Oklahoma State Department of Health
Creating a State of Health

July 23, 2019
License Number: RC7303
Survey Event ID: N1J211

Ms. Elizabeth Chapman, Administrator
Wagoner Care Center Res. Care

205 North Lincoln

Wagoner, OK 74467

Dear Ms. Chapman:

Enclosed is the Residential Care inspection deficiency report form, showing the summary of
deficiencies noted during the survey at your facility on June 27, 2019.

The deficiencies cited resulted in deficiencies representing the potential for more than minimal harm.
Your facility will be given an opportunity to correct deficiencies.

Please note the items listed in the deficiency column of the report. Your plan of correction and
anticipated date of completion must be typed in the space provided. If additional space is needed, a
supplemental sheet may be attached.
The criteria for an acceptable plan of correction are:

(1) A statement of exactly how the facility has or intends to correct each deficiency.

(2) The method of correction. This includes who is responsible for the correction.

(3) How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place.

(4) A reasonable date of correction, which will normally be within 30 days of this notice.

NOTE: Please avoid naming individuals, business firms or brand names on the enclosed form since it
" is a public disclosure form. ' : ' ' '

Please sign, date and return the completed form to this office within ten (10) days of your receipt
of this letter. Failure to submit a Plan of Correction will not delay the subsequent revisit or any
other phase of the enforcement process. Please retain a copy of this completed form for your files.

In the event that we find your Plan of Correction unacceptable, you will be notified of the reason(s) it
is not acceptable and we will request another Plan of Correction. If your plan of correction is
acceptable, there will be no acknowledgement. We will conduct a revisit in accordance with your
stated correction dates. If you have any questions concerning this letter, please contact me at (405)

271-6868.
Board of Health
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In accordance with O.S. 63 830.1, you have one opportunity to dispute citations of deficient practice
through an informal dispute resolution (IDR) process. The IDR in no way is to be construed as a
formal evidentiary hearing; it is an informal administrative process to discuss deficiencies. |f you
choose to contest a cited deficiency, the facility must complete an IDR Request Form (ODH Form
833-RC). An explanation must be listed for each disputed deficiency. An attachment is acceptable if
additional space is required for the dispute explanation. The IDR Coordinator may be contacted at
(405) 271-6868 or at the address below to acquire a copy of the ODH Form 833RC and the
Oklahoma IDR Process Residential Care Centers.

The IDR request must be submitted within 30 calendar days from receipt of the State Form deficiency
statement. Failure to submit a completed IDR Request form and supporting documentation within this
timeframe waives your right to the IDR. Failure to complete the IDR timely will not delay the effective
date of any enforcement action against the facility. A designee of the Department shall conduct the
IDR. The IDR may be accomplished by a desk review or conducted in a face-to-face meeting. The
facility shall receive written confirmation of the IDR results.

The facility must submit the completed IDR Request Form and supporting documentation under
separate cover to:

IDR Coordinator

Long Term Care

Protective Health Services

Oklahoma State Department of Health

1000 N.E. 10th
Oklahoma City, OK 73117-1299

Facilities may not use the IDR process to delay the formal imposition of remedies or to challenge any
other aspect of the survey process, including the:

Remedy(ies) imposed by the Department,

Alleged failure of the surveyor to comply with a requirement of the survey process;
Alleged inconsistency of the surveyor in citing deficiencies among facilities; or
Alleged inadequacy or inaccuracy of the informal dispute resolution process

If you have any questions regarding the IDR process, please contact the IDR Coordinator via email at
IDRCoordinator@health.ok.gov, or telephone at (405) 271-6868 or fax at (405) 271-2206.

Sincerely, ‘
‘@c&dm,@ﬂw@

ue Davis, Enforcement Coordinator
Long Term Care
Protective Health Services
SD/ldc

Enclosure
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following deficiencies were cited.

. specific to their job assignment each month.

' term care services.

. This REQUIREMENT is not met as evidenced
. by:
! Based on interview and record review, it was

' nurse was provided monthly for 2 (#1 and #4) of 2|
| long term care aides (LTCA) who provided direct

Initial Comments - N 000
A re-licensure survey was conducted on 06/25/19
through 06/27/19. Current census was 10. The

310:677-11-1 (a)(1)(2)(3) General Requirements -| N1105

LTC
(a) The facility shall:

(1) Complete a performance review of every
nurse aide at least once every twelve (12) months
and provide two (2) hours of inservice training

(2) Have in-service education generally !
supervised by a registered nurse who has at least ;
two years nursing experience with at least one (1)

year of which shall be in the provision of long

(3) Ensure that each nurse aide certification !
is current and not expired. ;

i
determined the center failed to ensure two hours
of in-service training supervised by a registered

resident care. This failed practice had the
potential for more than minimal harm at a pattern
for all 12 residents. Findings: }

On 06/26/19 at 4.00 p.m., the employees' f
in-service training records were reviewed and |

|
|
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|
|
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N1105 Continued From page 1 N1105 ‘
| there was no start and stop times documented to |
| determine the lengths of each in-service, nor was i
. there a documented name of the person who , '
provided the in-services. !
At 4:09 p.m. LTCA/MAT (medication | !
- administration employee)/employee #1 stated she i
- had provided each of the in-services. | :
i
| At6:00 p.m., the administrator stated a registered
| nurse had not supervised any of the in-services
- provided to the LTCA employees. ;
N1442 310:677-13-7 (c) Skills And Functions N1442
SS=F
‘ (c) Skills review.
The facility, center or home shall validate

| certified medication aide skills before the certified

| medication aide performs medication

i administration. The certified medication aides'
skills shall be reviewed annually for performance

' competency.

} This REQUIREMENT is not met as evidenced

. by:

| Based on interview and record review, it was

- determined the center failed to ensure certified

- medication aide (CMA) skills were validated prior

| to administering medication for 1 (#4) of 1 CMA

1 who had been hired within the past year. This
had the widespread potential for more than
minimal harm for all 10 residents. Findings:

On 06/26/19 at 3:43 p.m., the file for CMA #4 did
not contain a medication skills checklist
documented by a licensed nurse in her file.

i
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N1442i Continued From page 2 N1442 |
| |
" . - . l
i At 11:50 a.m., long term care aide/medication !
| administration technician (LTCA/MAT) stated she ;
| was the only person who had checked off }
LTCA/CMA #4's skills after she was hired to work
| double shifts on the weekends. ,
R 000 INITIAL COMMENTS R 000 |
i |
‘ .
- Are-licensure survey was conducted on 06/25/19 | '
' through 06/27/19. Current census was 10. The | ,
+ following deficiencies were cited. i i
R 204 310:680-3-3 (d) & (e)(1) INSPECTIONS, R 204

S$=F | PHYSICIAN AND EMS SERVICES

a residential care home shall include

! documentation that the State Fire Marshal or the
| State Fire Marshal's representative has inspected
and approved the home. Each application for
renewal of a license for a residential care home

: with more than six beds shall include

. documentation of annual inspection and approval
| by the State Fire Marshal or the State Fire

| Marshal's representative.

i

e) The following items must be renewed
i annually:

} (1) An agreement with a physician to
. provide emergency medical services and
. consultation.

|

(d) An application for an initial license to operate

I
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- current agreement.

