Oklahoma State Department of Health
Creating a State of Health

January 9, 2020
License Number: AL7238

Ms. Danna Wise, Administrator
Autumn Leaves Of Tulsa

7807 S Mingo Rd

Tuisa, OK 74133

RE: Survey Event ID: S8IT11
Dear Ms. Wise:

On December 20, 2019, agents from our office concluded a State Licensure ‘survey
with a complaint investigation 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 20, 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. It 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://www.ok.gov/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 o ensure corrections are
sustained;

(5) Include dates when corrective action and monitoring will be completed 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
availabie 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
carrection 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 one opportunity to dispute citations of deficient
practice through an informal dispute resolution (IDR) process. The /DR 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 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 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 Reguest 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.qov, or telephone at (405) 271-6868 or fax at (405)
271-2206.

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.

Slncerel

ﬁ)’j‘i»&‘\ ‘»)\“”“Lk'
‘1 +7Sue Da\ns Enforcement Coordinator

Long Term Care
Protective Health Services

SD/lde

Enclosure



H

Oklahoma State
Department of Health

INVESTIGATIVE REPORT
LICENSURE
Facility: Autumn Leaves of Tulsa
Address: 7807 S. Mingo RD
City, State, Zip: Tulsa, OK, 74133
Provider #: AL7238
Complaint #: OK# 54430

Investigation Date(s): 12/18/19 through 12/20/19

S =SUBSTANTIATED
ALLEGATION(S)
US = UNSUBSTANTIATED

| 1. The center failed to refund money as stated in the resident’s contract, S

X Vielation (s) unrelated to this complaint were also cited during the investigation.
An unannounced on-site investigation was initiated on 12/18/2019 at 9:45 am.

A sample of 11 residents including any identified resident, was selected for the investigation based on the
concerns relevant to the allegation.

The investigation was conducted following standards set by the statutes, rules and regulations of the State of
Oklahoma utilizing Investigative Protocols. Evidence was obtained through observations; interviews with
residents, family members, staff members and others as indicated; and review of pertinent written and electronic
records.

A Description of Significant Findings Related to Each Allegation is Provided Below:

Allegation #1: Deficient practice was substantiated related to this allegation. See the Statement of
Deficiencies, Form 2567, Tag 1302 for details.

Determination Summary and Follow-Up Action:

Deficient practice was substantiated for allegation 1. The facility will be required to submit a plan of correction
(POC). The surveyor team will review the POC to ensure it is sufficient for compliance and a follow-up
investigation will be conducted.



A determination that an allegation was substantiated (S) means the survey team found evidence at the time of
the investigation to confirm a deficient practice or violation of the state regulations had occurred. The deficient
findings would be detailed in the Statement of Deficiencies.

Thank you for bringing these concerns to our attention,

Date report completed: 12/26/2019

-
m
Edited 8/2018 Page2 Of 2
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FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFECATION NUMBER:

AL7238

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

12/20/2019

AUTUMN

NAME OF PROVIDER OR SUPPLIER

7807 S MINGO RD
TULSA, OK 74133

LEAVES OF TULSA

STREETADDRESS, CITY, STATE, ZiP CODE

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

C 000

C1302

INITIAL COMMENTS

A re-licensure survey was conducted 12/18/19
through 12/20/19, in conjunction with complaint
#0OK54430. The census was 23. The following
deficient practice was cited.

310:663-13-1{b) RESIDENT SERVICE
CONTRACT

(b} All rights, privileges and assurances
guaranteed to residents under these rules or
marketing materials are deemed incorporated in
any contract between an assisted living center
and a resident.

This Rule is not met as evidenced by:

Based on interview and record review, it was
determined the center failed to ensure a refund
was issued for 1 (#9) of 1 sampled residents as
contracted. This failed practice had the
widespread potential for more than minimal harm
for all 23 residents who resided at the center.
Findings:

Resident #9 moved into the center 06/04/12 with
diagnoses of dementia, behaviors, hypertensicn,
puimonary fibrosis, and edema.

