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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm
or potential for actual harm Based on record review and interview, the facility failed to ensure injuries of unknown origin were reported to
the Oklahoma State Department of Health as required for 1 (#80) of 3 sampled residents reviewed for abuse.
Residents Affected - Few
The DON reported 140 residents resided in the facility.

Findings:

A facility policy titled Abuse Prevention, revised 10/21/23, read in part, Alleged violations involving abuse,
neglect, exploitation or mistreatment, including injuries of an unknown source and misappropriation of a
residents property are reported immediately, but not later than 2 hours after the allegation is made, if the
events that cause the allegation involve abuse or result in serious bodily injury. If the events that cause the
allegation do not involve abuse or result in serious bodily injury, are reported immediately, but not later than
24 hours after the allegation is made, to the administrator of the facility and to other officials (including State
Survey Agency, and local law enforcement as required).

An admission record, dated 06/20/24, showed Resident #80 had diagnoses which included kidney failure
and dementia.

A nurse note, dated 03/02/25 at 2:29 p.m., showed Resident #80's family informed the nurse the resident's
shoulder was hurting. The note showed an assessment was completed with swelling and warmth being
noted, and an x-ray of the left shoulder was ordered.

A nurse note, dated 03/02/25 at 9:12 p.m., read in part, Results from shoulder x-ray received and are
positive for left shoulder subluxation [partial dislocation].

A nurse note, dated 03/03/25 at 8:22 p.m., showed the resident was sent to the emergency room for
evaluation of the left shoulder.

A significant change assessment, dated 04/09/25, showed Resident #80 had a BIMS summary score of 13
which was indicative of intact cognition. The assessment also showed Resident #80 was totally dependent
on staff for care.

On 04/30/25 at 9:30 a.m., LPN #1 stated they were on duty when the resident's family complained their
shoulder was hurting. LPN #1 also stated they were not sure what caused the injury.
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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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 375392 Page1 of g



Department of Health & Human Services Printed: 03/17/2026

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
375392 B. Wing 05/07/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Forest Hills Care and Rehabilitation Center 4300 West Houston
Broken Arrow, OK 74012

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

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

F 0609 On 05/06/25 at 10:40 a.m., the DON stated that Resident #80's dislocated shoulder was not reported to the

Oklahoma State Department of Health as an injury of unknown origin and that they had performed an
Level of Harm - Minimal harm or internal investigation. The DON also stated the injury was unwitnessed and the resident was unable to
potential for actual harm explain what had happened.

Residents Affected - Few
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F 0610 Respond appropriately to all alleged violations.
Level of Harm - Minimal harm or Based on record review and interview, the facility failed to ensure injuries of unknown origin were thoroughly
potential for actual harm investigated for 1 (#80) of 3 sampled residents reviewed for abuse.
Residents Affected - Few The DON reported 140 residents resided in the facility.
Findings:

A facility policy titled Abuse Prevention, revised 10/21/23, read in part, The facility will initiate at the time of
any finding of potential abuse or neglect an investigation to determine cause and effect, and to provide
protection to any alleged victims to prevent harm during the continuance of an investigation.

An admission record, dated 06/20/24, showed Resident #80 had diagnoses which included kidney failure
and dementia.

A nurse note, dated 03/02/25 at 2:29 p.m., showed Resident #80's family informed the nurse that the
resident's shoulder was hurting. The note showed an assessment was completed and that swelling and
warmth to the left shoulder were noted, and an x-ray of the left shoulder was ordered.

A nurse note, dated 03/02/25 at 9:12 p.m., read in part, Results from shoulder x-ray received and are
positive for left shoulder subluxation [partial dislocation].

A nurse note, dated 03/03/25 at 8:22 p.m., showed the resident was sent to the emergency room for
evaluation of the left shoulder.

A significant change assessment, dated 04/09/25, showed Resident #80 had a BIMS summary score of 13
which was indicative of intact cognition. The assessment also showed Resident #80 was totally dependent
on staff for care.

On 04/30/25 at 9:30 a.m., LPN #1 stated they were on duty when the resident's family complained that their
shoulder was hurting. LPN #1 also stated they were not sure what caused the injury or if an investigation was
completed.

On 05/06/25 at 10:40 a.m., the DON stated Resident #80's dislocated shoulder was investigated internally,
but they did not document interviews with staff members or the physician, nor did they interview any
additional residents regarding their treatment in the facility.
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F 0677

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

Based on observation, record review, and interview, the facility failed to provide ADL care for 1 (#3) of 3
sampled residents reviewed for ADL care.

The DON identified 27 residents were dependent of staff for nail care.
Findings:

On 04/27/25 at 9:05 a.m., Resident #3 was observed lying in bed. The resident's toenails were observed to
be long and unkempt.

A facility policy titled Nail Care, reviewed 07/21/22, read in part, The purpose of nail care is to clean the nail
bed, trim nails, and prevent infection.

A significant change assessment, dated 03/06/25, showed Resident #3 had a BIMS summary score of 14
which was indicative of intact cognition, and they required substantial assistance from staff.