» annually:

R 204 | Continued From page 3

| This Rule is not met as evidenced by:

i Based on interview and record review, it was

- determined the home failed to ensure an

* agreement with a physician to provide medical
I consultation was renewed annually. This failed

l practice had the widespread potential for more

| than minimal harm for all 10 residents. Findings:

On 06/25/19 at 3:30 p.m., the most current
| physician's agreement found was dated 05/19/18.

On 06/27/18 at 3:42 p.m., the administrator was
» asked about the missing annual physician's
“ agreement. She stated she had not obtained a

|
R 205 310:680-3-3 (€)(2) NURSE, DIETITIAN, AND
SS=F  REGISTERED PHARMACIST
\
|‘ (e) The following items must be renewed
(2) Agreements with registered nurse,

registered dietitian, and registered pharmacist, as
| required based on the needs of the residents.

| R204

R 205
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Continued From page 4 R 205

This Rule is not met as evidenced by: !
Based on interview and record review, it was :
determined the home failed to ensure an ;
agreement with a pharmacist was renewed |
annually. This failed practice had the widespread |
potential for more than minimal harm for all 10
residents who received employee administered
- physician ordered medications. Findings:

| On 06/26/19 at 3:30 p.m., a review of agreements
! was conducted and the most current pharmacist's
| agreement was dated 01/01/17.

+ At 4:56 p.m., the administrator #1 stated she had
" not obtained an agreement with the new
| pharmacy the home had begun to use.

310:680-3-3 (e)(4) ELECTRICIAN, MUNICIPAL
INSPECTOR'S REPORT

R 207
(e) The following items must be renewed
annually:

(4) Licensed electrician or municipal
inspector's report.

This Rule is not met as evidenced by:
' Based on interview and record review, it was
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OWNERSHIP

(b) Every residential care home shall retain the

| following for public inspection:

(4) Acopy of the statement of ownership.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, it was determined the home failed to
ensure a copy of the statement of ownership was
retained in the home and available for public

| inspection. This failed practice had the

widespread potential for minimal harm for all 10
residents. Findings:

On 06/27/19 at 3:10 p.m., both information

" boards had been observed and submitted

manuals were reviewed for a copy of the
statement of ownership. Nothing was found. The
administrator stated she did not have one.

.f

¥
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R 207 ' Continued From page 5 | R207 !
determined the home failed to ensure a licensed | '
- plumber or building inspector's report had been |
i renewed annually. This failed practice had the
widespread potential for more than minimal harm !
for all 10 residents. Findings: i
1 On 06/27/19 3:30 p.m., the most current |
plumbing inspection report found was dated r
03/30/18. Long term care aide/medication ;
administration aide stated the annual report had ;
not been completed. :
R 220 310:680-3-6 (b)(4) RETAINING A COPY OF i R220 i
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Finding:
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§S=F, DRILLS
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R 221 Continued From page 6
R 221! 310:680-3-6 (b)(5) RETAINING A LIST OF

- (b) Every residential care home shall retain the
i following for public inspection:

(5) Alist of personnel who are licensed,
certified, or registered and employed or retained
by the residential care home, including area in
which individual is credentialed.

' This Rule is not met as evidenced by:

i Based on observation and interview, it was
determined the home failed to retain a list of
personnel who were licensed, certified,
registered, and employed or retained by the
home. This failed practice had the widespread
potential for minimal harm for all 10 residents.

On 06/25/19 at 3:15 p.m., information boards by
the medication room door and on a wall by the
dining by the were observed. No list of current
personnel was found. long term care

~ aide/medication administration technician
(LTCA/MAT) was asked if a list of employed or
- retained personnel was available for inspection.

. She stated previously posted list had been taken

R 225 310:680-3-6 (e) EVACUATION PLAN AND FIRE

| (€) An evacuation plan shall be developed and
1 permanently displayed in the hallways and sitting !
" room. Fire drills shall be conducted at least

R 221
I
 R221

{

R 225

]
H
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R 225 Continued From page 7
quarterly.

. This Rule is not met as evidenced by:

' Based on interview and record review, it was

\ determined the home failed to ensure fire drills

' were conducted at least quarterly. This failed

. practice had the widespread potential for more

" than minimal harm for all 10 residents. Findings:

' On 06/25/19 at 3:11 p.m., long term care

. aide/medication administration

* technician/employee #1 was asked for the most

 recent fire drills. She stated, "We don't have
them." She stated she did not know why, but she

- had not a had fire drill in the home.

" At 3:30 p.m., maintenance/employee #5 was

| asked for the past years fire drills. He submitted
a manual, but there were no fire drills
documented for the residential care home. He

: stated he had not conducted the required

} quarterly fire drills.

|
R 317, 310:680-5-3 (d) MAXIMUM TEMPERATURE 85
S§S=F| F

i (d) Maximum temperature in all areas occupied
i by residents shall not exceed 85 degrees
Fahrenheit, unless authorized or recommended
by a physician.

This Rule is not met as evidenced by:

Based on observation and interview, it was
determined the home failed to ensure all areas of
the home occupied by residents did not exceed
85 degrees Fahrenheit (F). This failed practice
had the potential for more than minimal harm for

L

' R317

R 225
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R 317 Continued From page 8
all 10. Findings:

On 06/25/19 at 11:21 a.m., the ambient air
temperature in the main entrance living
room/nurses' desk area registered at 85.2
degrees F. Long term care aide/medication
administration technician (LTCA/MAT )/employee
#1 stated the air conditioner had not worked and
the home had been hot for about one and
one-half months.

At 11:37 a.m., resident #1 stood at the front
nurses' desk area while she retrieved snack
crackers from a basket on the desk. She said
she was warm there.

At 11:41 a.m., maintenance/employee #5 also
stated the air condltloner had not worked properly
for about one and one-half months.

At 2:27 p.m., the ambient air temperature

' registered at 87.5 degrees F near the main
entrance nurses' desk area. Resident #7 walked
in halls by front nurses' desk.

At 4:35 p.m., the ambient air temperature
registered at 88.2 degrees F near the main
entrance nurses' desk area. Both

| LTCA/MAT/employee #1 and MAT/employee #2
| stated it was too hot in that area.

‘ At 3:05 p.m., the ambient air temperature in the
nurses' desk area registered at 87.4 degrees F.

R 349‘ 310:680-7-1 CONTROL OF PREMISES

8S8=F
' The administrator shall have access to and
' authority over the entire premises. The person in
' charge shall be specifically designated in writing

R 317

i

\

R 349

|
4‘
\
|
|

5
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R 349 | Continued From page 9

! by the administrator and shall have authority to

. act in his/her absence and have access to the
home's records if the owner or operator is not
immediately available.

This Rule is not met as evidenced by:
. Based on observation, interview, and record
review, it was determined the administrator failed
to ensure the person in charge was specifically

! widespread potential for more than minimal harm
for all 10 residents. Findings:

On 06/25/19 at 4:24 p.m., long term care
~ aide/medication administration technician was
' asked if the person in charge had been

absence. She stated, "I've never had anything in
writing or posted." There was no person in
| charge document posted on either of the two (2)
| information boards, nor found in any of the

I submitted manuals.

