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AlLifs Safety Code survey was conducted by
Healthcare Licensing and Surveys on January
15th, 2020.

Requirements for Long Term Nursing Homes
Section 42 CFR 483.70(a) except 8s otherwise
provided in the section, the facility must mest 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 sprinkled, single-story
building of Type V(111) canstruction that was built
in 2008, The building was equipped with &
supervised, automatic dry sprinkler system and
an addressable fire alarm system. The facility had
a capacity of 12 certified Medicare and Medicaid
beds with a census of 11.

K 211 | Means of Egress - General K 211
§8=D | CFR(s): NFPA 101

Means of Egress - General

Alsles, passageways, corridors, exit discharges,
exit locations, end accesses are in accordance
with Chapter 7, and the means of egrass Is
continuously maintained free of all obstructions to
full uss in case of emargency, uniess modified by
18/19.2.2 through 18/19.2.11.

18.2.1, 18.2.1,7.1.10.1

This REQUIREMENT Is not met as evidenced

by:
Qreen House Living for Sheridan will maintuia snow removal

Based on observation and staff Interview, the sidewalis outside of all spe rwom e.\lu.“v;lhich wi'l‘l‘?x lncl:d:d :l 1172020

faclﬂtyd falied to malnla!r; the means of egress In snovr remavat is completed with all other emergency exitroutss, T

accordance with the 2012 NFPA 101, Life Safety .

The Maintenance Director has added snow rsmoval by sps door

Code. Fallure to malntain the means of egress exits to their lls:of ::tic: for i.nclement weather 0 eu:?n ith

could result in Injury or death In the event of an completed.
e bro— L
CABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TE GETATE
Yehias o Caa Administratoy 22620

Any deficiency statement ending n estedsk (") denotss s deficiency which the institution may be axcused from conacting providing R Is determined that
other safequards provide sufficl taction to tha patients. (Ses instructions.) Excapt for nursing homes, the findings stated sbove are disciosable 90 days
fatlowing tha datn of survey whe rniot @ plan of corraction Is providad. For nursing homes, the above fndligs and plans of conaction are disclogable 14
days I‘ollowl?ﬂqdl:n u:a!e these doguments ars made avafiable to the facillly, If defictenclss are clted, an approved plan of commectian Is raquisie to continuad
program particiation.
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The Maintenmnce Dircctor will repart success of completion of thef
K211 | Continued From page 1 K 211 Jtuty st the monthly safety meeting as necessury.
smergency. The deficiency affected one (1) of Monitoring of the snaw removal by the spa door exits wiil b
two (2) smoke compartments. 3dd:d to the Qualiy Assurance Perfonnsnce Improvement
(QAPI) prograin and reviewed quarterly to ensure complianse,
The findings were: ‘Responsible: Maintenance Dirsttor
Observatlon on 01/15/20 at 12:50 PM revealed
that the exteror exit discharge from the spa room
had not been cleared of snow. All means of
egress shall be continuously malntained free of
all obstructions or Impadiments to full instant use
in case of an emargency.
Interviaw with the maintenance manager at the
time of the obsstvation acknowledged the
deficiency, and Indlcated they were aware of the
requirament.
Interview with the adminlistrator at the tima of exit
acknowledged the deficisncy.
Referance: 2012 NFFA 101 19.2.1, 7.1.10.1
K 281 | Emergency Lighting K281
ss=D | CFR(s): NFPA 101
Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration
is provided automatically In accordance with 7.9,
18.2.8.1, 18.28.1 ) .
This REQUIREMENT is not met as evidenced Green House Living for Sheridan will ensure thet all emergeney
by; lighting testing is completed at ths required intervals. 01°31:2020
tE anEduon go':udr? ent rte‘ﬂe;v and Staﬁ inteWiew‘  The 30 second monthly E!ﬁfl!' and te 90 minute | fi f
e facllity failed to test and maintain emergency Tighting has been added 10 the facilios's TELS baflsios
battery-operated lighting in accordance with the xen’:::zee?:zn:iogs:nr: sysem to mi‘;"lir‘:;?;t%im pullding
2012 NFPA 101, Life Safety Cade, Fallure to test ‘The Maintcnance Dirscror hag d i
and maintain emergency battery-operated lighting testing #nd any finding andor hc\::::m?oﬁfcmm dosument te
could result in Injury or death in the event of an The Meionance D ‘
emergency. The deficlency affected ane (1) of mmwc:éﬁm":fﬁf: r;;cmr?; s»:;:lw rmrttjn :n any findings andvor
!
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K281

K324
§8=D

Continued From page 2
two (2) emoke compartments.

The findings were:

Document review on 01/15/20 at 2:16 PM
ravealed that the facility had not conducted the
thirty second or ninety minuto tests of the
emergency battery-operated lights In the last
twelve months. All emargency battery-operated
lighting must be tested monthly for thirly seconds
and annually for ninety minutes.

Interview with the maintenance manager at the
time of the cbservation acknowledged the
deficlency, and indicated they wers unaware of
the requirement.

Interview with the administrator at the time of exit
acknowledged the deficiency.

Reference: 2012 NFPA 101 18.2.8.1, 7.9.3.1.1

Cooking Facllities
GFR(s): NFPA 101

Cooking Facllities

Cooking equipment Is protected In accordance
with NFPA 88, Standard for Ventilation Control
and Fire Protaction of Commerclal Cooking
QOperations, unless:

* residential cooking equipment (l.e., small
appliances such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking In accordance with 18.3.2.5.2, 18,3.2.5.2
* cooking facilities open to the corridor In smoke
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 18.3.2.5.3,
or

K291

K324

complisnce.

Rasponsible: Maintensnce Director

Moniroring of the emerzency battery-operatad lighting testing will
b added i the QAPI program and revidwad quartecly to easure
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K 324 | Continued From page 3 K 324
* cooking facilitles in smoke compartments with
30 or fewer patients comply with conditions under
18.3.2.5.4,19.3.2.5.4.
Cooking facliities protected according to NFPA 98
per 9.2.3 ara not required to be enclased as
hazardous areas, but shall not be open to the
corridor.
18.3,2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.6,0.2.3, TIA12-2
This REQUIREMENT is not met as evidenced Green House Liviog for Sheridan will ensure the proper inspeetion
by: and cleaning of e kiwhen hood exhaust systems in all four
Based on document review and staff Intarview, cotages. 02:202020
the facility falled to inspect and claan the kitchen The Maintenance Director will procure a contract with sa outside
hood exhaust system In accordance with the vendor o have the kilchen hood exhoust system inspected once
2012 NFPA 101, Lifa Safaty Code. Fallurs to Syery sit monihs and eleaned s necessery i sccordance widh
inspect and clean the kitchen hood exhaust '
system could result In Injury or death In the event The inspections have been sdded to the facility's TELS building
of a fire. The deficlency affacted ane (1) of two managemeat saftvare system o ensurc completion
(2.) smoke compartments. The Mainrenanes Dirsctor will report on the inspections and
nacessary cleanings at the monthly safety meeting,
The findings were: Monitoring of the inspection and cleaning of the kirchen hood
2xhaust systems will be added to the QAPI program and reviewed
Document raview on 01/15/20 at 2:15 PM Quarferly th énsure compliance.
revealed that the facliity did not Ingpect and clean Responsible: Maintensnce Dircetor
the kitchen hood exhaust system within the last
twelve monthe. The kitchen hood exhaust system
shall be Inspected once every six manths and
cleaned as necessary In accordance with NFPA
96.
Interview with the maintenance manager at the
time of the observation acknowledged the
deficiency, and Indicated they were aware of the
requirement.
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K 324 | Continued From page 4 K324

Interview with the administrator at the fime of exit
| acknowledgad the deflclency.

