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8 ooof General Comments S 000

* A complaint investigation {L.1C-15-022) and
. annuat survey was conducted at yeur facility on i
: March 25, 2015 by the Office of Healthcare :
licensing and Surveys (HLS).

: The facility was a single story fully sprinklered
building of Type V (000) construction built in 1
1998, The bullding was equipped with a

- supervised automatic wet 13R sprinkler system

" with an addressable fire alarm system. The

facility had a capacity of 15 licensed beds with a

census of 8§ residents. ‘ ;

Wyoming 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

' Department of Health Chapter 11, Construction
* Rules for Health Facilities apply. (i) Assisted

- Living Facilities operation prior to the effective
_date of these rules, shall mest the Life Safety

. Code of the National Fire Protection Association
. that was in effect at the time the facility was

" licensed as an Assisted Living Facility,

All referances are based on the requirements of
the 2000 Edition of the Life Safety Code, NFPA
101, Existing Health Care, of the National Fire

* Protection Association.

. The facility meets the |.Ife Safety Code Standard
. based on the acceptance of a plan of correction
and a Fire Safety and Evaluation System (FSES).

The corridor width deficiency (§8002) can be i
obviated by the Fire Safety and Evaluation
System {FSES). If the facilily agrees to the

- conditions of the FSES they can write & "FF" in the
. providers Plan of Correction column and
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5000 Continued From page 1

$8002

Complete Date column to accept the FSES. If the

facility wants 1o fix the deficiency, they can fill in

the providers Plan of Correction column with the

- appropriate information and dates.

NFPA Life Safety - Nfpa Minimum Construction
Req

+ NFPA 101
+ Minimum Construction Requirements

| This State Rule and Regulation is not met as
- evidenced by:

Based on observation and staff interview, the

* - facility falled to ensure the coridor width was a

minimum of 6 feet (72 inches) wide in 2 of 2

. smoke compartments. The findings were:

_ Observation of the corrider system on 03/25/15
" between 11:25 AM and 12:00 PM showed the
- corridor width measured 39 1/2 inches after the

deduction of the hand rail, At the time of the

‘observation the manager reported she was not

aware of the requirement.

The deficiency can be obviated by the Fire Safety
and Evaluation System (FSES). If the facility

- agrees o the conditions of the FSES they can

write a "F" in the providers Plan of Correction

“coiumn and Complete Date column to accept the

FSES. If the facility wants to fix the deficiency,
they can fill in the Providers Plan of Correction
column with the appropriate informaticn and
dates,

Ref:
2000 NFPA 101, Section 18.2.3.3

$ 000

£8002
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8008 Continued From page 2 58008 j
$8008 NFPA Life Safety - Nfpa Arrange of Means of 58008 ' i
i Egress
. !
| NFPA 101 , : :
+ Arrangement of Means of Egress !
 This State Rule and Regulation is nct metas |
i evidenced by: ;
; Based on observation and staff interview, the ;
; facility failed to continuously maintain the means ;
. of egress free of locking devices requiring use of ;
I keys or special knowledge for operaticn in 1 of 2 : 4/15/15

smoke compartments. The findings were: . ..
i A. Latch will be placed on the inside

" Observation of the means of egress through the of the gate on April 15, 2015. This will |
|

small fenced-in assembly area on 03/25/15 at eliminate the need to reach over the

: means of egress to an adjacent field had a one

. action latch located on the outside of the fence,

“ requiring the occupant to reach over the fence fo

" unlock the gate. At the time of the observation the
Facility Manager acknowledge the latch located
on the outside of the gate.

Ref: i
2000 NFPA 101, Section 19.2.2.2.4

58012 NFPA Life Safety - Nfpa Emergency Lighting 88012

NFPA 101
Emergency Lighting

" This State Rule and Regulation is not mat ag
evidenced by
Based on document review and staff interviaw,
- the facility failed to provide documentation
identifying a maintenance policy of the !
emargency lighting system. The findings were: '

