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F 0641 Ensure each resident receives an accurate assessment.
Level of Harm - Minimal harm 35474

or potential for actual harm
Based on record review and interview, the facility failed to ensure assessments were accurate for 2 (#67 and
Residents Affected - Few #42) of 2 sampled residents who were reviewed for hospice services.

The DON identified five residents who received hospice services.

Findings:

1. Resident #67 had diagnoses which included malignant neoplasm of the right kidney.

A physician order, dated 12/22/23, showed the resident was ordered hospice services for renal cancer.

A hospice certification form, dated 06/19/24 through 08/17/24, showed the physician certified the resident's
prognosis was six months or less if the disease ran its normal course.

A quarterly assessment, dated 07/06/24, showed the resident did not have a condition or chronic disease
that could result in a life expectancy of less than six months.

A hospice certification form, dated 08/18/24 through 10/16/24, showed the physician certified the resident's
prognosis was six months or less if the disease ran its normal course.

A quarterly assessment, dated 10/06/24, showed the resident did not have a condition or chronic disease
that could result in a life expectancy of less than six months.

A hospice certification form, dated 12/16/24 through 02/13/25, showed the physician certified the resident's
prognosis was six months or less if the disease ran its normal course.

An annual assessment, dated 01/07/25, showed the resident did not have a condition or chronic disease that
may result in a life expectancy of less than six months.

The care plan, reviewed 01/22/25, showed the resident received hospice services.

(continued on next page)
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F 0641 On 03/25/25 at 3:55 p.m., the ADON stated they were the interim MDS coordinator. They stated the resident
was admitted to hospice services on 12/22/23. They reviewed the the assessments dated 07/06/24,

Level of Harm - Minimal harm or 10/06/24, and 01/07/25 for Resident #67. The ADON stated they did not know why the assessments had not
potential for actual harm accurately reflected the resident had a condition or chronic disease that could result in a life expectancy of
less than six months.

Residents Affected - Few
41220

2. Resident #42 had diagnoses which included Alzheimer's disease and dementia.

An annual assessment, dated 06/16/24, showed in section J Resident #1 was not on hospice, but section O
showed Resident #1 was on hospice.

A quarterly assessment, dated 12/17/24, showed in section J Resident #1 was not on hospice, but section O
showed Resident #1 was on hospice.

On 03/26/25 at 6:19 p.m., the MDS coordinator stated Resident #1 was on hospice and the assessments
were inaccurate.
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

35474

Based on observation, record review, and interview, the facility failed to ensure a comprehensive care plan
included the use of assist bars/side rails for 1 (#28) of 19 sampled residents whose care plans were
reviewed.

The DON identified 68 residents who resided in the facility.

Findings:

On 03/24/25 at 2:05 p.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position. The assist bars/side rails were observed to be approximately 12 inches wide.

On 03/25/25 at 8:53 a.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position.

On 03/26/25 at 10:43 a.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position.

Resident #28 had diagnoses which included muscle weakness.

An Assist Bar Evaluation form, dated 12/05/24, showed the recommendation was for the resident to utilize an
assist bar to serve as an enabler to promote independence.

An admission assessment, dated 12/17/24, showed a staff assessment for mental status was conducted and
Resident #28 was severely impaired in cognition for daily decision making.

The care plan, revised 03/24/25, showed staff were to encourage the use of prescribed assistive devices but
did not show the use of assist bars/side rails.

On 03/26/25 at 1:57 p.m., LPN #1 stated Resident #28 utilized the side rails to assist with positioning.

On 03/26/25 at 2:19 p.m., the DON stated they completed the care plans in the facility. The DON reviewed
the care plan for Resident #28 and stated the care plan indicated to encourage use of prescribed assistive
devices, but that would not apply because the assist bars/side rails was not prescribed. They stated they had
not completed a care plan for the use of assist bars/side rails.
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F 0700

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Try different approaches before using a bed rail. If a bed rail is needed, the facility must (1) assess a
resident for safety risk; (2) review these risks and benefits with the resident/representative; (3) get informed
consent; and (4) Correctly install and maintain the bed rail.

35474

Based on observation, record review, and interview, the facility failed to ensure assessments for entrapment
were completed and informed consent was obtained for the use of assist bars/side rails for 1 (#28) of 1
sampled resident who was reviewed for the use of assist bars/side rails.

The DON identified 14 residents who utilized assist bars/side rails in the facility.

Findings:

On 03/24/25 at 2:05 p.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position. The assist bars/side rails were observed to be approximately 12 inches wide.

