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F 0578

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate an advance directive.

35389

Based on record review and interview, the facility failed to ensure a resident's POA was included in their 
clinical record for 1 (#13) of 16 sampled residents reviewed for advance directives.

The administrator identified 38 residents resided in the facility.

Findings:

Resident #13 had diagnoses which included cognitive communication deficit and atrial fibrillation.

Resident #13's Advance Directives Acknowledgement form, dated 08/21/23, read in part, I do have an 
Advance Directive/ Living Will/ Durable Power of Attorney for medical or health care decisions.

Resident #13's clinical record did not contain a copy of their POA. 

A Residents' Rights Regarding Treatment and Advance Directives policy, dated 03/24/25, read in part, It is 
the policy of this facility to support and facilitate a resident's right to request, refuse and/or discontinue 
medical or surgical treatment and to formulate advance directives .Advance Directive is a written instruction, 
such as a living will or durable power of attorney .On admission, the facility will determine if the resident has 
executed an advance directive .should the resident have an advance directive, copies will be made and 
placed on the chart as well as communicated to the staff.

On 03/26/25 at 10:58 a.m., the SSD stated Resident #13 had a POA. They stated the facility did not have a 
copy, and the resident's family was contacted that day and would bring a copy up to the facility. The social 
service director stated in the admission paperwork, they would review advance directives with the 
resident/family. They stated they would ask if they had a POA, and if they did, they would get a copy of the 
POA. They stated a POA was effective in the event a resident was unable to make health care decisions for 
themselves, they could appoint someone to make decisions on their behalf. The social service director stated 
they believed Resident #13's family member was POA for medical and financial. 
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The Wolfe Living Center at Summit Ridge 18501 Northeast 63rd Street
Harrah, OK 73045

F 0582

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46702

Based on record review and interview, the facility failed to ensure advance beneficiary notices were provided 
for 2 (#140 and #141) of 3 sampled residents who were reviewed for beneficiary notices.

The Beneficiary Notice - Residents discharged within the Last Six Months form, showed 12 residents who 
were discharged to home with skilled days remaining in the last six months.

Findings:

A facility policy titled [NAME] Living Center-Advanced Beneficiary Notices, dated 02/17/22, read in part, It is 
the policy of this facility to provide timely notices regarding Medicare eligibility and coverage .If services are 
being terminated and the beneficiary wants to continue receiving care that is no longer considered medically 
reasonable and necessary, the facility shall issue an ABN prior to furnishing non-covered care.

1. The Beneficiary Notice - Resident Discharge Within the Last Six Months form, showed Resident # 140 
was discharged from skilled services, had skilled days remaining, and discharged home.

Resident #140's EHR showed they were admitted on part A Medicare services on 01/28/25 and discharged 
from part A services to home on 02/27/25. 

The SNF Beneficiary Protection Notification Review form, showed Resident #140 was discharged from 
skilled services on 02/27/25 and the resident or resident representative had not been provided an ABN.

2. The form Beneficiary Notice - Resident Discharge Within the Last Six Months form, showed Resident # 
141 was discharged from skilled services, had skilled days remaining, and discharged home.

Resident #141's EHR showed they were admitted on part A Medicare services on 01/27/25 and discharged 
from part A services to home on 02/03/25. 

The SNF Beneficiary Protection Notification Review form, showed Resident #141 was discharged from 
skilled services on 02/03/25 and the resident or resident representative had not been provided an ABN.

On 03/26/25 at 10:17 a.m., the MDS coordinator stated Resident #140 and Resident #141 ABN's were not 
signed. The MDS coordinator stated if they were not signed by a resident or resident representative, it did 
not indicate the residents received an ABN notice. 

On 03/26/25 at 12:59 p.m., the BOM stated they were responsible for completing the ABNs . They were 
asked why Resident #140 and Resident #141 did not receive the ABN's. They stated, I put them on my desk 
and never got to them. 

