Oklahoma State Department of Health
Creating a State of Health

December 23, 2019 :
License Number: AL1407

Ms. Holly Jerman-Miller, Administrator

Rambling Oaks Courtyard Assisted Living & Memory Care
12310 South Western Avenue

Oklahoma City, OK 73170

RE: Survey Event ID: 1V1311
Dear Ms. Jerman-Miller:

On December 12, 2019, agents from our office concluded a State Licensure survéy at
your facility. The deficiencies found during the survey are identified on the enclosed
STATE FORM. :

These deficiencies represented the potential for more than minimal harm. Your facility
will be given an opportunity to correct deficiencies prior to assessing penalties,
however, if upon revisit your facility has not corrected the deficiencies penalties will be
applied starting on December 12, 2019. ‘

Please note the items listed in the deficiency column of the STATE FORM. You have two
choices of methods to prepare the written the plan of correction (POC). The first method is to
type the plan of correction and anticipated date of completion in the space provided on the
right half of the STATE FORM. If additional space is needed, supplemental sheets may be
attached.

The second method is to prepare your plan on the Optional Plan of Correction Template
(attached). Use of the template is voluntary. [t is intended to help you submit a complete and
acceptable plan of correction. If you choose to use the optional template, complete one
template for each deficiency cited on the STATE FORM. In the space provided on the right
half of the STATE FORM, type a notation that the plan of correction is being submitted using
the optional template. Copies of the form and instructions are available at:
http:/iwww.ok.qov/health. This link opens the OSDH home page. To find the optional
POC, click on Protective Health on the left side of the home page, then click on Long
Term Care on the right side of the page. The link to the forms can be found by selecting
Long Term Care Forms on the left menu column.

To be found acceptable by the OSDH, the plan of correction must:
(1) Address how corrective action will be accomplished for affected residents;
(2) Address how other residents with the potential to be affected will be identified;
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(3) Address measures or systemic changes to ensure the deficiency will not recur;
(4) indicate how the center plans to monitor performance to ensure corrections are
sustained; ' :
(5) Include dates when corrective action and monitoring will be compieted for each
violation: ’
(6) Be signed by the administrator.

Your development of the evidence referenced in item 4, above, is very important for
establishing the actual date your assisted living center corrected deficiencies and achieved
compliance under the Continuum of Care and Assisted Living Act. If the required evidence is
available when the OSDH conducts a revisit, then the earliest date of compliance shown in
the evidence can be used by the OSDH to establish the effective date of correction and
compliance. However, if there is no evidence of quality assurance being implemented, the
correction date can be no earlier than the date of the OSDH revisit. If the required evidence
is not available, the revisit may result in a repeated deficiency statement and another plan of
correction may be required.

Avoid naming individuals, business firms or brand names on the enclosed form and any
attachments. The document will be a public record and any such names will be available for
disclosure.

Please sign, date and return the completed form, along with any attachments, supplements
and templates, to this office within ten (10) OSDH business days of your receipt of this letter.
OSDH business days are Monday through Friday, excluding state holidays. 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 the completed form for your files.

In accordance with O.S. 63-1-895, you have cne opportunity to dispute citations of deficient
practice through an informal dispute resolution (IDR) process. The IDR in no way is fo be
construed as a formal evidentiary hearing; it is an informal administraltive process fo discuss
deficiencies. 1f you choose to contest a cited deficiency, the facility must complete an IDR
Request Form (ODH Form 833AL). 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 833AL and the Oklahoma IDR Process for
Assisted Living Centers.

The IDR request must be submitted within 10 business days from receipt of the State Form
deficiency statement. This is the same requirement for submitting an acceptable Plan of
Correction (PoC). 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 [DR 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

a & & @

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)
271-22086.

If you have questions or need assistance, please feel free to send an email to
LTC@health.ok.gov or call (405) 271-6868. When writing or calling, indicate whether you are
asking about the enforcement process, or about the survey process and deficiencies, and
your inquiry will be directed to the appropriate available staff members.

Sin cerely,
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) Sue Daws Enforcement Coordinator
Long Term Care

Protective Health Services
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INITIAL COMMENTS

A re-licensure survey was conducted on 12/10/19
through 12/12/19. Current census was 50. The
following deficiency was cited.

63 O.8. 1-890.8(A-D) Care and Services -
Coordination of Care

A. Residents of an assisted living center may
receive home care services and intermittent,
periodic, or recurrent nursing care through a
home care agency under the provisions of the
Home Care Act.

B. Residents of an assisted living center may
receive hospice home services under the
provisions of the Oklahoma Hospice Licensing
Act.

C. Nothing in the foregoing provisions shall be
construed fo prohibit any resident of an assisted
living center from receiving such services from
any person who is exempt from the provisions of
the Home Care Act.

