From:ERH Health Info Mgt

WDH - Gffice of Healthvarg Licensing and Surveys

307 783 8185

10/2672010 16:11

#596 P.002/009

PRINTED: 10/52010
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{(X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

ALFO11

{¥2) MULTIPLE CONSTRUETION

A BUILDING
B: WING

{X3) DATE SURVEY
COMPLETED

10/05120M0

TENDER

NAME OF PROVIDER OR SUPPLIER

HEART ASSISTED LIVING FACILITY

STREET ADORESS, GITY, STATE, 7IP CODE

§24 TWIN RIDGE AVENUE
EVANSTON, WY 82930

(X4 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH BEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR'LEG IDENTIFYING INFORMATICN)

PROVIDER'S PLAN OF CORREGTION
(EAGH CORREGTIVE ACTION SHOULD BE
CROSS REFERE NCE,DI TOTHE APP ROPRIATE
DEFICIENGY)

1
PREFIX
TAG

X5
GOMPLETE
DATE

BALF)

LIC REGS FOR ASSISTED LIVING
FACILITIES )

This State Rules and Regulations is not miel as
gvidented by:

A survey was conductad at your facility on

October 5, 2010 by the Office of Healthcare
Licensing and Sutveys, (OMLE).

The facility was a single story fully sprinkied
building of Type W ({000) construction built in
2000. The building was equipped with &

supetvised automatic wet sprinkler system with a |

zoned fire alarm system. The facility had a
capacily of 46 licansed beds.

Wyoming Department of Health Aging Division
Rules-and Regulations for Licensure of Assisted
Living Facilities Chapter 4

Section 10. Life Safety and Electrical Safely. The |
 requirersents in the Depariment of Heaith

Chapter il, Construction Rules for Health
Facilities apply.

(iij Assistod Living Facilifies operaiing prior to the

affactive date of these rulss, shall meetthe Life
Safety Code of the Natiopal Fine Protection
Assoclation that was in effect at the time the
facllity was licgnsed a5 an Assisted Living Facifity.
All references are based on the requiremers of

- NFPA 101, Life Safety Code, 2000 Edition,

unlgss otherwise noted.

This reguirement was NOT MET as evidence by;

A Based on record review and staff interview the
facility falled to €nsure the emergency battery

. lights were tested during 12 of tha past 12

rohiths, The findings were:

SALF

seconds and docomented,

each eiergency
and refained,

and maintain  binder with
information.

A) Licensed comiractor will complete

testing for at least 30 seconds on|
battery.
Documentation will be completed|

B} Manager will monitor compliance
LsC

The facility will ensurc emerpency battery
Light testing will be completed on a monthly;
basis. Testing will be done for at least 30

11/30)
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STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLER/CLIA {2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER; COMPLETED
A BUILDING
B. WING ‘
ALFO11 10/05/2010
NAME OF PROVIBER OR SUPPLIER STREET ABDRESS, CTTY, STATE, ZIF CODE ) 1
s e . 624 TWIN RIDGE AVENUE
TENDER HEART ASSISTED LIVING FACILITY EVANSTON, WY 52930 W [p&] o
Uy SUMMARY STATEMENT OF DEFICIENCIES Iz _ PROVIDER'S PLAN OF CORRECTION (x5
PREFIX [ (EACH DEFICIENSY MUST BE PRECEDED BY FULL PREFIX _{EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGQULATORY OR LSC INENTIFYING INFORMATIONY TAG CROSS-REFERENCED TO THE APPROPRIAYE DATE
BEFICIENGY)
SALF: Continued From page 1 { SALF
L : ‘ -, : The facility will ensure a cemtral statios
Review of the emergency battery light testing DO e .
recorts showed the corridor lights had not been “‘m’;—""m is posted within 36 fnches of it
tested for 30 seconds on & monthly basis for the panel. . _
past year. On 10/05/10 at .15 AM the owner A) Licensed contractor Wil obtain
reported he was not aware of the above central station certificate and post
| mantioned testing requirements, within 36 inches of the panel.
B) Manager will ensure compliance 11/39/10
Reference:
4.6.12.1 Whenever or wheraver any devics, The facility will ensure the fire alarm system
eguipment; systern, condition, arrangement, level will be tested and docmmented on & monthly
of protection, or any other feature is raguired for basis.
compliance with the provisions of this Cede, such A) Licensed contractor will test the fire
device, equipment; system, condition, ‘ alarm system receiver on a monthly
arrangement, level of protection, or other featute basis and provide documentation.
shatl thereafter be continuously maintained in B) Manager wili ensore compliance and j
aceordance with applicable NFPA requiremernis maintain decumendation. 11/30/10

or as directed by the authority having jurisdiction.

