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F 0645 PASARR screening for Mental disorders or Intellectual Disabilities

Level of Harm - Minimal harm 33097
or potential for actual harm
Based on record review and interview, the facility failed to ensure a PASARR level | screening was accurate
Residents Affected - Few for one (#1) of one resident reviewed for PASARR. The facility failed to identify a mental disorder diagnosis
for the resident.

The administrator identified 35 residents who resided in the facility.
Findings:

Resident #1 had diagnoses witch included major depressive disorder, post-traumatic stress disorder, and
anxiety disorders.

A PASARR level | form, dated 05/17/24, did not document the resident had a diagnosis of a serious mental
iliness.

The care plan, dated 06/05/24, documented the resident received antidepressant medication for depression.

The admission assessment, dated 05/29/24, documented the resident was not currently considered by the
state level 1| PASARR process to have serious mental iliness and/or intellectual disability or a related
condition.

On 07/16/24 at 11:24 a.m., the social services director was interviewed regarding the PASARR level | for the
resident. The social services director reviewed the resident's clinical record and stated they must have
missed the diagnosis of major depressive disorder. The social services director stated a PASARR level Il
referral should have been made to the Oklahoma Health Care Athority.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0727 Have a registered nurse on duty 8 hours a day; and select a registered nurse to be the director of nurses on
a full time basis.

Level of Harm - Minimal harm or
potential for actual harm 33097

Residents Affected - Many Based on record review and interview, the facility failed to ensure a registered nurse was designated to serve
as director of nursing on a full time basis for the residents.

The administrator identified 35 residents resided in the facility.

Findings:

On 07/15/24 at 7:57 a.m., the administrator in training stated LPN #1 was currently the facilities DON and
had been for two years. The administrator stated the facility was not actively looking for a registered nurse
for the position.

The facility assessment tool, dated 07/15/24, identified LPN #1 as the director of nurses.

A Oklahoma Board of Nursing verification report documented LPN #1 had an active LPN license. No
documentation was found regarding a LPN #1 having a registered nurse license.
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F 0756 Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following
irregularity reporting guidelines in developed policies and procedures.

Level of Harm - Minimal harm or
potential for actual harm 41318

Residents Affected - Few Based on record review and interview, the facility failed to ensure a physician responded to a GDR timely
and a physician's response to a GDR was implemented for one (#29) of five sampled residents reviewed for
unnecessary medications.

The DON identified 35 residents resided in the facility.

Findings:

Resident #29 had diagnoses which included mild dementia with other behavioral disturbance.

A physician's order, dated 05/14/23, documented Resident #29 received Risperdal 1 mg at bedtime.

A Quarterly assessment, dated 05/14/24, documented Resident #29 received an antipsychotic.

A Medication Regimen Review, dated 01/24/24, documented a request to reduce the dose of Risperdal. It
documented the physician agreed and to decrease the dose from 1 mg to 0.5 mg. It documented the
physician did not respond to the request until 03/06/24.

There was no documentation the reduction to the Risperdal dose was implemented.

On 07/17/24 at 9:48 a.m., the DON described the facility's GDR procedure. She stated once they receive the
GDR back from the physician, she implemented any orders. She stated some of their doctors do not
complete and return the GDR to the facility timely. She stated sometimes it can take four to five weeks to

receive a response.

On 07/17/24 at 9:52 a.m., the DON was asked to review Resident #29's GDR from January 2024. She stated
the physician had not responded to it timely and the order had not been implemented.
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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.
Level of Harm - Minimal harm or 41318

potential for actual harm
Based on record review and interview, the facility failed to ensure side effect monitoring for an anticoagulant
Residents Affected - Some was completed for two (#29 and #8) of five sampled residents reviewed for unnecessary medications.

The DON identified 35 residents resided in the facility. She identified 10 residents were receiving
anticoagulants.

Findings:

1. Resident #29 had diagnoses which included pulmonary embolism.

A physician's order, dated 02/07/24, documented Resident #29 received Eliquis twice a day.