D. The assisted living center shall monitor and
assure the delivery of those services. All nursing
services shall be in accordance with the written
orders of the personal or attending physician of
the resident.

C 000

Cas010
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Qklahoma State Department of Health

PRINTED: 12/16/2019
FORM APPROVED

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, it was determined the center failed to
monitor and ensure a home health company
followed physician's orders for wound care for 1
(#2) of 2 sampled residents who received home
health services. This failed practice had the
potential for more than minimal harm at a pattern.
Findings:

Resident #2 had diagnoses that included
diabetes mellitus and peripheral neuropathy, and
she was ariented to person, place, and time.

A physician's order for resident #2, dated
12/05/19, documented her skin tear was to be
cleaned and dressed daily with neosporin and a
non-stick dressing untit healed.

On 12/12/19 at 8:15 a.m., resident #2 had her left
hand wrapped in a gauze wrap. She stdted she
got it caught under the table in her room and tore
her skin. She also stated home health was
coming out three times a week to change the
drassing, and the nurse at the center changed the
dressing if it needed to be changed.

At 8:48 a.m., licensed practical nurse (LPN) #1
stated she thought home health was coming out
two times a week. She stated she changed
resident #2's dressing when home health did not
change the dressing. LPN#1 stated all home
health companies filled out an outside agency
report when they provided care to a resident.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: GOMPLETED
AL1407 B, WING 121122019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 12310 SOUTH WESTERN AVENUE
RAMBLING OAKS COURTYARD ASSISTED LIV
OKLAHOMA CITY, OK 73170
044) ID SUMMARY STATEMENT OF DEFICIENGIES la PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Qklahoma State Department of Health
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(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CCDE

12310 SOUTH WESTERN AVENUE
OKLAHOMA CITY, OK 73170

RAMBLING OAKS COURTYARD ASSISTED LIV

LPN #1 stated the center's staff signed the report
and a nurse from the center reviewed the reports.

At 10:57 a.m., LPN #1 performed the wound care
to resident #2's left hand skin tear. The area
around the skin tear was red with a small amount
of drainage. The dressing removed from the skin
tear was not a non-stick dressing, it was a foam

dressing. LPN #1 stated the home heaith nurse

had placed the wrong dressing on the resident's
skin tear. LPN #1 stated she called the home
health company and they had been to the center
to provide care to resident #2 on 12/04/19,
12/06/19, 12/1019 and 12/11/19. She stated she
did not have the outside agency reports for
resident #2 from the home health visits made
since 11/27/19. No outside agency reports were
provided by the center for the above visits,

LPN #1 did not know how often home heaith
came into the center to provide services for
resident #2, nor did she know what dressing was
applied to resident #2's skin tear by home health
on 12/11/18.
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STATE WORKLOAD REPORT

Provider/Supplier Number

AL1407

Provider/Supplier Name

RAMBLING OAKS COURTYARD ASSISTED LIVING & MEMORY C

Type of Survey (select all that apply)

HEENE

Extent of Survey (select all that épply)

fal [T 1]

A Complaint Investigation
B Dumping Investigation
C
D

Federal Monitoring

Follow-up Visit

S

Other

Initial Certification
Inspection of Care
G Validation
H Life Safety Code

A Routine/Standard Survey (all providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility)

C Partial Extended Survey (HHA)
D Other Survey

I
¥
K
L

Recertification
Sanctions/Hearing

State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number,

Surveyor 1D Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
{A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours F2am-8am 8am-6pm 6pm-12am Hours
B © D) (B (F) (@) {H) n
Team Leader ID
1.% 36191 12/10/2019 { 12/12/2019 0.25 0.00 18.75 0.00 5.25 4.00
2, QM?:S]QS 12/10/2019 | 12/12/2019 0.00 0.00 15.25 0.00 6.50 1.60
¢ 3. :
4,
3.
6.
T
8.
9.
10.
11.
12,
13.
14,
Total SA Supervisory Review Hours..... 0.00 Total RO Supervisory Review Hours.... 0.00
0.00 Total RO Clerical/Data Entry Hours..... 0.00

Total SA Clerical/Data Entry Hours....

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

DEC 23 200




Okiahoma State Department of Health
Creating a State of Health

January 13, 2020
License Number: AL1407

Ms. Holly Jerman-Miller, Administrator

Rambling Oaks Courtyard Assisted Living & Memory Care
12310 South Western Avenue

Oklahoma City, OK 73170

RE: Survey Event 1V1311
Dear Ms. Jerman-Miller:

On December 12, 2019, a Licensure inspection was conducted at your Assisted Living
Center facility. Deficiencies were identified and we have received your plan of correction for
these deficiencies. Your plan of correction is acceptable.

This acceptance acknowledges that your facility has indicated a willingness and ability to
make corrections adequately and timely. Our acceptance does not absolve the facility’s
responsibility for compliance should the implementation not result in correction and
compliance, '

You have alleged that the deficiencies cited on that survey will be corrected and you will be in
substantial compliance by February 21, 2020.

