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F 000 INITIAL COMMENTS F 000

 A recertification survey was conducted by 

Healthcare Licensing and Surveys from 1/7/19 to 

1/10/19. Also reviewed in the course of the survey 

were complaint intakes WY00002566 and 

WY00002676. 

The following common abbreviations are used 

throughout this document:

DON- Director of Nursing

MDS- Minimum Data Set

RN-     Registered Nurse

Less commonly used abbreviations will be 

annotated in each deficiency.

 

F 567

SS=E

Protection/Management of Personal Funds

CFR(s): 483.10(f)(10(i)(ii)

§483.10(f)(10) The resident has a right to 

manage his or her financial affairs. This includes 

the right to know, in advance, what charges a 

facility may impose against a resident's personal 

funds.

(i) The facility must not require residents to 

deposit their personal funds with the facility. If a 

resident chooses to deposit personal funds with 

the facility, upon written authorization of a 

resident, the facility must act as a fiduciary of the 

resident's funds and hold, safeguard, manage, 

and account for the personal funds of the resident 

deposited with the facility, as specified in this 

section.

(ii) Deposit of Funds.

(A) In general: Except as set out in paragraph (f)( 

l0)(ii)(B) of this section, the facility must deposit 

any residents' personal funds in excess of $100 in 

an interest bearing account (or accounts) that is 

F 567 2/15/19
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FORM CMS-2567(02-99) Previous Versions Obsolete EPZ411Event ID: Facility ID: WY0023 If continuation sheet Page  1 of 23



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  04/04/2019
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

535024 01/10/2019

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4305 S POPLAR
POPLAR LIVING CENTER

CASPER, WY  82601

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 567 Continued From page 1 F 567

separate from any of the facility's operating 

accounts, and that credits all interest earned on 

resident's funds to that account. (In pooled 

accounts, there must be a separate accounting 

for each resident's share.) The facility must 

maintain a resident's personal funds that do not 

exceed $100 in a non-interest bearing account, 

interest-bearing account, or petty cash fund.

(B) Residents whose care is funded by Medicaid: 

The facility must deposit the residents' personal 

funds in excess of $50 in an interest bearing 

account (or accounts) that is separate from any of 

the facility's operating accounts, and that credits 

all interest earned on resident's funds to that 

account. (In pooled accounts, there must be a 

separate accounting for each resident's share.) 

The facility must maintain personal funds that do 

not exceed $50 in a noninterest bearing account, 

interest-bearing account, or petty cash fund.

This REQUIREMENT  is not met as evidenced 

by:

 Based on review of resident fund/banking 

information, policy and procedure review, resident 

interview, and staff interview, the facility failed to 

ensure residents were able to access funds in a 

timely manner as required. There were 66 

residents with funds managed by the facility. The 

findings were:

Review of a list provided by the business 

manager showed there were 66 residents who 

had resident fund accounts. Review of the posted 

"Banking Hours" showed banking was available 

at the front desk Monday thru Friday from 9 AM to 

12 PM and 1 PM to 3 PM. The following concerns 

were identified:

a. Interview on 1/7/19 at 4:42 PM with 

resident #71 revealed s/he was unable to access 

funds from his/her facility account on Saturdays 

 Immediate Action:

Resident Council met on 1/15/2019 and 

established new banking hours.  Banking 

hours will be 8am to 5pm Monday through 

Friday, and from 9am to 12pm on 

Saturday.  Regular banking hours are not 

available on Sundays or Holidays, 

however the facility will have a secure 

minimum double locked system in place 

for nursing staff to access resident funds 

during non-banking hours. Resident #71 

was notified of the new banking hours on 

1/15/19 and will be notified of the after 

hours, weekends and holiday access by 

02/15/2019. Nursing staff will be educated 

on the new process before 02/15/2019.

Identification of Others:
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or Sundays. 

b. Interview on 1/8/19 at 10 AM with a group 

of 9 residents revealed they had access to their 

funds until 3 PM during the week, however no 

funds were available on weekends or holidays.

c. Interview with the business manager on 

1/9/19 at 4:36 PM revealed there were banking 

hours where residents could access cash from 

their funds. She stated there were 2 holidays 

recently, on 12/25/18 and 1/1/19, when there 

would have been no way for residents to access 

their funds due to no banking hours. She also 

stated there were no banking hours on the 

weekends.  

d. Review of the "Resident Trust Accounts" 

policy and procedure revised October 2017 

showed availability to same day cash requests 

was not addressed.

Banking hours will be posted and 

available to all residents beginning 

01/26/2019.  Residents will be notified by 

the Daily Activity Sheet of the regular 

banking hours on 01/26/2019 and

residents will be notified that nursing staff 

will be able to assist with resident funds 

during non-banking hours by 02/15/2019. 

System Change:

All Activities staff were trained by the 

Business Office Manager on 1/26/2019 

and 1/28/2019 to provide access to 

banking hours on Saturday from 9am to 

12pm and/or during times when the 

Business Manager is out of the office.  

