
 

 

seemed to be sufficient for 

the level of care required.  

And the monthly Medicaid 

rate was 298 dollars per 

month.  That’s not a typo.  

The State reimbursement 

rate was less than ten dollars 

a day and folks in the industry 

complained about the low 

rate to anybody who would 

listen (That’s one thing that 

HASN’T changed!) 

There were fourteen survey-

ors for all Oklahoma health 

care facilities including Nurs-

ing Homes, Hospitals, Home 

Health Agencies, Laborato-

ries, and Mental Health Hos-

pitals.  Notice I did not men-

tion Residential Care Facili-

ties, ICF-IIDs, Assisted Living 

Centers or Adult Day Care 

Centers.  Those didn’t exist 

in January 1974.  They all 

came along later.  There 

were three Long Term Care 

facilities that accepted Medi-

care Reimbursement in Okla-

homa and two of them were 

hospital based SNF units.   
  ..cont’d pg 10 

 

 

After thirty-nine years of 

state service (all in Long 

Term Care) I  retired on May 

1, 2013.  This will be my last 

piece for our newsletter and 

for most of you, the last time 

you ever hear from me.  As I 

prepare to leave the only 

career I have ever known, I 

can’t help but reflect on how 

much has changed in the in-

dustry since I started on Janu-

ary 21, 1974.   

When I began in Long Term 

Care in 1974, Richard Nixon 

was president, the Soviet 

Union was the other world 

power, nobody had ever 

heard of Al Qaida and a cup 

of coffee was ten cents.   The 

Vietnam War was just about 

over and Watergate con-

sumed the 6:00 pm news on 

all three Oklahoma City TV 

stations.  The big domestic 

crisis was the Arab oil em-

bargo; gasoline had just gone 

up from 30 cents to 50 cents 

a gallon and everybody was in 

a panic.  The world was sim-

pler then and long term care 

was simpler too.   There 

were about 360 ―Nursing                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

Homes‖ in Oklahoma.  Most 

were in the 50-60 bed range 

and were family owned with 

Dad as the administrator, 

Mom as the DON, Aunt Ma-

ble as the head cook, one of 

the daughters as the Social 

Service/Activity department 

and some other relative 

working as the Janitor/ 

Maintenance Man.  Most 

nursing facilities had an LPN 

as the DON with an RN con-

sultant eight hours a month, 

whether they needed it or 

not.  The acuity was low, bed

-fast residents were unusual 

and pressure sores were al-

most unheard of.  Minimum 

Staffing requirements were 

1:10 on days, 1:15 on eve-

nings and 1:25 on nights and 

FAREWELL…………………..By Jerry Taylor, Enforcement 
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S P E C I A L  

P O I N T S  O F  

I N T E R E S T :  

Jerry Taylor, 

pictured at right, 

is retiring from 

the OSDH after 

39 years of ser-

vice 

Nurse Aide Re-

newal application 

process ex-

plained   

Rising Temps - 

Tips for Resident 

Safety 

 Insider ChatInsider Chat 
LL  

TT  

CC  

―Hold yourself re-

sponsible for a higher 

standard than anyone 

else expects of you.  

Never excuse your-

self.‖   
         -Henry Ward Beecher 

Volunteer LTC Facilities Needed 
 

If you would like to volunteer to have a mock Quality Indicator Survey 
(QIS) conducted at your facility please send an email to:  

Karenag@health.ok.gov 

Did you 

know?? 
All editions of the 

Insider Chat can be 

accessed through 

our website.  Visit: 

 

http://www.ok.gov/

health/

Protective_Health/

Long_Term_Care_S

ervice/index.html 

 

mailto:Karenag@health.ok.gov
http://www.ok.gov/health/Protective_Health/Long_Term_Care_Service/index.html
http://www.ok.gov/health/Protective_Health/Long_Term_Care_Service/index.html
http://www.ok.gov/health/Protective_Health/Long_Term_Care_Service/index.html
http://www.ok.gov/health/Protective_Health/Long_Term_Care_Service/index.html
http://www.ok.gov/health/Protective_Health/Long_Term_Care_Service/index.html
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Training Corner 
Thanks to the 300+ attendees of the LTC Provider Training in Tulsa on June 13th 

and more than 260 attendees in Oklahoma City on July 17th. We hope you found the 

presentations to be pertinent and informative.  Judging by your evaluations, YOU 

DID!  

