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§ This State Rules and Regulstions I3 not metas ;
i evidenced by:
i A survey was conducted at your facility on
| 5/31-6/1/11 by the Office of Healthcare Licensing
i and Surveys, (OHLS). !

The facility was on the garden level of a fully
sprinkled three story buifding of Type Il (111}
construction, built in 1988, The building was H g
equipped with a supervised automatio wet {
sprinkler system with a dry and anti-freaze branch
and a zoned fire alarm system, The facility had a |
capacity of 50 licensed beds.

|

Wyoming Department of Health, Rules and
Repulations for Licensure of Assisted Living :
Facililies Chapter 4 '
Section 10, Life Safety and Electrical Safety. The |
requirements in the Department of Health i :
|

;

Chapter I, Gonstruction Rules for Headth
Facilities apply.

(i) Aesisted Living Facilities operating prior to the
effective date of these rules, shall mest tha Life

{ Safety Code of the National Fire Protection ;
Assotiation that was in effect at the time the ;
facitity was licensed as an Assisted Living Fagility. ;

All references are based on the requirements of ;
NFPA 101, Life Safety Code, 1984 Edition, uniess :
otherwise noted. ‘

This regulation was NOT MET as cvidenced by:
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SALF | Continued From page 1 SALF Chapter 4, Section 10. Life Safety and____|
| A, Based on observation and staff interview the Flectrical Safety.
facility failed to ensure walls were smoke o ) ;
resistant in 1 of 5 smoke compartments. The A. The facility will ensure compliance by i
findings were: sealing the 1 inch circular unsealed ;
, . cable penetration: i
Observation of the central mechanical room on , {661
531711 at 2:41 PM showed the room had a 1 o e
inch eircular unsealed cable penetration. At the 1) Tht'a 1t inch c"‘?‘llllaé urlltshegleg ;?b[eR iof t‘}
time of observation the maintenance director penefration was Hilied with Red Fire Resistant;
reported he was aware of the separation Caulk. | have attached 2 picture (sample
requirement. He stated he did not know why the 1) indicating actual repair.

hole had not been identified and repaired. | \
| 2) Additionally, Maintenance Director will

zﬂg_fgr:’é": Walls and doars required by 21-33.6.1 ensurs foutine visual inspections of afl facilty:
and 21-3.3.6.2 shall be constructed to resist the | walls afe inspected to ensure all walls are !
passage of smoke.... smoke resistant and document inspections in!

Maintenance Director Binder. Maintenance |
Director will also ensure al cable penetration |
modifications are repaired immediately o |

prevent fire hazards. Director will complete

B. Based on observation and staff interview the
facility failed to ensure the stair towars in 2 of §

smoke compartments were smoke resistant. The | and provide mgped written verification of ;

findings were: campleted repair to the General Manager and
a file copy wilt be kept in our Maintenance |

Observation of stair towers on 5/31/11 between Director Binder.

2:30 PM and 3 PM showed the corridor doar to

the central stair tower and north famp were both B Facility Wi" enslre Gumpﬁance by closmg

obstructed and could not be completely closed. In |
both cases the doors were held apen with wood
wedges, At 2:35 PM the general manager o
repng;teﬁ he was aware 0? the sepmﬁfn 1) Each identified door hag been closed ta

|

all Smoke proof enclosures:

requirement. He stated he did not know why staff ensure compliance with NFPA reguirement. |
|

]

!

had wedged the doors open.
2) Maintenance Director will monitor

compliance requiretments each day using a
22-3.2.2.4 Smokeproof Enclosures. Smokeproof P d Y using

! Smoke Enclosure Log to prevent
;zcrf:l’iftﬁs complying with 5-2.3 shall tie reoccurrence. Additionally, this log will be

5-2,3.4 Enclosure. A smokeproof enclosure shall  maintained at our front office desk to shsure |
i !

Wyeming Dept of Health, Cfics ol Healthcare Licensing and Surveys
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SALF | Continued From page 2

| consist of & continuaus stair enclosed from the
| highest point to the lowest point by fire barriers
! having & 2-hour fire resistance ratings ...