We will conduct a revisit at your facility to verify that all violations have been corrected. If you
have any questions, please contact this office at (405) 271-6868.

Sincerely,

V. Stfe Davis
Long Term Care Enforcement Reviewer
Oklahoma State Department of Health
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Gary Cox, JD . ) www.health.ok.gov
Edward A Legako, MD (Vice-President} Terry R Gerard Il, DO _ Ronald D Osterhout An equal opporlunity

Commissioner of Health amployer and providar

Becky Payton (Secretary) Charles W Grim, DDS, MHSA Chartes Skillings



PRINTED; 12/23/20419
. FORM ARPRQVED
Qklshoma State Department of Health
STATEMENT OF DEFICIENCIES (1) PROVIEERIBUPPLIERIOLIA (X2) MULTIPLE CONSTRUGTION ] {4} DATE SURVEY
AND PLAN OF CORRECTION IDENTFICARION NUMBER: A TULOING: COMPLETED

ALt407 B, WING ‘ : 12/1212019
MNAME OF PROVIDER OR S8UPPLIER STREET ADDRERY, OI'TY, BTATE, ZIP GODE

12310 SQUTH WESTERN AVENUE
OKLAHOMA, CITY, OK 73170

%4 1D SUMMARY STATEMENT OF DERICIENCIES i PROVIDER'S PLAN OF CORRECTION )
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RAMBLING QAKS COURTYARD ASSISTED UVING & |
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A re-llcensure survey was conducted on {2/10/19
through 1212118, Current censtis was 60, The
following deficlency was cited.

C5010 63 0.8, 1-860,8(A-D) Care and Servicas - ‘cED10
88=E| Goordination of Care

A. Resldents of an assisted living center may
recelve home care services and intermittant,
pertadic, or recurrent nursing care through &
home care agency under the provisians of the
Home Gare Act,

B. Resldents of an assisted fiving center may
receive hospice home setvices under the
provisions of the Oklahama Hospice Lioensing
Act,

. Nothing In the foragolng provisions shall be
aonsirued to prahiblt any resident of an assisted
llving center frotn recelving such saivices from
any person who s exempt from the provisions of
tha Home Cara Act,

D. The assisted living denter shall moniter and
agsure the dellvery of those services. All nursing
sorviaes shall be in accordancs with the written
orders of the personal or attending physiclan of
the resident.

Oktahoma State Department of Heallt
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPREGENTATIVE'S SIGNATURE - TIRE (X8) DATE

STATE FORM e Vit 1t conllnuabion sheat t of 3




Oklahoma State Department of Health

STATEMENT QF DEFICIENCIES
AND FLAN OF CORREOTION

PRINTED: 12/23/2019
FORMAPPROVED

(X1 PROVIOER/SUPPLIERIGLIA
IDENTIFIQATION NUMBER:

ALA407

B WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

121212014

MAME OF PROVIDER OR SUPPLIER

RAMBLING QAKS GOURTYARD ASSISTED LIVING & |

9TREETADORESS, CITY, STATE, ZIP CODE

12340 SOUTH WESTERN AVENUE
OKLAHOMA CITY, OK 73170

" 4D
PREFIX
T

SUMMARY STATEMENT OF DEFIQIENCIES
{EAGH DEFICIENOY MUST BE PREGEDED BY FULL
REGULATORY OR LSG IDENTIFYENG INFORMATICN)

o
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION )
(FACH CORRECTIVE A0TION SHOULD BR COMPLETE

CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)

ceo10

Conlinued From page 1

This Rulle Is not met as evidenced by:

Basged on obeervation, Intarview, end recard
raview, [t was determlned the center falled to
monitor and ensure a home health company
followed physiclan’s ordars for waund care for 1
{#2) of 2 sampled residents who recelved home
health sevices. This falled practive had the
potential for more than minimat harm &t a patter.
Findings:

Resldent #2 had dlagnoses that included
dlabetes mellitus and peripheral neurcpathy, and
she was oriented o persan, place, and time.

A physiclat’s order for resident #2, datad
12/05H18, documented her skin tear was to be
cleanad and dressed dally with neoeporin and a
non-stick dressing until healed.

On 121219 at 8:15 a.m., resldent #2 had her left
hand wrapped In & gauze wrap, She stated she
got it yaught uhder the tabile In her roarm and tore
her skin. She also stated home heaith was
soming cut thres times a week to change the
dressing, end the nurse at the center changed the
dressing if it needed to be changed.