Please note the upcoming trainings for 2013: 

  

 August 16th—Residential Care Provider Training—Moore/Norman Tech Ctr. OKC 

 September 19th—ICF/IID Provider Training—Moore/Norman Tech Ctr.  OKC 

 October 15th—Assisted Living Provider Training—Moore/Norman Tech  Ctr., OKC 

 

 

A STEP AHEAD 
2013 Provider Training 

 

 

 

 

 

 

 

 

 

     The Centers for Medicare and Medicaid Services (CMS) issued a Survey and Certifica-

tion Letter (S&C: 13-42-NH), on June 28, 2013.  The memorandum reviews current inter-

pretive guidelines for F-Tag 172, at 42CFR, Part 483.10(j), reiterating resident rights sur-

rounding access and visitation. 

 

     Long Term Care (LTC) facilities must ensure that all individuals seeking to visit a resi-

dent be given full and equal visitation privileges, consistent with the preferences the resi-

dent has expressed concerning visitors, and within ―reasonable restrictions‖ that ensure 

the safety of residents.  Certain visitors may be subject to ―reasonable restrictions‖  im-

posed by the facility that protect the security of all the facility’s residents, such as denying 

access to those engaged in disruptive behavior. 

 

     Residents must be notified of their rights to have visitors on a 24-hour basis, who could 

include, but are not limited to, spouses (including same-sex spouses), domestic partners 

(including same-sex domestic partners), other family members and friends. 

 

     Surveyors should ask during resident and family member interviews if they understand 

that visitors are allowed 24-hours a day.  They should ask whether the facility has re-

stricted or limited any visitors.  If these interviews indicate that residents do not under-

stand visitation policies or that the facility has limited or restricted visitors against resident 

wishes and outside of any reasonable restrictions, the surveyor should review the circum-

stances around those restrictions/limitations, interview facility staff and evaluate the facil-

ity’s visitation policies. 

 

     With this said, be proactive and inform your residents, their families and friends, and 

your staff, regarding 24-hour access and visitation rights, to prevent a deficiency citation at 

F172. 

 
Access and Visitation Rights in LTC Facilities 

 

Karen Gray, MS, RD/LD, Training Coordinator 

―Certain visitors 

may be subject 

to ―reasonable 

restrictions‖  

imposed by the 

facility that pro-

tect the security 

of all the facil-

ity’s residents, 

…‖ 



Nurse Aide Renewal Applications  

Ensuring Nurse Aide Renewal Applications Are Processed Quickly 
By Vicki Kirtley, Director, Nurse Aide Registry 
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Each day the Nurse Aide Regis-

try (NAR) receives over 100 

phone calls from aides or facili-

ties. Most calls are to check on 

the status of renewal applica-

tions and most of these applica-

tions are incomplete. NAR staff 

did a review of Long Term 

Care (LTC) Aide Recertification 

Applications to determine the 

most common problems. 

 

Out of a sample of 566 recerti-

fication applications, 265 were 

incomplete. That means almost 

5 out of every 10 renewal appli-

cations were delayed. Here are 

the most common problems 

found with recertification appli-

cations. 

 

Oklahoma Tax Holds – 

46% of aides had tax 

holds 

 
The NAR is unable to process 

recertification applications if 

there is an Oklahoma Tax Hold. 

Oklahoma law requires that 

licenses or certifications not be 

renewed until the taxpayer is in 

compliance with Oklahoma tax 

laws. The Oklahoma Tax Com-

mission (OTC) can place holds 

for varied reasons, such as un-

paid OK Taxes, or having never 

paid OK taxes.  Aides should 

contact the OTC if they know 

they have a tax hold. Have 

holds taken care of before 

sending a recertification applica-

tion.   

 

If an aide has a tax hold, the 

NAR Database is locked.  We 

cannot release the tax hold and 

process the recertification ap-

plication until the CNA con-

tacts the OTC at 1-800-522-

8165 or (405) 522 6800 and 

the OTC provides the NAR 

with a release.  The NAR does 

not have any knowledge on why 

there is a tax hold.  The aide 

must contact the OTC. 

 

Work Proof – 24% of 

aides did not provide 

proof of work 

 
The aide must provide one of 

the following with their applica-

tion to prove they worked at 

least eight (8) hours for pay 

during the twenty-four (24) 

months before their certifica-

tion expired: signature of the 

Administrator, Director, or 

Supervisor; a copy of their pay 

stub; or a W-2 form. As the 

Administrator, Director, or 

Supervisor, please fill out the 

dates the aide worked and sign 

the recertification application. 