R 507| 310:680-11-1 (2)(B) STAFF QUALIFICATIONS -
SS=F | MEDICATION
|
| (2) Staff Qualifications.
| (B) All personnel who have the responsibility
, for administering or monitoring medication to
' residents shall obtain a certificate of training in
; medication administration from an institution of
* higher learning whose program has been
I reviewed by the Department. (Currently licensed
' physicians, registered nurses and licensed
practical nurses shall be deemed to meet the
medication administration training requirement.)

designated in writing. This failed practice had the |

| designated in writing, to act in the administrator's

R 349

R 507
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R 507

! This Rule is not met as evidenced by:

. Based on observation, interview, and record

| review, it was determined the home failed to
ensure 1 (#3) of 5 employees who had the

| responsibility for administering medication was
qualified and trained from an approved institution

. of higher learning. This failed practice had the

| widespread potential for more than minimal harm

| for all 10 residents who received employee
administered physician ordered medications.
Findings:

' On 06/26/19 at 3:34 p.m., the employees' files
f were review and revealed Department of

' Developmental Services medication i
- administration technician (DDS MAT)/employee
[ #3 was hired on 2/20/19.

' The sampled residents' June 2018 medication

| administration records documented DDS

| MAT/employee #3 administered their medications
' on the following dates:

| 06/01/19;
| 06/02/19;
- 06/08/19;
06/09/19;
06/14/19;
06/15/19;
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- 06/16/19;
- 06/20/19;
- 06/22/19; and
| 06/23/19.

At 4:18 p.m., DDS MAT/employee #3's file had a
| of Department of Human Services certificate that
" she was given for DDS Medication Administration
* Technician Training on 06/08/18. Long term care
- aide/medication administration technician
' (LTCA/MAT) was asked about DDS
- MAT/employee #3's training. She stated she did
| not know about the training due to DDS
' MAT/employee #3 had been hired in the nursing

home next door.

On 06/27/19 at 2:59 p.m., DDS MAT/employee #3
was observed on duty as she passed
- medications.

R 510 310:680-11-1 (3)(A) STAFF TRAINING - FIRST
§S=F' AID/CPR

|
| (3) In order to ensure all homes maintain a level
of competency necessary to meet the needs of
each individual served in the home, personnel
must complete the following training
requirements.

(A) All employees shall be currently certified
in first-aid and cardiopulmonary resuscitation
(Red Cross training or equivalent). Proof of
certification and training shall be kept on file in
. the home. First-Aid and CPR certificates shall be
. renewed annually, or as required to be kept
, current.

! R507

)

R 510
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Continued From page 12

This Rule is not met as evidenced by:
. Based on interview and record review, it was

determined the home failed to ensure there was
at least one employee in the home currently

" trained in first-aid and cardiopulmonary

resuscitation (CPR). This failed practice has the

- widespread potential for more than minimal harm
i for all 10 residents. Findings:

On 06/26/19 at 3:34 p.m., the employees' files
were review and revealed only one (1) out of
eight (8) employees had documented training in

; first-aid and CPR.

| On 06/27/19 at 11:50 a.m., long term care

aide/medication administration technician

| (LTCA/MAT) was asked if any of the employees

R 602
SS=F

had documented training for first-aid and CPR.
She confirmed only LTCA/certified medication
aide (CMA)/employee #3 was the only employee
who had documented first-aid and CPR training.

310:680-13-1 (1)(A) MEDICATIONS -
STORAGE/MAINTENANCE

Correct medication and pharmacy techniques
and principles shall be used when medications
are administered or monitored. The home shall
comply with the following:

R 602

i
§

|
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(1) Storage and Maintenance.

(A) Medications shall be stored in an area
that is locked, is well lighted, and room
temperature  not to exceed 86 degree

' Fahrenheit.

e — o o S A 1 S S e s e

This Rule is not met as evidenced by:
Based on observation and interview, it was
| determined the home failed to ensure the
| residents' medications were stored in a room
temperature that did not exceed 86 degrees
Fahrenheit (F). This failed practice had the
1 widespread potential of more than minimal harm
. for all 10 residents who received employee !
administered physician ordered medications.
Findings:

. On 06/25/19 at 4:35 p.m., the ambient air

' temperature registered at 88.2 degrees F near

the main entrance nurses' desk area. Both

LTCA/MAT/employee #1 and MAT/employee #2

stated it was too hot in that area. The medication

' cart was still parked in its normal space, an

" enclosure in the wall by the medication room
door.

On 06/26/19 at 9:07 a.m., the medication room
door was opened and it was very warm in there.
The ambient air temperature in there registered
~ at 88 degrees F on a thermometer on a wall.

| At 9:27 a.m., the administrator stated the home's
pharmacist verbalized to her the residents'
medications in the medication room would need
to be replaced.

Oklahoma State Department of Health
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At 3:05 p.m., the ambient air temperature in the i
medication room registered at 90 degrees F. The
ambient air temperature in the nurses' desk area
' near the medicaiton cart registered at 87.4 t
degrees F. |
On 06/27/19 at 8:57 a.m., the ambient air !
- temperature in the medication room registered at !
- 88 degrees F on the wall thermometer. Many of |
i the medications in that room had labels that
documented the medications should be stored at
68 to 77 degrees F.
R 622 310:680-13-1 (1)(U) MEDICATIONS - R 622

SS=F ' DISCONTINUED |
Correct medication and pharmacy techniques
| and principles shall be used when medications
are administered or monitored. The home shall
comply with the following:

| (1) Storage and Maintenance.

(U) Discontinued medications may be kept
up to three (3) months and must be separated
| from the current medications within the locked
. medication area.

| This Rule is not met as evidenced by:
Based on observation, interview, and record
review, it was determined the home failed to
ensure discontinued medications were kept only
up to three (3) months. This failed practice had
the widespread potential for more than minimal
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harm for all 10 residents. Findings:

}
On 06/26/19 at 3:05 p.m., two shelves of '
medications were observed in the medication
room with long term care aide/medication

- administration technician (LTCA/MAT)/employee

{ #1. A medication destruction manual was
reviewed and the last date documented for :

| medication destruction was in October 2018. :

" LTCA/IMAT/employee #1 stated none of the
discontinued medications on the shelved had
been documented in the manual and no

! medications had been destroyed since October

2018 (8 months previous). When asked for the

; reason the discontinued medications were kept
over the required 3 months, LTCA/MAT/employee

! #1 stated there was no registered nurse/director

i of nurses available to destroy the medications.

' She further stated she had not seen, nor did she
know what the discontinued medications policy
documented.

SR623 310:680-13-1 (1)(V) MEDICATIONS - DISPOSAL :
S=F ; i
. Correct medication and pharmacy techniques
| and principles shall be used when medications
are administered or monitored. The home shall
. comply with the following:

(1) Storage and Maintenance.

(V) The home shall have a written policy for
| safe disposal of discontinued medications and it
shall be an approved method by the State
Department of Health. Documentation shall be
retained in the individual resident's record.
. Qver-the-counter medications shall be destroyed

R 622

in the presence of two (2) residential care home
. staff persons. Documentation shall include the |
|

R 623
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R 623 Continued From page 16

name of the medication, the amount destroyed,
| the method of destruction, and shali'be retained
in the individual resident's record.

