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E 000  Initial Comments E 000

An emergency preparedness survey was
conducted by healthcare Licensing and Surveys
on 06/28/2022.

E 039 EP Testing Requirements E 039 7/20/22
SS=F  CFR(s): 483.73(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)(2),
§491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, OPO,
"Organizations" under §485.727, CMHCs at
§485.920, RHCs/FQHCs at §491.12, and ESRD
Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.
(i) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is
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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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not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not limited
to the following:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Q8SA21 Facility ID: WY0005 If continuation sheet Page 2 of 20



PRINTED: 08/04/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES 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 01 COMPLETED
535025 B. WING 06/28/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2700 E 12TH STREET

POLARIS REHABILITATION AND CARE CENTER CHEYENNE, WY 82001

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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 039 Continued From page 2 E 039

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice is exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.
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(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or individual, a facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.
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(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
[facility's] emergency plan, as needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization must do the
following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(ii) Conduct an additional exercise every 2
years opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted that may include, but is not limited to
the following:

(A) Asecond full-scale exercise that is
community-based or individual, a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the PACE's response to and
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maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/IID] must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) Asecond full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as needed.
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*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per year.
The ICF/IID must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises
to test the emergency plan at

least annually. The HHA must do the following:
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(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(B) If the HHA experiences an actual natural
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from
engaging in its next required full-scale
community-based or individual, facility based
functional exercise following the onset of the
emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
following:
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(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.

(i) Analyze the OPQ's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPOQ's] emergency plan, as needed.

*[ RNCHlIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The RNHCI
must do the following:

(i) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.

(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHCI's
emergency plan, as needed.

This REQUIREMENT is not met as evidenced

by:

Based on document review and staff interview I. CORRECTIVE ACTION FOR THOSE
the facility failed to conduct a second exercise to RESIDENTS FOUND TO HAVE BEEN
test the emergency preparedness plan in AFFECTED BY THE DEFICIENT
accordance with §483.73(d). Failure to conduct a PRACTICE:
second exercise to test the emergency Completed a second exercise on 7/20/22
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preparedness plan could result in the facility of the Emergency Preparedness plan in
being unprepared in an emergency. The accordance with regulations and
deficiency affected the emergency preparedness completed all documentation to support
plan. The findings were: the exercise.
. HOW THE FACILITY IDENTIFIED
Document review and staff interview on OTHER RESIDENTS HAVING THE
06/28/2022 at 4:15 PM revealed that a second POTENTIAL TO BE AFFECTED BY THE
exercise of the emergency preparedness plan SAME DEFICIENT PRACTICE:
was not conducted. The facility stated that a full Facility identified that if drills are not
scale individual facility exercises had been done, completed, staff could be unsure of how
but no supporting documentation was available at to operate during a real emergency. This
the time of the survey. could cause potential for confusion and
harm to residents if staff is unsure of what
Interview with the facility administrator at the time to do.
of observation acknowledged the deficiency, and lll. MEASURES OR SYSTEMIC
indicated he was aware of the requirement. CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
Interview with the facility administrator at the time OCCUR AGAIN:
of exit acknowledged the deficiency. Through monitoring system, the facility

had in place, the drills will be conducted
accordingly as directed by regulations.
Monitoring system will keep facility
apprised of upcoming drills and will
support all documentation uploaded to
keep the facility in compliance. Facility will
complete all documentation necessary to
keep track of drills completed.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The Maintenance Director/designee will
be responsible to report to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for three months. The
Maintenance Director will be responsible
to follow up on any recommendations
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made by the QAPI Committee. A monthly
Audit of monitoring system for upcoming
drills will be completed.

Date of Compliance
7/20/22

K000 INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted by
Healthcare Licensing and Surveys on 06/28/2022.

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 the
National Fire Protection Association.

The facility was a fully sprinklered, single story
building of Type V (000) construction built in

1961. The building was equipped with a
supervised automatic wet and antifreeze sprinkler
system, and an addressable fire alarm system.
The facility had a capacity of 105 certified
Medicare and Medicaid beds with a census of 60
residents.

K 211 | Means of Egress - General K211 7/20/22
SS=E | CFR(s): NFPA 101

Means of Egress - General

Aisles, passageways, corridors, exit discharges,
exit locations, and accesses are in accordance
with Chapter 7, and the means of egress is
continuously maintained free of all obstructions to
full use in case of emergency, unless modified by
18/19.2.2 through 18/19.2.11.