On 12/20M9 at 9:45 a.m. the administrator was
asked for a copy of the financial records related
to resident #9. Resident #9's contract
documented the resident's family was to receive
a refund payment 30 days from June 2019, The
financial documentation for reimbursement was

C 000

c1302

Oklahoma State Department of Heaith
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

STATE FORM

6893

S8
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STATEMENT GF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL7238

B. WING

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

{X3) DATE SURVEY
COMPLETED

12/20/2019

AUTUMN

NAME OF PROVIDER OR SUPPLIER

7807 S MINGO RD
TULSA, OK 74133

LEAVES OF TULSA

STREETADDRESS, CITY, STATE, ZIP CODE

(X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY GR L5C IDENTIFYING INFORMATION)

1D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY}

C1302

C1921
SS=E

Continued From page 1
dated October 9, 2019.

The administirator stated the resident expired 2
days after the moved-in date. The family called
about reimbursement and were given the
corporate number for financial business because
the finances were handled at corprorate not at
the center. The administrator stated the family
should have been reimbursed within the 30 days
per contract.

Contract

The center's coniract dated 06/01/18,
documented "In the event of the death of the
Resident, This Agreement shall terminate after
(10} days. Responsible Party will be given a
pro-rated refund for any pre-paid fees based con
the day of the Resident's death. All refunds will
be provided fo Responsible Party within thirty
(30) days of the effective date of termination."

310:663-19-2(a)(1) MEDICATION
ADMINISTRATION

(1) Medications shall be administered only on a
physician’s order

This Rule is not met as evidenced by:
Based on observation, interview and record
review, it was determined the center failed to
ensure:;

a. The correct dose of medication was
administered for 1 (#11) of 3 sampled residents

C1302

Cc1021
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STATE FORM

€899

S8IT1
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Oklahoma State Depariment of Health

PRINTED: 12/31/2019
FORM APPROVED

who were administered medication by the
center's staff, and

b. There was a physician's order to apply a
topical medication for 1 (#11) of 3 sampled
resident who had a cream at bedside.

This failed practice had the potential for more
than minimal harm at a pattern. Findings:

On 1211919 at 9:45 a.m. resident #11 was
administered a 4 milligram {mg) Risperidone
tablet for a diagnosis of dementia related
symptoms. Resident #11's physician orders were
reviewed and documented the resident was to
receive a 2 mg (1/2 tablet) dose one time a day.
The resident did not received the correct dose of
Risperidone for 19 days. The December 2019
medication administration record (MAR)
documented a 4 mg dose was administered to
resident #11 rather than the correct dose of 2 mg.

An over the counter medication (butt cream) was
observed on the bedside table in resident #11's
room. Employee #1 was asked if there was a
physician order for the over the counter cream.
There was no physician order to apply cream to
the area.

On 12/20/19 at 11:20 a.m. the registered nurse
(RN) stated he should have checked the
medication each time the resident's spouse
provided it from an outside pharmacy (4 mg
tablet). The staff was not aware of the over the
counter medication at the bedside and had no
physician order for it.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
AL7238 e 12/20/2019
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
7807 S MINGQO RD
AUTUMN LEAVES OF TULSA
TULSA, OK 74133
(X4) 1D 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) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C1921| Continued From page 2 G1921
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FORM APPROVED

STATE WORKLOAD REPORT

Provider/Supplier Number

AL7238

Provider/Supplier Name

AUTUMN LEAVES OF TULSA

Type of Survey (select all that apply)

2ls] [ |1

Extent of Survey (select all that apply)

Al [ 1 1]

A
B
C
D

Z

Complaint Investigation
Dumping Investigation

Federal Monitoring

Follow-up Visit
Other

E
F
G
H

Initial Certification

Inspection of Care
Validation
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