This Rule is not met as evidenced by:

' Based on interview and record review, it was
determined the home failed to develop a written
policy and procedure for safe disposal of
discontinued medications. This failed practice

! had the widespread potential for more than

! minimal harm for all 10 residents who received

| employee administered physician ordered

. medications. Findings:

! On 06/26/19 at 3:05 p.m., a discontinued

| medication destruction manual was reviewed.

There was no policy for safe disposal of

discontinued medications in that manual. Long

term care aide/medication administration

technician stated she had not seen a policy for

- discontinued medication disposal since she had
worked in the home since July 2018.

No medication disposal policy was found in any
submitted manual throughout the survey.

310:680-19-2 (a)(5) STATEMENT PROVISIONS

' (a) Astatement of rights and responsibilities shall
" include but not be limited to the following:

(5) Every resident shall have the right to
receive adequate and appropriate medical care
. consistent with established and recognized
' medical practice standards within the community.
Every resident shall be fully informed by his
 attending physician of his medical condition and
. proposed treatment in terms and language that
| the resident can understand, unless medically

R 623
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contraindicated, and to refuse medication and
| treatment after being fully informed of and !
I understanding the consequences of such actions. |

: This Rule is not met as evidenced by:

| . . .

| Based on observation, interview, and record

f review, it was determined the home failed to i

 ensure physician ordered medication was i

| available and/or administered to 3 (#2, 3, and #6)

. of 6 sampled residents. This failed practice had

' the potential for more than minimal harm at a
pattern. Findings:

| RESIDENT #2

" Resident #2 moved into the home on 09/04/17 _
with diagnoses that included anxiety, depression,

| and insomnia.

|

ﬁ A June 2018 medication administration record
" (MAR) for resident #2 documented, "...Melatonin
' (used to treat insomnia) 20 mg (milligrams) (2)

| tabs (tablets) (10mg) po (by mouth) g (every) HS

i‘ (hour of sleep) 4/30/18 {original order date)..."

' On 06/27/19 at 11:45 a.m., long term care

- aide/medication administration technician

| (LTCA/MAT) was asked for the most current
| physician's order for resident #2's Melatonin. She
' submitted a hospital discharge summary, dated

| 07/14/18, that documented, "...melatonin 5 mg

' capsule Take 1 capsule everyday by oral route in

| the evening..." When asked how much Melatonin ;

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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had been administered to resident #2, she went
i to the medication cart and retrieved the
i over-the-counter bottle of Melatonin 10 mg and

i stated, "20 milligrams." She then stated she had

! known resident #2 had received the Melatonin 20 i

i mg since she was employees in the home in July
‘ 2018.

| RESIDENT #3
|
i Resident #3 moved into the home on 06/21/19

with diagnoses that included hypertension,
. hyperlipidemia, and atherosclerosis.

| A medication list for resident #3 sent to the home

' on 06/18/19 documented, "...Metoprolol

' Succinate (used to treat hypertension) ER

| (extended release) 25MG Take 1 Tablet By Mouth

| Twice Daily...

i Atorvastatin Calcium (used to treat high
cholesterol) 40MG Take 1 Tablet By Mouth

| Daily...

i Clopridogrel Bisulfate (used to treat
atherosclerosis) 75MG 1 Tablet Daily..."

l A June 2018 MAR for resident #3 documented,

| "...Atorvastatin Calcium 40mg 4 tab po QD (every
day) Dx: (diagnosis) hyperlipidemia 2-5-19

! (original order date)..." The daily blocks from

i 06/22/19 through 06/25/19 contained circled initial
to indicate resident #3 had not received the

‘ medication. A written explanation on the back of

i the MAR documented, "... 6-22...Circled med
(medication) on order...6-23...Circled med on

‘ order..."

| The June MAR for resident #3 also documented,

‘ "...Clopridogrel Bisulfate 75mg 1 tab PO QD
5-12-16 (original order date) Dx:

- Atherosclerosis..." The daily blocks from
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STATE FORM

8899

N1J211

If continuation sheet 19 of 21




Oklahoma State Department of Health

PRINTED: 07/01/2019
FORM APPROVED

TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER® COMPLETED
A BUILDING
RC7303 B WING 06/27/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
205 NORTH LINCOLN
WAGONER HEALTH & REHAB RES CARE
WAGONER, OK 74467
(X4) ID ! SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION ! (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL { PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
| TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

[
R 813: Continued From page 19

| 06/22/18 through 06/27/19 contained circled initial
' to indicate resident #3 had not received the

off the MAR documented the medication was "on

" order."

|

' The June MAR or resident #3 also documented,

- "...Metoprolol Succinate ER 25mg 1 tab PO BID
(twice a day) Dx: HTN (hypertension) 2-5-19
(original order date)..." The daily blocks at 8:00

‘ p.m. on 06/21/19, 06/24/19, and 06/25/19, had
been circled to indicate the medication had not
been administered to resident #3. Handwritten

\ explanation on the back of the MAR documented,
"...6-21 2000 (8:00 p.m.)...Metoprolol heid BP

| (blood pressure) 122/60 P (pulse) 73...

6-24 2000...Metoprolol held BP 107/54-52...
| 6-25 2000...Metoprolol held BP 114/54 p 48..."

On 06/26/19 at 2:25 p.m., LTCA/MAT/employee

- received his Atorvastatin and Clopridogrel
medications as his physician had ordered. She
stated his family had not picked it up at the

| pharmacy and brought it to the home.

' When asked about the circled and held

. Metoprolol medication, LTCA/IMAT/employee #1

. stated, "The MATs thought anything (blood

 pressures) under 120/60, we had to hold (B/P

| medications).” She stated resident #3's physician

. had not been notified the blood pressure

| medicaiton had been held and not given as

- ordered. LTCA/MAT/employee #1 also stated the

- physician had not written blood pressure
perimeters on the medication orders for when the

. medication was to be held.

RESIDENT #6

 medication. Handwritten explanation on the back :

#1 was asked for the reason resident #3 had not |

R 813
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Resident #6 moved into the home on 02/02/19 | |
| with diagnoses that included acute pain and !
} depression disorder. i
. A June 2018 MAR for resident #6 documented, |

"...IBU (Ibuprofen) 800mg 1 tab TID (three times
' aday) DX: Pain..." The daily blocks from 8:00 |‘
- p.m. on 06/24/19 through 8:00 p.m. on 06/25/19
| (total of 4 doses) were circled to indicate the
' medication had not been administered to resident '
#6. Handwritten documentation on the back of
| the MAR documented the pain medication was

"on order."

On 06/25/19 at 1:37 p.m., MAT/employee #2 ‘
 stated resident #6's Ibuprofen 800 mg was "on |
‘ order." ‘

!: At 1:42 p.m., resident #6 asked MAT/employee |
| #2 about her missing pain medication, and was ‘
| told the medication had been ordered. Resident -
. #6 was asked how she was doing without the

| pain medication available. She stated, "Fair. 'l |
| make it. | hurt."” |
, On 06/27/19 at 1:48 p.m., LTCA/MAT/employee ) |
‘ #1 was asked if resident #6's physician had been ‘
' notified the resident had not been administered

‘I her prescribed pain medication. ‘She stated she
! had not notified the physician.