Reference: 2012 NFPA 101 19.3.2.5.3(10); 2011
NFPA 96 Table 11.4

K 346 Fire Alarm System - Testing and Maintenance K345

§5=E | CFR(s): NFPA 101
Fire Alarm System - Tasting and Maintenance
A fire alarm system Is tested and maintained in
accordanca with an approved program complying
with the requirements of NFPA 70, National
Electrle Cods, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptancs, meintenance and testing are readlly
available.
8.6.1.3, 9.6.1.6, NFPAT0, NFPA72
This REQUIREMENT Is not met as evidenced
by: . iGreen House Living for Sheridan will énsure testing of the fire

Based on fda?‘ctément revle:i:v an;:l staff lnt%rview. alarm system butteries every six manhs, 02:20:2026
the faclilty failed to test and maintain the fire intenance D )
alarm system in accordance with the 2010 NFPA E;: &“‘3:":&&‘2;&':’3&12:“553; iltll ?aﬁﬁﬂ?ﬂ«ﬁ
72, National Fire Alarm and Signaling Code. the facility with the appropriate documentation of the festing and
Fallure to test and maintain tha fire alarm system sny findings and'or interventions necded.
could result in injury or death in the event of a fire, The fire alsm system battery testing has been added to the
The deficlency affected the fire alarm system. :ﬂ;&:ﬂs building management softwars to ensure dmely
The findings were: The Maintensnce Director will report on any findings sad-or!
interventions at the monthly safety meeting as necessasy. !
Dosument review on 01/15/20 at 2:15 PM Monitoring of the fire alarm system bamery tasting will be added|
revealed that the facility had conducted inspection o the QAPI pogrm and reviewed quirirly fo. cnsure
and load voltage testing of the fire alarm system compliance. ,
batterles once In the last twelve months, The fire Responsible: Maintenanes Direstar
alarm system batteries must be inspected and
tested once svery slx months.
Interview with the maintenance manager at the :
]
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K 345 | Continued From page § K 345
time of the observation acknowledged the
deficlency, and Indicated they were aware of the
requirement.
Interview with the adminlstrator at the time of exit
acknowledged the deflclancy.
Resference: 2010 NFPA 72 Table 14.3.1(3), Table
14.4.5(6)(3)
K 511 | Utilitles - Gas and Electric K511
g88=E | CFR(s): NFPA 101
Utilities - Gas and Electric
Equipment using gas or related gas piping
camplies with NFPA 54, National Fuel Gas Cods,
electrical wiring and eguipment complies with
NFPA 70, Natlonal Electric Code. Existing
installations can continue in service provided no
hazard to life. ;
18.6.1.1, 18.6,1.1,9.1.1,0.1.2
g;‘.is REQUIREMENT Is not met as evidenced Green House L:’viﬁng for Sheridan will ensure ﬁr:d dnmpe& 022012020
’ o ! d fi 2% FPA 8
Based on document review and staff interview, i, T Sy B o
the facility failed to test and maintain fire dampers N I
in accordance with the 2012 NFPA 101, Life The laecton of 1 s b B e s e inch
Safety Code. Failure to test and maintaln the fire heduling and completion of this task.
dampers could result In injury or death in the e T
event of a fire. The deficiency affected two (2) of I:; fff,:'i:zs‘:ﬂﬂ%’:ﬂ:;&iﬁ?ﬁﬁnun’ the apecions st
two (2) smoke compartments. .
The Maiatenance Director will report on sny findings andor
The fin dings were: interventions at the monthly safety meeting 13 necessary.
Monitoring of the fire demper inspections will be ndded © the
Document review on 01/16/20 at 2:15 PM QAP progra ad evioe quiriary (> Stsure complsec.
_chspunsiblc: Maintenance Dirsctor o
FORM CMS-2667(02-89) Pravious Versions Odgalste Event 10; Haza2{ Facllty ID: Wy0042 If centinuation shaat Page 6 of 7
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D

g

TAG

K 811 | Continued From page 8

revealed that the facility had not tested the fire
dampers within the previous four years. Fire
dampers shall be tested once every four years in

accordance with NFPA 80.

Interview with the maintenance manager at the
time of the observation acknowledged the
deficlency, and indicated they were unaware of
the requirament,

Interview with the administrator at the time of exit
acknowledged the deficlency.

Referenca: 2012 NFPA 101 19.6.1.1, 9.2.1; 2012
NFPA B0A 5.4.8.1; 2010 NFPA 80 19.4.1.1

K511
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K 000! INITIAL COMMENTS K 000
ALlfe Safety Code survey was conducted by
Healthcare Licensing and Surveys on January
15th, 2020.
Requirements for Long Term Nursing Homes
Section 42 CFR 483.70(a) excapt as otharwise
provided In the section, the facility must mest the
applicable provisions of the 2012 Edition of the
Life Safety Cods, Existing Health Care of the
National Flre Protection Assoclation.
The facility was a fully sprinkled, single-story
bullding of Type V(111) construction that was built
In 2008. The bullding was equipped with a
supervisad, automatic dry sprinkler system and’
an addressable fire alarm system, The facliity had
a capacity of 12 certified Medlcare and Medicaid
beds with a cansus of 12.
K 291 | Emergency Lighting K261
88=D QFR(s): NFPA 101
Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration
?apéoﬁ8$aagt§q185ulw in accordance with 7.9. ﬁx&:&s& Lii:in! rolr i‘&"ﬁm will cr:x;;e ﬁu:;ll emergency
A-R - -8 . g is completed at the raquired Interva 0l 31 2020
This REQUIREMENT is not met as evidenced | The 30 second monthly testing and the 90 minute ennusl testing of
b!{'ased on document review and staff Interview, syt stvar syoen.m s complenon,
the facillty falled to tast and maintain emargenc'y The Mai iretior .
battery-operated lighting in accordance with the .es.m'.'ﬁé‘l‘:;‘“ ﬁengﬁcﬁaff iﬁﬁié&mw 1 docunent it
2012 NFPA 101, Life Safety Code. Fallure to test he e o ,
e sy el S ST
argancy. deficle! Monitoring of the ¢mergency baltery-opersiad lighting testing will
emergay, e deiceny fctedone 1) o L i e o
kR:sponxible: Maintenance Discstor
LABORATORY-DIRECTOR'S OR PROVIDERSUPPUER REPRESENTATIVE'S 5IGNATURE TITLE (XSJDATE
Muehuikr Sy ' Aministretee  @l1136206
Any doficloncy statement endiftwith an asteriek (%) denctex a deficlency which the Inabiution may be excusad from carrecting providing 1t ls detarminad thet
other eafaguards provide 8 protaction to the patients. (See Instrucdions.) Excspt for nursing homes, the findlnga stated ahova ara disclosable 50 days

following the date of survey whethar or not x plan of correetion Is providad, For nursing homas, the above findings and plans of correction are dlsclosable 14
days lollow[:lgdthnudate thesa docurnents ars made aveliable to the faclity, Ifdeficlencies ara cilad, an approved plén of camaction is requisits to cantinued
program paricipation.
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K 291 | Continued From page 1 K 291
The findings were:

Document review on 01/16/20 at 2:15 PM
revealed that the fagility had not conducted the
thirty second or ninety minute tests of the
emargency battery-operated lights in the Iast
twelve months. All emergency battery-operated
lighting must be tested monthly for thirty seconds
and annually for ninety minutes.

interview with the maintenance manager at the
time of the observation acknowledged the
deficlancy, and Indicated they were unaware of
the requirement.

Interview with the administrator at the time of exit
acknowledged the deiiciency.

Reference: 2012 NFPA 101 18.2.8.1,7.8.3.1.1

K 324 | Cooking Faclities K324
89=D | CFR(s); NFPA 101

Cuooking Facilities .