The Business Office Manager will provide 

services Monday through Friday. Nursing 

staff will provide services after hours, 

Sundays, and holidays.

Monitor:

Activities Director will follow up bi-monthly 

with Resident Council for the next three 

months to ensure access to funds are 

available seven days a week, weekends 

and holidays are adhered to.  Monthly 

reports are to be provided to the 

Administrator.

F 623

SS=E

Notice Requirements Before Transfer/Discharge

CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer. 

Before a facility transfers or discharges a 

resident, the facility must-

(i) Notify the resident and the resident's 

representative(s) of the transfer or discharge and 

the reasons for the move in writing and in a 

F 623 2/8/19
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F 623 Continued From page 3 F 623

language and manner they understand. The 

facility must send a copy of the notice to a 

representative of the Office of the State 

Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or 

discharge in the resident's medical record in 

accordance with paragraph (c)(2) of this section; 

and

(iii) Include in the notice the items described in 

paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 

(c)(8) of this section, the notice of transfer or 

discharge required under this section must be 

made by the facility at least 30 days before the 

resident is transferred or discharged.

(ii) Notice must be made as soon as practicable 

before transfer or discharge when-

(A) The safety of individuals in the facility would 

be endangered under paragraph (c)(1)(i)(C) of 

this section;

(B) The health of individuals in the facility would 

be endangered, under paragraph (c)(1)(i)(D) of 

this section;

(C) The resident's health improves sufficiently to 

allow a more immediate transfer or discharge, 

under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is 

required by the resident's urgent medical needs, 

under paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 

days.

§483.15(c)(5) Contents of the notice. The written 

notice specified in paragraph (c)(3) of this section 

must include the following:

 (i) The reason for transfer or discharge;
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F 623 Continued From page 4 F 623

(ii) The effective date of transfer or discharge;

(iii) The location to which the resident is 

transferred or discharged;

(iv) A statement of the resident's appeal rights, 

including the name, address (mailing and email), 

and telephone number of the entity which 

receives such requests; and information on how 

to obtain an appeal form and assistance in 

completing the form and submitting the appeal 

hearing request;

(v) The name, address (mailing and email) and 

telephone number of the Office of the State 

Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual 

and developmental disabilities or related 

disabilities, the mailing and email address and 

telephone number of the agency responsible for 

the protection and advocacy of individuals with 

developmental disabilities established under Part 

C of the Developmental Disabilities Assistance 

and Bill of Rights Act of 2000 (Pub. L. 106-402, 

codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental 

disorder or related disabilities, the mailing and 

email address and telephone number of the 

agency responsible for the protection and 

advocacy of individuals with a mental disorder 

established under the Protection and Advocacy 

for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 

effecting the transfer or discharge, the facility 

must update the recipients of the notice as soon 

as practicable once the updated information 

becomes available.

§483.15(c)(8) Notice in advance of facility closure 
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In the case of facility closure, the individual who is 

the administrator of the facility must provide 

written notification prior to the impending closure 

to the State Survey Agency, the Office of the 

State Long-Term Care Ombudsman, residents of 

the facility, and the resident representatives, as 

well as the plan for the transfer and adequate 

relocation of the residents, as required at § 

483.70(l).

This REQUIREMENT  is not met as evidenced 

by:

 Based on medical record review, and staff 

interview, the facility failed to provide a notice of 

transfer prior to a facility-initiated hospital transfer 

for 8 of 8 sample residents (#2, #23, #31, #51, 

#54, #55, #68, #71) reviewed for facility-initiated 

transfer. The findings were:

1. Review of the medical record showed resident 

#2 transferred to the hospital on 11/27/18. Further 

review of the medical record showed the facility 

did not issue a written transfer notice to the 

resident or the resident representative at the time 

of the transfer.

2. Review of the medical record showed resident 

#23 transferred to the hospital on 10/10/18, 

12/25/18 and 1/3/19. Further review of the 

medical record showed the facility did not issue a 

written transfer notice to the resident or the 

resident representative at the time of the transfer.

3. Review of the medical record showed resident 

#31 transferred to the hospital on 11/27/18, 

12/28/18, and 1/3/19. Further review of the 

medical record showed the facility did not issue a 

written transfer notice to the resident or the 

resident representative at the time of the transfer.

 Immediate Correction:

Resident and/or family for #2, #23, #31, 

#51, #54, #55, #68, and #71 will be 

provided an informational copy of the 

transfer and discharge notice by 2/8/2019.

Identification of Others:

An audit was conducted of 

transfer/discharges in the last 30 days for 

transfers to the hospital.  The audit 

identified six (6) residents who were 

transferred for urgent medical needs, one 

(1) resident deceased and five (5) will be 

provided with informational notices and 

acknowledgements for those identified as 

not in compliance by 2/8/2019.

System change:

Staff were re-educated on the 

transfer/discharge process on 1/29/2019 

and 1/31/2019. The transfer/discharge 

form will be included in the packet of 

information to be completed by the nurse 

upon transfer/discharge from the facility 

for hospital transfers.