Oklahoma State Department of Health
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Oklahoma State Department of Health
Creating a State of Health

August 5, 2019
License Number: RC7303
Survey Event ID: N1J211
Ms. Elizabeth Chapman, Administrator
Wagoner Care Center Res. Care
205 North Lincoln
Wagoner, OK 74467

Dear Ms. Chapman:

On June 27, 2019, agents from our office completed an investigation at your Residential Care
Facility. Deficiencies were identified and we have received your plan of correction for these
deficiencies. The plan of correction you submitted is not acceptable for the following reasons:

e RO0510 and R0602- The home did not include Plan of Correction Dates for R 510 or R 602.

An amended plan of correction is due within 10 days of receipt of this notice.

Sincerely,

. &’ g
: /,‘
{ ; e Davis, Enforcement Coordinator

%ﬂg Term Care
Oklahoma State Department of Health

SD/ldc
Enclosure
Board of Health
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ik Eoaiiskeiir ot Liaalli Edward A Legako, MD (Vice-President) Temy R Gerard I, DO Ronald D Osterhout An equal opportunity

Becky Payton (Secretary-Treasurer) Charles W Grim, DDS, MHSA Charles Skillings
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N 000| Initial Comments N 000 N 1105
A re-licensure survey was conducted on 06/25/19 . .
through 06/27/19. Current cansus was 10. The gﬂﬂs'e,gf?_'}’zeol:‘gﬂng R
following deficiencies were cited. H S 5 :
b deficient practice, Admin/designee
. reviewed facility records for required
N1105§ 310:677-11-1 (a)}(1X(2)(3) General Requirements - N1105 in-service training. On 7/10 and 7/25
§S=F| LTC Inservice was provide to meset the
requirements of compliance.
(@) The facility shall:
Identification of others with the
(1) Complete a performance review of every potential of being affected:
nurse aide at least once every twelve (12) months A review of Facility records showed
and provide two (2) hours of inservice training 10 residents had the potential to be
specific to their job assignment each month. affected by the deficient practice.
(2) Have in-service education generally To ensure deficient practice does
supervised by a registered nurse who has at least not recur: ) )
two years nursing experience with at least one (1) On 7/1/2019, Regional Manager in
year of which shall be in the provision of long serviced staff on In-service
term care services. requirements.
sure that each nurse aide certification Mon_itor_ing: . .
i cuffznf gnd not expired 8 Beginning 7/10/2019, Admin/Designee
) will monitor facility records bi- Monthly
Xs 2 months and monthly until
substantial compliance is maintained.
Any Negative findings will be corrected
This REQUIREMENT is not met as evidenced and reported immediately.
oy o o QA:
Based on interview and record review, it was Admin/Designee will present any
determined the center falled o ensure two hours negative findings to QA minutes and | g/1-004g
of in-servica training supervised by a registered be reviewed by the QA committee for
nurse was provided monthly for 2 (#1 and #4) of 2 further recommendations.
long term care aides (LTCA) who provided direct
resident care. This failed practice had the
potential for mare than minimal harm at a pattern
for all 12 residents. Findings:
On 06/26/19 at 4:00 p.m., the empioyees'
in-service training records were reviewed and
Okishoma State Department of Health
LABORATOR! mnecroﬁ'z ER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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had the widespread potential for more than
minimal harm for all 10 residents. Findings;

On 06/26/19 at 3:43 p.m., the file for CMA #4 did
not contain a medication skills checklist
documented by a licensed nurse in her file.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
RC7303 B. VNG 06/27/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
205 NORTH LINCOLN
WAGONER HEALTH & REHAB RES CARE WAGGMER, O 74467
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N1105| Continued From page 1 N11058 N1442
there was no start and stop times documented to ¢ ;
: : : Corrective Action:
ey iesh bt proieus oy On 6/27/2019, upon notification of
xirvided this Inearvis deficient practice, Admin/designee
) reviewed employee records for
_ required skills check off sheets.
At 4:09 p.m. LTCA/MAT (medication ; i
adninisiration smployesyemployes #1 stated she Any negative findings were corrected.
had provided each of the in-services. Identification of others with the
) N , potential of being affected:
At 6:00 p.m., the administrator stated a registered A review of Facility records showed
nurse had not supervised any of the in-services 10 residents had the potential to be
provided to the LTCA employees. affected by the deficient practice.
N1442| 310:677-13-7 (c) Skills And Functions n144a2 | To ensure deficient practice does
S8=F not recur:
(c) Skills review. On 7"”2019, Regionai Manager in
serviced staff on skills review
The facility, center or home shail validate rgquir%ments upon hire and annually
certified medication aide skills before the certified thereatter.
medication aide performs medication "
P : e Monitoring:
bk ”{‘;:f‘f‘;“;"f:a;':;oﬁ:fm Beginning 7/10/2019, Admin/Designee
EoiTpen will monitor employee records Monthly
Y- Xs 3 months and quarterly until
substantial compliance is maintained.
Any Negative findings will be corrected
and reported im i ]
This REQUIREMENT is not met as evidenced b et
by . _ QA:
Based on interview and record review, it was Admin/Designee will present any
determined the center failed to ensure certified negative findings to QA minutes and
medication aide (CMA) skills were validated prior be reviewed by the QA committee for
to administering medication for 1 (#4) of 1 CMA further recommendations.
who had been hired within the past year. This 8/15/2019

QOklahama State Depariment of Health
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N1442 | Continued From page 2 N1442 R204
R 204
At 11:50 a.m_, long term care aide/medication Corrective Action: ) . . i
administration technician (LTCA/MAT) stated she geqiglgzn%?;& upo:d no.tlr;é:atlpn of :
1 ce, min/aesignee
was he oy fo o e chec.kec} off reviewed facility records for update to
LTCA/CMA #4's skills after she was hired to work physician service agreement.
double shifts on the weekends. Agreement updated 6/28/2019
Any negative findings were comrected.
R 000| INITIAL COMMENTS R 000 Identification of others with the
Rotential m; being affected: ;
. review of Facility records showed
A re-licensure survey was conducted on 06/25/19 10 residents had the potential o be
through 06/27/19. Current census was 10. The affected by the deficient practice.
following deficiencies were cited. .
To ensure deficient practice does not
recur:
R 204| 310:680-3-3 (d) & (e){1) INSPECTIONS, R 204 On 7/1/2019, Regional Manager in
§S=F | PHYSICIAN AND EMS SERVICES serviced staff on physician service

(d) An application for an initial license to operate
a residential care home shall include
documentation that the State Fire Marshal or the
State Fire Marshal's representative has inspected
and approved the home. Each application for
renewal of a license for a residential care home
with more than six beds shall include
documentation of annual inspection and approval
by the State Fire Marshal or the State Fire
Marshal's representative.

(e) The following items must be renewed
annually:

(1) An agreement with a physician to
provide emergency medicat services and
consultation.

requirements and renewal of
agreements annually.

Monitoring:

Beginning 7/10/2019, Admin/Designee
will monitor facility records Monthly

Xs 3 months and quarterly until
substantial compliance is maintained.
Any Negative findings will be corrected
and reported immediately,

6/28/2019

QA:

Admin/Designee will present any
negative findings to QA minutes and
be reviewed by the QA commitee for
further recommendation.