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 [I> Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(A) Date Date Preparation Hours Hours Howurs Hours Preparation
Arrived Departed Hours 12am-8am 8am-6pm 6pm-I2am Hours
/ )] © D) (E) Q] @ () o
Team Leader,
L (2% 12/18/2019 | 12/20/2019 1.00 0.00 13.50 0.00 4.50 6.50
2, )
3
4.
5.
6.
74
8.
9.
10,
11.
12.
13.
14.
Total SA Supervisory Review Hours..... 0.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 0.00 Total RO Clerical/Data Entry Hours...., 0.00

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

102000

EventtD;

S8ITIHI

Facility ll: AL7238

!

JAN 10 2020 f)ﬁ/l
;

Page i




Oklahoma State Department of Health
Creating a State of Health

January 22, 2020
License Number: AL7238

Ms. Danna Wise, Administrator
Autumn Leaves Of Tulsa

7807 S Mingo Rd

Tulsa, OK 74133

RE: Survey Event S8IT11
Dear Ms. Wise:

On December 20, 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 January 17, 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,

Lo Sgar

Sue Davis
Long Term Care Enforcement Reviewer
Oklahoma State Department of Health
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Oldshoima State Depariment of Health
STATEMENT OF DEFICIENCIES (%1) PROVIDERISUSPLIERICLEA
AND PLAN OF GORRECTION IDENTIFIGATICN NUMBER:

PRINTEL: 01/08/2020

FORM APPROVED

AL7238

A BUILOING:

B,WING

M2) MULTIPLE CONSTRUCTION

1X3) DATE SURVEY

COMPLETED
c

NAME OF PROVIDER OR SUPPLIER

AUTUMN LEAVES OF TULSA

TULSA, OK 74133

STREET AODRESSE, CITY, STATE, ZIP CODE
7807 SMINGORD

1212012048

(X4} i
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC INENTIFYING INFORMATION)

[Le]
PREFIX
TAG

PROVIOER'S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOULO BE
CROSS-REFERENCED TO THE APPROPRIATE
REFGIENGY)

)
GOMPLETE
OATE

<000

C1an2
55=F

INITIAL COMMENTS

A re-ficensure survey was conducted 12/18/18
through 12/20118, in conjunciion with complaint
#OKB4430. The census was 28. The following
deficient practice was ciled,

310:563-13-1{b} RESIDENT SERVICE
CONTRACT

(b) Allsights, privileges and assurances
guaranteed lo residents under these rules or
markeling materals are deemed incorporated in
any confract between an assisted living center
and a resident.

This Rule 19 not met as svidenced by

Based on intarview and record review, itwas
determinad the center failed to ansure a refund
was fssued for 1 (#9) of 1 sampled residents as
contracted. This falled practice had the
widespread potential for more than mirimal harm
{or all 23 residents who resided at the centar.
Findings:

Resident #9 meved Inip the canter 06/04/19 with

diagnosas of dementia, behaviars, hyperansian,
pulmonaty fibrosls, and edsma,

On 12120119 at 9:45 am, the adminisirator was
asked for a copy of the financlal records related
to rasident #9, Rasident #9's contract
documsntad the resident’s family was to receiva
a tafund payment 30 days from June 2019, The
financlal documentation for reimbursement was
dated Qctober B, 2019,