(continued on next page)
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375472 04/01/2025

The Wolfe Living Center at Summit Ridge 18501 Northeast 63rd Street
Harrah, OK 73045

F 0582

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 03/31/25 at 8:17 a.m., the BOM was asked what dates did Resident #140 start skilled part A Medicare 
services. They stated Resident #140's part A Medicare services started on 01/28/25 and part A ended on 
02/27/25. The BOM stated Resident #141 started Medicare part A on 01/27/25 and services ended 02/03/25.
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The Wolfe Living Center at Summit Ridge 18501 Northeast 63rd Street
Harrah, OK 73045

F 0607

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46702

Based on record review and interview, the facility failed to implement their abuse policy

by not:

a. conducting a complete and thorough investigation;

b. establishing coordination with the QAPI program;

c. reporting to the OSDH within 2 hours of the allegation of abuse; and

d. assess the residents for any sign of injury for 2 (#1 and #23) of 2 sampled residents reviewed for abuse.

The administrator identified 38 residents resided in the facility. 

Findings:

A facility policy titled Abuse, Neglect, and Exploitation, dated 01/01/22, read in part, The facility will develop 
an implement written policies and procedures that: 

a. Prohibit and prevent abuse, neglect, and exploitation of resident and misappropriation of resident property;

b. Established policies and procedures to investigate any such allegations; and 

c. Include training for new existing staff on activities that constitute abuse, neglect, exploitation, and 
misappropriation of resident property, reporting procedures, and dementia management and resident abuse 
prevention; and

d. Establish coordination with the QAPI program .an immediate investigation is warranted when suspicion of 
abuse, neglect, or exploitation, or reports of abuse, neglect or exploitation occur .

4. Identifying and interviewing, all involve persons, including the alleged victim, alleged, perpetrator, 
witnesses, and others who might have knowledge of the allegation .

6. Providing complete and thorough documentation of the investigation .

1. Reporting of all alleged violations to Administrator, state agency, adult protective services, and to all other 
required agencies within Specified timeframe:

a. Immediately, but not later than two hours after the allegation is made, if the events that caused the 
allegation involve abuse or result in serious bodily injury .

(continued on next page)
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The Wolfe Living Center at Summit Ridge 18501 Northeast 63rd Street
Harrah, OK 73045

F 0607

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

B. Examining the alleged victim for for any sign of injury, including a physical examination or psychosocial 
assessment if needed.

1. Resident #1 was admitted to the facility on [DATE] with diagnoses which included cerebral palsy, 
dysphagia, and cognitive communication deficit.

The facility's QAPI binder was reviewed 08/01/24 through 03/26/25. The QAPI binder showed the QAPI 
committee met monthly and did not QAPI any abuse allegations. 

Resident #1's annual assessment, dated 12/08/24, showed Resident #1's BIMS score was 03 and they were 
dependent on staff for showers and baths. 

An OSDH form 283, combined initial and final report, dated 08/26/24, showed an allegation of abuse was 
made on 08/26/24 alleging CNA #3 pushed Resident #1 aggressively to the shower. The report showed after 
the shower, CNA #3 reported to nurse they had scratches on their arm inflicted by Resident #1. The report 
showed Resident #1 had no history of aggression or violence and Resident #1 stated CNA #3 made them 
feel uncomfortable. 

A facsimile confirmation, dated 08/27/24 at 10:45 a.m., showed OSDH received form 283, combined initial 
and final report, the following business day. The report was not reported within two hours. 

There was no documentation in Resident #1's electronic health record:

a. a complete and thorough investigation was conducted;

b. abuse allegation was coordinated with the QAPI program;

c. the abuse allegation was reported to OSDH within two hours; and 

d. the resident was assessed for physical and psychosocial harm. 

On 03/26/25 at 2:13 p.m., CNA #4 was asked about the abuse allegation on 08/26/24. CNA #4 stated CNA 
#3 came out of the shower room with scratches on their arms and face and CNA #3 stated they were not 
going to do that shower because they were not going to be scratched by Resident #1. CNA # 4 stated they 
heard screaming, but Resident #1 screamed in the shower as a base line. CNA #4 stated they reported to 
the DON immediately and the incident occurred on 08/26/24 around 8:30 p.m.

On 03/26/25 at 2:29 p.m., the administrator stated they never QAPI abuse allegations. The administrator 
stated, If its our staff member and its substantiated they are terminated. If its unsubstantiated after the 
investigation, I would do a one on one and bring them back to work and no in-service was conducted after 
this event. 

