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A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on 10/15/2019.

Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code, Existing Health Care of the
National Fire Protection Association.

The facility was a fully sprinklered, single story
building of Type V(111) construction built in 1962
and 1988. The building was equipped with a
supervised, automatic dry sprinkler system with
an addressable fire alarm system. The facility had
a capacity of 128 certified Medicare and Medicaid
beds with a census of 76.

K 342 | Fire Alarm System - [nitiation K 342 1217119
sS=D | CFR(s): NFPA 101

Fire Alarm System - Initiation

Initiation of the fire alarm system is by manual
means and by any required sprinkler system
alarm, detection device, or detection system.
Manual alarm boxes are provided in the path of
egress near each required exit. Manual alarm
boxes in patient sleeping areas shall not be
required at exits if manual alarm boxes are
located at all nurse's stations or other
continuously attended staff location, provided
alarm boxes are visible, continuously accessible,
and 200' travel distance is not exceeded.
18.3.4.2.1,18.3.4.2.2, 19.3.4.2.1,19.3.4.2.2,

9.6.2.5
This REQUIREMENT is not met as evidenced
by:
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Based on observation and staff interview, the CORRECTIVE ACTION: Manual fire
facility failed to properly install the fire alarm alarm box was looked at on 10/29/19 and
system in accordance with the 2012 NFPA 101, will be installed as soon as they are
Life Safety Code. Failure to properly install the available with a projected date of
fire alarm system could result in injury or death in 11/16/19.
the event of a fire. The deficiency affected one (1)
of six (6) smoke compartments. IDENTIFICATION OF OTHERS: Audit
completed of exits to ensure that no other
The findings were: areas are identified with this cited alleged
deficient practice.
Observation on 10/15/19 at 10:51 AM revealed
that the chapel has an exterior exit door with an SYSTEMIC CHANGE: Manual fire alarm
illuminated exit sign above it. The exit did not box will now be present within required
have a manual fire alarm box located near it, and parameters on or by 12/7/19.
the next closest was fifteen (15) feet from the
chapel. Manual fire alarm boxes shall be either MONITORING: Regular maintenance
provided in the natural exit access path near each checks will be followed as appropriate.
exit, or within 60 inches of exit doorways.
Interview with the maintenance manager at the
time of the observation acknowledged the
deficiency, and indicated awareness of the
requirement.
Interview with the administrator at the time of exit
acknowledged the deficiency.
Reference: 2010 NFPA 101 19.3.4.2.1, 9.6.2.3(2)
K 353 | Sprinkler System - Maintenance and Testing K 353 11/8/19
ss=D | CFR(s): NFPA 101
Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
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maintenance, inspection and testing are
maintained in a secure location and readily
available.
a) Date sprinkler system last checked
b) Who provided system test
¢) Water system supply source
Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.
9.7.5,9.7.7,9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the CORRECTIVE ACTION: Insulation was
facility failed to maintain the fire sprinkler system lowered below the sprinkler head allowing
in accordance with the 2011 NFPA 25, Standard for clearance in order for the sprinkler to
for the Inspection, Testing, and Maintenance of operate appropriately and without
Water-Based Fire Protection Systems. Failure to obstruction.
maintain the fire sprinkler system could result in
injury or death in the event of a fire. The IDENTIFICATION OF OTHERS: Audit of
deficiency affected one (1) of six (6) smoke other crawl spaces did not reveal any
compartments. further concerns in this area.
The findings were: SYSTEMIC CHANGE: TELS program will
process a work order monthly to check
Observation on 10/15/19 at 12:10 PM in the attic crawl spaces and attic areas.
above the "Rock Creek Rehab" entrance
revealed that insulation had falien from the roof MONITORING: Crawl and attic spaces
and was obstructing the upright sprinkler heads will be monitored monthly to identify if
protecting the attic. The minimum clearance from insulation has become loose or is in need
obstructions required by the installation standard of repair for 3 months unless further
shall be maintained. problems are identified that require
attention. The Maintenance Director will
Interview with the maintenance manager at the report any identified patterns/trends of the
time of the observation acknowledged the crawl space/attic monitoring to the Quality
deficiency, and indicated awareness of the Assurance Performance Improvement
requirement. Committee monthly for their review and
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resolution.
Interview with the administrator at the time of exit
acknowledged the deficiency.
Reference: 2011 NFPA 25 5.2.1.2
K 521 | HVAC K 521 11/8/19
ss=E | CFR(s). NFPA 101

HVAC

Heating, ventilation, and air conditioning shall
comply with 9.2 and shall be installed in
accordance with the manufacturer's
specifications.

18.5.2.1,19.5.2.1,9.2

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
the facility failed to test and maintain the HVAC
system in accordance with the 2012 NFPA 101,
Life Safety Code. Failure o test and maintain the
HVAC system could result in injury or death in the
event of a fire. The deficiency affected two (2) of
six (6) smoke compartments.

The findings were:

Document review on 10/15/19 at 12:45 PM
revealed that the facility last inspected and tested
the fire dampers in 2014. Fire dampers must be
inspected and tested once every 4 years.

Interview with the maintenance manager at the
time of the observation acknowledged the

CORRECTIVE ACTION: Testing
completed 10/29/19.

IDENTIFICATION OF OTHERS: No other
areas were identified by this deficient
practice.

SYSTEMIC CHANGE: HVAC testing
work order added to TELS program to
monitor if testing is due to ensure
compliance with every 4 year testing.

MONITORING: TELS program will
process a work order for review yearly to
monitor when it comes due so it will not
be overlooked every 4 years. The
Maintenance Director will report as
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deficiency, and indicated awareness of the needed to the Quality Assurance
requirement. Performance Improvement Committee

monthly for their review and resolution.
Interview with the administrator at the time of exit
acknowledged the deficiency.