C. Based on observation snd staff interview the
Facility failed to ensure the alarm-indicating
devices/strobes were synchronized in 1 of 6
smoke compartrments. The findings were:

6/1/11 at 10:08 AM showeg the three
alarm-indicating device/strobes were all in the

' same fleld of view, and they weara not

i synchronized. At the time of observation the

| maintenance director reported he was aware of
 the aforementioned requirement; however, he did
i not know why this problem was not identified

| during routine rounds

i Reference;

1 22-2.34.1 Fire Alarm Systems, A manual fire

- alarm system shall be provided in accordance
| with Section 7-6.

i 7-6.1.4 A fire alarm system required for life safoty
i shall be installed, tested, and maintained in

: acoordance with applicable requirements of

i ...NFPA 72, National Fire Alarm Gode.

i NFPA 72, National Fire Alarm Gode, 1993

¢ Edition.

i 4-4.4.1.1 Strobe Spacing Shall be:

! 4. More than two in the same field of view shall
i be synchronized.

{
i

i D. Based on observation and staff interview the
: facility failed fo ensure femporary wiring did not
| replace permanent fixed wiring in 1 of & smoke

Observations of the west smoke compartmenton |

Evening Attendant staff,

SALF 24 hour ohservations. by maintenance.and

3) Written In-Service training will be

Completed on Bluly 2011 for all associates.

v
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Closed {sample 2).

accomplished by:

completed by 1 Auqust 2011,

C. Compliance with this requirement will be

A copy of this training will be fled with this | %
PoC as documentation of compliance and

maintained in our Maintenance Director
Binder and Business Office--In-Service
Binder. | have provided a picture of our
compliance with smoke proof doors

1) Hire a professional alarm specialistto |
repair and perform routine maintenance to ¢
ensure all alarm-indicating devices/strobes
are synchronized. This PoC will be /o I“

compliance with this requiremant,

directar's hinder.

2) Upon completed repairs of current
deficiency--maintenance director will
complete visual inspection of all strobes during
monthly fire drill and document same in |
Maintenance Binder. Maintenance Directar !
will also schedule Semi-Annual preventative |
inspections by a qualified atarm technician to:
prevent reoccumences and sustained

P

3) File copies of semi-annual inspections |
will be maintalned in our maintenance

]

Wyariving népt of Heaith, Offica of Haslthcare Licensing and Surveys
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SALF[ Continued From page 3 BALF D. Compliance with this requirement will be :
compartments. The findings were; accomplished by, :
Observation of the electricat system in resident |
room #33 on 8/31/11 at 3:48 PM showed the 1) Electrical system in resident room #33 |
television set was plugged into a three way has been corected. Three way adapters
electrical adapter. At the time of observation the :
maintenance director reportad he was aware h?‘t’e b{;en removefl. | have ?“gched 8 ;
electrical adapters were prohibitad, Furthermore picture for your raview (sample 3). 5
he raported the electrical system was Inspected . !
on & quarterly basis, but in this case the adapter 2) In addition to our reguiar quarterly
had nat been noficed and removed, inspections, Cerlified Nurses Assistants
Refe (CNA} conduct daily observations then

sierence. ) complele & facility incident raport indicating :
22-3.6.1 Utliies. Utilties shall comply with any resident not n compliancs with e |
provisions of Section 7-1. yr t i
7~1.2 Elactrical wiring and equipment instalied raquirement,
shall be in accordance with NFPA 70, National
Electrical Code. i
NFPA 70, Natienal Electrical Code, 1993 Edition. Incident Report will be coordinated with our
400-8. Uses not permitted. Unless specifically maintenance director for immediate :
PBLT'“"‘; - se;:%on 40%";"| ﬂg\"'lmlg"’_ds and comeetion within 24 hours or next business |
cabies shall not be used for the fuitowing: . i i |
(1) As a substitute for the fixed wiring of 2 Sjay. This staf requirement wil be i .AQ-‘-
structure implemented and completed by 5 ‘
(2) Where run through hales in walis ... 24.June 2011, Ml
{3) Where run through docrways, windows, or L
gimilar opanings i
{4) Where attached to building sufaces
E
i
i
Wyoming Dept of Heallh, Office of Heallhcare Licensing and Surveys :
STATE FCRM Ged0 B40M11 If conlinualien shest 4 of 4