Gooking equipment Is protected in accordance
with NFPA 88, Standard for Ventilation Cantrol
and Fire Protection of Commercial Cooking
Operations, unless:

* residential cooking equlpment (i.e., small
appliances such as microwaves, hot plates,
toasters) are usad for food warming or limited
cooking In accordance with 18.3.2.5.2, 19.3.2.6.2
* cooking facllites open to the corridor in smoke |
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.6.3, 19.3.2.6.3,
or

* cooking facllities In smoke compartments with
30 or fewer patlents comply with conditions under

FORM CMS-25a7(02-8E) Previous Versions Obaciats Event 1D: HB2321 Factity 10; Wyoos2 If continuation sheet Page 2 of 8
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K 324 | Continued From page 2 K324
. 118.3.26.4,18.32.54.
i CookIng facilities protected according to NFPA S8
| per 9.2.3 are not required to be enclosed a8
: hazardous areas, but shall not be open fo the
i corridor.
. 18.3,2.5.1 through 18.3.2.5.4,'19.3.2.5.1 through
19.3.2.5.5, 9.2.3, TIA12-2
[ Thi ! .L-?mnﬂo‘euv'gf Sheridun will ensure the proper inspeet
g;l:ls REQUIREMENT Is not met es evidenced : " ;:?"‘:‘ S oF tos Kienen hood exbaust ’y!fx“‘im‘m 0220.2020
Based on document review and staff interview, e -
the facility falled to Inspect and clean the kitchen sinrenance Director will procure o contract with an outside
hood exhaust aystsm In accordance with the ey sl Mot 308 Seaned s neessty I sccopance with
2012 NFPA 101, Life S?fety Caode, Failure to NFPA 96, |
Inspect and clean the kitchen hood exhaust fons hav - .
system couid result In infury or death in the event e e e ot buing
of a fire. The deficiency affected one (1) of twor The Main o " .
zintenonce (0! i ions
(2) smoke compartments. necessary ¢lennings s:r;\ce r:-w\r‘:tlmyr::f?; z:\ecd:glmt " m%
he findings were: Monitoring of the inspection and cleaning of the kitchen hoo
:):Zumenf ravle:v on 01/15/20 at 2:15 PM :mijﬁ'jnﬁg‘i%ﬁ:“‘:QT;’I;KP;S"“:‘ . r::iewe:
revealed that the facility did not lnipect and clean Responsible: Maintenance Dircotor
the kitchen hood exhaust system within the last
twelve months. The kitchen hood exhaust system
shall be Inspected once every six months and
cleaned as necessary in accardance with NFPA
86,
Interview with the maintenance manager at the
time of the observation acknowledged the
deficiency, and Indicated they were aware of the
requirement.
Interview with the administrator at the fime of exit
acknowledged the deficiency.
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Referance: 2012 NFPA 101 18.3.2,5.3(10); 2011
NFPA 86 Table 11.4

'Flre Alarm Systemn - Testing and Maintenanoce
CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
Afire alarm system is tested and maintained in
gccordance with an approved program complying
with the requirsments of NFPA 70, National
Electric Cods, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
gvailable. :

9.6.1.3, 9.8.1.5, NFPAT0, NFPA72

This REQUIREMENT is not met as evidenced
by:
Based on document review and staff interview,
the facllity falled to test and maintain the fire
alarm gystem In accordance with the 2010 NFPA
72, Natlona! Fire Alarm and Signaling Code.
Fallurs to test and maintain the fire alarm system
could result in Injury or death in the event of a fira,
The deficlency affected the fire alarm system,

The findings were:

Document review on 01/15/20 at 2:15 PM
revealed that the facility conducted inspection and

i load voltage testing of the fire alarm system

batterles once in the last twelve months, The fire
alarm system batteries must be inspected and
tested once avery six manths.

Interview with the malntenance manager at the
time of the observation acknowledged the
deficlancy, and indicated they were aware of the

K324

K 345

Green House Living for Sheridan will ensure testing of the fice
alarm systsin batterics every six months.

test the firs alann system battaries every six months and provide
the facility with the appropriste documentation of the testing and
ny findings and’or interventions needed.

The fire alann system battery testing has been added to the
facility's TELS building management goftware to ensute timely
camplation.

The Maintenance Director will repart on any fndings andior
intecvenrions at the monthly safaty inesting as nacessary.

' !
Monitacing of the fire alanm systam banery testing will be added
to e QAPl program and reviewed qusrterly to enSure
compliance.

Rasponsible: Maiatenaace Director

The Mainlenance Dirtetor has arranged with an outside veador to .

02 20:2020
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K 345 | Continued From page 4 K 345
reguirement.
Interview with the administrator at the time of exit
acknowledged the deficlency.
i Refersnce: 2010 NFPA 72 Table 14.3.1(3), Table
: 14.4.5(8)(3) o
K §11 | Utilities - Gas and Elactric K511
s8=g | CFR(s): NFPA 101
Utilities - Gas and Electric
Equipment using gas or related gas piping
complies with NFPA 84, National Fuel Gas Code,
electrical wirng and equipment complies with
NFPA 70, Nationa! Electric Code. Existing
installations can continue in service provided no
hazard to life.
18,5,1.1, 19.5.1.1,9.1.1,9.1.2
Thia REQUIREMENT is not met as evidenced cheen Houst Living for Sheridan will ensure fire damper
by: ) . ‘:’nspections are performed cvery four yeass as per NFPA 80 02:20:2020
Based on document review and staff Interview, suldetines,
the facllity failed to test and maintaln fire dampers _ -
in aceordance with the 2012 NFPA 101, Life T et vy 10 sour the. tinely
Safety Code. Fallure to test and maintain the fire scheduling and campletion of this tosk.
' darmpers could result in injury or death In the il mainsin 2 log T
event of a fire. The deficiency affected twa (2) of e e i o o
two (2) amoke compartments. jm Mainten ) ) ‘ _
1 Intenance D:recdr‘?r wg! rcpur;_ on unz' &:A::mgs and-or
n 22 m T AE N 3
The fin dlngs were: :mlcrvcnhons nt the monthly safety meeting Y.
gMnnimring of the ﬁu_ dunper inspections will be addad ﬂ\e:
Document review on 01 J45/20 at 2:16 PM EQAPI program and reviwed quarterly to ensire compliance. '
revealed that the facility had not tested the fire iResponsible: Meintenance Direeror '
dampers within the past four years. Fire dampers
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K 611 | Continued From page 5 K 511
shall be tested onca every four years in
accordance with NFPA 80,
Interview with the malntenance manager at the
time of the observation acknowledged the
deficlency, and indicated they were unawars of
the requirement.
Interview with the administrator at the fime of exit
acknowladged the deficiency.
Reference: 2012 NFPA 101 19.5.1.1, 8.2.1; 2012
| NFPA 80A 5.4.8.1; 2010 NFPA 80 19.4.1.1
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NAKE OF PROVIOER OR SUPPLIER STREET ADDREBS, GITY, STATE. ZIP CODE

2311 SHIRLEY COVE
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P40 | SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CH GORRECTIVE AGTION SHOULD BE coMrLETIoN
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 085-REFERENCED TO THE APPROPRIATE
Tha DEFIGIENGY)
1
K 000 ; INITIAL COMMENTS K 000
|
© ALife Safety Code survey was conducted by
! Healthcare Licensing and Surveys on January
| 15th, 2020.
Regquirements for Long Term Nursing Homes
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
Nalional Fire Protection Association.
Tha facility was a fully sprinkled, single-story
building of Type V{119) construction that was bullt
in 2008, The building was equlpped with a
supervised, automatic dry sprinkler system and
an addressable fire alarm system. The facllity had
a capaclty of 12 certified Medicare and Medicald
beds with & census of 10.
K 291 | Emergency Lighting K281
gs=p | CFR(s): NFPA 101
Emergency Lighting
Emergency fighting of at least 1-1/2-hour duration
is pl’DVIdEd automatically In accordance with 7.8. Green House Living for Sheridan will cnaure that all eme:
18.2.8.1, 18.2.9.1 lighting testing is campleted at the requiced intervals. s 01 312020
This REQUIREMENT Is not met as evidenced
by" »:1"‘:10 atcn‘ndl n;wnl‘l‘\ly ;esting and the 90 miaute annual testing of
! ne \ ctlity* X
Based on document review and steff interview, mn:?emfmlgx;n‘\?.nniy:::&'gﬂ::s&m;gp&'&ims uling
the facliity falled to test and mainrl:ln emergency The Maintsmance Direcor s eented s bkt document he
battery-operated lighting In accordance with the leAnaR Wieclor b created § heekliat to dacument e
2012 NFPA 101, Life Safsty Code. Fallure o test e 0 any i ind o nernons
and maintain emergency bauery.opemte(j thﬁng The Maintemince Ditector will report on any findings andor
could result In Injury or death In the event of an Intrvensions st the monthly sufety meeting. !
emergency. The deflclency affected one (1) of Monlroring of the emergeacy beRery-operated lighing tsting w
two (2) smoke compartments. ;: '::ﬂ:d oc‘: tiie QAP! progrurs and reviewed querterly to
TR S N {Responsibie: Muinterance Director
(ABGRATORY,IRECTOR'E OR PROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE TE P2} DATE
AMministrzdoy anlzeao