G 000

1302
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FARINTED: 01/08/2020

; FORM APPROVED
Oklahoma State Dapariment of Health
BTATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {¥2) MULTIALE GONSTRUCTION (X3} DATE SURVEY
AND PLAN CF GORHEETION . IBENTIFICATION NUMBER: SRR COMPLETED
c
ALT238 B.WiNa 12/20i2019
NAME OF PROVIDER OR SUPPLIER YTREET AUBRESS, CITY, BTATE, ZIF GOOE
7007 S MINGO RD
AUTUMN LEAVES OF TUL?A TULSA, 0K 74133
410 " SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION x5}
PRERIX {EACHDEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE AGTIIN SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE ATE
DEFICIEREY)
€302 Continued From page 1 €1302
Tha adrainistrator stated the resident expived 2
days after the moved-in date. The family ealled
about relmbursement and were giver the
corporata humber for financial business because
the financss were handled at comprorate pat at the
cenler. The adminisirator stated the family
should have been reimbursed within the 30 days
per contract.
Contrect
The centers contract daled 06/01/18,
documented "in the event of tha death of the
Rasldent, This Agreement shalf terminate sfter
{10) days. Respansible Party wilt be given
pro-rated refund for any pra-paid fees based on
the day of the Resldent's death. All rafunds wil
ke pravided to Responsible Party within thirty (30)
days of he effactive date of termination,”
1924 310:863-19-2(a)(1} MEDICATION c1o21
55=E| ADMINISTRATION

(1) Madicalions shall be admintsterad anly on a
physiclan's order

This Rule is not met ag evidencdd by:
Based on obsesvation, interview and record
raview, It was delermined the center falled to
ehsurs!

& Thea corract dose of medieation was
administersd for 1 {#41) of 3 sampled residents
wha wars administerad medication by the

Oidahoma Stale Deparmant of Haalth

STATE FORM
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PRINTED: 01/06/2020

FORM APPROVED
QOldahoma State Depariment of Health
STATEMENT OF DEFICIENCIES (X1} FROVIDER/BUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION {43 DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUNBER: A BUILONG: COMPLETED
C
ALT238 8. WNG 12/20/2019
NAME OF PROVIDER OR SUPPLIER STREET ADORESE, CITY, GTATE, ZIP CODE :
7807 & MINGO RD
Al EAV
UTUMN LEAVES OF TUL3A TULBA, OK 74133
x40 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGCTION x5
PREFIX {EACH DEFICIENGY MUST BE PRECEOED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETE
7 REGULATORY QR LSC IIENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE aaTe
DEFIGIENGY}
C1921| Coniinued From page 2 craz2t

canter's slalf; and

b. There was = physician's arder lo apply a lopical
medication for 1 @#11) of 3 samplad rasident who
had a cream at badsids,

This failed practice had the patential for more
{han minfmal ham at a patten. Findings:

On 12/19/19 al 9:45 am. resident #11 was
administered a 4 milligram (mg) Risparidene
lablet for a diagnosis of démentia related
symploms. Resident #11's physician orders were
reviewead and documentad the resident was to
receive & 2 mg (1/2 tablet) dose one time a day.
The resident did not neceived the comrect dose of
Risperidane for 18 days, The December 2019
medication administeation record (MAR)
docuimented a 4 mg doge was adminlatered to
resident #11 rather than {he comact dose of 2 mg,

An over the counter medication (butl creem) was
observed on the hedslde table In residant #47s
room. Employee #1 was asked If there was a
physician arder for the over the counter ersam.
There was no physielan order to apply cream to
the arga. :

On 12126/18 at 11:20 a.m. the registered nurse
{RN) sfaled he should have chacked the
medication each times the resident's spouse
provided B fram an cuiside phanvacy (4 mg
tablet), The slaff was not aware of the aver the
counter medication at the bedside and had no
physician order for it

Oklahomna State Depariment of Heakth
STATE FORM
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OPTIONAL PLAN OF CORRECTION TEMPLATE

Oklohama State

Dagarimant of Haalth Current Date: 1/13/2020

H

Craating a State af Health

Facility Name: Auturmnn Leaves of Tulsa

License Number: 7238

Protective Health Services Survey Event ID: S8iT11

Long Term Care Service

Date Survey Completed: 12/20/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C1302

contracted,

Based on: The center failad to ensure a refund fnr'l of 1 sampled residents as

ASSISTED LIVING CENTER'S PLAN OF CORRECTION

Autumn Leaves of Tulsa’s appeal rights,

Assisted Living Center’s Comments; This Plan of Correction constitutes Autumn Leaves of Tulsa’s written
allegations of compliance for the deficiencies cited, Submission of this Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly. This Plan of Correction is submitted to meet the
requirements established by state and federal law. This Plan of Correction shall not be considered a waiver of