Oklahoma State Department of Health
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R 204 | Continued From page 3 R 204 R205 .
Corrective Action:
On 6/27/2019, upon notification of
deficient practice, Admin/designee
reviewed facility records for update to
pharmacist service agreement.
Agreement updated 7/20/2019
Any negative findings were comrected.
Identification of others with the
potential of being affected:
A review of Facility records showed
Pl
a cient pr. i
This Rule is not met as evidenced by: y © PIRGHCR
Based on interview and record review, it was Tgt ensure deficient practice does
determined the home failed to ensure an NG recur.
p S : On 7/1/2019, Regional Manager
agreement with a physician to provide medical in serviced s'tafreg;x pharmacaigt asrvics
consultation was renewed annually. This failed requirements and renewal of
practice had the widespread potential for more agreements annually.
than minimal harm for all 10 residents. Findings:
Monitoring:
On 06/25/19 at 3:30 p.m., the most current Beginning 7/10/2019, Admin/Designee will
physician's agreement found was dated 05/19/18. monitor facility records Monthly Xs 3 months
and ?u?réc&ﬂy Agnﬂlj‘esub:tangaé_compllﬁnbc: is
On 06/27/18 at 3:42 p.m., the administrator was gmd and rgépmgead ‘i’rﬁmgdllg%:lr
asked about the missing annual physician's L,
agreement. She stated she had not obtained a Sl 120/2019
current agreement. Admin/Designee will present any negative
findings to QA minutes and be reviewed by the
R 205| 310:680-3-3 (e)(2) NURSE, DIETITIAN, AND R205 | QA committee for further recommendations.
§S=F | REGISTERED PHARMACIST
(e) The following items must be renewed
annually: ’
(2) Agreements with registered nurse,
registered dietitian, and registered pharmacist, as
required basad on the needs of the residents.

Oklahoma State Department of Health
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R 205 | Continued From page 4 R 205 R 207
Corrective Action:
) . On 6/27/2019, upon notification of
This Rule is not met as evidencad by: deficient practice, Admin/designee
Based on interview and record review, it was reviewed facility records for update to
determined the home failed to ensure an facility inspection report. Any negative
agreement with a pharmacist was renewed findings were corrected.
annually. This failed practice had the widespread
potential for more than minimal harm for ail 10
residents who received employee administered . . )
physician ordered medications. Findings: Identification of others with the potential
of being affected:
On 06/26/19 at 3:30 p.m., a review of agreements A review of Facility records showed 10
was conducted and the most curvent pharmmacist's residents had the potential to be
agreement was dated 01/01/17. affected by the deficient practice.
At 4:56 p.m., the administrator #1 stated she had T;gcel]r;§ure deficient practice does not
not obtained an agreement with the new . . :
On 7/1/2019, Regional Manager in
EORINCE 110, eee fhac oduiy o e serviced staff on annual inspections
and maintaining records.
R 207| 310:680-3-3 (e)(4) ELECTRICIAN, MUNICIPAL R207
SS=F| INSPECTOR'S REPORT Monitoring:
Beginning 7/10/2019, Admin/Designee
(e) The following items must be renewed will monitor facility records Monthiy Xs
annually: 3 months and quarterly until
substantial compliance is maintained.
{4) Licensed electrician or municipal Any Negative findings will be corrected
inspector's report. and reported immediately.
QA: o )
Admin/Designee will present any
negative findings to QA minutes and be
reviewed by the QA committee for 08/17/2019
further recommendations.
This Rule is not met as evidenced by:
Based on interview and record review, it was

Okiahoma State Department of Health
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R 207 | Continued From page 5 R 207
determined the home failed to ensure a licensed
plumber or building inspector's report had been
renewed annually. This failed practice had the
widespread potential for more than minimal harm
for all 10 residents. Findings:
On 06/27/18 3:30 p.m., the most current
plumbing inspection report found was dated
03/30/18. Long term care aide/medication R220
administration aide stated the annual report had
not been completed.
R 220 310:680-3-6 (b)(4) RETAINING A COPY OF R 220
85=F| OWNERSHIP
{b) Every residential care home shall retain the
following for public inspection:
(4) A copy of the statement of ownership. Co G Al

This Rule is not met as evidenced by:

Based on obsarvation, interview, and record
review, it was determined the home failed to
ensure a copy of the statement of ownership was
retained in the home and available for public
inspection. This failed practice had the
widespread potential for minimal harm for ail 10
residents. Findings: ’

On 06/27/19 at 3:10 p.m., both information
boards had been observed and submitted
manuals were reviewed for a copy of the
staternent of ownership. Nothing was found. The
administrator stated she did not have one.

On 86/27/2019, upon notification of deficient
practice, Admin/designee reviewed facility
records for update and posting of statement of
ownership. Any negative findings were corrected|

Identification of others with the potentiai of
being affected.

A review of Facility records showed 10
residents had the potential to be affected by
the deficient practice.

To ensure deficient practice does not recur:
On 7/1/2019, Regional Manager in serviced
staff on posting of statement of ownership. .

Monitoring:

Beginning 7/10/2019, Admin/Designee will
monitor facility records Monthly Xs 3 months
and quarterly until substantial compliance is
maintained. Any Negative findings will be
corrected and reported immediately.

QA:

Admin/Designee will present any negative
findings to QA minutes and be reviewed by the
QA committee for further recommendations.

08/17/2019

Oklahoma State Department of Health
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R 221| Continued From page 6 R 221 R221
R 221) 310:680-3-8 (b)(5) RETAINING A LIST OF R 221 s
SS=F arrective Action:
PERSONNEL On 6/27/2019, upon notification of deficient
o . practice, Admin/designee reviewed facility
(b} Every residential care home shall retain the recards for update and posting of current
following for public inspection: facility personnel. Any negative findings were
(5) A list of personnel who are licensed, corrected.
certified, or registered and employed or retained
by the residential care home, including area in Eentiﬂ:gélm;gf others with the potential of
which individual is credentialed. eing affected:
A review of Facility records showed 10
3 residents had the potential to be affected by
the deficient practice.
To ensure deficient practice does not recur:
Onﬂ?mzm%, Regri‘gnai Manager fllﬂ sefrviced
staff on posting and maintaining list o
This Rule is not met as evidenced by: employepes. 2 .
Based on observation and interview, it was Sariion
determined the home faited to retain a list of oniorng:
Beginning 7/10/2019, Admin/Designee will
persannel who were licensed, certified, monitor facility records Monthiy Xs 3 months
registered, and empioyed or retained by the and quarterly until substantial compliance is
home. This failed practice had the widespread maintained. Any Negative findings will be
potential for minimal harm for all 10 residents. corrected and reported immediately.
Finding: .
Admin/Designee  will prasent any negative
On 06/25{19 at 3:15 p.m., information boards by findings to QA minutes and be reviewed by the | 8/15/2019
the medication room door and on a wall by the QA committee for further recommendations.
dining by the were observed. No list of current
personnei was found. long term care
aide/medication administration technician
(LTCA/MAT) was asked if a list of employed or
retained personnel was available for inspection.
She stated previously posted list had been taken -
down.
R 225 310.680-3-6 (e) EVACUATION PLAN AND FIRE R 225
S8=F | DRILLS
(e) An evacuation plan shail be developed and i
permanently displayed in the hallways and sitting
room. Fire drills shall be conducted at least