(continued on next page)
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375472 04/01/2025

The Wolfe Living Center at Summit Ridge 18501 Northeast 63rd Street
Harrah, OK 73045

F 0607

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 03/26/25 at 3:05 p.m., the DON was asked about the incident on 08/26/24. The DON stated they 
witnessed CNA #3 push Resident #1 rough in a wheelchair, but thought it was due to the resident's weight. 
The DON stated after the shower Resident #1 scratched CNA #3 because the CNA was not being patient 
with Resident #1 in the shower. The DON was asked what the policy was when an abuse allegation was 
made. The DON stated we suspend the employee immediately and we do an investigation. The DON stated 
they did not do safe surveys with other residents. The DON was asked when an abuse allegation was made, 
when should it be reported to OSDH. The DON stated they could not recall. The DON was asked if they 
QAPI the abuse allegations. The DON stated they had never did QAPI on abuse even at other facilities. The 
DON stated did not do in service training and probably should have. The DON stated the physician 
notification should be in an internal report and the incident was not reported in two hours to OSDH. They 
DON stated the incident was reported within twenty four hours due to resident not being harmed. The DON 
stated documentation the resident was assessed after the incident should be in the resident's electronic 
health record. 

On 03/26/25 at 3:36 p.m., the administrator stated the DON did not conduct an investigation after the 
incident, complete safe surveys with other residents, and document the physician was notified after the 
incident in the residents electronic health record. 

On 03/27/25 at 8:23 a.m., ADON #2 was asked what should happen after an allegation of abuse was made. 
ADON #2 stated a state reportable should be completed, the administrator, doctor, and family notified, a full 
assessment of the resident head to toe for seventy two hours every shift for thee days, and they should 
assess physical and emotional possible outcome. ADON #2 was asked what Resident #1's full head to toe 
assessment documented. ADON #2 stated there was no assessment completed after the event with the 
exception of a weekly skin assessment that was completed on 08/29/24. ADON #2 was asked where it was 
documented the physician was notified. ADON #2 stated it was not documented the physician was notified. 
ADON #2 was asked about the investigation after the incident. ADON #2 stated there was no documentation 
an investigation was conducted. ADON #2 was asked when was the report of abuse was made to the OSDH. 
ADON #2 stated it was reported on 08/27/24 at 10:44 a.m. and they spoke with NP who stated they were 
notified after the fact. 

On 03/27/25 at 8:44 a.m., the NP was asked if they were notified after the abuse allegation on 08/26/24. 
They stated they were not notified at the of the time of the event, but thought it was a week later. 

2. On 03/27/25 at 1:31 p.m., Resident #23 was admitted on [DATE] with diagnoses of cerebral infarction, 
hyperlipidemia, abnormal posture, and muscle wasting disease. 

Resident #23 admission assessment, dated 01/22/25, showed Resident #23's BIMS score was 13 indicating 
their cognition was mildly impaired and they required assistance to transfer from bed to chair. 

An OSDH 283 form, dated 02/19/25, showed Resident #23 alleged CNA #2 was rough during a shower and 
hit and sprayed water in their face. The form showed interviews were conducted with four other residents 
with one resident of CNA #2 being rough. The form showed employees were interviewed and was stated that 
that CNA #2 was noted to have an angry effect at time and CNA #2 was terminated. 

On 03/27/25 at 1:48 p.m., CNA #5 was asked about the incident. They stated the resident stated CNA #2 
came into change their room and was mad resident asked to go to the restroom and alleged CNA #2 was 
rough and slung them to a chair during a transfer and almost hit their head. 

(continued on next page)
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The Wolfe Living Center at Summit Ridge 18501 Northeast 63rd Street
Harrah, OK 73045

F 0607

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 03/27/25 at 2:04 p.m., SSD was asked about the event involving Resident #23. The SSD stated CNA #2 
was alleged to be rough during a transfer and almost hit the resident's head on a table. The SSD stated the 
CNA was suspended then terminated. The SSD was asked about the QAPI program and abuse. The SSD 
stated they were on the QAPI committee and they never QAPI any abuse. 

03/27/25 1:15 p.m., the administrator stated they had never completed QAPI on any abuse, but recently saw 
it in their policy they should. 
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46702

Based on record review and interview, the facility failed ensure an allegation of abuse was reported 
immediately to the state agency, but no later than two hours after the allegation was made for 1 (#1) of 2 
sampled residents reviewed for abuse. 

The administrator identified 38 residents resided in the facility. 