REQINRED ELEMENTS OF A PLAN

ASSISTED LIVING CENTER'S PLAN ELEMENTS

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

Resident's will receive a refund as contracted,

Resident agreements to be updated to clarify timeline
for refunds,

Hosbr|Response:dElemantacceptet e Bl Ne:

2. How will other residents hav!ng the potentiﬁi ta he
affected by the same deficieht practice be identified?

[ Random audits will be completed for the first 30 days

and at each quarterly QA meeting thereafler, The
Executive Director will review the audits and assure
all refinds are given in a timely manner.

R T T,

%iosaﬂiaé"sﬁoﬁ e Elemantaecepted sayes il Nt el

S|

%’ﬁ%

3, What measures will be put into place or systemic
changes made o ensure that the deficlent practice wilf not
recur?

Random audits will be completed for the first 30 days
and at each quarterly QA meeting thereafier. The
Executive Director will review the audits and assure
all refinds are given in a timely manner.

ST

EGSbH”Re’éﬁp“ﬁ“s”é*‘ TElEment Accaptodl Yes o

o 7R

4. How will the assisted living center monitor |ts
performance to make sure corrections are sustained?
include:
a. How the correction will be evaluated for
effectlveness;
h, How the correction will be Incorporated into the
center's quality assurance system; and
. How monltoring recards will be kept to evidence the
correction,

Random aundits will be completed for the first 30 days
and at each quarterly QA meeting thereafter, The
Executive Director will review the audits and assure
all refunds are given in a timely manner.

Random audits will be completed for the first 30 days
and at each quarterly QA meeting thereafter, The
Executive Director will review the audits and assure
all refunds are given in a timely manner.

Random audits will be completed for the first 30 days
and at each quarterly QA meeting thereafter. The

10012013




Executive Director will review the audits and assure
all refunds are given in a timely manner. -

Random audits will be completed for the first 30 days
and at each quarterly QA meeting thereafter. The
Executive Director will review the audits and assure

| all refunds are given in & timely manner,

'-“H’m’d‘ T St tenaes

ZOSDHRESpoRse ﬁEtéﬁT ntacceptedi e -
5. On what date will correct[ve actiun be cumpleted?
OSDHResporse Element aceptod s Nes el No. ]
Administrator's Signature Danna Wisa ‘ Date 1/13/2020

OAC 310:683-25-4{F}
If this sheet amends or adds information to a Plan of Correction previously submitted, Indicate the date of the
addendum and by whom it Is submitted.

1/ 17/2020

Addendum Date | Enter a date of addendum. Submitted by | Enter name of person subrmitting addendun.

3 LA o=y

fitemsiBelowiAretr ok OSDRUISE Only s e
| Plan of Correct:on.DAcceptable Unacceptable Date: Chck here to entera date Surveyar; Surveyor

‘(| if Pkan of Correctlon is unacceptable, the reasons are as follows: Click here to enter text.
Facility in Compliance by: Click here to enter a dats.

10012013



o OPTIONAL PLAN OF CORRECTION TEMPLATE
H 8‘3’5&’&,"}33‘.?{‘%.”% Current Dates 1/13/2020

Croating a Stale of Health | Faeflity Name: Autumn Leaves of Tulsa

License Numbey: 7238

Protective Health Services Survaey Event 1D: SBIT11

Long Term Care Service | Date Survey Completed: 12/20/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

I Prefix Tag: C1921 Based on: The center failed to ensure the correct dose of medication was administered
for 1 of 3 sampled residents. There was not a physician order for a topical medication
for 1 of 3 sampled residents who had cream at bedside