Any 3eﬂdency stalament ending rﬁn

ather safeguards provide sufficle

rotection to the patlents, (Gee Instruclions.) Bxcapt for nursing homes, the findings sta
following the date of survay whether or not a plan of correction Is provided. For nure!

an asterisk (*) denctes a dsficisncy which the insttution may be excused from correcl‘l:g providing I ls detarmined that

above are diaciosablo 80 days

fiomes, the abova findlngs and plans of comrectlon are disclosabla 14

days following the date thass documants ars made avallable 1o the facillty. If deficlencies ore cited, an approved plan of comsction Is requisite ta cantinusd

program pariicipation.
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Continued From page 1
The findings wers:

Document review on 01/15/20 at 2:15 PM
revealed the facifty had nat canducted the thirty
second or ninety minute tests of the emergency
battery-operated lights in the last twelve months.
All emergency battery-operated fighting must be
tested maonthly far thirty seconds and annually for
ninety minutes.

Intarview with the maintenance manager at the
time of the observation acknowledged the
deficiency, and indicated they were unaware of
the requirement.

|nterview with the administrator at the time of exit
acknowledged the deficiency.

Reference; 2012 NFPA 101 18.2.8.1, 7.9.3.1.1

baoklng Facllities
CFR(): NFPA 101

Cooking Facilities

Cooking equipment is protected In accordance
with NFPA 96, Standard for Ventilation Control
and Flre Protestion of Commerclal Cooking
Operations, unless:

* rasldantlal cooking equipment {i.e., smalt
appllances such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking In accordance with 18.3.2.6.2, 19.3.2.6.2
« cooklng facllities open to the cormldor in smoke
compariments with 30 or fewer patients comply
with the conditions under 18,3.2.5.3, 16.3.2.5.3,

or
* conking facllities in smoke compartments with
30 or fewer patients comply with conditions under

K291

K324
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K 324 | Continued From page 2 K 324

18.3.2.6.4, 19.3.2.5.4.

Cooking facilties protacted according to NFPA 96
per 8.2.3 are not required to be enclosed as

i hazardous areas, but shall not be open to the
corridar,

18.3,2.5.1 through 18.3,2.5.4, 19.3.2.5.1 through
19.3.2.56.5, 8.2.3, TIA 122

This REQUIREMENT is not met as evidenced
by:
E)I’ased on document review and staff Intarview,
the facility failed to Inspect and clean the kitchen
i hood exhaust system in accordance with the

i 2012 NFPA 101, Life Safaty Code, Faliure to
inspect and clean the kitchen hood exhaust
system could result In Injury or death In the event
of a fire. The deficlency affected one (1) of two
(2) smoke compartments.

| The findings were:

Documsnt review on 01/15/20 at 2:15 PM
revealed that the facliity did not Inspect and clean
the kitchen hood exhaust system In the last
twelve months. The kitchen hood exhaust system
shall be Inspectad once every six months and
cleaned as nacessary In accordance with NFPA
86,

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

! deficiency, and indicated they were aware of the
requirement.

Interview with the administrator at the time of exit
acknowiedged the deflclancy.

Green House Living for Sheridan will ensure the proper inspection
and cleaning of the kitchen hood exhsust systems in all four
conages,

0220.2020

The Mainmnance Director will procure a cantragt with an opiside
vendor o have the kitchen hood exhaust system inspected once
every six months and cleancd ag necessary in sscordance with
NFPA 66

The inspections have been added to the focility's TELS building
management software system to ensure completion.

The Maintenonce Direcior will report on the inspections snd
nacessary cleanings at the monthly sofety meeting.

Manitoring of the inspection and cleaning of the kitchen hood
exhaust systems will be added to the QAPI program end reviewed
quartarly t easure compliance.

Responsible: Maintanence Dicector
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Reference: 2012 NFPA 101 19.3,2,5.3(10); 2011
NFPA 86 Table 11.4
K345 i=lre Alarm System - Testing and Maintenance K345
sg=E | CFR(s): NFPA 101

Fire Alarm System - Tasting and Maintenance

A fire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readlly
available.

9.6.1.3, 8.6.1,5, NFPA70, NFPA 72

This REQUIREMENT is not met as evidenced
by:
Based on document review and staff Interview,
the facllity falled to test and maintaln the firs
alarm system In accordance with the 2010 NFPA
72, National Fire Alarm and Signaling Code.
Fallure to tast and malntain the fire alarm system
could rasult In injury or death In the event of a fira.
The deficiancy affected the fire alarm system.

The findings were:

Document review on 01/16/20 at 2:15 PM
revealed that the facliity conducted Inspection and
load voltage testing of the fira alarm system
batteries once In the last twelve months. The fire
alarm system batteries must be inspected and
tested onca every slx months.

Interview with the maintenance manager at the
time of the abservation acknowledged the
deficlency, and Indlcated they were awara of the

Green House Living for Sheridan will ensure wsting of the fire
alarm system bamatias avery $ix months,

The Maintenanee Director has armnged with an outside vendor to
teat the fire alarn SyStem batteries every six months and provide
the facility with the approprinte documentation of the testing snd
any findings andor nterventions needed.

The_nre alsnh $yStdm battery testing haa been added to the
facility’s TELS building mansgement software to ensure tmely

plation.

The Mainrensace Dirgetor will report on any findings sndior

intetvantions at the monthly safety meeting 83 nevessary.

Monitaring of the (ire alann sysiem battery testing will be added
o the QAPl program and réviewed quotterly to ensure
compliance,

Responsitla: Maintenance Director !

02-20:2020
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5
COMPLETION
DATE

K 345

K511
58=E

Continued From page 4
requirement.

Interview with the administrator at the time of exit
acknowledged the deficiency.

Reference; 2010 NFPA 72 Table 14.3.1(3), Table
14.4.5(6)(3)

i)tlliﬁes - Gas and Electric
CFR(s): NFPA 101

Utiiities - Gas and Elactric

Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,
electrical wiring and equipment compties with
NFPA 70, National Electric Code. Existing
installations can ¢ontinue in service provided no
hazard to Iifa.

18.6.1.1, 19.5.1.1,9.1.1,9.1.2

This REQUIREMENT Is not met as evidenced
by:
Based on documant raview and staff Interview,
the facility falled to test and maintaln fire dampers
In accordanca with the 2012 NFPA 101, Life
Safaty Code. Fallure to test and maintaln the fire
dampers could rasult in Injury or death in the
avent of a fira. The deficlency affected two (2) of
two (2) smoka compartments.

The findings were:
Document raview on 01/45/20 at 2:15 PM

revealed that the facliity had not tested the fire
dampers within the past four years. Flre dampers

K345

K &1

Green House Living for Sheridan will ensure fire damper
inspeerions are perfonned every four years es per NFPA 80
guidelines.

The inspeetion of firs dumpers hes been added the focility’s TELS
wbmldu\g_ management soflwere system to ensure the timely
scheduling and completion of this tagk.

The facility will maintain o log documenting tha iaspections and
any tindings and:or interventions needed.

