Department of Health and Human Services

Centers For Medicare & Medicaid Services Form Approved

OMB NO. 0938-0390

Post-Certification Revisit Report
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i":’l) Provider / SupplierlCLlA !
Identification Number

535013

Name of Facility
GRANITE REHABILITATION AND WELLNESS

(Y2) Multiple Construction
A. Building 01 -
B. Wing

| (Y3) Date of Revisit

MOUNTAIN TOWERS HEALTH CARE 1171272015

: Street Address, City, State, Zip Code
1 3128 BOXELDER DRIVE

CHEYENNE, WY 82001

Tins reporl is compleled by a qualified Slale surveyor for the Med:care Medlca:d andfor Clinicat Laboratory Improvemml Amcudmms program, 1o show lhose deﬁcwncles pre\ncus!y reporled on the
CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished, Each deficiency should be fully identified using cither the
regulation or LSC provision sumber and the identification prefix code previously shown on the CMS-2567 (prefix codes shown 1o the left of each requirement on the survey veport form).

(Yd) 1item (Y5) Date (Y4) ltem (Y5) Date  (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
1D Prefix 10/18/2015 1D Prefix 10/1872115 1D Prefix 10/18/2015
Reg. # NEpa 101 Reg. # NEPA 101 Reg-# nNEpa 101
Lsc Ko | Lsc Koo _ | isc Keoss =
Correction Correction Correction
Completed Completed Completed
ID Prefix 10/1812015 ID Prefix 10/14/2015 1D Prefix 10/14/2015
Reg-# NFPA 101 Rez.# nrFpa 11 Reg-# NFPA 101
LSC K0052 LSC K0056 '-.U f\;u{jl,_ | LSC K0062 W) Awew.
[
Correction Corvection Correction
Completed Completed Completed
ID Prefix 101872015 | 1D Prefix 10/1872015 1D Prefix
Reg. # NEPA 101 Reg.# nepa 101 Reg. 4
LSC K0076 al LSC K0130 ] LSC _ B
Correction Correction Correction
Completed | Completed Completed
ID Prefix 1D Prefix - 1D Prefix
Reg, # Reg. ¥ | Reg#
LSC LSC I LsSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix | 1D Prefix
Reg. # | Reg. # | Reg#
LSC : LSC LsC
Reviewed By " Reviewed By Dnic. Signature of Suryeypr: | Date:
State Agency % l ‘D\\{ I 7 3 ‘/SS-L/ | ///f.;/f s
[ {
: | | S
Reviewed By | Reviewed By Date: iSignature of Surveyor:
CMS RO [
Follawup 1o Survey Completed on: | Check for any Uncorrected Deficiencies. Was a Summary of Uncorrected
08/31/2015 [ Deficiencies (CMS-2567) Sent to the Facility? YES NO
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DEPARTMENT OF HEALTH AND HUMAN SERVICES |
CENTERS FOR MEDICARE a MEDICAID SERVICES | JOV 1 & 901
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPFLIER/CLIA (M2) MULTIPLE CONSTRUGTION
ANTPLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING 01 -MAIR BUEDING
|
535013 8. WING “-;...—_ S Al T
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF COGE
3124 BOXELDER DRIVE
GRANITE REHABILITATION AND WELLNESS CHEYENNE, WY 82001
(4 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE combiirion
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) A6 CROSS-REFERENGED TO TNE APPRQPRIATE
DEFICENCY)
(K000 NTRL COMRRIIS {K oo} Prepatation and/or execution of this plan jof
correction does not constitute the providet's

admission of or agreement with the fagts
alleged or conclusions gset forth in the
statement of deficiencies. The plan |of
correction is prepared and/or executed solgly
becausc it is required by the provisions jof
federal ard state law.

K 143 | NFPA 101 LIFE SARETY CODE STANDARD K143
85=D

Tramsfering of oxygen is;

{a) separatad from any portion of a facility
whergin patients are housed, examined, or
treated by a separation of a fire bamier of 1-hour

fire-resistive construction; i
: , : ' K143
{b) in &n area that is mashanicslly ventiliated, 1 1].1]7/4,01 5
J sprinklerad, and has caramic or concrate fiooring; ) . r
tand Corrective Action:
(o) in 8 area posted with signs indicating that ;
transferring is oceurring, and that smoking in the Employet; i wi‘_f = 4 USIng dme
immediate area is not permitted in accordance proper PPE was educated regarding
with NFPA 99 and the Compressed Gas the policy and procedure addressihg
Assoclation. 86252 the use of PPE while transfillipg
oxygen. |
!
Identification of Others:
This STANDARD is not met as evidenced by:
Basad on observation, document review, and Employees have been observ
| staff intarview, the faoility falled to provide transfilling oxygen from the storage
quallfied personnel who are familiar with the tank to a portable tank using the
precautions necessary to avoid hazards of : necessary PPE
transflfing fiquid cxygen. The findings were: Ay FE.