Findings:

A facility policy titled Abuse, Neglect, and Exploitation, dated 01/01/22, read in part, 1. Reporting of all 
alleged violations to Administrator, state agency, adult protective services, and to all other required agencies 
within Specified timeframe:

a. Immediately, but not later than two hours after the allegation is made, if the events that caused the 
allegation involve abuse or result in serious bodily injury.

Resident #1 was admitted to the facility on [DATE] with diagnoses which included cerebral palsy, dysphagia, 
and cognitive communication deficit.

Resident #1's annual assessment, dated 12/08/24, showed Resident #1's BIMS score was 03 and they were 
dependent on staff for showers and baths. 

An OSDH form 283, combined initial and final report, dated 08/26/24, showed an allegation of abuse was 
made on 08/26/24 alleging CNA #3 pushed Resident #1 aggressively to the shower. The report showed after 
the shower, CNA #3 reported to nurse they had scratches on their arm inflicted by Resident #1. The report 
showed Resident #1 had no history of aggression or violence and Resident #1 stated CNA #3 made them 
feel uncomfortable. 

A facsimile confirmation, dated 08/27/24 at 10:45 a.m., showed OSDH received form 283, combined initial 
and final report, the following business day. The report was not reported within two hours. 

On 03/26/25 at 2:13 p.m., CNA #4 was asked about the abuse allegation on 08/26/24. CNA #4 stated CNA 
#3 came out of the shower room with scratches on their arms and face and CNA #3 stated they were not 
going to do that shower because they were not going to be scratched by Resident #1. CNA # 4 stated they 
heard screaming, but Resident #1 screamed in the shower as a base line. CNA #4 stated they reported to 
the DON immediately and the incident occurred on 08/26/24 around 8:30 p.m.

On 03/26/25 at 3:05 p.m., the DON was asked about the incident on 08/26/24. The DON stated they 
witnessed CNA #3 push Resident #1 rough in a wheelchair, but thought it was due to the resident's weight. 
The DON stated after the shower Resident #1 scratched CNA #3 because the CNA was not being patient 
with Resident #1 in the shower. The DON was asked what the policy was when an abuse allegation was 
made. The DON stated the incident was not reported in two hours to the OSDH and was reported within 24 
hours due to resident not being harmed. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 03/27/25 at 8:23 a.m., ADON #2 was asked what should happen after an allegation of abuse was made. 
ADON #2 stated a state reportable should be completed, the administrator, doctor, and family notified, a full 
assessment of the resident head to toe for seventy two hours every shift for thee days, and they should 
assess physical and emotional possible outcome. ADON #2 was asked when was the report of abuse was 
made to the OSDH. ADON #2 stated it was reported on 08/27/24 at 10:44 a.m. which was the following 
morning after the allegation.
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F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46702

Based on record review and interview, the facility failed to thoroughly investigate an allegation of abuse for 1 
(#1) of 2 sampled residents reviewed for abuse and neglect.

The administrator identified 38 residents resided in the facility. 

Findings:

A facility policy titled Abuse, Neglect, and Exploitation, dated 01/01/22, read in part, The facility will develop 
an implement written policies and procedures that: . 

4. Identifying and interviewing, all involve persons, including the alleged victim, alleged, perpetrator, 
witnesses, and others who might have knowledge of the allegation .

6. Providing complete and thorough documentation of the investigation.

Resident #1 was admitted to the facility on [DATE] with diagnoses which included cerebral palsy, dysphagia, 
and cognitive communication deficit.

Resident #1's annual assessment, dated 12/08/24, showed, Resident #1's BIMS score was 03 and they were 
dependent for showers and baths. 

An OSDH form 283, combined initial and final report, dated 08/26/24, showed an allegation of abuse was 
made on 08/26/24 alleging CNA #3 pushed Resident #1 aggressively to the shower. The report showed after 
the shower, CNA #3 reported to nurse they had scratches on their arm inflicted by Resident #1. The report 
showed Resident #1 had no history of aggression or violence and Resident #1 stated CNA #3 made them 
feel uncomfortable. 

On 03/26/25 at 2:13 p.m., CNA #4 was asked about the abuse allegation on 08/26/24. CNA #4 stated CNA 
#3 came out of the shower room with scratches on their arms and face and CNA #3 stated they were not 
going to do that shower because they were not going to be scratched by Resident #1. CNA # 4 stated they 
heard screaming, but Resident #1 screamed in the shower as a base line. CNA #4 stated they reported to 
the DON immediately and the incident occurred on 08/26/24 around 8:30 p.m.