Qklahoma State Department of Health
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R 225| Continued From page 7 R 226 Corrective action:
On 6/27/2019 , upon notification of
quarterly. deficient practice, maintenance/
designee began conducting fire drills
facility. any negative findings were
This Rule is not met as evidenced by: corrected.
Based on interview and record review, it was
determined the home failed to ensure fire drills Identification of others with potential
were conducted at least quarterly. This failed of being affected:
practice had the widespread potential for more A review of resident census, facility
than minimal ham for all 10 residents. Findings: identified 10 residents residing in the
facility have the potential to be
On 06/25/18 at 3:11 p.m., long term care affected by this deficient practice. 8/10/2019
aide/medication administration
technician/employee #1 was asked for the most To ensure deficient practice does not
recent fire drills. She stated, "We don't have recur: . .
them.” She stated she did not know why, but she On.7l112019 staff in-serviced on
had not @ had fire: drill in the home. policy and procedure of fire drills.
Monitoring:

At 3:30 p.m., maintenance/employee #5 was
asked for the past years fire drills. He submitted
a manual, but there were no fire drills
documented for the residential care home. He
stated he had not conducted the required

Maintenance/designee will monitor for
compliance monthly to ensure fire
drills are being completed per shift.
Any negative findings will be reported

qiaarly Sre il to the monthly QA minutes.
QA:
R 317| 310:680-5-3 (d) MAXIMUM TEMPERATURE 85 R317 Negative findings and corrections will
SS=F| F be reported and documented
in quarterly QA minutes for further
{d) Maximum temperature in all areas occupied recommendations.

by residents shall not exceed 85 degrees
Fahrenheit, uniess authorized or recommended
by a physician. '

This Rule is not met as evidenced by:

Based on observation and interview, it was
determined the home failed to ensure alil areas of
the home occupied by residents did not exceed
85 degrees Fahrenheit (F). This failed practice
had the potential for more than minimal harm for

Oklahoma State Depariment of Health
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R 317 | Continued From page 8 R 317 R 317
ali 10. Findings: Corrective action: ) )
On 06/25/19 at 11:21 a.m., the ambient air ?Qﬁgﬁgtmpﬂfﬁ'c??n”amgﬂ‘;ii"e? of
:i:‘ﬁ,ﬁ:::.";iﬁ Z’i': SQ:J I:tngs 2 designee repaired air units in facility.
degrees F. Long tarm care aide/medication any negative findings were corrected.
administration technician (LTCAMAT)employee Identification of others with potential
#1 stated the air conditioner had not worked and of being affected: P
the home had been hot for about one and A review of resident census, facility
ane-half months. identified 10 residents residing in the
) facility have the potential to be
At 11:37 a.m., resident #1 stood at the front affected by this deficient practice.
nurses' desk area while she retrieved snack
crackers from a basket on the desk. She said To ensure deficient practice does not
she was warm there. recur.
On 7/1/2018 staff in-serviced on
At 11:41 a.m., maintenance/employee #5 also policy and procedure of maintaining
stated the air conditioner had not warked properly ambient temp.
for about one and one-haif months.
Monitoring:
At 2:27 p.m., the ambient air temperature Maintenance/designee will monitor for
registered at 87.5 degrees F near the main compliance weekly to ensure ambient
entrance nurses' desk area. Resident #7 walked temps are being maintained. Any
in halls by front nurses’ desk. negative findings mll be reported to
the monthly QA minutes.
At 4:35 p.m., the ambient air temperature
registered at 88.2 degrees F near the main QA:
entrance nurses' desk area. Both v . : ; 7/10/19
LTCA/MAT/employee #1 and MAT/employee #2 E:g:gggggcg:gsdgggggmﬁ'ons will
i hot i t 4 :
shans 'twasf BoiRc et ane. ] in quarterly QA minutes for further
At 3:05 p.m., the ambient air temperature in the recommendations.
nurses’ desk area registered at 87.4 degrees F.
R 348 310:680-7-1 CONTROL OF PREMISES R 349
SS=F
The administrator shall have access to and
authority over the entire premises. The person in
charge shall be specificaily designated in writing

Oklahoma State Department of Health
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R 349| Continued From page 9 R 349 R 349
ministrator an i A .
e e il s b e Corrective Action:
home’s records if the owner or operator is not On 6!271201 9'- dpon no_h ﬁcatl_on of
P e deﬁcnent practice, Admin/designee
’ Y : reviewed facility records for update to
contral of premises written
authorization. Any negative findings
were corrected.
This Rule is not met as evidenced by:
Based on observation, interview, and record “denﬁﬁcation of others with the
review, it was determined the administrator failed potential of being affected:
to ensure the persan in charge was specifically A review of Facility records showed
designated in writing. This failed practice had the 10 residents had the potential to be
widespread potentiai for more than minimal harm affected by the deficient practice.
for all 10 residents. Findings:
To ensure deficient practice does
On 06/25/19 at 4:24 p.m., long term care not recur:
aide/medication administration technician was On 7/1/2019, Regional Manager in
asked if the person in charge had been _ [serviced staff on control of premises in
designated in writing, to act in the administrator's written notification.
absence. She stated, "I've never had anything in L
writing or posted.” There was no person in Monitoring: : .
charga document posted on either of the two (2) Be_glnnln_g 71'1 0]’2_01 9‘ AdmlnlDeSIQREE
information boards, nor found in any of the will monitor facility records Monthly Xs
i mersine. 3 months and quarterly until substantial
compliance is maintained. Any
Negative findings will be corrected and
§S=F | MEDICATION
QA:
(2) Staff Qualifications. Admin/Designee will present any 7/01119

(B} All personnel who have the responsibility
for administering or monitoring medication to
residents shall cbtain a certificate of training in
medication administration from an institution of
higher learning whosa program has been
reviewed by the Department. (Currently licensed
physicians, registered nurses and licensed
practical nurses shall be deemed to mest the
medication administration training requirement.)

negative findings to QA minutes and
be reviewed by the QA committee for f
urther recommendations.
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R 507 | Continued From page 10 R 507 R 507
Corrective Action:
On 6/27/2019, upon notification of
deficient practice, Admin/designee
reviewed employee records for up to
date and required qualifications. Any
negative findings were corrected.
Identification of others with the
potential of being affected:
A review of Facility records showed 10
This Rule is not met as evidenced by: residents had the potential to be
Based on observation, interview, and record affected by the deficient practice.
review, it was determined the home failed to
ensure 1 (#3) of 5 employees who had the To ensure deficient practice does not
responsibility for administering medication was recur;
qualified and trained from an approved institution On 7/1/2019, staff in serviced on
of higher learning. This failed practice had the required qualifications of personnel.
widespread potential for more than minimal harm L.
for all 10 residents who received employee Monitoring: _ ,
administered physician ordered medications. Beginning 7/10/2019, Admin/Designee
Findings: will monitor Employee records Monthly
X?: atamctaln’;hs anc: quarterly until 3
; ; substantial compliance is maintained.
vovzfeosr;zfifx ::g' ':;,::,;; tg:pﬂﬁgf:e; fles Any Negative findings will be corrected
Developmental Services medication and reported immediately.
administration technician (DDS MAT)/employee QA:
#3 was hired on 2/20/19. Admin/Designee will present any
The sampled residents' June 2018 medication g:graeg\if:wtlnddglygig: Ay i
administration records documented DDS . further recommendations. d
MAT/employee #3 administered their medications 08/17/2019
on the following dates:
06/01/18;
06/02/18;
06/08/18;
06/09M9;
06/14/19;
06/15/18;
Okiahoma State Department of Health
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R 507 | Continued From page 11 R 507
06/16/19;
06/20/18;
06/22/19; and
06/23/19.