The Interdisciplinary Team (IDT) will 

complete daily audits (Monday through 
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4. Review of the medical record showed resident 

#51 transferred to the hospital on 9/20/18, 

11/11/18, 11/20/18, and 12/8/18. Further review of 

the medical record showed the facility did not 

issue a written transfer notice to the resident or 

the resident representative at the time of the 

transfer.

5. Review of the medical record showed resident 

#54 transferred to the hospital on 9/18/18, 

10/25/18, and 11/11/18. Further review of the 

medical record showed the facility did not issue a 

written transfer notice to the resident or the 

resident representative at the time of the transfer.

6. Review of the medical record showed resident 

#55 transferred to the hospital on 10/19/18. 

Further review of the medical record showed the 

facility did not issue a written transfer notice to the 

resident or the resident representative at the time 

of the transfer.

7. Review or the medical record showed resident 

#68 transferred to the hospital on 10/28/18. 

Further review of the medical record showed the 

facility did not issue a written transfer notice to the 

resident or the resident representative at the time 

of the transfer.

8. Review of the medical record showed resident 

#71 transferred to the hospital on 8/2/18, 

10/15/18, and 10/23/18. Further review of the 

medical record showed the facility did not issue a 

written transfer notice to the resident or the 

resident representative at the time of the transfer.

9. Interview with the administrator on 1/9/18 at 

10:12 AM confirmed these residents did not 

receive a written notice of transfer.

Friday) for four (4) weeks, followed by 

monthly for three months on residents 

transferred or discharged to hospital to 

validate compliance.

Monitor:

The Director of Nursing will submit 

findings of the audits to the monthly QAPI 

Committee meeting for review and any 

further recommendations.

FORM CMS-2567(02-99) Previous Versions Obsolete EPZ411Event ID: Facility ID: WY0023 If continuation sheet Page  7 of 23



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  04/04/2019
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

535024 01/10/2019

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4305 S POPLAR
POPLAR LIVING CENTER

CASPER, WY  82601

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)
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SS=E

Notice of Bed Hold Policy Before/Upon Trnsfr

CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a 

nursing facility transfers a resident to a hospital or 

the resident goes on therapeutic leave, the 

nursing facility must provide written information to 

the resident or resident representative that 

specifies-

(i) The duration of the state bed-hold policy, if 

any, during which the resident is permitted to 

return and resume residence in the nursing 

facility;

(ii) The reserve bed payment policy in the state 

plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding 

bed-hold periods, which must be consistent with 

paragraph (e)(1) of this section, permitting a 

resident to return; and

(iv) The information specified in paragraph (e)(1) 

of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At 

the time of transfer of a resident for 

hospitalization or therapeutic leave, a nursing 

facility must provide to the resident and the 

resident representative written notice which 

specifies the duration of the bed-hold policy 

described in paragraph (d)(1) of this section.

This REQUIREMENT  is not met as evidenced 

by:

F 625 2/8/19

 Based on medical record review, staff interview 

and policy review, the facility failed to provide 

written information on the bed-hold policy for 8 of 

8 sample residents (#2, #23, #31, #51, #54, #55, 

#68, #71) reviewed for facility-initiated transfers. 

The findings were:

 Corrective Action:

Resident and family of #2, #23, #31, #51, 

#54, #55, #68, and #71 will be provided 

an informational copy of the Bed Hold 

policy on 2/8/2019.

Identification of Others:
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1. Review of the medical record showed resident 

#2 transferred to the hospital on 11/27/18. Further 

review of the medical record showed no evidence 

the facility issued written information on the 

bed-hold policy to the resident or the resident's 

representative.

2. Review of the medical record showed resident 

#23 was transferred to the hospital on 10/10/18 

and 12/25/18. Further review of the medical 

record showed no evidence the facility issued 

written information on the bed-hold policy to the 

resident or the resident's representative.

3. Review of the medical record showed resident 

#31 transferred to the hospital on 11/27/18, 

12/28/18, and 1/3/19. Further review of the 

medical record showed no evidence the facility 

issued written information on the bed-hold policy 

to the resident or the resident's representative.

4.  Review of the medical record showed resident 

#51 transferred to the hospital on 9/30/18, 

11/11/18, 11/20/18, and 12/8/18. Further review of 

the medical record showed no evidence the 

facility issued written information on the bed-hold 

policy to the resident or the resident's 

representative.

5. Review of the medical record showed resident 

#54 transferred to the hospital on 9/18/18, 

10/25/18 and 11/11/18. Further review of the 

medical record showed no evidence the facility 

issued written information on the bed-hold policy 

to the resident or the resident's representative.

6. Review of the medical record showed resident 

#55 was transferred to the hospital on 10/19/18. 