 

Affidavit of Lawful Pres-

ence – 22% of renewals 

had problems 

 
As of November 1, 2007, any 

person fourteen (14) years of 

age or older who receives pub-

lic benefits must complete an 

Affidavit of Lawful Presence. 

The affidavit identifies whether 

the aide is a U.S. citizen or an 

alien who is lawfully present in 

the country. If they are lawfully 

present, they must provide 

their Admission Card or Regis-

tration number. Under the law, 

certification is considered a 

public benefit and can only be 

provided if an aide fills out the 

Affidavit of Lawful Presence. 

For 22% of renewal applica-

tions, either the affidavit was 

not included (16%), not signed 

(5%), or no Alien Registration 

number was provided (1%). The 

aide must print and sign their 

name on the Affidavit. 

 

Incomplete Application 

– 7% of renewals were 

incomplete 
 

The aide 

must fill out 

the application 

completely.  

This includes a 

printed name 

and signature.  

 

Recertification 

applications 

are mailed out 

three (3) 

months in 

advance of 

expiration.  It 

is very impor-

tant for the 

aide to advise 

the NAR if there is an address 

change, so that they will receive 

their renewal notice. It is also 

important that the aide mail 

their recertification application 

at least four (4) to six (6) weeks 

in advance.  This will ensure if 

there are any problems with 

the application, the NAR will be 

able to help the aide com- 
                  ..cont. page 5 

Common Problems in  

Aide Renewals: 

 
Failure to Pay Taxes/File Return 

 

Proof of Work Not Provided 

 

No Affidavit of Lawful Presence 

 

Incomplete Application 

 

Affidavit Not Signed 

 

Alien Registration # Not 

Included 
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“The new 

standards 

recommend to 

clinicians and 

prescribers that 

a regular diet 

become the 

default with 

only a small 

number of 

individuals 

needing dietary 

restrictions.” 

 New Dining Standards of Practice for Nursing Home Residents 
 

Karen Gray, MS, RD/LD, Training Coordinator 

 

March 1, 2013, the Centers for Medicare and Medicaid Services (CMS) issued a Survey and Certi-

fication Letter (S&C: 13-13-NH) announcing the availability of New Dining Standards of Practice 

Resources sponsored by the Pioneer Network and the Rothschild Foundation. 

 

An interdisciplinary task force was formed in 2011 as a recommendation from the 2010 CMS/

Pioneer Network symposium on food and dining.  The task force included 12 organizations, rep-

resenting clinical professions involved in developing diet orders and providing food service 

(including physicians, nurses, occupational and physical therapists, pharmacists and dietitians, 

among others). Also participating were CMS, the Food and Drug Administration and the Centers 

for Disease Control. 

 

The “New Dining Practice Standards” represent evidence-based research which revealed little bene-

fit to many older individuals with chronic conditions from restrictions in dietary sugar and sodium, 

as well as little benefit from tube feedings, pureed diets, and thickened liquids. The new stan-

dards recommend to clinicians and prescribers that a regular diet become the default with 

only a small number of individuals needing dietary restrictions. 

 

Relevant research trends for the new dining standards demonstrate therapeutic/restricted diets 

should be the exception and liberalized diets should be the norm to improve the quality of life and 

the nutritional status of older adults. 

 

Each of the ten new standards of practice represented in the document reference a basis in cur-

rent thinking and research as well as the recommended course of practice as identified by the 

American Medical Directors Association (AMDA), the American Dietetic Association (ADA) now 

named the Academy of Nutrition and Dietetics (AND), and CMS.   

 

The ten new standards include: 

Standard of Practice regarding Individualized Nutrition Approaches/Diet Liberalization 

Standard of Practice for Individualized Diabetic/Calorie Controlled Diet 

Standard of Practice for Individualized Low Sodium Diet 

Standard of Practice for Individualized Cardiac Diet 

Standard of Practice for Individualized Altered Consistency Diet 

Standard of Practice for Individualized Tube Feeding 

Standard of Practice for Individualized Real Food First 

Standard of Practice for Individualized Honoring Choices 

Standard of Practice for Shifting Traditional Professional Control to Individualized Sup-

port of Self Directed Living 

New Negative Outcome 

 

A final copy of the New Dining Practice Standards is available at:  

http://www.pioneernetwork.net/Data/Documents/NewDiningPracticeStandards.pdf  

 