On 03/25/25 at 8:53 a.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position.

On 03/26/25 at 10:43 a.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position.

A Bed Safety policy, dated December 2007, showed the facility should obtain consent for the use of assist
bars/side rails from the resident and/or legal representative. The policy showed assist bars/side rails could
be utilized if after assessment and consultation with the physician it was determined they would assist the
resident with repositioning and no other reasonable alternatives could be identified.

Resident #28 had diagnoses which included muscle weakness.

An Assist Bar Evaluation form, dated 12/05/24, showed the recommendation was for the resident to utilize an
assist bar to serve as an enabler to promote independence. The evaluation did not show the risk of
entrapment had been assessed.

An admission assessment, dated 12/17/24, showed a staff assessment for mental status was conducted and
Resident #28 was severely impaired in cognition for daily decision making.

The care plan, revised 03/24/25, showed staff were to encourage the use of prescribed assistive devices.

Review of the electronic clinical record did not show a physician's order for the use of the assist bars/side
rails or an informed consent had been obtained for the use of the assist bars/side rails.

On 03/26/25 at 1:57 p.m., LPN #1 stated Resident #28 utilized the side rails to assist with positioning and the
DON or ADON completed assessments for the use of side rails.

(continued on next page)
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F 0700 On 03/26/25 at 2:06 p.m., RN #1 stated they had completed the Assist Bar Evaluation dated 12/05/24. They
stated they thought the resident and/or family member had been asked about the use of the assist bars/side

Level of Harm - Minimal harm or rails upon admission to the facility. They stated they completed the assessment, but it did not specifically

potential for actual harm address the risk of entrapment or alternatives attempted prior to the use of assist bars/side rails.

Residents Affected - Few On 03/26/25 at 2:16 p.m., the DON stated Resident #28 utilized bilateral assist bars on their bed.

On 03/26/25 at 2:17 p.m., the ADON stated the family had requested bilateral assist bars/side rails to assist
the resident with bed mobility. The ADON stated they did not obtain an informed consent for the use of assist
bars/side rails.

On 03/26/25 at 2:19 p.m., the DON stated they completed the care plans in the facility. The DON reviewed
the care plan for Resident #28 and stated the care plan indicated to encourage use of prescribed assistive
devices but that would not apply because the assist bars/side rails was not prescribed. They stated they had
not completed a care plan for the use of assist bars/side rails. They stated the only assessment for the use of
assist bars/side rails was completed on 12/05/24.

On 03/26/25 at 4:56 p.m., the DON stated they did not have documentation to show informed consent had
been obtained prior to the installation of the assist bars/side rails.
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F 0761

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
locked, compartments for controlled drugs.

35474

41809

Based on observation, record review, and interview, the facility failed to:

a. monitor the temperature of the medication storage room for 1 of 2 medication rooms observed;

b. ensure medications were secured for 2 of 6 medication/treatment carts observed; and

c. ensure glucose test strips were dated when opened for 2 of 6 medication/treatment carts observed.
The DON identified two medication rooms and six medication/treatment carts in the facility.

Findings:

1. On 03/25/25 at 1:39 p.m., the medication room on the [NAME] hall was observed with the CMA
supervisor. No documentation of the medication room temperature was observed.

A Medication Storage in the Facility policy, effective July 2015, read in part, Mediations and biologicals are
stored safely, securely, and properly, following manufacturer's recommendations or those of the supplier.
The medication supply is accessible only to licensed nursing personnel, pharmacy personnel, or staff
members lawfully authorized to administer medications.The Facility should maintain a temperature log in the
storage area to record temperatures at least once a day.The Facility should check the refrigerator or freezer
in which vaccines are stored, at least two times a day, per CDC [Centers for Disease Control and Prevention]
Guidelines.

On 03/25/25 at 1:40 p.m., the CMA supervisor was asked for the room temperature log. They stated they did
not know the medication room temperature required monitoring.

On 03/25/25 at 1:50 p.m., the DON stated the temperature of the medication room may have been monitored
by environmental services.

On 03/25/25 at 2:00 p.m., the DON stated there was no log for the temperature of the medication room.

2. On 03/25/25 at 12:18 p.m., the North Hall treatment cart at the back nurses station was observed to be
unlocked and unattended. RN #1 was observed at the nursing station with their back to the cart.

On 03/25/25 at 12:24 p.m., RN #1 was observed to leave the nursing station to deliver the hall trays. The
DON was observed to walk past the unlocked cart to deliver hall trays.