18.2.1,19.2.1, 7.1.10.1

This REQUIREMENT is not met as evidenced
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by:

1). Based on observation and staff interview, the
facility failed to ensure that access to, and
visibility of, exists are maintained in accordance
with the 2012 NFPA 101, Life Safety Code.
Failure to maintain access and visibility of exits
could delay egress during an emergency,
resulting in injury or death. The deficiency
affected one of numerous exits from the facility.
the findings were:

Observation on 06/28/2022 at 12:53 PM in the
southeast corridor revealed a temporary plastic
barrier installed across the corridor, which
obstructed visibility of the exit from the corridor,
and hindered access to the exit. Interview with the
facility administrator revealed that the barrier had
been installed to isolate COVID patients, verifying
that the intent of the barrier was to provide a
temporary barrier between patients, and not to
eliminate access to the area for staff, residents,
and visitors. No interim life safety measure was
provided to demonstrate that the exit had been
temporarily replaced via another route.

Interview with the facility administrator at the time
of the observation acknowledged the barrier, and
indicated they were not aware that the blanket
waiver permitting such installations had expired.

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

REF: 2012 NFPA 101, Sections 19.2.1 and
7.1.10.2

2). Based on observation and staff interview, the
facility failed to maintain means of egress in
accordance with the 2012 NFPA 101, Life Safety

I. CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Facility has removed Plastic Barrier
installed across corridor to allow visibility
to point of exit in the building. Facility also
trimmed back Brush from the bush that
was blocking sidewalk on the Northeast
side of the building.

. HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

Facility identified that by blocking visual
acknowledgement of the egress, it could
lead to panic and confusion in case of an
emergency. Exit was at the end of a
hallway and could lead to residents
wandering in the wrong direction in case
of emergency compared to immediately
going out exit as guided by staff. Large
branches would create issues for those in
wheelchairs trying to escape from an
emergency.

lll. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
OCCUR AGAIN:

Facility has removed barriers and trimmed
bushes and will continue to monitor the
facilities points of egress to guarantee that
exits are not visually blocked.
Maintenance will trim bushes as they start
to grow throughout the seasons.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Q8SA21

Facility ID: WY0005 If continuation sheet Page 12 of 20




PRINTED: 08/04/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES 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 01 COMPLETED
535025 B. WING 06/28/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2700 E 12TH STREET

POLARIS REHABILITATION AND CARE CENTER CHEYENNE, WY 82001

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D 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)
K211 Continued From page 12 K211
Code. Failure to maintain means of egress as SUSTAINED:
required could delay egress from the building Facility will complete weekly audits for 3
during an emergency resulting in injury or death. months and report to Monthly QAPI
The deficiency affected two (2) of numerous meeting about points of Egress
exits. The finding was: throughout the facility. Maintenance
Director will be responsible for completing
Observation on 06/28/2022 at 11:45 AM at the Audits and will maintain all records
northeast exit revealed that the sidewalk was necessary for reporting.
obstructed by a large bush. Additional Date of Compliance
observation at 12:53 PM at the southeast exit 7/20/22
revealed that the sidewalk was also obstructed by
a large bush.

Interview with the facility administrator at time of
observation acknowledged the deficiency, and
indicated they were unaware of the requirement.

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

REF: 2012 NFPA 101, Sections: 19.7.3.1;
7.1.10.1

K 223 Doors with Self-Closing Devices K223 7120/22
SS=D  CFR(s): NFPA 101

Doors with Self-Closing Devices

Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barrier, or hazardous
area enclosure are self-closing and kept in the
closed position, unless held open by a release
device complying with 7.2.1.8.2 that automatically
closes all such doors throughout the smoke
compartment or entire facility upon activation of:
* Required manual fire alarm system; and

* Local smoke detectors designed to detect
smoke passing through the opening or a required
smoke detection system; and

* Automatic sprinkler system, if installed; and
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* Loss of power.
18.2.2.2.7,18.2.2.2.8,19.2.2.2.7, 19.2.2.2.8
This REQUIREMENT is not met as evidenced

by:

Based on observation and staff interview, the I. CORRECTIVE ACTION FOR THOSE
facility failed to provide a self-closing door that RESIDENTS FOUND TO HAVE BEEN
latched in accordance with the 2012 NFPA 101, AFFECTED BY THE DEFICIENT
Life Safety Code. Failure to provide a latching PRACTICE:
self-closing door as required could permit fire and Door has been tightened on Door Closer
smoke infiltration to the means of egress from mentioned in Survey results. Door fully
adjacent spaces, which may delay or hinder latches when closing on own.
egress of staff, resident, and visitors during an . HOW THE FACILITY IDENTIFIED
emergency. The deficiency affected one (1) of OTHER RESIDENTS HAVING THE
numerous doors in the facility. The findings were: POTENTIAL TO BE AFFECTED BY THE

SAME DEFICIENT PRACTICE:
Observation on 06/28/2022 at 12:13 PM at the By door not fully latching, could cause
narcotics room revealed that the door failed to smoke or fire to spread to an area that
latch. When dropped from full open position, with could increase danger to residents. Open
no initial motion, it was found that the door failed doors during a fire emergency are a
to fully close and latch. hazard to staff and residents by allowing
smoke into points of egress.