:f‘he Majntenance Direstor will report on any findings andor
interventions at the monthly safety meeting a3 necessary,

Monitoring of the fire damper inspections will be pdded to the
QAPI prozrmm and reviewed quarerly 1o ensure sompliance,

Responsible: Maintensace Director

02.20:2020

FORM CM$-2507(02-88) Previous Verslons Obsolets

Evant i0: 82321

Faciiity ID: WY0042

H continuatlon shest Page 5 of 6
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K 511 | Continued From page 5 K611
shall be tested once every four years in
accordance with NFPA 8Q.
Interview with the maintenance manager at the
time of the observation acknowledged the
deficlency, and indicated they were unaware of
the requirament.
Interview with the administrator at the time of exit
acknowledged the deficiency.
Referance: 2012 NFPA 101 18.6.1.1, 9.2.1; 2012
NFPA 80A 5.4.8.1; 2010 NFPA 80 19.4.1.1
FORM CM5-2667(02-99) Previous Veralong Obsalate Evant |D; Ha2321 Faciiity ID: WYD042 {f continuation shest Page 6 of &
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4D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s
PROFIX . (EAGH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ; REGULATORY OR LSC IDENTIFYING INFORMATION) {TAB cnoas»aemnzgggg 10 gposamomurz oWTE
1
)
K 000 INITIAL COMMENTS K 000
ALife Safety Code survey was conductad by
: Healthcare Licensing and Surveys on January
| 15th, 2020,
| Requirements for Long Term Nursing Homes
Section 42 CFR 483.70(a) except as otherwise
provided In the sectlon, the facility must meet the
applicable provisions of the 2012 Edttion of the
Life Safety Code, Existing Health Care of the
National Fire Protection Association.
The facility was a fully sprinkled, single-story
building of Type V(111) construction that was built
in 2008. The bullding was equipped with a
supervised, automatic dry sprinkler system and
an addressable fire alarm system. The facility had
a capaclty of 12 certified Medicare and Medicaid
beds with a census of 12
K 291 | Emergency Lighting . K281
868=p | CFR(s): NFPA 101
Emergency Lighting
Emergency fighting of at least 1-1 (I’Z-h‘our d}:]rgtlgn
is provided automatically in accordance with 7.8. Qreen House Living for Sheridan will ensu
182.0.1,18.29.1 lghing o i complend t he mauied ety ) 01 312020
This REQUIREMENT I8 not met as evidenced The 0 second munthly testing and de 90 winté anaual testing of
. Lt citity"
gased on document review and staff interview, .:‘T:mc'z"':°mr:$;nm.;d::*ﬂmpmims ides
; the facility fafled to test and malntain emergency The Mai ; .
ba%tery—operated lighting In accordance with the m‘f.né‘.'f.‘ff ::;c rfnﬁ’;n"{ii’a-".ff’ sﬁiﬁfliiéoiﬂ“”“‘ o docuneat e
2012 NFPA 101, Life Safety Code. Fallure to test . ' !
and malntain emergency battery-operated lighting The Maintzaunce Dirsctor will report on any findings snder
could result in injury or death In the event of en pereans e e montly saley mecting .!
emergency. The deficlency affected one (1) of Monitoring of e emérgency battary-operated lighting testing wi
two (2) smoke compartme);ts. M I:ﬂ::‘l::c o the QAP! program and revicwed quanery lo prie
Eﬁﬂwﬂibk: Maintenance Direstor
[ABORATORY I\REGTOR'S OR PROVIDER/BUPPLIER REPREBENTATIVE'S GIGNATURE Tine ) DATR
:mgm TUR & , AMminisratoy 2hlasa0
Any Haficiency statament endigk with an asterisk (*) denoles & deficlancy which the instiution may be excusad from correcting providing R Is detsrmined that

other safeguards provida s t protection (o the patients. (See instnictions.) Excapt for nursing hames, the findings stated sbove ufe disclosable 90 days
foliowing the date of urvoy whether of not a plan of correction Is provided. For nursing homes, the atiove findings and plans of correctlon are dieciosabla 14
duys following the dale teso documents ars mada avallable to the fuciity. If Jeficlanclex ars cttad, an approvad plan of correction i1 raquisite to condinuad

program paricipation.

FORM CMS-2607 (0254} Pravious Virions Obasiete Bvant ID: He2a%{ Faaiily 0: WYO042 If contiaustion sheel Page 1 6f8
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K 281! Continued From page 1
The findings were:

Document review on 01/15/20 at 2:15 PM
revealed that the facility had not conducted the
thirty second or ninety minute tests of the
emergency battery-operated lights in the last
twaive months. All emergency battery-operated
lighting must be tested monthly for thirty seconds
and annually for ninety minutes,

Interview with the maintenance manager at the
time of the observation acknowladged the
deficlency, and Indicated they were unaware of
the requirement.

i Interview with the administrator at the time of exit
acknowledged the deficiency.

Refarence; 2012 NFPA 101 19.2.9.1,7.8.3.1.1

K 324! Gooking Faclliies
55<D | CFR(s): NFPA 101

Cooking Facllities

Cooking equipment Is protected in accordance
with NFPA 96, Standard for Ventilation Control
and Flre Protection of Commercial Cooking
Qperations, unless:

* residential cooking squipment (l.e., small
appllances such as microwaves, hot plates,
toasters) ars used for food warming or limited
cooking In accordance with 18.3.2.6.2, 19.3.2.5.2
* pooking faclities open to the corridor in smoke
compariments with 30 or fewar patients comply
with the condltlons under 18.3.2.5.3, 19.3.2.6.3,
or

* cooking faclliies In amoke compartments with
30 or fewer patlents comply with conditions under

K291

K324

FORM CMB-2587(02-08) Previous Verslons Obsolete Evant |D: H82321
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K 324 | Continued From paga 2 K 324
18.3.2.5.4,19.3.2.54.
Cooking facilties protected according to NFPA 96
per 9.2.3 are not required fo be enclosed as
hazardous areas, but shail not be opan to the
corridor.
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5,1 through
18.3.2.5.5,9.2.3, TIA12-2
This REQUIREMENT Is not met as evidenced Sn':*:‘mll::;U‘;:il:#ehéai:ﬁd;r;o\zill i;uure the proper inq:;c;ion 02.20:2020
by: ' n exliaust systems in =il four
Basad on document review and staff interview, mmes. ‘
the facliity falled to Inspect and clean the kitchen 2:;;:“2:‘;'3?;, Ei;eig:;vliummu;mm i n oo
hood exhaust systam in accordance with the e ooc ALl ysiem inspected once
2012 NFPA 101, Life Safety Code. Failurs to NFFn og, o1 10 clatned 85 necsssay in secorance with
inspect and cisan the kitchen hood exhaust : i . .
e T dahctncy ftcied one () of ezt st s ot .
(2) smoks compariments. o nenance Dieror il repant on e inspections and
The ﬁnd[ngs were: Monitoring of the iaspaction and cleaning of the kitchen hood|
exhaust systems will be added to the QAPI progeam and reviewed
Document review on 04/15/20 at 2:15 PM Aty 10 cntus complie.
revealad that the facility did not inspect and clean Responsible: Maintenance Dircotor
the Kitehen hood exhaust system in the last
twelve months. The kitchen hood exhaust system
shall be inspected once every six months and
cleaned as necessary in accordance with NFPA
26.
Interview with the maintenancs manager at the
time of the cbservation acknowledged the
deficlency, and indicated they were aware of the
requirement.
Intervisw with the administrator at the time of exit
acknowledged the deficlency.
FORM CMS-2587(02-98) Pravious Verslons Obsoiate Evant ID: Haza21 Faclffiy ID; WY0042 I eontinuation sheet Paga S of 8
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gs= ! CFR(s): NFPA 101

Fire Alarm System - Testing and Malntenance
Afire alarm system Is tested and malntained In
accordance with an approved program complying
with the requirements of NFPA 70, Natlonal
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of systam
acceptance, mainienance and testing are readily
available.

