Department of Health and Human Services
Centers for Medicare & Medicaid Services

Form Approved
OMB NO. 0938-0390

Post-Certification Revisit Report

Publlc reporting for this collection of information is estimated to average 10 minutes per respense, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information

Including suggestions for reducing the burden, to CMS, Office of Financial Management, P.0. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0380), Washingten, D.C. 20503.

{Y1} Provider/Supplier/CLIAf
Identification Number

535013

(Y2) Multiple Construction
A. Building

B. Wing

{Y3) Date of Revisit

10/17/2014

Name of Facility

KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE

Street Address, City, State, Zip Code

3128 BOXELDER DRIVE
CHEYENNE, WY 82001

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Cerrection that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the iderdification prefix code previously shown on the CMS-2567 {prefix codes shown to the left of each
requirement on the survey report form).

(Y4 Item (Y5) Date {Y4) ltem (Y5) Date Item (Y5) Date
Corraction Correction Correction
Completed Completed Completed
ID Prefix  F0241 09/24/2014 ID Prefix F0246 09/24/2014 ID Prefix  F0252 09/24/2014
Reg.# 483.15(a) Reg. # 483.15(e){1} Reg. # 483.15(h){1)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
iD Prefix FO0278 09/24/2014 ID Prefix F0280 09/24/2014 ID Prefix FO0281 09/24/2014
Reg. # 483.20(a) - (i) Reg. # 483.20{d){3}, 483.10(k)}{2) Reg. # 483.20(k)}{3X0)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0282 09/24/2014 ID Prefix FQ309 09/24/2014 ID Prefix F0311 09/24/2014
Reg. # 483.20(kX3){ii) Reg. # 483.25 Reg. # 483.25(a)(2)
LSC 1.SC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0312 09/24/2014 ID Prefix F0315 0912412014 ID Prefix F0323 09/24/2014
Reg. # 483.25(a)3) Reg. # 483.25(d) Reg. # 483.25(h)
LSC _ LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix F0328 09/24/2014 ID Prefix Fo320 0012412014 ID Prefix F0333 09242014
Reg. # 483.25(k) Reg. # 483.25(I) Reg. # 483.25(m)(2)
LSC Lsc LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency
Reviewed By — | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
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Post-Certification Revisit Report

Publlc reporting for this collection of information Is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gatharing and
maintalning data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of informaticn
including suggestions for reducing the burden, to CMS, Cffice of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budgat, Papenwork

Reduction Project (0938-0380), Washington, D.C. 20503,

(Y1) Provider/ Supplier/CLIA/
Identification Number

535013

{Y2) Multiple Construction

A. Building
B. Wing

(Y3) Date of Revisit
10/17/2014

Name of Facility

KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE

Street Address, City, State, Zip Code

3128 BOXELDER DRIVE
CHEYENNE, WY 82001

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corractive action was accomplished. Each daficiency should be
fully identified using elther the regulation or LSC provision number and the Identificatlon prefix code previously shown on the CMS-2567 {prefix codes shown to the leff of each

requirement on the survey report formy).

(Y4) Item (Y5) Date (Y4) ltem (Y5) Date {Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0353 09/24/2014 ID Prefix F0356 09/24/2014 D Prefix F0364 09/24/2014
Reg. # 483.30(a) Reg. # 483.30(e} Reg. # 483.35(d){1)-(2}
LSC LSC LSC
Corraction Correction Correction
Completed Completed Completed
ID Prefix F0368 09/24/2014 ID Prefix FO371 09/24/2014 ID Prefix F0425 09/24/2014
Reg. # 483.35(f) Reg. # 483.35(D) Reg. # 483.60{al.(b}
LSC L LSC LSC
Cotrection Correction Corraction
Completed Completed Completed
ID Prefix F0441 09/24/2014 iD Prefix F0468 09/24/2014 ID Prefix F0513 09/24/2014
Reg. # 483.65 Reg. # 483.70{h){3) Reg. # 483.75(k){2)(iv)
LSC LSC LSC
Correction Corraction
Completed Completed
ID Prefix F0514 09/24/2014 ID Prefix F0520 09/24/2014
Reg. # 483.75(I{1) Reg. # 483.75(c}(1)
LSC LsSC
Reviewed By Reviewed By l | [ / Date: gnature of Supveyor: Date:
State Agency B "I 4 <’S>ﬂ)wu aﬂy@ﬂ e R iOfLK! 14
Reviewed By — . | Reviewed By ! ’Date: Sgnature of Surveyor: O f Date:
CMS RO