CMS and several national professional organizations developed a 24-minute video to introduce 

the new standards.  The video is available at:  

http://surveyortraining.cms.hhs.gov/pubs/VideoInformation.aspx?cid=1101 

 

The standards are not regulatory and you will not be cited for not implementing them, but we 

hope you will consider adopting the standards and share the information with the physicians and 

medical director of your facility.   

http://www.pioneernetwork.net/Data/Documents/NewDiningPracticeStandards.pdf
http://surveyortraining.cms.hhs.gov/pubs/VideoInformation.aspx?cid=1101


CMS Update-Dementia Care     by Lisa McAlister, BSN, RN, Training Division 
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S & C:  13-35-NH – On March 29, 2012, CMS launched the National Partnership to Improve Dementia 

Care and Reduce Unnecessary Antipsychotic Drug use in Nursing Homes.   CMS has made some 

changes in Appendices P and PP related to nursing home residents with dementia and unnecessary drug 

use.  The new information and guidance is specific to F309 – Quality of Care and F329 – Unnecessary 

Drugs.  These changes/additions are a result of what is now referred to as the 

Partnership to Improve Dementia Care in Nursing Homes.  The goal is to op-

timize the quality of life and function of residents by improving approaches to 
meeting the health, psychosocial and behavioral health needs of all residents, 

especially those with dementia.  This partnership, which includes CMS and 

other stakeholders, believe that individualized, person-centered approaches 

may help reduce potentially distressing or harmful behaviors and promote im-

proved functional abilities and quality of life for residents. 

 

There is a growing concern that antipsychotics are being used as a ―quick fix‖ for behavioral symptoms 

or as a substitute for a holistic approach that involves a thorough assessment of underlying causes of 

behaviors and individualized, person-centered interventions developed.  

Instead of medicating residents for behavioral or psychological symptoms of dementia (BPSD), in an ef-

fort to control negative/distressing behavior, a multi-disciplinary approach to assessing and evaluating 

residents’ for medical, physical, functional, psychological, emotional, psychiatric, social or environmental 

contributing factors will facilitate development of non-medicinal interventions.         
                                                                                        Continued on page 6 

where the Oklahoma State  

Department of Health has heav-

ier renewal periods, the re-

newal process can experience 

delays but we have reduced 

those in the registry. We now 

typically see delays of no more 

than one (1) to two (2) weeks. 

Please remember to confirm an 

aide's certification by checking 

the NAR website or calling our 

office. Do not rely on the aide's 

card. You may also check our 

web site at: 

http://NAR.health.ok.gov or 

please call toll free at 1-800-695

-2157 or for local calls (405) 

271-4085. 

plete the application before  

their certification expires. 

 Applications received one (1) 

to two (2) weeks before a cer-

tification expires may not be 

processed before expiration. 

However, aides should not mail 

their renewal application more 

than 3 months prior to expira-

tion. 

There are over 70,000 aides 

with current certifications. 

Over 12,000 aides were added 

last year and more than one 

certification may be held by an 

aide.  Since there are periods 

Nurse Aide Renewal………………cont. from page 3 
“There is a 

growing concern 

that antipsychotics 

are being used as a 

“quick fix” for 

behavioral 

symptoms…” 

http://NAR.health.ok.gov
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"‘There is a 
fountain of 
youth: it is your 
mind, your 
talents, the 
creativity you 
bring to your 
life and the lives 
of people you 
love. When you 
learn to tap this 
source, you will 
truly have 
defeated age." 

 

–Sophia Loren 

Public Release of the Five-Star Quality Rating System 

Three-Year Report 

CMS Update-Dementia Care  continued from page 5 

It has been identified 

that medications may 

be ineffective and is 

likely to cause harm if 

there are no clinical 

indications for the pre-

scribing.   Therefore, 
other care planning 

interventions may be 

just as or more effec-

tive without creating 

harm and or adverse 

reactions.   

 

With a reduction in 

psychopharmacological 

agents being adminis-

tered to residents, 

monitoring for these 

medications will not be 

necessary to support 

the continued use of 

those medications.   

Therefore, there will 

be a reduction in iden-

tified deficient practice 

related to non-

compliance with F329, 

Unnecessary Drugs.  

 

In addition to new sur-
veyor guidance at 

§483.25, F309-Quality 

of Care,  that is spe-

cific to care of a resi-

dent with dementia, 

F309, with other re-

cent additions, now 

addresses end-of-life, 

diabetes, renal disease, 

fractures, congestive 

heart failure, non-

pressure related skin 

ulcers, pain and fecal 

impaction.  