Interview with the facility administrator at the time . MEASURES OR SYSTEMIC
of observation acknowledged the deficiency, and CHANGES MADE TO ENSURE THE
indicated they were aware of the requirement. DEFICIENT PRACTICE WILL NOT

OCCUR AGAIN:

Interview with the facility administrator at the time Facility has checked all doors that have

of exit acknowledged the deficiency. the door closer for correct operation.
Facility has guaranteed that all doors fully
REF: 2012 NFPA 101: Section 7.2.1.8.2 close and latch on their own when let go

from an open position. Facility
Maintenance will check all doors once a
month and has been put into facility
monitoring system.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:
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The Maintenance Director/designee will
be responsible to report to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for three months. The
Maintenance Director will be responsible
to follow up on any recommendations
made by the QAPI Committee. The QAPI
will establish the necessity for ongoing
frequency of audits.

Date of Compliance
7/20/22

K 325 | Alcohol Based Hand Rub Dispenser (ABHR) K 325 7120/22
SS=D  CFR(s): NFPA 101

Alcohol Based Hand Rub Dispenser (ABHR)
ABHRs are protected in accordance with 8.7.3.1,
unless all conditions are met:

* Corridor is at least 6 feet wide

* Maximum individual dispenser capacity is 0.32
gallons (0.53 gallons in suites) of fluid and 18
ounces of Level 1 aerosols

* Dispensers shall have a minimum of 4-foot
horizontal spacing

* Not more than an aggregate of 10 gallons of
fluid or 135 ounces aerosol are used in a single
smoke compartment outside a storage cabinet,
excluding one individual dispenser per room

* Storage in a single smoke compartment greater
than 5 gallons complies with NFPA 30

* Dispensers are not installed within 1 inch of an
ignition source

* Dispensers over carpeted floors are in
sprinklered smoke compartments

* ABHR does not exceed 95 percent alcohol

* Operation of the dispenser shall comply with
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Section 18.3.2.6(11) or 19.3.2.6(11)
* ABHR is protected against inappropriate access

18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 460,
482, 483, and 485
This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the I. CORRECTIVE ACTION FOR THOSE
facility failed to store Alcohol-Based Hand-Rub RESIDENTS FOUND TO HAVE BEEN
(ABHR) in accordance with the 2012 NFPA 101, AFFECTED BY THE DEFICIENT
Life Safety Code and the 2012 NFPA 30, PRACTICE:

Flammable and Combustible Liquids Code . ABHR has been removed from the
Failure to store ABHR as required could confined space and divided out to meet
contribute to fire spread within the facility, which requirements through the facility with no
could result in injury or death in staff, residents, more than 5 gallons per smoke
and visitors during an emergency. The deficiency compartment.
affected one (1) of several storage rooms in the . HOW THE FACILITY IDENTIFIED
facility. The findings were: OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE

Observation on 06/28/2022 at 10:48 AM at the SAME DEFICIENT PRACTICE:

storage room next to the conference room
revealed that there was in excess of 5 gallons of
ABHR. Total quantity of ABHR was approximately
nine and a quarter (9.25) gallons. The storage
room was less than one hundred (100) sq ft in
area, and the door had a closure. However the
room was unrated.

Interview with the facility administrator at the time
of observation acknowledged the deficiency, and
indicated they were not aware of the requirement.

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

REF: 2012 NFPA 101: Section 19.3.2.3(7)
2012 NFPA 30 Sections 9.7.1, 9.7.2, Tables
9.6.2.1,9.7.2

By allowing more than the allowed amount
of ABHR in a single smoke compartment
could lead to a large combustible in the
case of a fire. By storing that in a confined
space within the barrier, it could lead to a
catastrophic event to the facility
endangering the residents of the facility.
lll. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
OCCUR AGAIN:

All ABHR will be allocated into designated
areas of the facility assigned by the
Administrator and Maintenance Director
for proper storage.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The Maintenance Director/designee will
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be responsible to report to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for three months. The
Maintenance Director will be responsible
to follow up on any recommendations
made by the QAPI Committee. The QAPI
will establish the necessity for ongoing
frequency of audits.

Date of Compliance

7/20/22
K 345 | Fire Alarm System - Testing and Maintenance K 345 7/20/22
SS=D  CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
Afire 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 readily
available.
9.6.1.3,9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview, I. CORRECTIVE ACTION FOR THOSE
the facility failed to test and maintain the fire RESIDENTS FOUND TO HAVE BEEN
alarm system in accordance with the 2010 NFPA AFFECTED BY THE DEFICIENT
72, National Fire Alarm and Signaling Code, PRACTICE:

Failure to test and maintain the fire alarm system Facility has since completed a Load Test
could result in injury or death in the event of a fire. on Fire alarm system batteries.