(continued on next page)
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F 0761

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

On 03/25/25 at 12:29 p.m., the DON was observed to walk by the unlocked treatment cart.

On 03/25/25 at 12:30 p.m., RN #1 was observed to walk by the unlocked treatment cart with a hall tray.
On 03/25/25 at 12:31 p.m., the DON and RN #1 were observed to walk by the unlocked treatment cart.
On 03/25/25 at 12:32 p.m., RN #1 was observed to lock the treatment cart.

On 03/26/25 at 9:37 a.m., RN #1 was observed to prepare medications for a resident. RN #1 was observed
to enter the resident room and not lock their cart.

On 03/26/25 at 4:47 p.m., the North Hall treatment cart was observed to be unlocked and unattended at the
nursing station.

On 03/26/25 at 4:49 p.m., RN #1 was observed to lock the treatment cart.

On 03/25/25 at 12:32 p.m., RN #1 stated they locked their carts when they walked away from them. They
stated it was an accident they failed to lock the cart.

On 03/26/25 at 9:41 a.m., RN #1 stated the cart was not to be left unattended and unlocked.

On 03/26/25 at 12:29 p.m., the DON stated the protocol was to keep the medication/treatment carts locked
and the staff knew to lock the carts when unattended.

On 03/26/25 at 4:51 p.m., RN #1 stated they were just not thinking and knew to lock the cart.

3. On 03/25/25 at 1:54 p.m., the North hall treatment cart glucometer strips were observed to be opened and
not dated.

On 03/25/25 at 2:00 p.m., the East Hall treatment cart glucometer test strips were observed to be open and
not dated.

On 03/25/25 at 2:00 p.m., LPN #2 stated they had not open the test strips on 03/25/25 so they dated the test
strips for 03/24/25.

On 03/26/25 at 12:31 p.m., the DON stated we were to date items when they were opened. They stated the
expectation was the staff would throw out any item on the cart that was not dated when opened because
there was no way of knowing when it was opened.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 41809
potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure infection prevention and
Residents Affected - Many control measures were used:

a. when transporting clean linens/laundry;
b. when providing catheter care for 1 (#25) of 3 sampled residents who were reviewed for catheter care; and
c. to devise and implement a plan to prevent the growth of and monitor for Legionella in the facility.

The DON identified 68 residents who resided at the facility, four residents with catheters, and one resident
with pressure ulcers.

Findings:

1. On 03/26/25 at 9:47 a.m., laundry aide #1 was observed to return from delivering laundry/linens on north
hall. During an observation of the laundry room the laundry aide stated they did not cover laundry/linens
when they deliver them. They stated they did not know they should.

On 03/26/25 at 6:49 p.m., the administrator stated laundry personnel were to cover the laundry/linens when
delivered. They stated they did not why they did not cover the laundry.

2.0n 03/26/25 at 10:32 a.m., LPN #2 was observed to provide catheter care for Resident #25. During the
catheter care, LPN #2 was observed to clean the meatus of the penis, place the cloth back in the wash tub to
re-wet the cloth, and using the same cloth cleaned the area again.

A Catheter Care, Urinary policy, revised October 2010, read in part, The purpose of this procedure is to
prevent catheter-associated urinary tract infections.Infection Control Use standard precautions when
handling or manipulating the drainage system. Maintain clean technique when handling or manipulating the
catheter, tubing, or drainage bag.Routine hygiene (e.g., cleansing of the meatal surface during daily bathing
or showering) is appropriate. Be sure the catheter tubing and drainage bag are kept off the floor.Steps in the
Procedure .For the male: Use a clean washcloth.Change the position of the washcloth with each cleansing
stroke.Use a clean washcloth with warm water and soap to cleanse and rinse the catheter from insertion site
to approximately four inches outward.

Resident #25 had diagnoses which included benign prostatic hyperplasia and urinary retention.

A care plan, dated 02/24/25, showed Resident #25 had a concern for a catheter related to urinary retention.
The interventions were to change the catheter monthly and clean daily with soap and water.

(continued on next page)
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F 0880 On 03/26/25 at 1:36 p.m., LPN #2 stated they maintained infection control by keeping the catheter bag off
the floor, used proper personal protective equipment, and used clean technique. They stated it was not clean

Level of Harm - Minimal harm or technique to reuse the same cloth for cleaning the genitalia twice. They stated it was not good infection

potential for actual harm control.