B. Based on record review and siaff interview the
facifity failed to ensure 2 of 7 fire alarm system

| components weére properly tested and failed fo

ensure the central stafion was posted with
required decurmertation {see reference below),

- The:findings were:

1. Obsarvation of the Tire alarm contial panet on
105G at $:50 AM showed the central station
certificate was not posted within 38 inches of the
nangl, At the time of obseivation the owner
reparted he was not awars of this requiremernit.

2.Review of the fire alarm system testing records j

showed the fire alarm systeém receiver had no}
been tested on a monthly basis during October
2009 and Septeinber 2010, On 10/05H0 at :15
AM the owrer confirmed the system had not

Wyoming D&pt of Health, Dffice of Healihcara Licensing and SUm/eys
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WDH - Office of Healtheare Licensing and Survays.
. STATEMENT OF DEFICIENGIES 1) PROVIDERISUPFLIERICLIA ¥2) MULTIPLE CONSTRUCTION [ (X3) DATE SURVEY
AND PLAN OF CORRECTION “ }_IDENTIFICATION HUMEER: ) MULTIPLE CO ! COMPLETED
A.BURBING
B WING L .
ALF011 10/06/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, ZIP GODE
624 . AVENUE
TENDER HEART ASSISTED LIVING FACILITY | g et i LIVEE AVERUE Wsho
(%) _ BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTIGN 8
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED. BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE TATE
DEFICIENGY)
SALF | Gentinued From page 2 SALF The facility will emsure the supervisory signdl

been tested during the  above mentioned months.

3. Reviaw of the fire alarm system testing records
showed the supervisory signal device attached o
the sprinkler system had not been tested on a
guarterly basis since the facility was opened in
2006, On 10/05/0 at 9:18 AM the owner reported
he wag not aware of this testing requirament.

Referance:

32,2.34.1 Fire Mlarm Systems. A manuai firo
alarm system shall be pravided in accordance

 with Section 9.6.
1 8.61.4 Afire alarin systém required for life ,
safety shiall be installed, fested, and maintained in

gccordanice with the applicable reqiirements of
NFPA.70, Nafional Electtical Code, and NFPA
72, Natioral Fire Adarm Code, unijess ar existing
instaifation, which shall be permitied to be
continued in use, subject to the approval of the
authority having jurisdiction.

NFPA 72, Natiohal Fire Alarm Code, 1983
Editicn,

6-2.2.3.1.1 Fire alarm systems providing services
thal complies with g)i the requirements of this
vode shall be certified by the organization that
ivas listed the central station, and & dosument
attesting to this certification shall be located on or
within 38 in. ofthe fire alarm system control ynit,
or, if nocontrof undt exists, on or within 38 in, of a ¢
fire alarm System component.

Table 7-3.2 Testing Frequencies,

| 23, Raceivérs, monthly

(. Baged on record review, observation, and staff
interview the facility failed to srsure 4 of 6
sprinkler systeim components were tasted for 4 of

device attached to the sprinkler systern will b
tested on a quarterly basis and documented.
A) Licensed contractor will complet!
testing on the supervisory signd
device atfached to the sprinkle
system quartetly.
B) Mumager will ensure compliance and
maintain doctamentation, ;

¢
7

L4

T — O

11/3

/10
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32 2.3.5.2* Where an avtomatic sprinkler system

is instalfed, for either total or partial bullding
coverage, the system shalf be In accordance with

Sectinn 9.7 and shafl initiate the fire. alarm system |

in accordarice with 32.2.3.4.9. The adequacy of
the water supply shall be docurented td the

authority having jurisdiction.

9.7.1.1* Each autornatic spiinkler system

required by another section of this Code shall be |

in acoerdance with NFPA 13, Standard Tor the
Installation of Sprinkler Systems,

Exception No. 11 NFPA 18R, Standard for the
Instailation of Sprinkler Systems i Residential
Occiparicies up to and [ncluding Four Stories in

Height, shall be permitted for use as specifically
| referanced in Chaplers 24 through 33 of {his

¢ Gode.

! NFPA 13R Standard for the Installation of

spiinkler systems in Resldential Cocupancies up
to-and Including Four Stories in Height, 199@