ASSISTED LIVING CENTER'S PLAN OF CORRECTION

Autumn Leaves of Tulga’s appeal rights,

Assisted Living Center's Comments: This Plan of Correction constitutes Autumn Leaves of Tulsa’s writien
allegations of compliance for the deficiencies cited. Submission of this Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly, This Plan of Correction is submitted te meet the
requirements established by state and federal law. This Plan of Correction shall hot be considered a waiver of

REQUIRED ELEMENTS OF A PLAN

ASSISTED LIVING CENTER'S PLAN ELEMENTS

1. How will the corrective action be accomplished for
those resldents found to have been affected by the
defictent practice?

Medications will be administered only on a
Physician's order.

All Certified Medication Aides will be in-serviced on
ensuring that the proper dosage of medication is given
to each resident per the Physician’s order. '
All employees will be In-serviced that ALL over-the
counter medications are to be stored in the medication
room and should never be in a resident’s room without
a specific Physician’s order.

All resident family members will be re-educated on
the medications policy that is signed upon admission.

[OSDHREEAanser FlEment accepted s ves ale

2. How will other residents having the potentlat to he )
affected by the same deficlent practice be identified?

Director of Healthcare will complete 8 weekly audit of
the MARS to ensure medication dosages are
consistent with Physician’s ordets,

A weekly sweep of resident’s rooms will be comnpleted
by a member of the leadership team to ensure no over
the counter medications are being stored in the
resident’s tooms.

T T e

[fOSDH Response: Elementa Sccepte

3, What measures will be put into place or systemic
changes made to ensure that the deficlent practice will not
recut?

“congistent with Physician’s orders.

All Certified Medication Aides will be in-serviced on
ensuring that the proper dosage of medication is given
to each resident per the Physician’s order.

Director of Healthcare will complete a weekly audit of
the MARS to ensure medication dosages are

10012013




All employees will be in-serviced that ALL over-the
counter medications are to be stored in the medication
room and should never be in a resident’s room thhout
a specific Physician’s order.

A weekly sweep of resident’s rooms will be completed
by a member of the leadership team to ensure no over
the counter medications are being stored in the
resident’s rooms,

All resident family members will be re-educated on
the medications policy that is signed npon admissior.

R

&QSDH Re&“pbnse.gElementlacce' : NG
4, How will the assisted living center mcmitur {ts
performance to make sure corrections are sustained?
Include: '

2, How the corraction will be evaluated for
effectivenass;

b. How the correction wilf be incurporated into the
center's quality assurance system; and

. How monitoring records wilf be kept to evidence the
correstion,

Results from audits will be discussed at each quarterly
QA meeting, An investigation will be conducted by
the Executive Director, the Director of Healthcare
and/or designee if ai audit reveals Physician’s orders
are not being followed or medications are found in
residents roomas.

Results from audits will be discussed at each quarterly
QA meeting. An investigation will be conducted by
the Executive Director, the Director of Healthcare
and/or designee if an audit reveals Physician’s orders
are not being followed or medications are found in
residents rooms,

Results from audits will be discussed at each quarterly
QA meeting. An investigation will be conducted by
the Executive Director, the Director of Healtheate
and/or designee if an audit reveals Physiclan’s orders
are not being followed or medications are found in
residents rooms.

Results from andits will be discussed at each quarterly
QA meeting. An investigation will be conducted by
the Executive Director, the Director of Healtheare
and/or designee if an audit reveals Physician’s orders
are not being followed or medications are found in
residents rooms.

QSDHzResponse**[—:{emenbﬁccépt

1/17/2020

Administrator’s Signature  Danna w:.r.a

QAC 310:163-25-41F)

Date 1/13/2020

If this sheet amends or adds information to a Plan of Correction previously submitted, indicate the date of the

addendum and by wham it is submitted.

Addendum Date ] Enter a date of addendum.