Further review of the medical record showed no 

An audit was be conducted of the bed 

hold notice upon transfer to the hospital in 

the last 30 days.  The audit identified six 

(6) residents who were transferred for 

hospitalization or therapeutic leave, one 

(1) resident deceased and five (5) will be 

provided with informational notices and 

acknowledgements for those identified as 

not in compliance by 2/8/2019.

System change:

Staff were re-educated on the bed-hold 

notice upon transfer process on 1/29/2019 

and 1/31/2019. The Bed-Hold upon 

transfer form will be included in the packet 

of information to be completed by the 

nurse upon transfer/discharge from the 

facility.

Prior to 01/10/2019, the Bed-hold policy 

notice form was included in the admission 

process and packet and will continue.

The nurse that discharges a resident to 

the hospital or therapeutic leave will get 

resident signature or consent for the bed 

hold authorization with the 

transfer/discharge form from the resident.

A copy will go in the medical record. 

Monitor:

Director of Nursing/Unit Manager 

completes audits on residents that were 

transferred or on therapeutic leave weekly 

for 4 weeks,followed by monthly for 3 

months to validate compliance with the 

regulation and procedure for bed hold.
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evidence the facility issued written information on 

the bed-hold policy to the resident or the 

resident's representative.

7.  Review of the medical record showed resident 

#68 transferred to the hospital on 10/28/18. 

Further review of the medical record showed no 

evidence the facility issued written information on 

the bed-hold policy to the resident or the 

resident's representative.

8. Review of the medical record showed resident 

#71 was transferred to the hospital on 8/2/18, 

10/15/18, and 10/23/18. Further review of the 

medical record showed no evidence the facility 

issued written information on the bed-hold policy 

to the resident or the resident's representative.

9. Interview on 1/9/19 at 10:12 AM with the 

administrator confirmed bed-hold information was 

not provided to the resident or resident's 

representative for these transfers to the hospital.

10. Review of the Bed Hold/Leave of Absence 

policy, revised on 7/16, showed "The facility 

provides written notification of the bed hold/leave 

of absence policy to all residents and/or 

responsible parties upon admission, and at the 

time of leave of absence or transfer..." Further 

review showed "in case of emergency transfer, 

written notice to the resident and/or responsible 

party is provided within 24 hours of the transfer."

Director of Nursing submits the findings 

from the audits to the monthly QAPI 

Committee meeting for review and further 

recommendations.

F 636

SS=D

Comprehensive Assessments & Timing

CFR(s): 483.20(b)(1)(2)(i)(iii)

§483.20 Resident Assessment  

The facility must conduct initially and periodically 

a comprehensive, accurate, standardized 

F 636 2/15/19
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reproducible assessment of each resident's 

functional capacity.

§483.20(b) Comprehensive Assessments

§483.20(b)(1)  Resident Assessment Instrument.  

A facility must make a comprehensive 

assessment of a resident's needs, strengths, 

goals, life history and preferences, using the 

resident assessment instrument (RAI) specified 

by CMS.  The assessment must include at least 

the following: 

(i) Identification and demographic information

(ii) Customary routine.

(iii) Cognitive patterns.

(iv) Communication.

(v) Vision.

(vi) Mood and behavior patterns.

(vii) Psychological well-being.

(viii) Physical functioning and structural problems.

(ix) Continence.

(x) Disease diagnosis and health conditions.

(xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiii) Activity pursuit.

(xiv) Medications.

(xv) Special treatments and procedures.

(xvi) Discharge planning.

(xvii) Documentation of summary information 

regarding the additional assessment performed 

on the care areas triggered by the completion of 

the Minimum Data Set (MDS).

(xviii) Documentation of participation in 

assessment.  The assessment process must 

include direct observation and communication 

with the resident, as well as communication with 

licensed and nonlicensed direct care staff 

members on all shifts.
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§483.20(b)(2) When required.  Subject to the 

timeframes prescribed in §413.343(b) of this 

chapter, a facility must conduct a comprehensive 

assessment of a resident in accordance with the 

timeframes specified in paragraphs (b)(2)(i) 

through (iii) of this section.  The timeframes 

prescribed in §413.343(b) of this chapter do not 

apply to CAHs.

(i) Within 14 calendar days after admission, 

excluding readmissions in which there is no 

significant change in the resident's physical or 

mental condition. (For purposes of this section, 

"readmission" means a return to the facility 

following a temporary absence for hospitalization 

or therapeutic leave.)

(iii)Not less than once every 12 months.

This REQUIREMENT  is not met as evidenced 

by:

 Based on review of medical records, staff 

interview, and review of the MDS 3.0 RAI 

(Resident Assessment Instrument) manual, the 

facility failed to ensure a significant change MDS 

assessment was completed as required for 1 of 1 

sample resident (#1) reviewed for late 

transmissions. The findings were:

Review of the medical record for resident #1 

showed the most recent completed MDS 

assessment was dated 8/29/18. Further review 

showed a significant change assessment was 

initiated on 11/29/18, however it was not signed 

as complete until 12/29/18 (30 days from the 

assessment reference date (ARD)). Interview 

with the MDS coordinator on 1/9/19 at 4:04 PM 

confirmed the assessment was not completed 

within the required timeframe. 