 

For additional, more in

-depth information, 

you may access all of 

CMS Survey and Certi-

fication memos at the 

following link: http://

www.cms.gov/

Medicare/Provider-

Enrollment-and-

Certification/

SurveyCertification-

GenInfo/Policy-and-

Memos-to-States-and-

Regions.html  

tions, staffing, and quality 

measures) and in the over-

all domain of the Five Star 

Quality Rating System dur-

ing the first three years 

(2009-2011) of the system, 

overall and stratified by 

facility characteristics.  The 

report also discusses the 

variation in ratings across 

    The Centers for Medi-

care & Medicaid Services 

(CMS) has posted the re-

sults of an analysis that ex-

amined trends in the first 

three years of the Five-Star 

Quality Rating System.  The 

report discusses the distri-

bution of the star ratings in 

each domain (health inspec-

time.  To access the report 

visit: http://www.cms.gov/

Medicare/Provider-

Enrollment-and-

Certification/

CertificationandComplianc/

FSQRS.html 

 

 

http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS.html


DEMENTIA TWENTY-FOUR SEVEN 
A Sneak Peek at Oklahoma’s New Dementia Simulation Training Program 
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Your resident is frightened because she thinks she sees a stranger looking at her in her mirror. Your resi-

dent  thought his remote control was a telephone and got angry when no one answered. Your resident is 

capable of dressing himself but takes forever! Sound familiar? Residents with Alzheimer’s and other de-

mentias can be challenging to care for. What they say or do may not seem to make sense and often com-

munication is difficult. They live with their condition twenty-four seven so it’s imperative that providers 

identify with the complexity of their world.  

 
Now health professionals can reach a deeper level of understanding of their residents with dementia by 

spending some time ―walking in their shoes‖. Dementia Twenty-Four Seven’s simulation activities mimic 

what it’s like to feel confused, frustrated, isolated, and much more. You can help your staff gain compas-

sion and empathy as they go through the activities and share their new-found understanding with other 

participants. 

 
The Oklahoma Geriatric Education Center is recognized for geriatric focused simulation programs. De-

mentia Twenty-Four Seven is being developed by the OkGEC in partnership with the D. W. Reynolds 

Department of Geriatric Medicine, Alzheimer’s Association – Oklahoma Chapter, and the Oklahoma 

Healthy Aging Initiative. A number of health professionals are serving on a planning committee to share 

their experiences and insight to ensure accuracy of content and a realistic experience for the people who 

participate. 

 
Release date for the Dementia Twenty-Four Seven program was scheduled for July, 2013. Train the 

Trainer workshops will be available by early Fall 2013 so facilities and agencies can train their own educa-

tors to provide the program for their employees.  

 
For more information, please contact Sheryl Mapes, MPH or Jeanene Lindsey at (405) 271-8558. We will 

also be providing a sample of the program at upcoming LTC, Assisted Living, and Residential Care Pro-

vider Trainings with the LTC Division of the OSDH.  

 

Oklahoma Geriatric Education Center 

(405) 271-8558 ext. 30441 

Sheryl Mapes, MPH, Associate Director 

Sheryl-mapes@ouhsc.edu 
Jeanene Lindsey, Sponsored Programs Specialist  

Jeanene-lindsey@ouhsc.edu 

  

mailto:Sheryl-mapes@ouhsc.edu
mailto:Jeanene-lindsey@ouhsc.edu
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Assisted Living Centers 
Informal Dispute Resolution 

Beginning November 1, 2013 a new law will go into effect, Senate Bill 592, au-

thored by Senator David Holt and Representative Colby Schwartz.  This law will 

permit assisted living facilities to participate in an informal dispute resolution 

process.  The new law requires a five member panel that ensures panel mem-

bers are comprised of stakeholders, such as assisted living center employees, 

advocacy groups and survey agency representation, and it authorizes the Okla-

homa State Department of Health to appoint members to conduct informal dis-

pute resolution.   

The law reads as follows:  

Section 1. NEW LAW A new section of law to be codified in the Okla-

homa Statutes as Section 1-895 of Title 63, unless there is created a duplication 

in numbering, reads as follows: 

A. Upon written request to the State Board of Health, an assisted living 

center as defined in the Continuum of Care and Assisted Living Act 

may choose to participate in an informal dispute resolution panel to 
be offered by the State Department of Health as an alternative to 

the informal dispute resolution process outlined in Sections 1-

1914.3 through 1-1914.10 and Sections 1-1914.13 through 1-

1914.16 of Title 63 of the Oklahoma Statutes.  