A Quarterly assessment, dated 05/14/24, documented Resident #29 received anticoagulant.

There was no documentation of side effect monitoring for Eliquis in Resident #29's clinical record.

On 07/16/24 at 1:46 p.m. the DON stated side effect monitoring was located under physician's orders.

On 07/16/24 at 2:21 p.m., the DON brought a hand written list and stated staff were to monitor side effects
for anticoagulants.

On 07/16/24 at 2:23 p.m., the DON stated they, along with MDS coordinator and the pharmacist, monitored
the residents' clinical records to ensure side effects were monitored.

On 07/16/24 at 2:27 p.m., the DON stated Resident #29 should have a physician's order for staff to monitor
side effects of the Eliquis. The DON stated they did not locate the order for monitoring.

33097

Resident #8 had diagnoses which included heart failure, acute posthemorrhagic anemia, and seizures.

A physician order, dated 12/08/22, documented side effect monitoring. The staff was to monitor for
discolored urine, black tarry stools, sudden severe headache, nausea and vomiting, diarrhea, muscle joint
pain, lethargy, bruising, sudden changes in mental status and/or vital signs, shortness of breath, and nose

bleeds every day and night shift.

A physician order, dated 07/11/23, documented the resident was to receive Eliquis (a anticoagulant
medication) 2.5 mg twice a day by mouth related to heart failure.

The MAR and TAR for July 2024 did not document monitoring for the use of an anticoagulant medication.
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F 0758

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated,
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic
medications are only used when the medication is necessary and PRN use is limited.

41318

Based on record review and interview, the facility failed to ensure behavior interventions and side effect
monitoring was completed for four (#35, 29, 19, and #26) of five sampled residents reviewed for unnecessary
medications.

The DON identified 35 residents resided in the facility and 30 residents received psychotropic medications.
Findings:

A Behavioral Assessment, Intervention and Monitoring policy, revised March 2019, documented if a resident
was being treated for altered behavior or mood, the IDT will seek and document any imporovements or
worsening in the residents' behavior, mood, and function. It documents the IDT will monitor side effects and

complications related to psychoactive medications.

1. Resident #19 had diagnoses which included dementia with unspecified severity, and with other behavioral
disturbance, and anxiety.

A physician's order, dated 01/03/23, documented Resident #19 received Zyprexa at bedtime
A Significant Change assessment, dated 06/28/24, documented Resident #19 received antipsychotic.

There was no documentation in the clinical record Resident #19 received behavior interventions while
receiving Zyprexa.

2. Resident #29 had diagnoses which included mild dementia with other behavioral disturbance.
A physician's order, dated 05/14/23, documented Resident #29 received Risperdal at bedtime.
A Quarterly assessment, dated 05/14/24, documented Resident #29 received antipsychotic.

There was no documentation in the clinical record Resident #29 received behavior interventions or side
effect monitoring while receiving Risperdal.

3. Resident #35 had diagnoses which included anxiety.
A physician's order, dated 12/21/23, documented Resident #35 received lorazepam twice a day.
A physician's order, dated 03/21/24, documented Resident #35 received Zoloft.

A Significant Change assessment, dated 06/22/24, documented Resident #35 was receiving an antianxiety
and antidepressant.
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F 0758 There was no documentation in the clinical record Resident #35 receiving side effect monitoring while
receiving Zoloft and lorazepam.

Level of Harm - Minimal harm or
potential for actual harm On 07/16/24 at 1:46 p.m. the DON stated behavior and side effect monitoring was located under physician's
orders.

Residents Affected - Some
On 07/16/24 at 2:04 p.m., the DON was not able to locate where the staff were monitoring Resident #35 for
side effects.

On 07/16/24 at 2:21 p.m., the DON brought a hand written list and stated staff were to monitor behavior
interventions for antipsychotics, antianxiety, antidepressants, and hypnotics. She stated they monitor for side
effects for all these medications as well.