‘ FORM APPROVED
WDM - Office of Healthcare Licensing and Surveys
STATEMENT OF DEFIGIENCIES (41} PREVIDERISUPPLIER/CIIA {X2) MULTIPLE CONSTRUCTION {%2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING -
ALF311 10/g512010
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP. CODE
- . 624 TWIN RIDGE AVENUE
TENDER HEART ASSISTED LIVING FACILITY EVANSTON, WY £2930 W,p‘bfp
ka0 SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTIGN )
PREFIX (EACH DEFIGIENGY BUST BE PRECEDED BY FULL PREF(X {EACH CORRECTIVE ACTION SHOULD BE GEMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
SALF’ Continued From page 3 | SALF | The facility will ensure the sprinkler systent
the past 4 quarters. The findings were:  components will b tested on a quarterly basis!
he past 4 qua f ¢ A) Licensed confractor will test the
1. Review of the sprinkler system testing records sprinkler  system  water  flow,
showed the waterflow, supervisory signal, and supervisory signal, and main drain
main drain devices were not tested as required. devices on a quarterly basis anc
provide documentation,
2. Review of the sprinkier system testing. records B) Ma.nagfsr will ensure compliance and ‘
showed the backflow prevention device had not maintain docomentation, 11/34/10
been tested on an annual basis since the facility
was opened in 2006, On 10/05/10 at 0:15 AM the
owner reported he was not aware of the above The facility will ensure the backflo
mentioned testing requirement. prevention device will be tested on an ann
_ basis and document. |
Referance: A) Licensed contractor will complele
" - ‘ testing on the backflow prevention
3223451 All facilities shall be protected device on the sprinkler system
throughc:ut by an spproved automatit: sprinkler annually and provide
system in accordance with 32.2.3.5.2. documeniation. . :
Cluick-tesponse of resldentis! sprinklers shall be B) Manager will cnsure compliance and
| provided. maintain documentation. 11/30/10
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¢

2-7. Maintenance, The owner shall be

responsible for the condifion of a sprinkler system |

and shall keep the system i normai cperatifng
condition. Sprinkler systems shall be inspected,
tested, and mainiained in accordance with NFPA
25, Standard for the Inspection, Testing, and
Maintenarice of Water-Based Fire Protection
Systems.

NFPA 25, Standard for the Inspesticn, Testing,
and Maintenaince of Water-Based Fire Profection
Systers,

9:2.6* Main Drain Test, A'main drain test shall be |

conducted quarterly at each water-based fire
protection systern risey to determine whether

' there has been & change in the coridifion of the

wate sifpply piping ard control valves.

9-2.7 Waterflow alarm. Al waterflow alarms shalt f

be tasted quarterly in dccordancs with
mianufacturers instructions.

VWyaming Deparfment of Health Aging Divislon
Program Adminisiration of Assisted Living
Failities Chapier 12 ,

Sedlivn 7. Assisted Living Facllity (ALF) Care
Services.

{o) Evacustion Capabilify, Emergancy
Procedures, and Fire Safety.

{if)) Fire Safefy. _

fE) Fire exit drills shall be conducted in
accordance fo the Life Safely Cade Qperating
Features sections. The minimum nurber of drills,
as amended, shall be held at kast twelve {12)

[ {imes per year on a monthly basls with a

mirdimum of one drili conducted each guarter on

! each shift. Fire exit drilt records over a two-year

period shall be avallable upon requastat the
facitity.

%) 1D SUMMARY STATEMENT OF PEFICIENCIES . PROVIDER'S PLAN OF GORRECTION ks
PREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX _[EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYIN(G INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFIGIENCY)
BALF! Continued From page 4 BALF
Edition,
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WPH - Office of Healtheare Licensing and Surveys

STATEMENT OF DEFICIENCIES X1} PROVIDERISURPEIER/CLIA %2) MELTIPLE CONSTRUGTION %3) DATE SURVEY
AND PLAN OF CORRECTION *0 (DENTIFICATION NUMAER: | 2 : COMPLETED

A, BUILIDING

B. WING ‘

ALFO11 105/2010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP-GOGE

TENDER HEART ASSISTED LIVING FACILITY

624 TWIN RIDGE AVENUE
EVANSTON, WY 82930

—

Wreho

o SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX, | (BACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD HE COMPLETE
TAG L REGULATORY OR LSC IDENTIFYING INECRMATION) TAG CROSS-REFERENGER TO THE APFROPRIATE DATE
; DEFICIENCY)
SALF g Continued From page 5 SALF The facility will ensure fire drills arc
{ (1) The facility shall be responsible for recarding conducted on cach shift on & quarterly bas‘s
-3. fire exit drifls on an evaluation form that includs at and document evaluation.
least the following: A) Manager will ensure that fire drﬂls
(1) Date of drill; are conducta:d on each shift om a
(2.) Time of day,; quarterly basis. '
{3.) Type of drill {Practice, Announced; Surprise); B) These fire drills will include date,
(4.} Resldants whe participated including staff time, type of drill, residents who
and family members; participated, staff and/or family that
(8.) Time required [minutes and seconds) to participated, and signed by the
evacuate all residents (including staff) from the manager and/or staff completed the
occuple,d areas to a point of agsembly as defined form.
in the Life Safely Code; €) Manager will énsure compliance and
{6.) List of anyone, inciuding staff and family maintain documentation. 10/0

mambers, whe did not-evacuate i the reguired

' time alléwed by the evacuation capakility rating of

the facility. Evacuation capability rating for each

' facility shall be listed on the form;
| (1.) Commeants or the factors that contributed to
; each individual ' s inability to evacuale

sugcessfully and any corective actions
recommended; and.