At Bi48 a.m,, linensed praclical nurse {LPN} #1
stated she thought home health was goming out
two times aweéek, She statad she changed
resldent #2's dressing when home health did not
change the dressing, LPN#1 stated all home
haaith companies filled out an outside agency
repart when they provided care to a rasident,

5010
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Oklahoma State Depariment of Health :
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4o SUMMARY STATEMENT OF DEFICIENCIES i 0 PROVIDER'S PLAN OF CORREGTION e
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TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROS3-REFERENGED TO THE APPROPRIATE DATE
0B0M0; Continued From page 2 CB010

LPN #{ etaled the center'a staff signed the report
and g nursa from the canter reviewed the reports,

At 10:57 a.m., LPN #1 performed the wound care
1o restdent #2's loft hand skin tear. The grea
around the skin tear was rad with a small amount
of drainage. The dresslig removed from the skin
tear was nof a nop-stick dressing, it was a foam
dressing. LPN #1 statad the home health nurse
had placed the wrong dressing on the residenl's
skin tear. LPN #1{ stated she called the home
health company and they had heen to the center
to provide care to resident #2 on 12/04H9,
12/06/18, 12/10/19 and 12/11/19, She staled she
did not have the outside agency reports for
rosident #2 from the home health visits made
slnee 1127118, No autside agency reports were
providad by the center for the above ylsits, -

LPN# did not know how, often home health
came Into the center to provide services for
resident #2, nor did she know what dressing was
applled to resident #2's skin tear by home health
on 12M1M 8,

[ER——
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OPTIONAL PLAN OF CORRECTION TEMPLATE

{kkahoma State

Dopartment of Hoalth Current Date: 12/30/2019

H

Craailng a State of Hoailth

Facility Name: Rambling Oaks Courtyard

Licanse Number: AL1407

Protective Health Services Survey Event iD: 1v1311

Lohg Term Care Service

Date Survey Completed: 12/12/2018

SUMMARY OF DEFICIENCY CITED BY OSOH

| 1D Prefix Tag: €500
' failed to manttor and ensure

Based on: observation, Interview, and record review, It was determined the center

a home health company followed physician's orders for

wound care for 1 (#2) of 2 sampled residents who recefved home health services, This
failed practice had the potential for more than minlimal harm at a pattern,

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Asslsted Living Center's Comments! Enter the assisted living centey's opening comments or disclosure statement {Optional),

REQUIRED ELEMENTS OF A PLAN

ASSISTED LVING CENTER'S PLAN ELEMENTS

1. How will the corrective action ba accomplished for
those residents found to have been affected by the
deficient practice?

Community Nurse assurmed cara for the wound on
12/12/2019. The wound was healed on 12/20/2019.

‘ 2 "ch'will ather res!dents havmg the potentlai‘ to be
affected by the same deficlent practice be identified?

All Restdents recelving third party services may have bean
affected.

Wellness Director, or designes, will audlt 100% of
Residents recealving third party services for evidence of
Coordination of Services and address concerns
immediately.

3. What measures will be put Into p!ace or systemic
changes made to ensure that the deflcient practice will not
recur?

Regional Director of Clinical Services in-serviced Executive
Director, Wellness Director and Wellness Coordinator on
Third Party Provider policy, Including coordlnaticm of
services,

The Executive Director or designee will audit for
completion of correctlon weekly X 60 days or untll 100%
complete.

Wellness Director will coordinate Thifd Party Provider
services at least weekly, track/trend servica progress at
least monthly ongoing,

4 How w:ll the assss’ced Iiving center monitor its
performante to make sure corrections are sustained?
lnclude'

. How tha correction will he evaluated for

The Executive Director, or designee, will audit for
cormpletion of correction weekly x 50 days or until 100%
complete. The Wellness Director, or designae, will audit
for presence of Coordination of Services weekly with

0012013




effectiveness; guarterly Resident Récord review ongolng. Quality

b. How the correction will be incorporated into the Assurance commitiee will review audits/findings
center’s quality assurance system; and mentioned above and implement plan of correction as
¢. How manitoring records will be kept to evidence the | necessary at least quarterly.
correction,

Enter methods to evaluate for effectivenass:
Enter methods to incorporate Into QA system:

Enter methads to keep monitoring records:

2/21/2020

. Admlnistrator's‘m nature v -.‘tr' a— r:'"rirecl ' Date dr ure,
OACIN663-25-41F) & W i ?n }ﬁ \3 7 3? ﬁg‘ﬁ '
If this sheet amends or adds information ta a Plan of Correction previously submitted, indicate the date of the
addendum and by whom it Is submitted,

Addendum Date | Enier s date of addencium Smeitted by Enter name of person submltt{ng addendum.
B e e T P R e
Plan of Correction: Ll Accaptable E]Unacceptabfe Date' Click here to enter a date, Surveyor* Surveyar

if Plan of Correction Is unacceptable, the reasons are as follows: Click here to enter text.
Facllity in Compliance by: Click here to enter a date.

Ty

JAN 1 6 202 9)%

10012013