 

B. The State Department of Health shall appoint the informal dispute 

resolution panel, to be comprised of the following impartial mem-

bers: 

 

1.   A licensed administrator currently working in the assisted living industry; 

2.   A health professional currently working in an assisted living center; 

3.   Two representatives from the aging and disabled community who do not 

represent a state agency; and 

4.  A representative from the State Department of Health with experience in 

assisted living center surveys. 

 

Those interested in serving on the panel will be required to attend a one-day 

training on the assisted living informal dispute resolution process. This training 

will be provided by the Long Term Care Division at a date and location to be 

announced. 

We hope to see strong interest in attending the training and participating on the 

panel(s).  Assisted Living Centers and resident advocacy groups will receive de-

tailed invitations to participate as a panel member in the near future.   

“This law will 

permit as-

sisted living 

facilities to 

participate in 

an informal 

dispute resolu-

tion process.” 

“So often times 

it happens that 

we live our 

lives in chains 

And we never 

even know we 

have the key.” 
 
          -”Already Gone” 

  by The Eagles 



Rising Temperatures – Tips for Resident Safety 
Patty Scott, Director, Enforcement, Intake and Incidents 
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Frail and/or elderly residents and clients and residents taking certain medication are particularly 

vulnerable to adverse effects from heat exposure.  State rules require nursing and intermediate 

care facilities for individuals with intellectual disabilities to maintain inside temperatures not to 

exceed 80 degrees Fahrenheit and require residential care homes to maintain 

inside temperatures not to exceed 85 degrees Fahrenheit.  

 

If your air conditioning fails or is not cooling adequately, it is important to 

have the air conditioners repaired or replaced as soon as possible.  Meantime, 

it is also important that you have a plan in place and to implement that plan to 

keep the residents comfortable and hydrated in accordance with their medical 

plans of care. 

 

It is recommended that all long term care facilities monitor and record the daily temperature 

reading in each hall between 3:30 PM and 5:30 PM including the resident rooms at the end of the 

halls.  When indoor temperatures rise to above 80 degrees, as a temporary short-term measure, 

the air conditioning should be supplemented with fans in the resident rooms and corridors of 

hallways to provide movement of air for the comfort of the residents.  If there is any danger of 

fire resulting from overload of electrical circuits or to the safety of the residents through the use 

of room and corridor fans, it will be necessary for the facility to remove residents to other, safer 

facilities.  

 

Indoor temperatures above 80 degrees need to be monitored every two hours and measured 

four or five feet from the floor.  When the temperature of any distinct portion of the facility ex-

ceeds 85 degrees, residents in that portion of the facility must be removed to a complying por-

tion of the facility or to other appropriate placement and this agency notified of the action. 

 

If resident(s) are negatively affected by the heat and require treatment, this is reportable to the 
Oklahoma State Department of Health (OSDH).  You will need to include a plan to protect the 

residents.  If this occurs in your facility, fax an incident report within 24 hours to the Oklahoma 

State Department of Health, fax number 1-866-239-7553 or (405) 271-4172.   

 

The follow up report must be submitted within five days and will need to include measures that 

have been taken to correct the problem and to prevent residents from further exposure to ex-

cessive temperatures.  If the incident has not been fully resolved, a final report is required at the 

time of resolution.  The required incident reporting form can be found online at  http://

www.ok.gov/health/Protective_Health/Long_Term_Care_Service/Provider_Letters/index.html. 

This can be filled out online, printed and faxed to OSDH Long Term Care using the fax numbers 

mentioned above. 

http://www.ok.gov/health/Protective_Health/Long_Term_Care_Service/Provider_Letters/index.html
http://www.ok.gov/health/Protective_Health/Long_Term_Care_Service/Provider_Letters/index.html


P A G E  1 0  

    “ After a couple 

of year’s surveying 

I came to the 

conclusion that 

most of facilities in 

Oklahoma were 

doing the best job 

they could with 

the resources they 

had available.”.  

Farewell………………...cont. from Page 1 
 In the entire state, only 

one ―Nursing Home‖ had a 

Medicare SNF unit.  Things 

have certainly changed in 

the last thirty-nine years.  

