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5 000, General Comments & 000
A Life Safety Code survey was conductad at your
facility on April 08, 2015 by the office of
Healthcare Licensing and Surveys, (HLS).
The facility was a fully sprinklered, single story
. building of Type V (111} construction bullt in 1989, .
I' The building was equipped with & supervised, :hc fgcllny shall ej-nsuretthft d
aulomatic wet sprinkier syskem with a dry branch ﬁazar 1003 ar‘?g‘“ ?‘E.P;‘) c[‘}c
and an addreszable fire alarm system. The facility om the carridor With selt
hag a capacity of 24 lisensed beds with a census olosing doors in simoke
of 76 residents. compartments,
Wyoming Department of Health, Rules and A. Self-closing devices will be
l Regulations for Licensure of Assisted Living installed on both doors leading
Facilities Chapter 4, Seclion 10 Life Safaty and into the kitchen to ensure
Electrical Safety, The requirements in the protection of the hazardous
Department of Health Chapler 4, Gonstruetion areas from the corridor in the
Rules for Health Fagilites apply. (n) Aggisted smoke compartment,
Living Facilittes operation prior to the effective B. Al residents, staff, and visitors
date of these rules, shall meet the Life Safety have the potential 1o be
Coda of the National Fire Prolection Associatien - affected by failure to maintain
that was in effect at the time the facility was protection of the hazardoug
"censed das an AS-SiBtEd Ll\r‘iﬂg Fatility. areas within 3 Sl-noke
X compartment.
All references are based on the requirernents of P .
NFPA101 Life Salsty Cods, New Board and C. - Educalion will be provided to
Care, 1994 Edition, unless otherwise noted. o Yam enance .
! U Assisied Living staff to ensure
' all hazardous arens are
58015 NFPA Lifﬂ Safet}' - pra PfO( frDI'TI HEIZEII’dS | 8801 5 ) prutected from tha con‘idor
' with self-closing doors in
NFPA 1,01 stnoke sompartments, The
Proteclion from Hazards Plant Operations Manager or
a co designee will perform monthly :
!\I:iﬁe?]t:aefﬁ E;le end Regulation is not met as imspections to ensuré the doors -
Based on observallon and facility slaff interview, i;etw;a; nutsh:rggr;::lc:'igr;i
the facility failed to ensure hazardous areas ware lfzar v Lt
protected from the coridor with self-closing doors closures and they are .
In 1 of 1 smoke compariments. The flndings functionivg properly. i
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58015 | Continued From page 1 sems D The Plant Operations Manager
. * or designee will aggrepate
e ‘ yandom monthly data and
iy ] 4]
Observation of the Kilchen an 04/06/15 ot 8:50 report s mc“h:e Conter
AM rovealed that both doors wera not provided Adminisiyator, Lar o
with a self-tlosing device. At the time of the Medical D{wctril and Quality
observation, the Facility Maintenance Manager Councfl quartetly. Quality
acknowledged the doors were net self-closing. Couneil wi!l have the overall
' responsibility to ensure the
| Ref: 1994 NFPA 101, Section 23-2.3.2 . facility is in compliance.
88032/ IPC Life Safaly - Int'l Plumbing Cod BH(32 Cormpletion Date 05/15/2013
. . ' The facility shall engure that
;“I:ilje?]t;;g E;{Ie and Regulation is'not met as the oxisting plumbing systems
y : ; intained i rdance
| Based on observation and staff interview, the f:ﬁh’“;‘;;*;:;']egeﬂs‘ifﬁ‘; i
facility falled to mainlain the existing plumbing safe and sanita ;(m ditlon
systems in a manner that is in accordance ::.Ivilh Gt y '
the WDH Chapter 3 Construction Rulgs an e )
Regulatiohs for Heslthcare Facilities, n A A p_resstlJln*ii '!‘di;at?g tee will
accordance with the. original deslgn, and in a safe be insta {61 llllt g alucet .
and sanltary condition. The findings were: connected to the wall-mounte
‘ ’ chemieal dispensing unit in the
Observation of the Janitor Closet on 04/08/15 at janitor’s closet fo prevent
9:06 AM revealed that a hose connection to the backﬂqw fiom occurring.
i wall-mounted chemical dispensing systemm had B.  All residents, st_aff, and visitors- |
| been installsd without a means of backflow have the potential ko be
prevention. The chamical dispensing system was affected by failure to prevent
connected to the faucet discharge via a hose backflow of chemicals.
connection which had the ability to be under ¢, Education will be provided to :
constant pressure. This can disabled the _ the Maintenance Teche to :
atmospheric vacuum breaker creating a potential ensure a wasking tee is in place
meang for cross connection. The Facllty for cach faucet to prevent
. Maintenance Manager at the time of the ' backflow, The Plant
+ observation acknowledged that the conneclich Operations Matager or
~was not provided with an acceptable means of designee will perform monthly
: backflow preventian.  inspections Lo ensuro the :
X wasting tee is in place in the J
Ref. . faucet in the Janitors’ Cloget. |
1
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36032 Conlinued From page 2 56032 D,  The Plant Operations Manager

2008 IPC, Sections, 411, 608.6, and 608,13

or designee will aggregate
random monthly daia and
report yestilts to the
Administrator, Care Center
Medical Director and Quality
Council quarterly. Quality
Council will have the overall
responsibility to ensure the
facility is in compliance.

Completion Date

06/05/2013
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