Reference: 2012 NFPA 101 19.5.2, 9.2.1; 2012
NFPA 90A5.4.8.1; 2010 NFPA 80 19.4.1.1

K 920 | Electrical Equipment - Power Cords and Extens K920 11/8/19
ss=E | CFR(s): NFPA 101

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of
10.2.3.6. Power strips in the patient care vicinity
may not be used for non-PCREE (e.g., personal
electronics), except in long-term care resident
rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or UL 60601-1. Power
strips for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. [n non-patient
care rooms, power strips meet other UL
standards. All power strips are used with general
precautions. Extension cords are not used as a
substitute for fixed wiring of a structure.
Extension cords used temporarily are removed
immediately upon completion of the purpose for
which it was installed and meets the conditions of
10.2.4.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA70), 590.3(D) (NFPA70), TIA12-5

This REQUIREMENT is not met as evidenced
by:
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Based on observation and staff interview, the CORRECTIVE ACTION: Medical
facility failed to properly use power strips in equipment identified in rooms # 510,
accordance with the 2012 NFPA 99, Health Care #506, #404, and #407 were removed from
Facilities Code. Failure to properly use power power strips and power strips removed
strips could result in injury or death. The from the room.
deficiency affected two (2) of six (6) smoke
compartments. IDENTIFICATION OF OTHERS: Audit
was performed throughout the facility to
The finding was: identify other rooms with medical

equipment plugged into power strips.
Observation on 10/15/19 at 10:45 AM revealed

that resident rooms 510 and 411 had SYSTEMIC CHANGE: A request for the
concentrators and CPAP machines plugged into TELS program to generate a monthly
power strips. Power strips can not be located work order to audit resident rooms by
within the patient care vicinity in resident rooms Maintenance to ensure that no medical
that use patient care related electrical equipment. equipment has been plugged into power
strips.
Interview with the maintenance manager at the
time of the observation acknowledged the MONITORING: A monthly audit of rooms
deficiency, and indicated they were unaware if the will be completed by Maintenance or
requirement. designee to ensure that no medical
equipment has been plugged into power
Interview with the administrator at the time of exit strips. The Maintenance Director will
acknowledged the deficiency. report any identified patterns/trends of

medical equipment plugged into power
strips to the Quality Assurance
Performance Improvement Committee
monthly for their review and resolution.
This tracking will continue for 3 months
unless the Quality Assurance
Performance Improvement Committee
deems it prudent to continue.
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An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on 10/15/2019.

E 037 | EP Training Program E 037 11/8/19
ss=F | CFR(s): 483.73(d)(1)

(1) Training program. The [facility, except CAHs,
ASCs, PACE organizations, PRTFs, Hospices,
and dialysis facilities] must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected role.

(i) Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

*[For Hospitals at §482.15(d) and RHCs/FQHCs
at §491.12:] (1) Training program. The [Hospital
or RHC/FQHC] must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, and volunteers, consistent with their
expected roles.

(i) Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

*[For Hospices at §418.113(d):] (1) Training. The
hospice must do all of the following:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
Electronically Signed , 11/01/2019

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:R8QL11 Facility [D: WY0028 If continuation sheet Page 1 of 5



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/20/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
535026 B. WING 10/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHERIDAN MANOR 1851 BIG HORN AVE
SHERIDAN, WY 82801
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 037 | Continued From page 1 E 037

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles.

(ii) Demonstrate staff knowledge of emergency
procedures.

(iti) Provide emergency preparedness training at
least annually.

(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
others.

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the following:
(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected roles.

(ii) After initial training, provide emergency
preparedness training at least annually.

(iif) Demonstrate staff knowledge of emergency
procedures.

(iv) Maintain documentation of all emergency
preparedness training.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(ii) Provide emergency preparedness training at
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least annually.

(iiiy Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in
case of an emergency.

(iv) Maintain documentation of all training.

*[For CORFs at §485.68(d):](1) Training. The
CORF must do all of the following:

(i) Provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles.

(i) Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

*[For CAHs at §485.625(d):] (1) Training program.
The CAH must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.
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(i) Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

*[For CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least
annually.

This REQUIREMENT is not met as evidenced
by:

Documentation review and staff interview
revealed that the facility failed to develop and
maintain an emergency preparedness training
program.

The findings were:

Documentation review of the Emergency
Preparedness Plan on 10/15/19 at 1:30 PM
revealed that initial training of the emergency
preparedness policies and procedures was not
being conducted with new staff. As well,
demonstration of staff knowledge of emergency
procedures was not being conducted. Interview
with the facility administrator acknowledged the
deficiency, and revealed they were unaware that
this requirement was missing from the plan.

CORRECTIVE ACTION: All new
employees will be educated on
emergency preparedness during
orientation.

IDENTIFICATION OF OTHERS: All new
employees have the potential to be
affected by this deficient practice.

SYSTEMIC CHANGE: Training will
include a discussion of the emergency
procedures regarding the top 3 identified
facility-specific vulnerabilities identified in
the CEMP. Education would also include
but not limited to: Facility Incident
Command Structure, Succession Plan
during an emergency event, Tour which
will include emergency shut off valves,
and Staff expected role/assignments
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during an emergency event including
facility evacuation or shelter in place. Staff
will complete a test in order to
demonstrate knowledge of emergency
procedures.

MONITORING: NHA or designee will
audit all new employee orientation
paperwork to show that education has
been provided regarding facility
emergency preparedness as outlined by
the comprehensive emergency
management plan for 4 weeks. The NHA
will report any identified patterns/trends to
the Quality Assurance Performance
Improvement Committee monthly for their
review and resolution. This tracking will
continue for 3 months unless the Quality
Assurance Performance Improvement
Committee deems it prudent to continue.
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