Observation of a Cartified Nursing Asslstant on .
11712115 at 3:11 PM revealed the staff member !

filing & liquid oxygen portable device without any

pratected equipment being utiiized, Further

observation revealed that all necessary protactive

|
Pdiningschedo.~ gﬁf;‘!{f

e e |
[ABORATORY DIRECTOR'S OR PRPVIDER/SUPRMER REFRESENTATIVE'S SIGNATURE

iy (fiénctax a deficiency which the instition may be sxcuscd from comacting providing & is
other eafoguards provida sufficient protectiop § u: [Batlants, (See inatructians,) Except for nursing homes, the findings mteg above gfse diackaable 90 days
following the dute of survey whether or not #*plan of eorrection is provided. For nursing homes, the abave findings and plena of oorrection ane diaclesuble 14

toya following the 'dah thase documents are made available te the facility, |f deficlenclas are cited, an spproved plan of carrection Is requisite to contintied
program participation,

Any deficiency stgterment Salng with an aab
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11/13/2815 15:20 3877777127 HEALTHCARE LIC SURV PAGE B5/86
o = PRINTED: 1171372015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
FOR MEDIC DICAID SERVIC OME NO. 0938:001
STATEMENT OF DEFICIENCIES 1) PROVIDER/BUPPLIER/CLIA (22} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING D1 - MAIN BUILDING COMPLETED
R
£35013 B.WING — 11112/2016
[ NAME OF PROVIDER DR SUPPLIER GTREET ADURESS, GITY, STATE, ZIP CODE
3128 BOXELDER DRIVE
GRANITE REHABILITATION AND WELLNESS CHEYENNE, WY 82001
4 0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'A FLAN OF CORRECTION i
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE oomLeTIoN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAQ CROBS-REFERENCED. 10 THE APPROPRIATE CATE
K 143 | Continued From page 1 K 143| stem Changes:
equipment was located withi the filling location, vy anges.
The Facility Maintenance Manager was present at . .
the time of the observation and acknowledge the The SDC/Designee will re-edu
staff member not utilizing the provided protective employees that fill OXygen and pla
. equipment. interview with the Certified Nursing spootin documentation .
Assigtant at the time of the observation ppoTHng
acknowledged ahe was aware the protective employec files. All new employess
Gcllé-l‘ipmemwarg in lh; room, but was not famiilar addressing transfilling oxygen will i:e
with the hazards or the precautions neceseary .
when filling poriable liquid oxygen. Docuiment educated upon orientation.
raview on 11/12/15 at 3:36 PM revealed no
documentation was available in employee files io
verify propes training of staff members in the Monitoring:
precaufions necassary to avold the hazards listed
in CGAP-2.6. Interview with the Direclor of udi 1
Nureing on 11/42/15 at 3:40 PM verified that no Random weekly audits wi
training documentation was prasent in employee conducted for three {3) months fo
:"'315- The D"Wﬁl rof Nursing mdm ﬁ';'- she does confirm that employees transfilling
rain new employees on how to fill liquiki oxygen, tank
but when asked could not provide the hazards of oxygen from a storage to|a
liquid oxygen during the filling process. The portable tank are using the necess
Facliity Administrator and the Regional Vice PPE.
President of Operations was present during the
m:;:::nt review, and intarview of the Directar of Completed audits will be provided jat
the monthly CQT meeting for er
zRg;:D . 1 evaluation and educational
Seetlon 19.3.2.4 09
1899 NFPA 98, Section 8-6.2,5.2 opportunities.
CGA Pamphiet P-2.6, Sections 1.3.1, 5.1,1, and
532
|
L
FORM CM3-2567{02-26) Previous Vertions Obsoleta Event 10, TWVYNZ2 Faciliy 1B WYTQ1B
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