A Skin Monitoring CNA Bathing Review form, dated 04/16/25, showed the resident's toenails needed to be
trimmed.

On 04/27/25 at 9:11 a.m., Resident #3 stated since they went off hospice no one was trimming their toenails.
They also stated their toenails were so long they were uncomfortable.

On 04/28/25 at 2:15 p.m., CNA #1 stated CNAs were supposed to provide nail care to residents on their hall
on the resident's shower day unless the resident was diabetic, then they were supposed to inform the nurse.

On 04/28/25 at 2:21 p.m., CNA #2 stated Resident #3's toenails were long and needed to be trimmed, but
they were not sure if the resident was diabetic or not.

On 04/28/25 at 2:28 p.m., LPN #1 stated charge nurses were responsible for ensuring residents received
appropriate nail care.

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

Event ID: Facility ID: If continuation sheet
375392 Page 4 of 6




Department of Health & Human Services Printed: 03/17/2026

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
375392 B. Wing 05/07/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Forest Hills Care and Rehabilitation Center 4300 West Houston
Broken Arrow, OK 74012

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

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

F 0688 Provide appropriate care for a resident to maintain and/or improve range of motion (ROM), limited ROM
and/or mobility, unless a decline is for a medical reason.

Level of Harm - Minimal harm or
potential for actual harm Based on observation, record review, and interview, the facility failed to ensure:

Residents Affected - Some a. range of motion services were provided for 2 (#97 and #75); and

b. provide contracture interventions for 1 (#80) of 3 sampled residents who were reviewed for range of
motion.

The DON identified 12 residents with contractures and 43 residents with limited range of motion.
Findings:

1. A policy titled Establishment of an Individual Restorative Program, dated 01/02/24, read in part, To provide
treatment and services to maintain and improve functional abilities per physician order.

A policy titled Range of Motion, dated 01/24/24, read in part, To exercise the resident's joints and muscles as
required and/or clinically indicated.

A Restorative Nursing Care Plan, dated 03/28/25, showed Resident #75 was to receive restorative services
two to three times a week for eight weeks.

A PT [Physical Therapy] Evaluation and Plan of Treatment, dated 04/18/25, read in part, Patient educated on
initiation of RNP to maintain currently [sic] functional status. RNP to be established on this date.

An OT [Occupational Therapy] Evaluation and Plan of Treatment, dated 04/18/25, read in part, Pt is currently
at [their] baseline in physical function. Pt to participate in restorative program.

The quarterly assessment, dated 04/23/25, showed Resident #75 had a diagnosis of hemiplegia affecting left
nondominant side, had a BIMS score of eight which indicated the resident was moderately impaired in
cognition for daily decision making, upper extremity impairment on one side, lower extremity impairment on
both sides, and had not received any restorative services during the look back period.

A Restorative Delivery Documentation form, dated April 2025, showed Resident #75 had received restorative
nursing services on 04/24/25 and 04/30/25.

On 04/27/25 at 10:35 a.m., Resident #75 stated they were supposed to receive restorative services. They
stated they only received restorative services one day in the past week.

On 05/07/25 at 10:32 a.m., the DON stated the resident was evaluated for skilled nursing services, but it had
been determined the resident was at their baseline functioning level. They stated the resident was to be on
restorative services. The DON stated restorative services had not been being performed as indicated for the
residents.

(continued on next page)
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F 0688

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

2. A Plan of Care Note, dated 07/15/24 at 11:20 a.m., showed during a care plan meeting a family member
had verbalized they would like Resident #97 to be evaluated for restorative services.

The quarterly assessment, dated 04/23/25, showed Resident #97 had a BIMS score of 08, which indicated
the resident was moderately impaired in cognition for daily decision making, had impairment to one side of
their upper body and impairment to both sides of the lower body, and no therapies or restorative nursing
services had been received during the look back period.

On 05/07/25 at 10:30 a.m. the DON stated they did not have documentation Resident #97 had been
assessed for the restorative program. They stated they had instructed staff to perform range of motion
exercises during ADL care. They stated they did not have any documentation range of motion had been
provided for the resident.

3. On 04/29/25 at 2:37 p.m., Resident #80 was observed in bed. Resident #80's right hand was observed to
be contracted.

An admission record, dated 06/20/24, showed Resident #80 had diagnoses which included kidney failure
and dementia.

A significant change assessment, dated 04/09/25, showed Resident #80 had a BIMS summary score of 13
which was indicative of intact cognition. The assessment also showed Resident #80 was totally dependent
on staff for care and had a range of motion impairment to one side of their upper body.

Review of the electronic health record did not show any interventions for the resident's contracted right hand.

On 05/06/25 at 9:41 a.m., LPN #1 stated they sometimes put hand rolls in Resident #80's hand, but there
were no formal interventions in place.

On 05/06/25 at 4:45 p.m., the MDS coordinator stated interventions should be in place for Resident #80's
contracted right hand and the care plan should include those interventions.
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