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ALLEGATIONS/INDIVIDUALS Allegations/individuals _?5
The facility must not employ individuals who have Preparation and/or execution of
been found guilty of abusing, neglecting, or this plan of correction does not
mistreating residents by a court of law; or have _ . dmissi t
had a finding entered into the State nurse aide constitute acmission or agreemen
regisiry concerning abuse, neglect, mistreatment by the provider of the truth of the
of residents or misappropriation of thelr property; facts alleged or conclusions set
and report any knowiedge it has of actions bya forth in the statement of
court of law against an employae, which would .o
Indicate unfitness for service as a nurse aide or deficiencies. ~ The plan of
other facllity staff to the State nurse alde registry correction is prepared and/or
or licensing authorities. executed solely because it is
The facliity must ensure that all aieged violations required by the provisions of
invelving mistreatment, neglect, or abuse, federal and state law
Including injuries of unknown source-and e Cab '
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officlals In accordance with State law .
through established procedures (including to the Corrective Actions
State survey and cerlification agency). A resident to resident incident report
i i i 72 with an
The facility eust have evidence that ail alleged !nvolzmgt_resuient ﬁ eenal:’;i o Itﬁe
viclations are thoroughly Investigated, and must investigation has ,
prevent further potential abuge while the Office of HealthCare Licensure and
investigation is in progress. Survey.

Tha results of all investigations must be reported
to the adminlstrator or his designated
representativa and to other officlals In accordance

The resident to resident incident
report containing the investigation

with State law {including to the State survey and involving  resident #99 and the
certification agency) within & warking days of the correction of dates was sent to the
incident, and if the alleged violation is verified Office of HealthCare Licensure and
appropriate correciive action must be taken, Survey.
LABDRATORY DIRE PLIER REPRESENTATIVE'S SIGNATURE {x8} DATE
)
Any deficlency stalemant ending deanoles a daficiency which the Insiution may b excused from comscting providing it is dalammined that
othar safeguards provide sufficlant patients. {See Instructions.) Excapt for Rursing homes, tha findings stated above are disclosable 50 days
Tollowing the dats of survay whether of correciion is provided. For fursing homes, the abave findings and plans of comection are disclosable 14

days following the date thase documents are made avallabla to Ihe faciy. If deficlencies ara cited, an appraved plan of cormaction is mquisite to contisuad
program padicipation,
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Identification of
F 225} Continued From page 1 F 225 eutification of Others
:hlls REQUIREMENT is not met as evidenced | A review of the last 60 days of
Based on medical record review and staff Incadent‘ and _ Accident rePorls
interviaw, the facility fallad to ensure incidents of concerning  resident to  resident
resident-to-resident abuse were reported to the incidents and compliance with CMS
State Survey and Certification Agency for 2 of 2 F-225 guidelines was completed by
samplg residants !#72. #589) reviewed for sbuse. the Administrator, Resident 1o
The findings were; resident incidents that have not been
1. Review of he SBAR {Situation Background reported per guidelines will be
Assessment Recommendation] Communicalion | reported to the Office of Healthcare
Form dated 7/24/15, for resident #72 showed the Licensure and Survey.
situation reporied was "Resident to Resident
aggrassion.” Further, it showed "Resident was Systems Change
slttllng in [his/her] whaelchair when anothar e =
resident came and grabbed ahold of [resident’s)
wheelchair and pushed fhim/her] into another _ The P esae St‘fff that has the
'rasldant and they hit each ofhers knees. Then potential to report resident to resident
{ aggrassiva rasident took [resident] and ran incidents had been educated on the
: hlmfheut'eigtg dog;f atF?urisae's sltlon. R:sti;lenl’s CMS reporting requirements per F-
! separa y staff. Resident's kneas both pink 225 by the Administrator.
Eand L [lef) foot by pinky toe bruised {with) smaill ! y fhe Administrator
cut fo top of fool..." Review of the ' Monitori
“Incldent/Accident Report” dated 7/24/15 showed onitoring
the type of Incident was "Resident to Residant." i
Findings showad: "An agitated resident grabbed The Administrator will review future
[res::ani's}] u[fhﬁelc:lla.'lr]aln:o rargmed resident Into resident to resident incidents for
another w/c [wheelchair] bound resident..," i o H i
During an interview with the administrator on ;?.:;fl li:cgr:i(:‘ lesllg;, %if, OI:: :.:SI Tfmg
11/4/16 at 5:05 PM, ha revealed i the residents =Y teporting X
are cognitively impaired and there Is an | not:ﬁqatlon. _ Non-compliant
altercation between residents, the facility does not reporting  will  be  corrected
typically report the Incident {o Healthcare immediately and the resuils will be
Licensing and Surveys (HLS-the State Survey reported at the QAPI monthly
and Cerlification Agency). He further indicaled the meeting for review and corrective |
ﬁ;"l;gn:“es canduct an investigation of the - actions if needed unil resolved. :
During an interview with the director of ]
nursing at 4:15 PM that same day, she indicsted i
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the incldent was not considered
resident-to-rasident abuse because lhe residenis
did noi hava dlrect physical contact,

2. Reviaw of the "Progress Notes" revealed social
servicas had written a note dated 10/20/15, timed
10:22 AM, for resident #89 that showed:
“Resident was up alf night long and physicatly hit
{hisfher] roommate. This could be attribuled to
being unstable with [hisher] mood disorder,.”
Further review of the progress notes showed on
10/49/15, timed 10:30 PM, the nurse had
documented the resident had been verbally
aggressive with the roommate,

During an interview with the administrator on
11/4115 at 5:30 PM, he reported the resident had
picked up a flower pol that was located In the
resident's room and hit the roommate with it, The
incident was not witnessed but there was dirt
found in the bed. The surveyor asked the
administrator If an Incident report was filed with
HLS and he affirmed a report had been sent. The
adminisirator provided a copy of the report that
he indicated had been faxed. He stated the fax
verification report was not avallable,

Review of the "Facility Incident Report Form"
showed the date the incident was initially reported
! to HLS was 10/17/15. Further, it showed the date

of the incident was 10/18/15. Details of the
incident included; “Staff reported...that [resident's
roommals] said [s/he] had been hit in the face
with (his/har] plant by the residenl. Assessment of
[resident's roommale] showed a distinct mark on
{hisfher] left cheek. The administrator spoke with
[resident] and [s/he) sald that in fact [sthe] did hit
[roommate} with the plant because [s/he] would
not {eave fhim/her] alone...” The report further
showed the roommate had asked the resident to
"be quite” because the resident was making

Continued From page 2 F 225

FORM CMS-2587{02.0%) Pravious Versiens Obsotate Evanl ID-&VHIN

Facliy I WYD023

If continuation sheal Page 3 of 4



11/24/2015 TUB 15:04 ©PAX 866 304 7601 Poplar [@oos/009

PRINTED: 11/18/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. -0391
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIERICUIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
535024 8. WING 11/06/2015
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
4305 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82501
(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES 1o PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
A6 REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 | Continued From page 3 | F225
“erying sounds" all night and could not sleep, The :
roommate was relocaled following the incident. |

Review of the list of Oclober 2015 incidents |
provided by the facliity showed there was no
documentation of the resident-to-resident
gitercation,

Ravlew of the incident reporis raceived by
HLS on 11/5/15 falled to show a report of the |
incldent had been recelved from the facility.
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