Followup to Survey Completed on:

8112014

Check for any Uncorrected Deficiencies. Was a Summary of

Uncorrected Deficiencles (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 2567B (9-92)

Page 2 of 2

Event ID: QUX112



L N

©w  Gophsveel e &Zc@a%oa "Hij /
ol civaaebie wlte ady Werieaged]
Of He AHA 10 whiely er 164,
DEPARTMENT OF HEALTH AND HUMAN SERVICES
~SENTERS FOR MEDICARE & MEDICAID SERVIGES

» RECEIVED
Dept bf Hoaln

[
¥

e [ ohtor Howd: M‘coer'eﬂ \lﬂﬂ

[ PRINTED: 100280201
ATNOY 07 201 o Fagg%%mmv%%

The tacifity raust gngues that it s kee of
madication error ratas of five percent or greater

A

This REQUIREMENT is not meé a$ avidenced
by

Hased on observation, medical record review
and stolff inlarview, the facility fallod to maintain o :
! medication ercor rate below 9%, evidencesd by §
 rrors i 48 opportunities, resulting in an error
rate of 11.8%, n aduition, this defician. practice
| Was evidence the facility was net in compliance
j with their plan of comsction ang progosed 82474
f date of compliance, The findings ware:

1. Dbservation an 10/15/14 at 4:35 P showad
LPN #2 dispensed and sdrinistored donepesi 1¢
mg fes resident #23. During idenview at that i ma
the LPN statad the madioation was a D5
medication anid mceording o the faoitity
medication adminisiration timing suhedus, PM
medications ware to be given starting st 4 P
Review of the Oulober 2014 phystlan's orders
fecapituintion showed an order, dated 11/ 15412,

: for "donapezil 10 mg PO {by i) af hecttime
ey

2. Observatlon on 10/5/14 at 4:38 Py showad
LPN #2 gave resident #1 the following ]
medivalions: gabapantin 300 my, mirszasng 14
g, and latanoprost 0.005% aye deeps 1o both
oyes. Review of the Cotober 2014 prhysician
orders recapittilation revaslad the Taliswing:

STATEMENT OF DEFICENCIES (XY} PROVDERSBRLIERGLIA 2 vl N R i : Py '
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NAME OF PROVIDER (118 SLPPLIER STREETABDRESS, CITY, STATE, 20 COPE N
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PREFI i TEACH DEFIGENGY MUST B PHECEDMSD 87 FULL BREF (EACH GORRECTIVE ALTICH BHOULD B GEaaPLETIN
TAG REGULATORY OF LSC IDENTHYING INFORKATION: TG 5 GROSSRESERENCED TO ThE APPAOPRIATE DATE
: DEFICIENGY)
3
{F 000} | INITIAL COMMENTS {F aoy!
{F 337 '483,25{@( 1) FREE OF MEDICATION ERAOR HIR VT I kD)
48=F | RATES OF 5% OR MORE

Corrgsive Action:

Resiclent #1, #6, #14, #16, #23 and 874
have been assessed and determined g0
have no adverse response agspeiated

&&Aﬂwﬂjz
Mentificption of Others:

o)

basotine sudit of medivation
adaninisteation records for the previsus
30 days for current residents, Physicians
will be netified, orders clarified/obtained
Windicated, and care plan updated as
appropriate,