Review of the "CMS RAI version 3.0 Manual, 

October 2017 showed "...The MDS completion 

 Immediate Correction:

Resident #1's MDS Significant Change 

Assessment with ARD 11/29/18 was 

completed late per the RAI Guidelines.  

Resident #1's Care Plan was reviewed for 

accuracy.

Identification of Others:

An audit was conducted for MDS 

Assessments completed in the past 60 

days.  Any MDS assessments identified 

as being completed late were reviewed for 

changes to determine if an additional 

assessment were needed.  Those 

residents identified as having an MDS 

Assessment completed late will have care 

plans reviewed for accuracy.

System Measures:

The DCCM (District Director of Care 

Management) or designee will provide the 
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date (Item Z0500B) must be no later than 14 days 

from the ARD (ARD + 14 calendar days) and no 

later than 14 days after the determination that the 

criteria for a SCSA [Significant Change 

Assessment] were met."

IDT with education regarding MDS 

completion timeframes utilizing the RAI 

Manual Chapter 2 pages 2-16 thru 2-18 

and 2-31 thru 2-39 as reference and 

resource.

The Resident Care Management Director 

(RCMD) will review MDS's due for the day 

and week each morning during the 

morning business meeting Monday - 

Friday with the IDT.

The DDCM/Designee will review the MDS 

Scheduler on a weekly basis for 4 weeks 

then every other week for 3 months and 

communicate with the RCMD any 

concerns regarding timing of 

assessments.

The RCMD/Designee will review the 

Validation reports weekly for 4 weeks then 

every other week for 3 months with the 

NHA to validate timeliness of 

assessments.

Monitor:

The facility will audit compliance through 

weekly reviews of validation reports for 4 

weeks then every week for 3 months then 

revaluate. RCMD will report results to the 

QAPI committee for tracking and trending.

F 641

SS=D

Accuracy of Assessments

CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.  

The assessment must accurately reflect the 

resident's status.

This REQUIREMENT  is not met as evidenced 

F 641 2/15/19
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by:

 Based on observation, resident and staff 

interview, and medical record review, the facility 

failed to ensure MDS assessments were 

accurately completed for 3 of 20 sample 

residents (#6, #31, #71) reviewed. The findings 

were:

1. Review of the medical record showed resident 

#71 was admitted to the facility on 1/5/18 with a 

diagnosis of paranoid schizophrenia. A 

pre-admission screening and resident review 

(PASARR) level II was completed on 1/2/18 and 

again on 8/1/18. Review of the 1/12/18 admission 

MDS assessment and the 12/5/18 annual MDS 

assessment showed the resident had not been 

evaluated by a PASARR level II and did not have 

a serious mental illness. Interview with the MDS 

coordinator on 1/9/19 at 4:04 PM confirmed the 

assessments were not coded accurately.

2. Review of the 1/17/18 and 6/13/18 

comprehensive MDS assessments showed 

resident #31 was coded as not having any dental 

issues. Observation on 1/8/19 at 8:29 AM showed 

the resident was edentulous (lacking teeth). 

Interview with the resident at that time revealed 

s/he used to have dentures, however they had 

disappeared. Interview with the MDS coordinator 

on 1/9/18 at 4:04 PM confirmed the assessments 

were not coded accurately. 

3. Review of the 6/25/18 admission MDS 

assessment for resident #6 revealed the resident 

had "other organic condition related to ID/DD" 

(Section A, A1550). Review of the diagnoses at 

section I showed no diagnosis related to ID 

(intellectual disability) or DD (developmental 

disability). During an interview on 1/9/19 at 4:01 

 Immediate Correction:

Resident #71 MDS assessment with ARD 

12/05/18 was modified on 01/09/2019 to 

reflect the accurate identification and 

demographic information specifically the 

Level II PASSR information in Section A.

Resident #31 MDS assessment with ARD 

1/17/28 and 6/13/18 was modified on 

1/9/19 and 1/31/19 to reflect the accurate 

coding of section L specifically as resident 

is edentulous.

Resident #6 MDS assessment with ARD 

6/25/18 was modified on 1/9/19 to reflect 

the accurate Diagnosis in section I 

associated with section A1550.

Identification of Others:

An audit of OBRA assessments 

completed in the last 30 days was 

completed to review for accuracy, 

specifically focusing on A1500 (PASSR 

Level II) A1550(Conditions related to 

ID/DD Status), Section L0200A-L0200Z 

and Section 10100-10800 Diagnoses.  

Any MDS's found to be inaccurate were 

modified and re-transmitted to QIES 

system.

Any assessments found to be inaccurate, 

resident care plans were reviewed for 

accuracy and current information.

System Measures:

The DCCM (District Director of Care 

Management) or designee will provide 

education for the RCMD (Resident Care 
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PM the MDS coordinator stated the MDS 

assessment was inaccurate. She stated the 

resident did not have an organic condition related 

to ID/DD, and it should not have been marked at 

A1550.