£.6.1.3, 8.6.1.5, NFPA70, NFPAT2

. This REQUIREMENT is not met as evidenced
by:

Based on document review and staff intarview,
the facliity falled to test and maintain the fire
alarm system In accordance with the 2010 NFFA
72, Natlonal Fire Alarm and Signaling Code.
Fallure to test and malntain the fire alarm system
could rasuit In Injury or death in the event of a fire,
The deficlency affected the fire alarm system.

The findings were:

Document review on 01/15/20 at 2:15 PM
revealed that the facility conducted inspection and
load voltage testing of the fire alarm system
batteries once in the last twelve months. The fire
alarm system batteries must be inspected and
tested once every six months.

Interview with the maintenance manager at the
time of the observation acknowledged the
deficiency, and indicated they wera aware of the

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULYIPLE GONBTRUCTION (X3) DATE SURVEY
§35054 B. WING 01/156/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2IF GQDE
2311 SHIRLEY COVE
GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801
(*4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S FLAN OF CORRECTION &)
PREFIX {EACH DEFICIENCY MUGT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACYIGN SHQULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 324 | Continued From page 3 K324
1 Reference; 2012 NFPA 101 18.3.2.5.3(10); 2011
NFPA 96 Table 11.4
K 345 Fira Alarm System - Testing and Maintanance Ka45

Green House Living for Sheridan will ensure testing of the ﬁra 02.20.2020
slann system barteries every six months,

IThe Malaenance Director has aanged with 20 outside vandor 1
lase the fire slarm sysfem bameries avesy six months and provide; -
he fecility with the appropriata documentarion of the tesdng ud
lany findings and or interventions needad,

[Tha fire alann system bartary mesting has baaa added © e
facility’s TELS building management software (o 2nsure dmely
compledon,

‘The Maintensnce Director will report on any fndings and'or

interventions at the monthly safety meeting as necessary.

|
Monitoring of die fire alarm system batiery testing will ba added
o the QAP! program and reviewed quartedly w ensure

jcompliance,

Ragponsible; Mrintenance Direclor

FORM GMS-2587(02-88) Pravious Varsiens Obsolale Event I0; H82321
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K 345 Continued From page 4 K 345
requirement.
Interview with the administrator at the time of exit
acknowledged the deficiency.
Reference: 2010 NFPA 72 Table 14.3.1(3), Tabls
14,4 5(6)(3)
K 511 Utliitles - Gas and Electric K&§1
5=k | CFR(s): NFPA 101
Utliitles - Gas and Electric
Equipment using gas or related gas piping
complies with NFPA 54, Nafional Fuel Gas Code,
slectrical wiring and equipment complies with
NFPA 70, National Electric Code, Existing
Installatlons can continue In service provided no
hazard to life.
18.5.1.1,19.5.1.1,8.1.1,8.1.2
This REQUIREMENT s not met as evidenced Green House Living for Sheridan will ensurs fire damper  02,20:2020
by' lnsipﬁ_nons are perfonmed every four years 8§ per NFPA 80
' futdelines.
Based on document review and staff interview, ) )
the facllity failed to test and malntain fire dampers . |The inspectian af e dampers fas been added the fucility's TELS
in eccordance with the 2012 NFPA 101, Life et Sofbews wystem 1o enre the tinely
Safety Code, Failure to test and maintain the fire o '
dempers could result In Injury or death In the e facic il mafiain o og documenting the inspections and
event of & fire. The deficlency affected twa (2) of y Thlnat sndorinterveatons eeded.
two (2) smoke compartmants. The Mni'menance Director will report on any findings and or
interventions at the monthly safety meeting as necessary.
The ﬂndlngs were: Monitoring of the fire damper inspections will be added 1o the
QAP! program and reviewed quarerly to ensure compliance.
Document review an 01/15/20 at 2:15 PM Retpousible: Maintensnce Direcor
revealed that the facllity had not tested the fira
dampers within the past four years. Fire dampers
FORM CMS-2£87(02.88) Pravicus Verglana Obaclels Evant ID;Hez321 Facillty I0: WY0042 if continuation sheet Page 5 of &
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shall be tested once every four years In
accordancs with NFPA B0,

Interview with the maintenance manager at the
time of the abservation acknowledged the
deficiency, and Indlcated they were unaware of
the requirement.

Interview with the administrator at the time of exit
acknowledged the deficlency.

Reference; 2012 NFPA 101 19.5.1.1, 9.2.1; 2012
NFPAS0A5.4.8.1; 2010 NFPA B0 18.4.1.1
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E 000

E015
§5=F

Initial Comments

An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on January 15th, 2020.

Subsistence Needs for Staff and Patlents
CFR(s): 483.73(b){1)

(b} Policies and procedures. [Facllties] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and updated every 2 years (annually
for LTC). Ata minimum, the policles and
procedures must addrass the following: .

(1) The provision of subslstence neads for staff
and patlents whether they evacuate or shelter in
place, Include, but are not limited to the following:
(i) Food, weter, medical and pharmaceutical
supplles
(I) Alternate sourcas of energy to maintain
the following:

(A} Temperatures to protect patient health
and safety and for the safe and sanitary storage
of pravisions.

(B) Emergency lighting.

(C) Fire detectlon, extingulshing, and
alarm systems.

(D) Sewage and wasts disposal.

*[For Inpatlent Hosplce at §418.113(b)(B)(ti):]
Palicies and procedures.

(6} The following are additlonal requirements for
hosplee-operated Inpatient care facllities only,

LABORATORY, DIRECTOR'S OR PROVIDER/GUPPLIER REPRESENTATIVES SIGNATURE

Yivhaa G

E 000

E015

(X&) DATE

211|620

TILE

Adrunistra e

Any deficlency staisment ending
other safsquards provide sufficla

an s3toriK () denotes @ deficlancy which the instiution may be exsused from carrecting providing Rl determinad that
rotection to the patlents. (Sea instructions.} Excapt for nursing Homey, the findlngs stet

above are disclasable B0 days

follawing the dala of survay whather or nol & plan of cortection s provided. For nunalng homes, the sbove findings and plans of comection are disclosabla 14
days follawing the data these documants are mads avallable fo the facity. If deflclencies are cltad, an approved plan of cormectian 19 requisita to cantinued

program participation.
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i DEFICIENCY)
!
E 015 Continued From page 1 E015
i The policles and procedures must address ths
| following:
. (iii) The provision of subsistence needs for
- hospice employees and patients, whether they
: evacuate or shelter in place, include, but ara not
“ fimited to the following:
(A} Food, water, medical, and
pharmaceutical supplies.
; (B) Alternate sources of energy to :
; maintain the following: |
(1) Temperatures to protect patient !
health and safety and for the safe and sanitary i
gtorage of provisions. l
(2) Emergency lighting. |
(3) Fire detection, extingulshing, and f
alarm systems,
(C) Sewage and waste disposal, e K
H en i i i u i
Th'ls REQUIREMENT s not met as avidenced &:ug“g;‘; Living for g}:"f:;l‘l ‘"'“( oy ;’;;‘:h‘:n 2°§£§§ 02:22.2020
; by ) L tr saff and patients inoluding food, medical supplics or
| Based on document review and staff interview, phamiacetizal supplics.
: the facility failed to address all subsistence needs The . .
in thelr Emergency Preparedness Plan policies m'ﬂﬁ‘é?";’é’m;“?ué"ﬂ m‘ﬂhﬁt’-‘: :\emrum%
and proceduras. [subsistence needs for ataty and patients intluding food. medical
fupplies or phammaceutics! supplivs and is in complionce with
The findings were: cumeRt eguhiory fequimenss
1?;:] EM:&G& Preparednats Palicies & Procedure binders wilf be
Document review of the Emergency ‘ ‘a:led ?h o ¢ mw:z:;:mrgmy preparedness plan which will
the
Preparadness Plan an 01/16/2020 at 2:45 PM ducats sl regarding iijont #Zf:‘:;‘::‘ %R“S'mﬁ
revealed that the policies and procedures did not Jhe plea.
address all subsistence needs for staff and IThe Maiatensnce Direetor will .
patients including food, medical supplies or ito the Emergency Pn;:red:css m‘:.m‘%tﬁ;‘iié;‘,ﬁlﬂ":;
pharmaceutical supplies. s necassary.
Maonitoring of the review and updating of the feility’s Emers
Interview with the facliity administrator pragarsdoass pias will be added e QAP program st
acknowledged the deficlency, and revealed they mmﬁn 4;‘:““ to ensure compliance with curtnl regulation’
ware aware of the requirement. '
. Racpansible; Maintenance Director
E 0241 Policies/Procedures-Volunteers and Staffing E 024
! i
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E 024 | Continued From page 2 E 024
SS=F | CFR(s): 483.73(b)(8)