The deficiency affected the fire alarm system. [I. HOW THE FACILITY IDENTIFIED
The finding was: OTHER RESIDENTS HAVING THE

POTENTIAL TO BE AFFECTED BY THE

Document review on 06/28/2022 at 2:10 PM SAME DEFICIENT PRACTICE:

revealed that the fire alarm system batteries were If batteries fail and a fire is present,
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load voltage tested once in the last twelve (12) system could fail, and proper alarms and
months. The fire alarm system batteries are notifications would not sound throughout
required to have a load voltage test conducted the facility warning of danger. This could
every six (6) months. The facility stated they result in extreme harm to residents and
perform the check monthly, but no records of the staff without proper notification of danger.
check were kept. lll. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
Interview with the facility administrator at the time DEFICIENT PRACTICE WILL NOT
of observation acknowledged the deficiency, and OCCUR AGAIN:
indicated they were aware of the requirement. Facility has inserted every six months in
monitoring system to notify when next test
Interview with the facility administrator at the time is due. This will guarantee compliance
of exit acknowledged the deficiency. going forward for load tests being
completed twice a year and
Reference: 2010 NFPA 72 Table 14.4.5(20), documentation to support test being
14.8.2.4 completed.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The Maintenance Director/designee will
be responsible to report to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for three months. The
Maintenance Director will be responsible
to follow up on any recommendations
made by the QAPI Committee. The QAPI
will establish the necessity for ongoing
frequency of audits.

Date of Compliance
7/20/22

K 362  Corridors - Construction of Walls K 362 7/20/22
SS=E | CFR(s): NFPA 101

Corridors - Construction of Walls
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2012 EXISTING

Corridors are separated from use areas by walls
constructed with at least 1/2-hour fire resistance
rating. In fully sprinklered smoke compartments,
partitions are only required to resist the transfer of
smoke. In nonsprinklered buildings, walls extend
to the underside of the floor or roof deck above
the ceiling. Corridor walls may terminate at the
underside of ceilings where specifically permitted
by Code.

Fixed fire window assemblies in corridor walls are
in accordance with Section 8.3, but in sprinklered
compartments there are no restrictions in area or
fire resistance of glass or frames.

If the walls have a fire resistance rating, give the
rating if the walls terminate at
the underside of the ceiling, give brief description
in REMARKS, describing the ceiling throughout
the floor area.

19.3.6.2, 19.3.6.2.7

This REQUIREMENT is not met as evidenced

by:

Based on observation and staff interview, the I. CORRECTIVE ACTION FOR THOSE
facility failed to maintain corridor separations in RESIDENTS FOUND TO HAVE BEEN
accordance with the 2012 NFPA 101, Life Safety AFFECTED BY THE DEFICIENT
Code. The failure to maintain corridor separations PRACTICE:
as required could result in injury or death due in Tiles have since been replaced to seal the
an emergency. The deficiency affected one (1) hole thus not allowing smoke to pass
smoke compartment in the facility. The findings through space.
were: . HOW THE FACILITY IDENTIFIED

OTHER RESIDENTS HAVING THE

Observation on 06/28/2022 at 11:59 AM in the POTENTIAL TO BE AFFECTED BY THE
corridor at the north end of the second dining SAME DEFICIENT PRACTICE:
room revealed that two ceiling tiles had a hole for Smoke passage from one barrier to
the passage of a sprinkler head, where sprinkler another can lead to smoke inhalation by
heads were no longer installed, where by smoke residents and staff in case of fire. This
could bypass the ceiling and enter the annular could be harmful for those trying to
space above. Corridor walls must be maintained escape the smoke behind a smoke barrier
to the underside of the floor or roof above, or may protected from the fire. By not sealing the
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terminate at the ceiling if it provides a barrier
resistant to the passage of smoke

Interview with the facility administrator at the time
of observation acknowledged the deficiency, and
indicated they were not aware of the requirement.

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

Ref: NFPA 101 19.3.6.2

barrier this could lead to damaging effects
for residents.

lll. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
OCCUR AGAIN:

Facility will monitor any new areas that
could lead to smoke passing through a
barrier. Facility will work with outside
agencies assigned to do contract work to
make sure any new maintenance allows
compliance with regulations.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The Maintenance Director/designee will
be responsible to report to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for three months. The
Maintenance Director will be responsible
to follow up on any recommendations
made by the QAPI Committee. The QAPI
will establish the necessity for ongoing
frequency of audits.

Date of Compliance

7/20/22
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