Syytem Change:

i The DNS/designee will be responsible

i Tor providing, education and compelency
validation to aﬂﬂ Licensed Nurse staff

: Mpuitoring:

i The DNS/Designes will monitor

i medication adminisiration far indleation

P ofamission or error 3 X weoekly, The
BNSDesignee will conduet random
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Iweekly, Identified trends will be
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© Tmprovement Commities monthly and ax
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deerasd appropriate,
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NAME OF PROVIEIR OR S5 PALIE R

KINDEED TRANSITIONAL CARE AND REMARBILITATION-CHEYE

BYREET ADDRESS, CITY, §TATE, 2P BODE
128 BOXELDER DRIVE
CHEYENNE, WY 82004

101712014

FREFIR IEALH DEFNENCY MUST HE PRECEDLED oY FRLL,
THE REGHLATOFY i 80 IDENTIFING WEATION,)

{Xa) 1) j SUMMARY STRTEMENT OF (EF I8 10
i
!

{F 332} Conbnued From pags 1

I gabapantin 300 mg was 1o be Ghvam cvery day at

Hogdtime; mirtazapine 15 mg was i be given
svary day al bediime. Istanoprost © 05%, ey
drops were I b giver in both ayes every day at
hattime, L
3. Observalion of a madication pass on *0M8/14
al 4118 P revealand RN I dispensed and
adminlsterad 200 my of Collce 10 resident #74,
Review of the October 2044 physician's srdars
| recapitulation showad an order, deted 1412 12, for:
F*Colace (ducosats sodion) 20 g PGty ’
L mouth) daily st bedime

4 Obaarvation of a medication pass on 10/16/14 -
% #4223 P revesled BN #1 dispensesy and
padministersd 7.9 mg of mirtsaaping fo residant
{814 Raview of the Qclober 2014 physisans
Torders recapiiutation showed au order, dated

i DA, Tor "Foemaren ( migtgraning; T 5 mg PO

| (by mouth onca & dey o be ghen at HS thour ot
| sleopbediime),

| 5. Interview with the umt manager, BN 22 on

10614 88 5 PR condinmied bedirne madications -

s were 16 be given no parlier than 8 £ '

a 6. Qbsarvation of & medivation pass on 10/16/14

§ AL4:20 PM on the expressions Wik revesiod LN
#1 dispensed and administerad divaiproox 125

L il to resldent #65, Review of ihe physiclan's order-
i at thal tire showed this arder was for chvalproey
CS00 myg TIO (3 tmes 3 day). fnierdas whh the

- LPN st that ime contirmed she gave e incovent
i dosage, and at Bt hme she dispansad and

s adminislarad an addiional 375 my of dvalproex

1 1o the regldent. :
1 7. Observalion of a madication poss on 1BAM6HG
| 81 4:40 PM rovenied RN #1 tispenaed aod :
;fadmir;iatafed Aarelln 15 mg b resident £16 1n the -
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P Aai2014
CENTERS FOR MEDICARE & MEDICAID BERVIGES ONB NG, 00380501
STATEMERT OF OEFICIENCIES. £43) PROVIDERUSUPTUALRIGLA A BLFIPLE CONBTRUIG RON {43 DATE SURVEY
AN PLAN OF CORREBUTION DENTIHOATION HUPAGER. A BULDING _ GOMPLETED
‘ -G
o o 10117/2014
NAME OF PROVIGER OFf GUILI8FR- T B RER T ADURLGE, T GTATE, 215 GODE, .
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* R ' CHEYEHNE, WY 82001
KD 1 SUMEVARY STATEAMENT OF DEFICENCES oo PROVIDER'S FLAN OF QORREGTICR T e
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| i DEFICINGY !
! 3 j
{F 332} | Continued From page 2 £ 552y ! ff/mﬁ/
i resident's room. Thers wag no meal prasent in ; :
! the room. Review of 2 physicler's arder dated -
! B34 showed "Blart rivarcxaban (Kaselio) 10 i
i Trg dally with avening meal." fnterviow wilh the 3 ;
[unit maneger on 10/16/14 st § PM cenfised the ’
s resident shouid have received his/hor medication i
i with tha evening madl. :
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