On 03/26/25 at 3:05 p.m., the DON was asked about the incident on 08/26/24. The DON stated they 
witnessed CNA #3 push Resident #1 rough in a wheelchair, but thought it was due to the resident's weight. 
The DON stated after the shower Resident #1 scratched CNA #3 because the CNA was not being patient 
with Resident #1 in the shower. The DON was asked what the policy was when an abuse allegation was 
made. The DON stated we suspend the employee immediately and we do an investigation. The DON stated 
they did not do safe surveys with other residents. 

There was no documentation in Resident #1's electronic health a complete and thorough investigation was 
conducted.

(continued on next page)
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F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 03/26/25 at 3:36 p.m., the administrator was asked to provide documentation of an investigation on the 
abuse allegation. They stated the DON did not complete safe surveys or conduct an investigation after the 
incident and they should of completed safe surveys with other residents. 

On 03/27/25 at 8:23 a.m., the ADON #2 was asked about the investigation after the incident. ADON #2 
stated there was no documentation an investigation was conducted.
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Ensure residents do not lose the ability to perform activities of daily living unless there is a medical reason.

35389

Based on observation, record review and interview the facility failed to ensure residents received their 
baths/showers as scheduled for 1 (#25) of 1 sampled resident reviewed for activities of daily living.

The administrator identified 38 residents resided in the facility.

Findings:

On 03/25/25 at 10:44 a.m., Resident #25 was observed with a medium length beard, hair combed, dressed 
in a long sleeve shirt, with long pants, and no odors present. 

A Bathing a Resident policy, dated 01/2022, read in part, It is the practice of this facility to assist residents 
with bathing to maintain proper hygiene and help prevent skin issues.

Resident #25 had diagnoses which included stage 4 chronic kidney disease and bilateral primary 
osteoarthritis of knee.

An admission resident assessment, dated 03/12/25, showed Resident #25's cognition was intact (BIMS 15), 
and they required supervision or touching assistance for the task of shower/bathe self. The assessment 
showed it was very important to Resident #25 to choose between a tub bath, shower, bed bath, or sponge 
bath. 

An undated shower schedule showed Resident #25 was to receive a shower during the evening shift on 
Saturdays, Tuesdays, and Thursdays.

Bathing records for March 2025 showed Resident #25 was to receive bathing assistance every Sunday, 
Tuesday, and Thursday on the 2-10 p.m. shift. The record showed a not applicable for bathing on the 16th 
and 30th. There was no bath/shower documented for Saturdays during the month. There were 
baths/showers documented for Sunday on the 2nd, 9th and 23rd. 

On 03/25/25 at 10:23 a.m., Resident #25 stated they required assistance for a shower and were having 
trouble getting bathed at the facility. They stated they had made two separate requests and the staff failed to 
show up both times. They stated they believed the last time they received a bath or shower was more than a 
week ago.

On 03/31/25 at 2:11 p.m., CNA #4 stated the facility had an assignment sheet that told them what days 
residents received bathing assistance. 

On 03/31/25 at 2:12 p.m., CNA #4 stated they had shower skin assessment sheets on paper they would fill 
out. They stated if a resident refused, they would have the resident sign the sheet. They stated they also 
charted in the electronic record. They stated if a resident refused, it would also be charted electronically as 
refused. 

(continued on next page)
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On 03/31/25 at 2:14 p.m., CNA #4 stated they were told never to chart not applicable because you either 
gave a bath/shower, or you did not. They stated they had only provided bathing assistance once for Resident 
#25 which they refused. They stated they had not been assigned their shower since.

On 03/31/25 at 2:15 p.m., CNA #4 stated Resident #25 was scheduled to receive bathing assistance on the 
evening shift on Saturday, Tuesday, and Thursday.

On 03/31/25 at 2:41 p.m., CNA #6 stated there was a bathing schedule located in a binder at the front. They 
stated staff were assigned residents to assist with bathing and would ensure the proper number of staff were 
present for safe transfers. 

On 03/31/25 at 2:42 p.m., CNA #6 stated they would chart bathing assistance was provided electronically 
and they also had bathing sheets where they would document whether a resident refused and what services 
were provided such as washed hair. 