People now have many 

more choices.  The vast 

majority of nursing homes 

now accept Medicare resi-

dents and we have 133 As-

sisted Living Centers, 75 

Residential Care Facilities, 

40 Adult Day Care Centers 

and 87 ICF/IIDs.  We didn’t 

have any of those back in 

1974.  At least those are 

the numbers I get from my 

computer….we didn’t have 

any of those in 1974 either.  

So we have come a long 

way toward making ser-

vices available that fit the 

needs of our clients. 

     The survey process was 

simpler in 1974 too.  Our 

basic survey crew consisted 

of a ―Generalist‖ surveyor 

(usually a Public Health 

Sanitarian) and a Public 

Health Nurse.  The nursing 

home survey form was 

seven pages long and asked 

such probing questions as 

―Does the facility have a 

telephone?‖, ―Is there an all

-weather road to the facil-

ity?‖, and ―What is the 

source of milk?‖.  Our new 

QIS survey system has cer-

tainly come a long way 

from that!  The down side 

is that surveys now take 

MUCH longer to complete.  

When I started, surveys 

were usually done by two 

people in one day.  Two 

surveys a day were possible 

if you didn’t have to drive 

very far to get to the facil-

ity.  A typical survey would 

have four or five deficien-

cies and the whole state-

ment of deficiencies would 

be no more than two pages 

long.  Now we typically 

take four or five days to do 

a full survey and we need 

five or six people (including 

Life Safety Code) to get it 

done.  Now, a typical sur-

vey will have about forty 

pages of deficiencies and 

reports in excess of 100 

pages are fairly common.   

The whole survey process 

has gotten much more so-

phisticated and thorough.  

I’m sure it’s terribly taxing 

on the facility staff, but I do 

think we’re doing a far bet-

ter job of surveying than 

we did in 1974. 

     After a couple of year’s 

surveying I came to the 

conclusion that most of 

facilities in Oklahoma were 

doing the best job they 

could with the resources 

they had available.  We had 

problems with a small per-

centage that were trying to 

beat the system, but most 

people were really trying.  

After thirty-nine years I still 

believe that’s true.  The 

nature of my job caused me 

to spend most of my time 

dealing with facilities that 

weren’t doing a very good 

job.  But I still believe that 

most of you in the provider 

industry are really giving it 

your best effort and, as a 

State agency, we need to 

work with you and not do 

anything to hinder you.      

One thing that has both-

ered me over the years is 

that the nursing home 

population in general has 

changed.  In particular we 

now house many more 

young residents and people 

with psychiatric problems 

in nursing homes than we 

ever have.  That has cre-

ated conflict between 

 the various types of resi-

dents.  I feel that it would 

be beneficial if we had a few 

specialized facilities in the 

State that were dedicated 

to young people who don’t 

fit in with the older crowd.  

Along that same line I think 

we need several specialized 

facilities for residents with 

behavior problems so they 

don’t have to be housed in 

facilities designed to care 

for frail, elderly people.  

That just doesn’t seem to 

be a good mix.  In my opin-

ion we need regulations 

that are designed for these 

different populations and 

not try to fit everybody 

into the same mold.  We 

still have a long way to go 

in dealing with the needs of 

this part of the population. 

    In 1974, our Service 

Chief, Jerry Hogan said 

something that has stuck 

with me over the years.  

The relationship between 

the Long Term Care indus-

try and the regulatory agen-

cies is one of mutual need.  

In short, the State needs 

Long Term Care facilities 

and Long Term Care facili-

ties need the State and Fed-

eral government to help 

people pay their bills.  We 

need each other.  That has 

not changed in the thirty-

nine years I’ve been in the 

business and I doubt that it 

ever will.  
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is to figure out ways to ―do 

more with less‖ and provide 

quality care to everybody in the 

future.  Whatever the future 

brings, whatever new programs 

are implemented, they will not 

be effective unless we cooper-

ate.  We must work together. 

     That’s what I have tried to 

do for the last thirty-nine years, 

work with you in the provider 

community and with the various 

State and Federal agencies for 

the benefit of the people of the 

State of Oklahoma.  It’s not 

been easy and at times it hasn’t 

been much fun.  But I think my 

work in Long Term Care has 

been ―a job that needed to be 

done‖, and I’ve given it my best 

for thirty-nine years.  But the 

time has come for me to leave 

and make room for a new gen-

eration, one with new ideas and 

a higher energy level.  What-

ever good I have done on this 

job is past and my expiration 

date is up.  I will go into that 

eternal weekend of retirement 

knowing that those who follow 

me will pick up where I leave 

off just as I picked up from 

those who went before me.  It 

has been my privilege to serve 

the people of Oklahoma and 

work with some of the finest 

folks in both the government 

and provider communities for 

the whole time.  I am glad that I 

had a chance to be part of it, 

and I’m glad I got to know all of 

you along the way.  Good-bye 

and good luck. 