Management Director) and the IDT on or 

before 02/15/19 utilizing the RAI Manual 

as reference with emphasis on Chapter 3 

pages A18-A22, Chapter 3 pages L1-L3 

and Chapter 3 pages I1-I11 to include 

examples and scenarios.

The DON (Director of Nursing)/Designee 

will audit 3-4 assessments per week 

monthly for three(3) months to validate 

accuracy particularly sections A1500 

PASSR Level II, A1550 Conditions related 

to ID/DD Status, L0200A - L0200Z and 

I0100-I0800 Active Diagnoses.

The DDCM/Designee will audit 2-4 

assessments per week for 4 weeks then 

monthly for 3 months to validate accuracy 

particularly sections A1500 PASSR Level 

II, L0200A-L0200Z and I0100-I0800 

Active Diagnoses.

Monitor:

The facility will audit compliance through 

weekly reviews of conducted 

assessments.  RCMD will report results to 

the QAPI committee for tracking and 

trending.

F 755

SS=E

Pharmacy Srvcs/Procedures/Pharmacist/Records

CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency 

drugs and biologicals to its residents, or obtain 

them under an agreement described in 

§483.70(g).  The facility may permit unlicensed 

personnel to administer drugs if State law 

permits, but only under the general supervision of 

F 755 2/15/19
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a licensed nurse.

§483.45(a) Procedures.  A facility must provide 

pharmaceutical services (including procedures 

that assure the accurate acquiring, receiving, 

dispensing, and administering of all drugs and 

biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation.  The facility 

must employ or obtain the services of a licensed 

pharmacist who-

§483.45(b)(1) Provides consultation on all 

aspects of the provision of pharmacy services in 

the facility.

§483.45(b)(2) Establishes a system of records of 

receipt and disposition of all controlled drugs in 

sufficient detail to enable an accurate 

reconciliation; and

§483.45(b)(3) Determines that drug records are in 

order and that an account of all controlled drugs 

is maintained and periodically reconciled.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation and staff interview, the 

facility failed to have an effective monitoring 

process to ensure medications and medical 

supplies were not expired in 1 of 2 (hall 6) 

medication carts and 1 of 1 medication storage 

rooms (main medication storage room). The 

findings were:

1. Observation on 1/10/19 at 9:10 AM of the hall 6 

medication cart showed a medication card of 

Oxycodone 10 milligrams (mg) with an expiration 

date of 1/3/19. Interview with RN #1 at that time 

revealed the medications in the medication cart 

 Immediate Correction:

Oxycodone was noted as expired, 

documented on count sheet, removed, 

and destroyed for medication cart for Hall 

6 on 1/10/2019.  

Identification of Others:

Medication carts and medication storage 

rooms are being assessed for expired 

medications and expired supplies.  All 

expired medications and supplies are 

being removed and disposed of with full 

compliance by 02/15/2019.
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were available for resident use.

2. Observation of the main medication room on 

1/10/19 at 9:25 AM showed the following expired 

medications and medical supplies:

a. 3 bottles of Vitamin E with an expiration 

date of 9/18.

b. 1 box of biscodyl 10 mg suppositories with 

an expiration date of 12/18.

c. 6 infusion balls of daptomycin 500 mg/60 

ml with an expiration date of 12/13/18.

d. 1 box of IV extension sets with an 

expiration date of 5/18.

e. 1 box of 22 gauge Introcan IV needles with 

an expiration date of 7/18.

f. 2 boxes of 20 gauge Introcan IV needles 

with an expiration date of 6/18.

g. 2 boxes of 24 gauge Introcan IV needles 

with an expiration date of 7/18.

h. 1 box of IV start kits with an expiration date 

of 12/31/18.

i. 8  central line dressing trays with an 

expiration date of 10/31/18.

j. 1 Volumat Line Primary Infusion set 0.2 

micrometer filter with an expiration date of 7/17.

3. Interview on 1/10/19 at 9:25 AM with RN #1 

revealed the medications and medication 

supplies in the main medication supply room 

were available for resident use.

The Pharmacy Consultant provided 

in-service training for the Director of 

Nursing regarding narcotic medication 

destruction process on 1/29/2019.  DON 

provided additional training to nursing staff 

on destruction process on 01/31/2019.

Nursing staff will be assigned at a 

minimum, the task of conducting weekly 

audits of expired medications and medical 

supplies and will be educated on the new 

task by 02/15/2019

System Change:

During the Pharmacy Consultant weekly 

visit a written review of narcotic 

destruction will be included to validate 

compliance. 

Medication and supply room will be 

audited for expired medications and 

supplies weekly for the next four (4) 

weeks.  Audits will continue monthly for 

the following three (3) months to ensure 

compliance with the new processes.