{8.) Signature dnd tate of the pefson completing
the form.

This reguirement was NOT MET as evidenced
oy

. Baged on récord review and staff inferview the

facility failed to ensure fire drills were cotiducted
on gach shift on a quarterly basls during 3 of the
past 4 guatters. Tne findings were:

Review the fire drill records showed the first shift
ocourred between 7 AM snd 3 FIM, the secorid
shift occurred between 3 PM and 11 PM, and the
third shift occurred betwesn 11 PM and 7 AM.
Firther review showad a fire drill had not baen
canducted on the third shift during the fourth
quartsr of 2000 and the first quarter of 2010.
Review also showed a deill had not been

/10
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NAME OF PROVIBER OR SUPPLER
TENDER MEART ASSISTED LIVING FACILITY

" STREET ADDRESS, CITY, STATE, ZIP GODE

624 TWIN RIDGE AVENUE
EVANSTON, WY 82930

—_—
\\rp

Wyoming Department of Health Aging Dhvision
Program Administration of Assisted Living
Facltities Chapter 12

Section 7. Assistet Living Facilily (ALF) Core

! Services.
! {0) Evacuation Cepahility, Emergency

Proceduras, and Fire Safety.

! (i) Fire- Safety,

{ {A) Portable fite sxtinguishers shall be instafled,

inspevted, and inzintained according with NFPA
10, Standard for Porable Fire Extinguishers.

() State of Wydimthg cerfified individuals shall
inspeict and service the extinguishers. All
extinguishers shall have a tag or label sedurely
attached that indigate the month antd year the
trigifilenance was performed and that identifies
thé person performing the sérvice,

| This requirement was NOT MET as evidenced

by

£. Based on observation and staff interview the
facility failed to ensure 2 of 2 portable fire
extinguishers were inspected on an annual basis
and failed fo erisure 1 of 2 extinguishers was
properly mounted, The findings were:

1. Observation of the portable fire extinguishers
or 10510 bGthen_Q:SO Al and 10 AM.
shoved the extinguisher near resident room #12
and in the copy room had not received 4n annual
inspection by a certified contractor, Af 9:40 AM

o ID SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST B PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETE
TAG REGULATORY OR: LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED 76 THE APPROPRIATE DATE
DEFICIENCY)
SALF | Continued From page 6 - SALF The facility will ensure that portable fire
canducted on the first and second shift during the ﬂxamglulshf;rs are msgected oft an annwa} Hagis
third quarter of 2010. On 10/05/10 at 915 AM the | and properly mounted. .
owner confirmed the above mentioned fire drills A} Licensed contractor will inspect and
had not been conducted. Furthermors, fie could service fire extinguishers on an
not explain why the drifls had been missed. anpual basis. | 11/39/10
B) Manager will ensure that portable
fire extingnishers are pmpe.r]y
mounted.
10/2%/10
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ALFO11 10/05/2010
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TENDER HEART ASSISTED.LIVING FACILITY EVANSTON, WY 82030 ¢
{Xd) 1 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERE PLAN OF CORREGTION, )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREEDX {EAGH CORRECTIVE AGTION SHOULD BE i coMpLErs
TAG REGULATORY OR LEC IIENTIFYING INFORMATION) R Y CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFIGIENCYY
SALF | Conlinued From page 7 SALF
|

the-owner reported he was ot aware of ther
lesting requirement,

2. Observaiion of the cast cotridor on 10/05/10 at |
:43 AM showed @ portable fire extinguisher
bracketwas mounted o the corrldor wall near
residant room #5 but the extinguishef was
missing: Further review showed the extinguisher
had been moved fo.the copy roam because the
handle had been damaged. A the time of
observation the cwnar was not sureg how long the
extinguisher had beeh relocated.

Reference:

NFPA 10 Standard for the Inistallation of Portable
Fire Extinguishers, 1990 Edition.

4.3 Inspection.

4-3.1 Frequency. Extinguishers shali be
itispected whign initially placed in service and
 thereafter at appreximately 30-day intervals ...

| 4-4 Maintenarite,

4-4.1 Frequericy. Firé Extinguishers shall be

- subjected to maintenance af intervals of not more
than 1 year, ant the time of hydrostatic test, of
whien the specifically indicated by an inspeclon:

Wyoming Dept of Health, Office of Healthcare Lisensing and Surveys
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