to

.|, @ach Indvidual's tnabliity ta evacuate successfully
‘and any corrective actions recommended; and
(8.) Signature and date of the person complating
the form,

This regulation was NOT MET as evidenced by!

A. Based on observation and staff intervisw the
facillty failad to wnsura residents ware fully
evacuated during 12 of the past 12 fire drills. The
findings were:

.| Obsarvation of the fire drit on 11/03/09 at 4:40

' * | PM showed the residents stop at the exit doar

. and did nat fully evacuate the bullding. At the time
.+ | Of ohservation maintenance staff reported the

) residents never evacuated the bullding. The

» | resldents had been Instrycted to meet at the: axit
doats until evaryone had basn aceountad for, The
-1.ime of evacuation wag determined when the |ast
resident reached the exit door, -

he ALF shall meet the L

Rules and Regutations fer Licenstre of Asslsted B. g‘:fety Code ma? fvas iz Life 'zf/ﬂ'{ﬂ
Living Facllitieg effect at the time the facility 2y
Sactlan 10. Life Safoty and Elsctrical Safety, was licensed,
The requirements in the Department of Haalth
?hﬂ}ﬁit[ar I, Ganstruction Rules for Health A, The Engineering

acllities apply. 3 .
(ii) Assisted Living Faclities eperating prier to the ;:: I;?;:;Znazﬁt?b;m]ned
effective date of thase ries, shall meet the Lifg sprinkler head :° 8
Safely Gode of the National Firg Protection o o ST
Asgoclation that was in etfect at the tima the .‘ﬂdanff °d bwq
facility was licensed as an Assisted Living Faaility, i;’;ﬂre‘;rfofz:chi;n’i

{nstalled,

This regulation was NOT MET as evidenced by:

Wyoming Gopt of Haallk, Ofilea of Honltheares Lizenging and Survayy
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B, Based on observation, record review and staff ..
-Intarview the facliity falled to ersure thay had A. The ALF Technician
'| ®dequate spare sprinkier heads and failed to has scheduled to
conduet 1 of 7 sprinkier system tests, The conduct the required
tindings were: Hasting on th?hvater
oW device. This
1. Observation on 11/03/08 between 3:30 PM and information has bsen
"4 PM showed the sarinkler head In the dining added to the quarterly
raom was e 165 degree pendent head and tha test procedure
aprinkler head installed ih the lobby was g 185 documentation,
degres extented covarage side wall haad,
Review of e spare sprinkler cabinat showaed the B. Al residents have the
faciiity only had one spare sprinkler for the potential to be affected
alorementioned heads. At 3:38 PM maintenance by failing to provide
stalf reported they were aware two s pare heads adequate spare
1, + v | wera required for each type Instalied. They further sprinklers and testing
repotted the sprinkler system was Inspecied procedures of the fire
- annually by an outside contractor and the laclk of alarm system,
Ve | twd spare heads was not notet| on the last report,
. C. TheD
2. Review of tha sprinkier system testing records op:ratiil‘:lféogro}fi;’!ant
| documented the waterflow device had not been designee shall conduct
tested on a quarterly basis for the past year. On quarterly fire sprinkler
11/04/09 2t 8:30 AM the malntanance director system t);su‘n P
reported e was hot aware how to test the {ocedm' tg
watarflow davice. Raview of tha contrastors i Hamey e
testing report documented they had not tested the mpliance.
device in the past year, D. The Director of Plant
' Operations shall bresent
an aggregated report to
the Safety Committee
on a quarterly basis.
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