Residents Affected - Many On 03/26/25 at 6:45 p.m., the DON stated using the same cloth twice after re-wetting the cloth in soapy

water did not ensure infection control.

3. A Legionella Surveillance policy, reviewed/revised 05/30/24, read in part, It is the policy of this facility to
establish primary and secondary strategies for the prevention and control of Legionella infections.Legionella
surveillance is one component of the facility's water management plans for reducing the risk of Legionella
and other opportunistic pathogens in the facility's water systems.In the absence of Legionella infections for a
period of at least one year, the facility shall implement primary prevention strategies.Diagnostic testing .
Investigation for a facility source of Legionella, which may include culturing of facility water for Legionella.
Physical controls: Cooling towers and potable water systems shall be routinely maintained. At-risk medical
equipment shall be cleaned and maintained in accordance with manufacturer recommendations.
Non-potable water systems shall be routinely cleaned and disinfected. Nebulization devices shall be filled
only with sterile fluid (e.g., sterile water or aerosol medication). Temperature controls: Cold water shall be
stored and distributed below 68 degrees Fahrenheit. Hot water shall be stored above 140 degrees
Fahrenheit and circulated at a minimum return temperature of 124 degrees Fahrenheit.

A Water Management Program policy, reviewed/revised 12/10/24, read in parts, A water management team
has been established to develop and implement the facility's water management program, including facility
leadership, the Infection Preventionist, maintenance employees, Director of Nursing, and Assistant Director
of Nursing.Team members have been educated on the principles of an effective water management
program, including how Legionella and other water-borne pathogens grow and spread. Education is
consistent with each team member's role. The water management team has access to water treatment
professionals, and state/local health officials.

A water management program was not provided by the end of the survey.

On 03/26/25 at 2:31 p.m., during a phone interview with the maintenance supervisor they stated they had no
knowledge of the water management needs until 03/26/25.
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F 0909

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Regularly inspect all bed frames, mattresses, and bed rails (if any) for safety; and all bed rails and
mattresses must attach safely to the bed frame.

35474

Based on observation, record review, and interview, the facility failed to ensure regular inspections of beds
and bed rails were completed to identify areas of possible entrapment for 1 (#28) of 1 sampled resident who
was reviewed for assist bars/side rails.

The DON identified 14 residents who utilized assist bars/bed rails.
Findings:

On 03/24/25 at 2:05 p.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position. The assist bars/side rails were observed to be approximately 12 inches wide.

On 03/25/25 at 8:53 a.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position.

On 03/26/25 at 10:43 a.m., Resident #28 was observed in bed with bilateral assist bars/side rails in the up
position.

The Bed Safety policy, dated December 2007, read in part, Inspection by maintenance staff of all beds and
related equipment as part of our regular bed safety program to identify risks and problems including potential
entrapment risks.

An Assist Bar Evaluation form, dated 12/05/24, showed the recommendation was for the resident to utilize an
assist bar to serve as an enabler to promote independence.

Resident #28 had diagnoses which included muscle weakness.

An admission assessment, dated 12/17/24, showed a staff assessment for mental status was conducted and
Resident #28 was severely impaired in cognition for daily decision making.

On 03/26/25 at 2:16 p.m., the DON stated Resident #28 utilized bilateral assist bars on their bed.

On 03/26/25 at 2:27 p.m., the maintenance supervisor stated their staff were responsible to install assist
bars/side rails. They stated the only thing they did after installation was removal of the assist bars/side rails if
needed. They stated they ensured they were safely installed but the maintenance department did not
routinely monitor assist bars/side rails or beds for safety. They stated they addressed issues with the beds or
assist bars/side rails as reported by staff.

On 03/26/25 at 2:57 p.m., maintenance worker #1 stated they did not perform regular inspections of the
residents' beds but if they were in a resident's room they would check to see if the assist bars/side rails were
loose and would ensure they worked correctly. Maintenance worker #1 stated they did not document when
they checked assist bars/side rails.

(continued on next page)
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
375327 B. Wing 03/26/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Colonial Park Manor 600 West Frontage Road
Okemah, OK 74859

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0909 On 03/26/25 at 5:19 p.m., the administrator stated they did not have documentation of regular inspections of

the residents' beds or assist bars/bed rails.
Level of Harm - Minimal harm or
potential for actual harm On 03/26/25 at 5:53 p.m., the administrator stated they had a room checklist but it did not document that the

bed or assist bar/side rails were regularly inspected for possible entrapment.
Residents Affected - Few
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