[(b) Policies and procedures. The [faoilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth In paragraph (a) of this section, risk
assassment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and updated at least every 2 years
(annually for LTC).] At a minimum, the policies
and procedures must address the following:]

(6) [or (4), (8), or (7) as noted above] The use of
volunteers in an emergency or other emergency
staffing strategies, including the process and role
for Integration of State and Federally designated
heaith care professionals to address surge needs
during an emergency,

*[For RNHCls at §403.748(b):] Policies and
procedures. (6) The use of volunteers in an
emeargency and other emergency staffing
strategles to address surge needs during en
ermergency.

*[For Hospice at §418.113(b):] Policies and
proceduras. (4) The use of hospice employeesin
an emergency and other emergency staffing
strategles, Including the process and role for
Intagration of State and Federally designated
health care professlonals to address surge
needs during an emergency.

This REQUIREMENT is not met as evidenced
by:
Basad on document review and staff interview,
the facllity falled to Include policies and
procedures addressing the use of voluntears In
an emergency.

Gresn House Living for Sheridan will ensure that the facility's;
Emergency Preparedness Plan addresces ¢he use of volunteers in
a0 emnarzency and or other amargency staffing.

01431 2020

The Administretor end Mainteaance Director met on 1:17.2020 rof
review and update the facilities policiss and proceduces regardi
the yse of volunteer and other emerzency staffing duriag
emergency.

1
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All Emersency Preparedness Policies & Procedure binders wifl be
E 024 | Continued From page 3 E 024 ypdnud with the newest emergency preparedness plan which will
. |in¢lude this information and the Maeintcance Dirsctor will
The findings were: |adueate staff regarding any additions or changes that were made to

E 026
S&=F

Document review of the Emergency
Preparedness Plan on 01/16/2020 at 2:45 PM
revealad that no policies and proceduras were
available that addressed the use of voluntaers In
an smergency, or other emergency staffing
strategles.

Interview with the facllity administrator
acknowledged the deficlency, and revealed they
wera awars of the requlrement.

holes Under a Waiver Declared by Secretary
CFR(s): 483.73(b)(8)

[(b) Policies and pracedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan‘set forth in paragraph (a) of this siection, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policles and procedures must
be reviewed and updated at [east every 2 years
(annually for LTC).] Ata minlmum, the policles
and procedures must address the following:]

(8) [(B), (B)C)(IV), (7), or (8)] The role of the
[facility] under a waiver declared by the Secretary,
in accordance with section 4135 of the Act, in the
provision of care and treatment at an alternate
care site identified by emergency management
officials,

*[For RNHCls at §403.748(b):] Palicies and
pracedures. (8) The role of the RNHCI undera
waiver declared by the Secretary, in accordance
with section 1135 of Act, in the provision of care

the plan.

The Maintenance Director will teport on any updates or sdditions
to the Emergency Preparedness Plan at the monthly safety meeting
as necesanry.

Monitoring of the review and updating of the facility's Emerzency
prepacedness plan will b2 added to the QAP! program and
‘revie‘wed quartarly ta ensurs complionce with current regulation
requirements.

Responsible: Maintenance Divector

E 026
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E 028 | Continued From page 4 E 026
at an alternative care site identified by emergency
management officials.
This REQUIREMENT lg not met as evidenced Green House Living for Sheridan will ensure that the facilin's 02282020
by' 5?;::3:11\?1 Pregnrcldne:eb PI!:!H :ldg;esscs the role of the facility
* aiver declare i isi
Based on document raview and staff interview, ore el rentmcns ot a1 st o I the pravision of
tha facllity falled to Include policies and e Ag o .
procedures addressing the role of the faility i e el pales nd posetoms mgmeine e e
under walver deslared In an emergenoy, the ficility under 8 waiver deelared by the HHS secramary in the
provision of cace and trentment at an allermate care sita.
The findings were: The Interdissiplinary Team will meer to review the Auility's
emargency preparédness plan to review the policies snd
Document review of the Emergency e egures ftgﬂrﬂ;ﬂgsm role of e fcility uader & waiver
Preparedness Plan on 01/15/2020 at 2:45 PM (AIROt A¢ 10 At cse i a0 ol sy e
revealed that no policles and procedures were updales 25 necessary,
avallable that addressed the role of the facility .
. All Emergency B i i i
under a walver declared by the HHS Secretary in ummf ﬁﬁe fﬁ:‘:?;;:ﬁﬁﬁpl:mﬁ:fpﬁa“.‘xd;ﬁi:{flm
the provision of care and freatment at an imoluds this information snd the Mainterance Direstor will
alternats cara site. fud:;ﬁi statf r2garding any additions ot chonges that were made to
Interview with the facllity adminlstrator Tll; Maintnance Ditector il réport on any updates or additions
acknowledg ed the daﬂclency, and rovealed thay ::n:c u::g'ency Preparedness Plan at the monthly safety meeting

were aware of the requirement.
Monitoring af the review and updating of the facility"s Emergency

. , preparedness plan will be sdded to the QAP! prog nd
E 030 | Names and Contact Information & 030reviewed quarterly o ensure eompliance WilQh Cun:-a?:;z‘lntlion

gg=F | CFR(s): 483.73(c)1) requirements
Responsible: Maintenansh Directot
{(c) The [facllity must develop and maintain an
emergency preparedness communication plan
that complles with Federal, State and local laws
and must be reviewed and updated at least every
2 years (annually for LTC).] The communication
plan must include all of the follawing:]
(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities praviding services under
arrangement.

(iii) Patients’ physicians

FORM CMS-2587(02-89) Pravious Verslong Obaclels Event 1D:RGEB1Y Faclity ID: WY0042 if continuation sheet Pags 50f10
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E 030 | Continued From page §
(iv) Other [facliities].
(v) Volunteers.

*[For Hospltals at §482.15(c) and CAHs at
§485.625(c)] The communication plan must
Include all of the following:
(1) Names and contact Informatian for the
following:

(i) Staff,

() Entities providing services under
arrangement.

{iii) Patients' physlcians

(iv) Other [hospltals and CAHs).

(v) Volunteers.

"[For RNHCIs at §403.748(c):] The
communication plan must Include all of the
following:
(1) Names and contact Information for the
following:

() Staff,

(i) Entities providing services under
arrangement

(i) Next of kin, guardian, or custodian.

(iv) Other RNHCIs,

{v) Volunteers,

*[Far ASCs at §416.45(¢):] The communication
plan must include all of the following:
(1) Names and contact information for the
following;

(i) Staff,

(i) Entities providing services under
arrangement.

(iii) Patients’ physicians.