At 4:18 p.m., DDS MAT/employee #3's file had a
of Department of Human Services certificate that
she was given for DDS Medication Administration
Technician Training on 06/08/18. Long term care
aide/medication administration technician
(LTCA/MAT) was asked about DDS
MAT/employee #3's training. She stated she did
not know about the training due to DDS
MAT/employee #3 had been hired in the nursing
home next door.

On 06/27/19 at 2:59 p.m., DDS MAT/employee #3
was observed on duty as she passed
medications.

R 510 310:680-11-1 (3)(A) STAFF TRAINING - FIRST R 510
SS=F| AID/CPR

(3) In order to ensure all homes maintain a level
of competency necessary to meet the needs of
each individual served in the home, personnel
must complete the following training
requirements.

{(A) All employees shall be currently certified
in first-aid and cardiopulmonary resuscitation
(Red Cross training or equivalent). Proof of
certification and training shall be kept on file in
the home. First-Aid and CPR certificates shall be
renewed annually, or as required to be kept
cumrent.
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R 510| Continued From page 12 R 510 Corrective Action: -
On 6/26/2019, upon notification of
deficient practice, Admin/designee
reviewed employee records for staff.
Training scheduled to b
conducted :
Identification of others with the
potential of being affected:
A review of Facility records showed
10 residents had the potential to be
This Rule is not met as evidenced by: affected by the deficient practice.
Based on interview and record review, it was . .
determined the home failed to ensure there was To ensure deficient practice does not
at least one employee in the home currently recur. . ) i
trained in first-aid and cardicpulmonary On 7_1 10/2019, Admin/ designee in
resuscitation (CPR). This failed practice has the SENI_CEd staff on first aide and CPR
= widespread potential for more than minimal harm requirements.
for all 10 residents. Findings: st o
Monitoring:
. ) Beginning 7/10/2019, Admin/Designee
S (6/26¢ 198 =34 pm. e wiiptynes’ fine will monitor employee records weekly
T f e ST /R OV o oL Xs 2 weeks and monthiy until
;g&g’:g%??’ 090 doCIsTaG T X substantial compliance is maintained.
. Any Negative findings will be corrected
On 06/27/18 at 11:50 a.m., long term care and reported immediately.
aide/medication administration technician QA:
(LTCA/MAT) was as!fe.d if any of th.e employees Admin/Designee will present any
had documented training for first-aid and CPR. negative findings to QA minutes and
She confimed only LTCA/certified medication be reviewed by the QA committee for
aide (CMA)/employee #3 was the only employee further recommendations.
who had documented first-aid and CPR training. .
R 602| 310:680-13-1 (1}A) MEDICATIONS - R 802
SS=F| STORAGE/MAINTENANCE
Correct medication and pharmacy techniques
and principles shall be used when medications
are administered or monitored. The home shail
comply with the following:
Oklahomna State Department of Heaith
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R 602 | Continued From page 13 R 602 Corrective action:

(1) Storage and Maintenance.

(A) Medicaticns shall be stored in an area
that is locked, is well lighted, and room
temperature not to exceed 86 degree
Fahrenheit.

This Rule is not met as evidenced by:

Based on observation and interview, it was
determined the home failed to ensure the
residents' medications were stored in a room
temperature that did not exceed 86 degrees
Fahrenheit (F). This failed practice had the
widespread potential of more than minimal harm
for all 10 residents who received employee
administered physician ordered medications.
Findings:

On 06/25/19 at 4:35 p.m., the ambient air
temperature registered at 88.2 degrees F near
the main entrance nurses’ desk area. Both
LTCA/MAT/employee #1 and MAT/employee #2
stated it was too hot in that area. The medication
cart was still parked in its normai space, an
enclosure in the wall by the medication room
door. .

On 06/26/19 at 9:07 a.m., the medication room
door was opened and it was very warm in there.
The ambient air temperature in there registered
at 88 degrees F on a thermometer on a wall.

At 9:27 a.m., the administrator stated the home's
pharmacist verbalized to her the residents’
medications in the medication room would need

On 6/27/2019 , upon notification of
deficient practice, maintenance/
designee repaired air units in med
room on 6/27/2019. any negative
findings were corrected.

Identification of others with potential
of being affected:

A review of resident census, facility
identified 10 residents residing in the
facility have the potential to be
affected by this deficient practice.

To ensure deficient practice does

not recur:

On 7/1/2019 staff in-serviced on policy
and procedure of maintaining safe
temp. for medication storage.

Monitoring:

Maintenance/designee will monitor for
compliance weekly Xs 3 weeks to
ensure safe temps are being
maintained. Any negative findings

will be reported to the monthly QA
minutes.

QA:

Negative findings and corrections will
be reported and documented

in quarterly QA minutes for further
recommendations. :
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R 602 i R 602 Corrective action:
Gopmad F-rom page 14 612772018, upon notfcation of defcie
to laced. practice, the Admin/designee u
Sl medication storage/destruct policy
. i . reviewed Medication storage areas,
At 3:05 p.m., the ambient air temperature in the and destructed any discontinued meds
medication room registered at 90 degrees F. The in accordance with policy. Any negative
ambient air temperature in the nurses' desk area F”d‘ggfa“”e’e carrected and addressed
near the medicaiton cart registered at 87.4 Anenechakey,
degrees F. Identification of others with potential
of being a;fected:
: ! i A review of resident census,
On 06/27/19 _at 8:57 am, tpe ambient air facility identified 10 residents
temperature in the medication room registered at have the potential to be affected
88 degrees F on the wall thermometer. Many of by this deficient practice.
the medications in that room had labels that . :
documented the medications should be stored at L%tenr:gurre' deficient practice does
68 to 77 degrees F. On 7/10/2019, admin/designee in 8/1/2019
serviced ngr:i staif on medication
R 622 310:680-13-1 (1)(U) MEDICATIONS - B2 |t b R o
$5=F | DISCONTINUED monitored by admin for compliance.
: . Monitoring:
Correct medication and phanmecy techniques Admin/designee will monitor monthly
and principles shall be used when medications destruct log and medication storage
are administered or monitored. The home shail ar%ass for }:ompliance monthly until
co ith the following: substantial compliance is maintained.
el e Any negative findings will be comected
. immediately and reported to the
(1) Storage and Maintenance. monthly QA minutes.
(U) Discontinued medications may be kept QA: . ; ’
up to three (3) months and must be separated g%gm"gﬁgﬁ%gm' achi:ns will
from the current medications within the locked quarterly QA minutes for further
medication area. recommendations.
This Rule is not met as evidenced by:
Based on observation, interview, and record
review, it was determined the home failed to
ensure discontinued medications were kept only
up fo three (3) months. This failed practice had
Oklahoma State Department of Heaith
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