On 03/31/25 at 2:43 p.m., CNA #6 stated if a resident refused bathing assistance, they would re-approach 
later and if they still refused they would ask the nurse to try, if they still refused, they would ask them to sign 
refused on the shower sheet. CNA #6 stated they did not know the reason staff would document not 
applicable because they could chart refused or not available if the resident was not in the facility. 

On 03/31/25 at 2:44 p.m., CNA #6 stated they had only assisted Resident #25 once with bathing. They 
stated the resident could complete all areas of bathing themselves except their back side. 

On 03/31/25 at 2:45 p.m., CNA #6 stated they did not know if Resident #25 ever refused a bath/shower. 

On 03/31/25 at 2:47 p.m., ADON #2 stated if staff were unfamiliar with residents, they could reference the 
clinical record to identify what bathing assistance they required. They stated there were bathing assignment 
sheets for staff. ADON #2 stated staff documented a bath/shower was provided in the clinical record. They 
stated if a resident refused bathing assistance, staff would offer again three different times by different staff 
members. 

On 03/31/25 at 2:49 p.m., ADON #2 stated staff should not be documenting not applicable for bathing.

On 03/31/25 at 2:50 p.m., ADON #2 stated Resident #25 required limited physical help for transfers and 
supervision oversight for bathing. They stated the resident was scheduled to receive bathing assistance 
every Sunday, Tuesday, and Thursday on the evening shift. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

35389

Based on observation, record review and interview, the facility failed to ensure wound care was provided as 
ordered for 1 (#4) of 2 sampled residents reviewed for non pressure wounds.

ADON #1 identified six residents with non pressure wounds resided in the facility.

Findings:

On 03/26/25 at 1:30 p.m., Resident #4 was observed in the horse shoe activity. The resident was observed 
to have ace wrap dressings to their bilateral lower legs and shoes and socks to their bilateral feet. 

A clean dressing change policy, dated 01/2022, read in part, It is the policy of this facility to provide wound 
care in a manner to decrease potential for infection .Physician's orders will specify type of dressing and 
frequency of changes. 

Resident #4 had diagnoses which included a full thickness venous ulcer.

Resident #4's current wound care order, dated 03/05/25 with a start date of 03/12/25, showed a wound care 
order for the left posterior lower leg venous wound: cleanse with wound cleanser, pat dry with gauze, apply 
collagen powder, super absorbent pad, wrap with four layer wrap once weekly and prn every day shift on 
Wednesday. 

A wound care progress note, dated 03/12/25, showed Resident #4 had a full thickness venous ulcer of the 
left posterior lower leg which measured 2 cm length x 3 cm width x 0.1 cm depth. The note showed wound 
orders: cleanse wound with wound cleanser, apply collagen, apply Medihoney to eschar area, cover with 
super absorbent dressing and four layer compression dressing. The note showed the wound care was to be 
provided weekly and as needed. The note showed Added Medihoney to current treatment plan and was 
signed by the wound care physician. 

There was no documentation the medihoney wound care was implemented.

A wound care progress note, dated 03/19/25, showed Resident #4 had a full thickness venous ulcer of the 
left posterior lower leg with post debridement measurements: 1.6 cm length x 1.5 cm width x 0.1 cm depth. 
The note showed wound orders: cleanse wound with wound cleanser, apply alginate, cover with super 
absorbent dressing and four layer compression dressing. The note showed the wound care was to be 
provided weekly and as needed. The note was signed by the wound care physician.

There was no documentation the alginate wound care was implemented.

On 03/26/25 at 9:03 a.m., Resident #4 was able to answer yes/no questions. They stated they had a wound 
on their foot and they were not sure if it was getting better. 

(continued on next page)

1614375472

05/28/2025



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

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

375472 04/01/2025

The Wolfe Living Center at Summit Ridge 18501 Northeast 63rd Street
Harrah, OK 73045

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 03/27/25 at 1:25 p.m., LPN #2 stated staff put a four layer dressing to Resident #4's left leg and wound 
care was provided weekly. They stated ADON #1 completed weekly wound care rounds with the wound care 
physician. They stated the floor nurses would provide prn dressing changes. LPN #2 stated the resident's 
wound was measured weekly by the wound care physician. They stated the resident had a lot of swelling 
that affected wound healing. They stated staff encouraged the resident to elevate their legs. LPN #2 stated 
the wound care physician ordered wound care for the resident and ADON #1 put the wound care orders into 
the electronic record.