 

 

Jerry Taylor 
Long Term Care Enforcement 

Coordinator 

April 17, 2013 

 Just as in 1974, people still 

need long term care services.  

That’s not going to change. 

Most of the population will be 

your client at some time in the 

future and there will always be 

a need for the services you pro-

vide.  The big problem that I 

see is ―how to provide good 

care at lower cost.‖  Make no 

mistake, the population of the 

United States is ―graying‖ and 

the percentage of the popula-

tion that will require Long 

Term Care is likely to grow.  At 

the same time, that population 

is going to be less and less able 

to pay.  Unless society changes 

drastically, people will not be 

dumped on the street to fend 

for themselves so the challenge 

will be to provide more care at 

less expense.  I won’t pretend 

to have the answer.  But I know 

that simply going to the Gov-

ernment and demanding more 

money is not going to work.  

Anybody that listens to the 

news knows full well we are 

going to have to do more with 

less money.  My charge to you 

Farewell………………………..…..….continued from page 10 

“The 

relationship 

between the 

Long Term 

Care industry 

and the 

regulatory 

agencies is one 

of mutual 

need.” 

“After changes 

upon changes 

things are 

more or less 

the same.” 

 
        -Paul Simon, 1968 

Disclaimer of Endorsement 
Reference within this newsletter to any specific commercial or non-commercial product, process, or service by trade name, 

trademark, manufacturer or otherwise does not constitute or imply an endorsement, recommendation, or preference by the 

Oklahoma State Department of Health. The views and opinions of the authors of articles submitted for publication in the 

“Insider Chat” does not necessarily state or reflect the opinion of the Oklahoma State Department of Health. 

 

The Oklahoma State Department of Health does not control and cannot guarantee the relevance, timeliness or accuracy of 

these materials. Any links to external web sites are provided as a courtesy. The Oklahoma State Department of Health does 

not control, monitor or guarantee the information contained in links to other external web sites. The inclusion of an external 

web link should not be construed as an endorsement by the Oklahoma State Department of Health of the content or views of 

the linked material. 

Oklahoma Long Term Care National Background Check Program 
 

To subscribe to or participate in the OK-SCREEN Pilot for national background checks visit our 
website at: http://onbc.health.ok.gov 

http://www.ok.gov/health/Protective_Health/Health_Resources_Development_Service/Oklahoma_Long_Term_Care_National_Background_Check_Program/index.html#OK


Changes to the Nursing Home Compare Website 
Karen Gray, MS, RD/LD, Training Coordinator 

Starting in July, the Centers for Medicare & Medicaid Services (CMS) will direct users of the Nursing Home Com-

pare website to the data.medicare.gov website (https://data.medicare.gov/) to download or view nursing home 

data.  The data.medicare.gov website is the main website for regulators, researchers, quality improvement leads, 

and other individuals who have a need to download nursing home data.  This website should provide better access 

and navigation to users. 

 

In July 2013, CMS will be restructuring some of the nursing home data currently available for download.  They will 

also be adding additional information that is not currently posted on the Nursing Home Compare website.  Exam-

ples of additional items CMS will be posting include: 

♠  Expected and adjusted nursing home staffing data – the expected staffing data are based on the MDS-

derived nursing home case mix 

♠  More detailed health inspection data, such as the number of revisits required to determine compliance, 

counts of substandard quality of care deficiencies, and health inspections points calculated by the Five-Star 

Quality Rating System 

♠  Quality measure values for the past three quarters and the three quarter average that is used for the qual-

ity measure star rating 

♠  A table listing national and state averages for some variables, such as the number of health deficiencies, 

number and amount of civil money penalties, and quality measures 

 

CMS is posting this data in an effort to improve transparency and provide more information to the public about 

nursing homes. 

 

Introduction to Protective Health Services 
 

The Protective Health Services Program areas provide regulatory oversight of the state’s 

health care delivery service through a system of inspection, licensure, and/or certification.  

Several other trades/professions are also licensed. 

 

 

Protective Health Services’ Mission: 
 

To promote and assess conformance to public health standards, to protect and help ensure 

quality health and health care for Oklahomans. 
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