{iv) Voluntesrs,

*[For Hospices at §416.113(c)] The

E 030

FORM CMS-2387{02-00) Pravious Versians Obsolats Event ID;:RGBB1

Faclity 1D; WY0042 It continuation sheet Page 8 of 10




FEB/07/2020/FR1 08:34 PM  Green House Living FAX No. 307-752-1852 P. 052/055

DEPARTMENT OF HEALTH AND HUMAN SERVICES PR%&%&%@%

CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO

STATEMENT OF DEFICIENGIEE | (X1) PROVIDERISUPPLIERIGLA | (X2) MULTIPLE CONSTRUGTION (x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED

. §35054 B. WING
NAME OF PRQVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2311 SHIRLEY COVE
GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801

4y 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORREGTION a5
é’ésnx (EACH DEFIGIENGY MUST BE PRECEDED BY FULL, PREFIX (EACH COQRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSG-REFEREgltE:EDITE'g GT%EAFFRDPRMTE BATE
FIC

01/16/2020

E 030! Continued From page 6 E 030

' communication plan must Include all of the
; following:

(1) Names and contact information forthe
following:

| (i) Hoeplce amployees,

¢ ({ll) Entitles providing services under

| arrangement.

{ih Patlents' physicians.

(Iv} Other hospices,

*[For HHAs at §484.102(c):] The communication
plan must include ali of the following:
(1) Names and contact Information for the
following:

() Staff.

(i) Entitles providing serviees under
arrangemsnt

(ifi) Patients' physicians,

(iv) Valunteers.

*[For OPOs at §486.360(c):] The communication
plan must includs all of the following:
(2) Names and contact information for the
foliowlng:

(1) Staff.

{i0) Entities providing services under
arrangement.

élll) Velunteers.

lv) Other OPOs,

{v) Transplant and donor hospitals in the

OPO's Donatlon Service Area (DSA).

This REQUIREMENT is not met as evidenced
by: green ngsg Living t'gr Sheriden will ensure thet the Paeility's 02.28.2020
Based on document review and staff lntGN]EW. h?‘;nr;\:ac:non Plan includes nll required names and contoct
the facllity falled to include all required names and o
contact information in thelr Communicatian Plan. B e communicalon Plan s been sdded to he

acility’s TELS building management software systém to cnsure
continued acouracy of the information it contains.

The findings were:

FORM CMB-2587{02-09) Pravious Varsions Obaolete Evant {D;RGBB11 Facifity [0: WY0D42 If continuation sheet Page 7 of 10
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The interdisciplinary tamm will meet to review the Communicntion
E 030! Continued From page 7 E 030 [Ftan and ensure its accuracy and inclusion of all required nomes
and contoct information.
Document review of the Emergency
Preparedness Plan on 01/15/2020 at 2:45 PM A‘f"{,‘""“}ﬁ,’ P{gmunes: Policies & Procedur? binders will be
revealed that the facllity did not have included in Manenance | Difeor wil sducatt waft i
its Communication Plan the names and contact ‘Communication Pian.
mformation fOf' other LTC facfities or voluntears. j‘l‘hc Maintenance Dircctor will report on any updates or additians
. . .. to the Communitation Plan at the monthly safety meeting as
Interview with the facllity administrator necessary.
acknowladged the deficiency, and revealed they Monitoriog of the feview and updating of the foiliy's
ware aware of the requirement, Cowmmnunication Plan will be added © the QAPI progrm and

miew;d Quarerly to ensure sccuragy, completion. and|
E 031 compliance with current regulation requireinents.

E 031 ‘Emergency Officials Contact Information
ss=F | CFR(s): 483.73(c)2) Responsible: Maintenance Director

[{c) The [facillty] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at lsast avery
2 years (annually for LTC).] The communication
plan must include all of the following:

(2) Contact Information for the following:

{l) Federal, State, tribal, regional, and local
smergency preparedness staff.

() Other sourses of assistance.

*[For LTC Facllities at §483.73(c):] (2) Contact
Information for the following:

(i) Federal, State, tribal, regional, and local
emergency preparedness staff.

(i) The State Licensing and Certification
Agency.

(i) The Offlce cf the State Long-Term Care
Ombudsman.

(iv) Other sources of assistance.

*[For ICF/IIDs at §483.475(c):] (2) Contact
Information for the followlng:
(i) Federal, State, tribal, regional, and local

FORM CM$-2557(02-89) Pravicus Versiona Obdalate Evant ID:RGER11 Facilfty 1D; WYD042 If continuation sheat Page 8 of 10
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!
E 031, Continued From page 8 E 031
emergency preparadness staff,
(ii) Other sources of asslstanca.
(i) The Stata Llcansing and Cerfification
Agency.
() The State Protection and Advocacy
Agency.
This REQUIREMENT is not met as evidenced Gresn House Living for Sheridan will ensure thor the faeltiy’s  02.28.2020
by; Cornmu_ni;nricn.l’lan includes sll requiced emergency offivials
Based on document review and staff interview, conteet informetian.
the facility falled .tO inclu@e ﬂ!l reqqired emergency Revi'cw‘ing the Communication Plan has been added to the
officials contact information in their m;g‘ s TELS | ‘c";‘:ﬂf’gi managerent saftase sysiam to ensure
Communication Plan. '
The imerdisyiplinuy teamn met o reviaw the Co:myunication Plan
The findin gs were: gnfgcmisu; ;gctn}:::;;:{ t:.:f inclusion of all required emerzency
Dogument review of the Emergency MLEt:!:’erseq::hy Pmrepnrcdnus Poxcsgies & t;roget:ure binders will be
Preparedness Plan an 01/16/2020 at 2:45 PM E’,’ e Dine e Comnication Plan and the
ir;vealed that he facliy dld not have Included i Bommaniation g, e St g fe
Communication Plan conta rmation for
the state licensing and certification'agency or the The Mainienance Directar Wil repore on any updates or addlidons
mi
office of the state long-term care ombudsman. neceasary. onily ssicty meetig 22
Monitoring of the revie d updnting of the [facility'
Interview with the facility administrator Communisston Plan will be wided o the- QAT progrem and
acknowledged the defiefency, and r evealsd they reviewed quarterly fo ensure accumcy. completion, and
were aware of the requlrament.. compliance with curvent regulation requirements.
y Responsible: Maintenanee Director
E 032 | Primary/Alternate Means for Communication E 032
s8=F | CFR(s): 483.73(c)(3)
[(c) The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviswed and updated at least evary
2 ysars (annually for LTC).] The communication
plan must include all of tha following:
(3) Primary and alternata means for
comimunicating with the following:
FORM CM3-2587(02-80) Previous Varslona Qbaglata Event ID: RABBH Faciliy ID; WY0042 If continuation sheat Page @ of 10
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(i) [Faclilty] staf.
(II) Federal, Stats, tribal, regional, and local
emergency management agencles.
' *[For ICF/IDs at §483.475(c);] (3) Primary and
altsrnate means for communicating with the
JCFHID's staff, Federal, State, tribal, regional, and
local emergency mana_gement agencles.
This REQUIREMENT is not met as evidenced gmn House Living for Sheridan will ansure :}uz the facility’s 02282020
. ommunication Plan outlings thair primary and alemal 13
bgésed on document review and staff Interview, ommaiion.
the faclllty falled to provide pr Imary and altarnate ‘The interdisciplinary team will meet fo raviaw the Communicstion
means of communication in their Communlcation :ﬂmﬂcﬁﬂ” it oddresses primary and altematc means of
Plan. "
Aplzaﬂ\'::rgengy ngmdness Pol(i.cies & Frocedumpbinders n\gilltgc
. updated with the newest Communication Plan a &
;he ﬂndlntgs m{ere. fth . g:i:!::rlﬁxxm%if::fm will cducate staff regarding the
ocumant revi ergen
Pmparsgnes;;‘;va: on %1 ,Ts ,29020‘:& 2:45 PM ThemMngmnmca Dircct:glwm nfl?en on any upd:;es or additions
! " ’ . [¢ feati d
revealed that the facility did not hava included in B gy uicaton Flen ot the monily ity meetng a1
its Communication Plan a primary and altamate Monitoring of the review and updsting of the thcility's
1y Win;
means of comn'[unicat\on with thelr staff and with Communication Plan will be added to the QAP! program and
‘emergency officials. reviewed quarterly to  ensure sccuracy. completion, aud
compliance with curtent regulation requirements.
Intarview with the facility administrator Responsible: Maintenance Direclor
acknowledged the deficiency, and revealsd they
were aware of the requirement.
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