On 03/27/25 at 1:29 p.m., LPN #2 stated the wound care order on the wound progress note dated 03/12/25 
showed wound cleanser, apply collagen, apply Medihoney to eschar area, use maxorb super absorbent 
dressing and a four layer compression weekly and prn for saturation. 

On 03/27/25 at 1:31 p.m., LPN #2 was unable to locate the Medihoney being implemented for the wound 
care physician's order on 03/12/25. 

On 03/27/25 at 1:36 p.m., LPN #2 stated the wound care order on the wound progress note dated 03/19/25 
showed cleanse left posterior lower leg wound with wound cleanser, apply alginate, cover with super 
absorbent dressing, compression four layer dressing once weekly and prn for soiling or saturation. They 
stated alginate and collagen were not the same thing. LPN #2 was unable to show the alginate dressing was 
implemented. 

On 03/27/25 at 1:38 p.m., ADON #1 stated Resident #4's venous wound to the left leg was improving. 

On 03/27/25 at 1:39 p.m., ADON #1 stated wound care was provided once weekly with a four layer 
compression wrap and prn. They stated they completed the dressing change when they rounded with the 
wound care physician. 

On 03/27/25 at 1:43 p.m., ADON #1 stated they along with the charge nurses were responsible for ensuring 
wound care orders were implemented. They stated they usually put the orders in and notified the charge 
nurses with any new orders. ADON #1 reviewed the 03/12/25 wound care note and stated the note said 
added medihoney, but the physician verbally told them to do calcium alginate. ADON #1 acknowledged the 
wound care on the wound care note showed apply collagen, apply Medihoney to eschar area, apply super 
absorbent dressing and four layer compression change once weekly and prn. 

On 03/27/25 at 1:48 p.m., ADON #1 stated they did not believe the Medihoney was ever implemented. They 
reviewed the wound care note dated 03/19/25 and stated the orders were to cleanse the wound with wound 
cleanser, apply alginate, super absorbent dressing, and four layer compression once weekly and prn. 

On 03/27/25 at 1:50 p.m., ADON #1 stated alginate and collagen were not the same thing. They stated 
Resident #4's wound care order was dated 03/12/25 and showed cleanse with wound cleanser, pat dry, 
apply collagen powder, super absorbent dressing, and wrap with four layer compression dressing once 
weekly and prn. 
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Ensure each resident’s drug regimen must be free from unnecessary drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46702

Based on record review and interview, the facility failed to ensure side effect of monitoring was in place for a 
resident who was prescribed anticoagulant therapy for 1 (#22) of 5 residents sampled for unnecessary 
medication.

The ADON identified three residents were prescribed anticoagulant medication.

Findings:

An undated facility policy titled Medication Monitoring, read in part, This facility takes a collaborative, 
systematic approach to medication management, including the monitoring of medication's for efficacy and 
adverse consequences .'Adverse Consequence' refers to unwanted, unintended, or dangerous effects that a 
drug may have, such as impairment or decline in an individual mental or physical condition or functional or 
psychosocial status.

Resident #22 was admitted on [DATE] with diagnoses which included schizoaffective bi-polar type and 
cognitive communication deficit.

Resident #22's annual assessment, dated 01/17/24, showed their BIMS score was 15 and they were 
prescribed an anticoagulant medication.

Resident #22's physician orders, dated 10/25/21, showed Resident #22 was prescribed Eliquis tablet 5 mg 
two times a day for anticoagulant therapy.

The physician orders did not document side effect monitoring for anticoagulant therapy. 

Resident #22's TAR, dated 03/01/25 through 03/31/25, showed Resident #22 was receiving an anticoagulant 
medication two times a day.

The TAR did not document side effect monitoring for anticoagulant therapy.

On 03/31/25 at 1:15 p.m., ADON #2 was asked what was the facility's policy for monitoring side effects for 
residents who were prescribed anticoagulants. ADON #2 there should be side effect monitoring on the TAR. 
ADON #2 asked what anticoagulant medication was Resident #22 prescribed. ADON #2 stated Resident #22 
was prescribed Eliquis 5 mg two times a day. ADON #2 was asked where was side effect monitoring for 
Resident #22. ADON #2 stated there was no side effect monitoring for anticoagulant therapy in Resident #22 
physician orders or on the TAR. 
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