Monitor:

The Director of Nursing will provide the 

outcomes of reviews, will be submitted 

and reported to the monthly QAPI 

Committee for review and further 

recommendations

F 757

SS=D

Drug Regimen is Free from Unnecessary Drugs

CFR(s): 483.45(d)(1)-(6)

§483.45(d) Unnecessary Drugs-General.  

Each resident's drug regimen must be free from 

F 757 2/15/19
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unnecessary drugs.  An unnecessary drug is any 

drug when used-

§483.45(d)(1) In excessive dose (including 

duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or

§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its 

use; or

§483.45(d)(5) In the presence of adverse 

consequences which indicate the dose should be 

reduced or discontinued; or

§483.45(d)(6) Any combinations of the reasons 

stated in paragraphs (d)(1) through (5) of this 

section.

This REQUIREMENT  is not met as evidenced 

by:

 Based on medical record review and staff 

interview, the facility failed to ensure residents 

were free from unnecessary medications for 1 of 

5 sample residents (#57) reviewed for 

medications. The findings were:

Review of the most recent physician orders dated 

12/31/18 for resident #57 showed the resident 

was prescribed Bactrim DS (antibiotic) 800 

milligrams (mg)-160 mg daily on 6/26/18 for 

infection; indefinitely. Further review showed no 

evidence the resident's physician had provided 

justification for the continued use of the antibiotic. 

Interview with the DON and staff development 

coordinator on 1/10/19 at 8:29 AM confirmed 

there was no evidence of a 

 Immediate Correction:

Resident#31, Bactrim was discontinued 

on 1/30/2019.

Identification of Others:

All residents with prophylactic antibiotic 

use in the last 30 days will be reviewed for 

current needs.  Any residents determined 

to not meet criteria, provider will be 

notified for justification of use.

System Change:

New prophylactic antibiotic orders will be 

reviewed by the Director of Nursing or 

designee and physician contacted if 

criteria not met. 
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physician-documented risk-benefit statement. As part of the antibiotic stewardship 

program, orders will be tracked as 

appropriate.  Staff will be educated on the 

tracking process by 02/15/2019.

Monitor:

Antibiotic orders will be discussed daily 

through the daily facility clinical meetings.  

Director of Nursing will report to the 

monthly QAPI meeting to report trends 

and get further recommendations.

F 791

SS=D

Routine/Emergency Dental Srvcs in NFs

CFR(s): 483.55(b)(1)-(5)

§483.55 Dental Services   

The facility must assist residents in obtaining 

routine and 24-hour emergency dental care.

§483.55(b) Nursing Facilities.

The facility-

§483.55(b)(1) Must provide or obtain from an 

outside resource, in accordance with §483.70(g) 

of this part, the following dental services to meet 

the needs of each resident:

(i) Routine dental services (to the extent covered 

under the State plan); and

(ii) Emergency dental services;

§483.55(b)(2) Must, if necessary or if requested, 

assist the resident-

(i) In making appointments; and

(ii) By arranging for transportation to and from the 

dental services locations;

§483.55(b)(3) Must promptly, within 3 days, refer 

residents with lost or damaged dentures for 

dental services. If a referral does not occur within 

F 791 2/15/19
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3 days, the facility must provide documentation of 

what they did to ensure the resident could still eat 

and drink adequately while awaiting dental 

services and the extenuating circumstances that 

led to the delay;

§483.55(b)(4) Must have a policy identifying those 

circumstances when the loss or damage of 

dentures is the facility's responsibility and may not 

charge a resident for the loss or damage of 

dentures determined in accordance with facility 

policy to be the facility's responsibility; and

§483.55(b)(5) Must assist residents who are 

eligible and wish to participate to apply for 

reimbursement of dental services as an incurred 

medical expense under the State plan.

This REQUIREMENT  is not met as evidenced 

by:

 Based on resident and staff interview, and 

medical record review, the facility failed to ensure 

dental services were provided for 1 of 15 sample 

residents (#31) reviewed for dental service 

needs. The findings were:

Interview with resident #31 on 1/8/19 at 8:29 AM 

revealed s/he had lost his/her dentures during a 

room change and was told by the facility the 

dentures could not be replaced. Review of the 

dental care plan last revised 10/17/17 showed the 

resident had the potential for dental/oral 

complications related to being "edentulous 

without dentures." Review of a social services 

note dated 2/8/18 revealed the resident was 

interviewed about the missing dentures, however 

a specific time of their loss could not be 

determined. Social services attempted to call the 

resident's dentist at that time, but was unable to 

obtain any information due to the dental office 

 Immediate Correction:

Resident #31 will be seen by her dentist of 

choice to be re-evaluated for need of 

dentures.  Appointment is scheduled for 

02/04/2019.

Identification of Others:

NHA or designee will review residents 

who had dental services provided within 

the last three months by 02/15/2019.  Any 

resident identified as needing additional 

services or assistance with dentures or 

other needs will be provided and 

documented.

System Measures:

Social Services will ensure in quarterly 

follow up Care Conferences to determine 

there are no unmet dental needs.
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being closed. Further review showed no 

additional documentation related to the resident's 

dental needs. Interview with the social worker and 

the social service assistant on 1/9/19 at 1:59 PM 

verified there was no further documentation 

available.