On 07/16/24 at 2:23 p.m., the DON stated they, along with MDS coordinator and the pharmacist, monitored
the residents' clinical records to ensure behaviors and side effects were monitored.

On 07/16/24 at 2:27 p.m., the DON stated there was no behavior monitoring for Resident #19. She stated
there was no behavior or side effect monitoring for Resident #29.

33097

4. Resident #26 had diagnoses which included vascular dementia with other behavioral disturbance, major
depressive disorder, and anxiety disorder.

A physician order, dated 11/15/19, documented to monitor for potential side effects of antipsychotic
medication that may include: Somnolence (sleepiness), headache, nausea, extrapyramidal symptoms,
dizziness, respiratory disorders, constipation, dyspepsia, rash, tachycardia, hypoesthesia, priapism,
orthostatic hypotension, xerostomia (oral dryness), myalgia (muscle pain), rhinitis, cough, and syncope every
day and night shift.

A physician order, dated 11/15/19, documented to monitor for potential side effects of anti-depressant
medication that may include: insomnia, nausea/vomiting, constipation, appetite changes, weight changes,
fatigue, lethargy, headache, muscle cramps, cough, tinnitus, nervousness, dizziness, peripheral edema,
flatulance, yawning, and rash every day and night shift.

A physician order, dated 05/18/21, documented the resident was to receive Xanax (a antianxiety medication)
0.25 mg by mouth twice a day related to anxiety disorder.

A physician order, dated 02/05/24, documented the resident was to receive Risperdal (a antipsychotic
medication) 0.5 mg by mouth twice a day related to vascular dementia with behavioral disturbance.

A physician order, dated 05/24/24, documented the resident was to receive Cymbalta (a antidepressant
medication) 90 mg by mouth every morning related to depression.

A physician order, dated 05/29/24, documented the resident was to receive Remeron (a antidepressant
medication) 15 mg by mouth at bedtime related to depression.
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F 0758

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

The MAR and TAR for July 2024 did not document side effect monitoring for the use of antipsychotic or

antidepressant medications.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 33097
potential for actual harm
Based on observation, record review, and interview, the facility failed to ensure oxygen tubing was
Residents Affected - Some maintained off the floor and dated for two (#8 and #36) of two residents review for infection control pertaining
to oxygen therapy.

The administrator identified four residents who receive oxygen therapy.

Findings:

A policy titled Departmental (Respiratory Therapy)- Prevention of Infection read in parts .7. Change the
oxygen cannulae tubing every seven (7) days, or as needed. 8. Keep the oxygen cannulae and tubing used

PRN in a plastic bag when not in use .

1. Resident #8 had diagnoses which included acute and chronic respiratory failure with hypoxia, chronic
obstructive pulmonary disease, and pneumonia.

A physician order, dated 06/21/23, documented the resident was to receive oxygen therapy via nasal
cannula at 2 liters to keep oxygen status greater than or equal to 92% as needed.

A significant change assessment, dated 04/04/24, documented the resident was severely impaired
cognitively, had a diagnosis of COPD, and received oxygen therapy.

On 07/15/24 at 9:31 a.m., the resident was lying in bed. An oxygen machine was on at the bedside and set
at 2 liters. The oxygen tubing was lying on the floor and was undated.

2. Resident #36 had a diagnosis of hypoxemia.

A physician order, dated 05/05/23, documented the resident was to receive oxygen at 2 liters per nasal
cannula as needed related to hypoxemia.

A significant change assessment, dated 05/06/24, documented the resident received oxygen therapy.

On 07/15/24 at 9:44 a.m., the resident was sitting in the chair in their room. There was an oxygen machine
beside the bed and running at 2 liters. The oxygen tubing was lying on the floor and was dated 07/04/24.

On 07/18/24 at 7:44 a.m., the DON stated the oxygen tubing should be kept off the floor and in a bag when
not in use. The DON stated oxygen tubing should be changed every seven days on night shift.
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