Whoming Dept of Health, Aging Division, Healthcare Licensing and Suiveys
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S8012 i 58012 : . l 4815
Continued Fram page 3 A. Monthly testing of the emergency |
lights (30 seconds) was completed for |
Document review and staff interview of the testing Airil cfn April 8 2%)15 P i
and maintenance documentation on 03/25/15 i ) i
from 12:20 PM to 12,556 PM revealed no . P
documentation was made available during the B. Manager is aware that a 30 second |
survey to indicate that the required 30 second test of emergency lights is required on
monthly and the required 90 minute annuat a monthly basis and that a 90 minutc |
testf| ng Ofdth;* ?m‘?rge”% I{%htlpg ]f;fid rae'e” test of emergency lights is required
performed, Interview with the Facility Manager .
- confirmed that the required testing had nhot baen ?nn‘uall-y. Ma}ngﬁ:o will ensure  that
completed. esting is carrie ugh.
~Ref: C. Manager will ensure that proper
. 2000 NFPA 101, Sections 19.2.9.1 and 7.8.3 documentation will be Comp]eted after
each test of emergency lights. !
580123 NFPA Life Safety - Nfpa Marking of Means of 58013 ;
| Egress D. Annual 90 minute test of the
* NFPA 101 emergency lights will be completed in
Marking of Means of Egress August 2015, and each August
thereafier.
This State Rule and Regulation is not met as I
evidenced by |
Based on chservation and staff interview, the |
facility failed to ensure access to exits were E
- marked by approved, readily visible signs in all i
cases where the exit or way 1o reach the exit is ;
not readily apparent to the occupants. The 5
findings were:
Observation of the exit access corridors
throughout the facility an 03/25/15 from 11:25 AM ,
to 12:15 PM revealed no battery-powered b5/1715
-illuminated exit signage marking the access {o A. Battery powered exit signs will be
exils. At the time of the observations the Facility _installed above all exits by May 1, |
Manager acknowledged the lack of exit signage D015 >
in alt locations throughout the facility. ) 3
Wyoming Dept of Health, Aging Division, Healtheara Licensing and Suerveys ‘
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88013 Continued From page 4 38013 ,
. Ref: ;
: 2000 NFPA 101, Sections 19.2.10.1 and 7.10.1.2 i
$8017° NFPA Life Safety - Nfpa Det, Alarm & Comm 88017 i
- Systems : f
NFPA 101
Detection, Alarm and Communication Systams
: This State Rule and Regulation is not met as
: evidenced by :
- Based on document review and staff interview, :
! the facility falled to provide documentation
' identifying a maintenance policy of the fire alarm ;
- system. The findings were: !
i
Document review and staff interview of the testing i
and maintenance documentation on 03/25/15 «\, ‘?f _ !
from 12:20 PM to 12:65 PM confirmed the lack of et ; /,[, //I ;
- a testing and maintenance policy of the following t\hm(@‘_' <> l ' 3/17/15
" aspects of the fire alarm system: A, fcomireniz- completed a Battery |
Load Voltage Test on March 17, 2015. -
1. Fire Alarm Activation - monthly to the fire ,
: department B. Manager has scheduled another |
-2, Battery Load Voltage Test - semi-annual Battery Load Voltage Test in |
{ September 2015 to meet the semi- :
© Interview with the Facilify Manager during the lannual requirement.
“review of the documentation revealed that she ’
" was not aware of the testing requirements, and C. Fire Alarm Activation will be
i no policy was available to establish rasponsibility . . :
for ensuring that the required testing is performed completcd on a rr'lonthly_ basis during
" and documented, required fire drills. First monthly
: activation will take place mid-April. :
- Ref: |
' 1999 NFPA 72, Table 7-3.2, 23 and 7-3.2,6,¢,3 D. Manager will ensure that proper |
' documentation will be completed after
58018, NFPA Life Safely - Nfpa Extinguishment Req 88018 leach Fire Alarm Activation and
Battery Load Voltage test.
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58018

Continued From page 5
NFPA 101 :
Extinguishment Requirements

This State Rule and Regulation is not met as
evidenced by:

_ Based on observation and staff interview, the

facility failed to ensure that automnatic sprinkler

" systems are continuously maintained per the

requirements of NFPA 25, The findings were:

Observation of the Spare Sprinkler Cabinet
located in the crawl space on 03/25/15 at 12:00

" PM revealed that no special sprinkler wrench was

provided and kept in the cabinet to be used in the

' removal and installation of sprinklers. At the time
. of the observation the Facility Manager

- acknowledge no wrench was present within the

. cahinet,

" Ref:

58019

1998 NFPA 25, Section 2-4.1.6

NFPA Life Safely - Nfpa Pertable Fire
Extinguisher

- NFPA 101

Portable Fire Extinguishers

. This State Rule and Regulation is not met as

evidenced by:
Based on document review and staff interview,

" the facility failed to provide documnentation

indicating that portable fire extinguishers
throughout the facility are installed, inspected and
maintained in accordance with NFPA 10. The
findings were:

Document review and staff interview of the testing
and maintenance records on 03/25/15 from 12:20

58018

A. A Water Main Drain Test was
completed April 1, 2015.

B. Water Main Drain Tests will be
performed on a quarterly Dbasis.
Manager will ensure  proper
documentation after each test.

C. A sprinkler wrench has been put in
place.

38019

4/1/15
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88019 Continued From:page 6 58019
" PM to 12:55 PM revealed no documentation was i
. available for the monthly fire extinguisher i
“ inspectian for 2014, At the time of the document ' 41
. review the Facility Manager acknowledge the lack ; /15
. of documentation. . A. Manager documented and checked |
the range on the fire extinguishers on -
‘ Ref: April 1, 2015, l
. 1998 NFPA 10, Section 4-3.1 - i
i . B. Manager will check the fire |
880275 EFPA Life Safety - Nfpa Emergency Egress & Rel | 58027 extinguishers on a monthly basis to !
. r ensure they are within proper range.
| NFPA 101 _ ;
| Emergency Egress and Relocation Drills C. Manager will document the date the
_ check was completed and initial the :
' This State Rule and Regulation is not met as tag on the fire extinguisher. i
- avidencead by: :
| Based on document review and staff interview, ]
 the facility failed to ensure fire drills were heid on :
'a quarterly basis for all shifts, The findings were: »
Review of the fire drill records on 03/25/15 from 395/15

12:20 PM to 12:30 PM revealed that no fire dril

! records were present for the year 2014.

Additionally in 2015 only one fire drill had been
conducted in the month of March. At the time of

i the record review the Facility Manager

. acknowledge that fire drills were not beaing
" conducted, but she was aware of the

" requirement.

Ref:
" 2000 NFPA 101, Section 19.7.1.2

A. A fire drill was completed during
the survey on March 25, 2015.

to be conducted on a quarterly basis
with one drill for each shift, for a total
of three fire drills quarterly.

C. Fire drills will be conducted starting
the second quarter, The first drill will
be in April, starting with the day shift.

D. Manager will ensure proper
documentation after each fire drill.

B. Manager is aware that fire drills are -

Wyoming Dept of Health, Aging Division, Healthcare Licansing and Surveys
STATE FORM

EL

257611

If centinuation sheet 7 of 7