NHA or designee will audit three care 

conference summaries per week for the 

next month, then audit one care 

conference monthly for the next six 

months.

Monitor:

NHA will present results of audits to the 

monthly QAPI committee to determine 

trends or other recommendations.

F 812

SS=E

Food Procurement,Store/Prepare/Serve-Sanitary

CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources 

approved or considered satisfactory by federal, 

state or local authorities.

(i) This may include food items obtained directly 

from local producers, subject to applicable State 

and local laws or regulations.

(ii) This provision does not prohibit or prevent 

facilities from using produce grown in facility 

gardens, subject to compliance with applicable 

safe growing and food-handling practices.

(iii) This provision does not preclude residents 

from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and 

serve food in accordance with professional 

standards for food service safety.

This REQUIREMENT  is not met as evidenced 

by:

F 812 2/1/19

 Based on observation and staff interview, the 

facility failed to ensure proper food storage 

methods to prevent cross contamination during 1 

of 2 observations (the tour). In addition, the facility 

 Immediate Correction:

Dietary Manager provided a rapid 

in-service on 1/7/19 and 1/8/19 with 

dietary staff on appropriate procedures on 
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failed to ensure food holding temperatures were 

appropriate prior to service for 1 of 1 food 

preparation/service observations. The findings 

were:

1. Observation on 1/7/19 at 3:08 PM showed a 

roll of uncooked ground beef and a package of 

ready-to-eat turkey were stored on the same tray 

in the walk-in refrigerator with no division. The 

ground beef was wrapped and was still frozen 

with no juices visible. Interview with cook #1 at 

that time revealed the turkey was wrapped and 

stored there after the lunch meal. He verified the 

storage was not appropriate and he removed the 

turkey; it was discarded. 

2. Observation on 1/9/19 at 11:36 AM showed 

prior to meal service there were no temperatures 

taken or recorded of the food items. Interview at 

11:58 AM with cook #2 verified the temperatures 

had not been taken or recorded. The meals for 

residents in the secure unit had been plated and 

sent to the unit ready to be served. Observation 

at 11:58 AM showed the dietary manager took the 

temperatures and the ground sausage was 122 

degrees Fahrenheit. (required to be 135 degrees 

F). The ground meat was re-heated at that time, 

and the plates that had gone to the secure unit 

containing the ground meat were retrieved. 

Interview on 1/9/19 at 12:10 PM with the dietary 

consultant verified the temperatures were to be 

obtained prior to service. Further, he stated the 

staff were re-educated regarding the proper 

storage of items to prevent cross contamination. 

3. According to Food Code 2017, U.S. Public 

Health Service: 3-202.11 "(D) 

TIME/TEMPERATURE CONTROL FOR SAFETY 

FOOD that is cooked to a temperature and for a 

storing and handling of raw foods for the 

refrigerator. The turkey lunch meat was 

discarded immediately.

Dietary Manager provided a rapid 

in-service on 1/9/19 with dietary staff on 

time and temperature; and holding 

temperatures.  Temperature log was 

updated and provided to staff.  Dietary 

Manager retrieved plates that had gone to 

the secure unit before service was 

provided.

Identification of others:

Dietary Manager is checking the 

refrigerator and dry storage daily to 

ensure storing of raw foods is in 

compliance.

Dietary Manager is monitoring at least 

twice a day to ensure temperatures are 

being logged and accurate.

System change:

Dietary Manager will provide random 

education and quizzing to staff on 

appropriate processes for food storage 

and food temperatures for the next month.

Dietary Manager will validate holding 

temperatures for the next four (4) weeks 

for three to four days a week for two 

meals, then will validate three to four days 

a week for one meal monthly for the next 

six months.

Monitor: 

Dietary Manager will report monthly 

validation reports to the QAPI committee 

FORM CMS-2567(02-99) Previous Versions Obsolete EPZ411Event ID: Facility ID: WY0023 If continuation sheet Page  22 of 23



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  04/04/2019
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

535024 01/10/2019

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4305 S POPLAR
POPLAR LIVING CENTER

CASPER, WY  82601

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 812 Continued From page 22 F 812

time specified under §§ 3-401.11 3-401.13 and 

received hot shall be at a temperature of 57oC 

(135oF) or above.  

4. According to Food Code 2017, U.S. Public 

Health Service: 3-302.1, "(A) FOOD shall be 

protected from cross contamination by: (1) 

Except as specified in (1)(d) below, separating 

raw animal FOODS during storage, preparation, 

holding, and display from: (a) Raw 

READY-TO-EAT FOOD including other raw 

animal FOOD such as FISH for sushi or 

MOLLUSCAN SHELLFISH, or other raw 

READY-TO-EAT FOOD such as fruits and 

vegetables, (b) Cooked READY-TO-EAT FOOD, 

and..."

for trends and other recommendations.
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