Submitted by ! Entar name of person submitting addendum.

10012013




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

10012013



PLAN OF CORRECTION
AUTUMN LEAVES OF TULSA
DECEMBER 2019

This Plan of Correction constitutes Autumn Leaves of Tulsa’s written allegations of compliance
for the deficiencies cited. Submission of this Plan of Correction is not an admission that a
deficiency exists or that one was cited correctly. This Plan of Correction is submitted to meet the
requirements established by state and federal law. This Plan of Correction shall not be
considered a waiver of Autumn Leaves of Tulsa’s appeal rights,

C1302:

Resident’s will receive a refund as contracted.
All residents have the potential to be affected.
Resident agreements to be updated to clarify timeline for refunds.

Random audits will be completed for the first 30 days and at each quarterly QA meeting
thereafter. The Executive Director will review the audits and assure all refunds are givenina
timely manner. ‘

Completion Date: 1-17-20

C1921:
Medications will be administered only on a Physician’s order,
All residents have the potential to be affected.

All Certified Medication Aides will be in-serviced on ensuring that the proper dosage of
medication i given to each resident per the Physician’s order,

Director of Healthcare will complete a weekly audit of the MARS to ensure medication dosages
are consistent with Physician’s orders.

All employees will be in-serviced that ALL over-the counter medications are to be stored in the
medication room and should never be in a resident’s room without a specific Physician’s order.

A weekly sweep of resident’s rooms will be completed by a tnember of the leadership team to
ensure no over the counter medications are being stored in the resident’s rooms.



All resident family members will be re-educated on the medications policy that is signed upon
admission,

Resuits from audits will be discussed at each quarterly QA meeting. An investigation will be
conducted by the Executive Director, the Director of Healthcare and/or designee if an audit
reveals Physician’s ordets are not being foliowed or medications are found in residents rooms.

Compiletion Date; 1-17-2020



Survey POC Compliance Monitoring Tool

Check Yes or No fo indicnte complete or present

AUTUMN LEAVES OF TULSA (C1302: RESIDENT SERVICE CONTRACT

Andit Date
aud sign

Room

Resident Nome

Residenthas a
mooe in
agreement/
conract
signed?

Yes No

Resident is
currently ot
of the
conmunity?

Yes No

Resident/responsi
ble party has
refunds due?

Yes Np

Was refunds given
io
resident/responsible
party in a thnely
mannegr?

Yes No

Conunents

Nodes:




Survey POC Compliance Monitoring Teol

Check Yes or No Io indicate complefe or present AUTUMN LEAVES OF TULSA CI921A: MEDICATION ADMINISTRATION
. Resident’s
Benideut dispensed Resident received”
receives R p
Audit Date | Room A eilicntives medications En&nwwaa as J—
Mah sign £ Resident Nare from ..\mmumqm pr n...nw_wmaw by
connnurtity? WHWMW Lo plyEECan
Yes No Yes No Yes No

Notes:




Survey POC Compliance Monitoring Tool

Check Yes or No to indicate contplele or preseut

AUTUMN LEAVES OF TULSA C1921B: OVER THE COUNTER MEDICATION AT BEDSIDE

Awudit Date
and sign

Room

Resident Name

Resident
receives
medications
Srone
conmmity?
Yes No

Overihe
Counter

medications
observed at

resident's
bedside?

Yes

No

Resident has
physician’s order
to keep Over the
Counter
miedication at
bedside?

Yes No

Over the Counter
wedication observed
at resident’s bedside

removedforder
npdated?

Yes Ne

Conanents

Notes:




Oklahoma State Department of Health
Creating a State of Health

February 19, 2020
License Number: AL7238

Ms. Danna Wise, Administrator
Autumn Leaves Of Tulsa

7807 S Mingo Rd

Tulsa, OK 74133

RE: Survey Event S8IT12

Dear Ms. Wise:

On February 4, 2020, a revisit was conducted at your facility by this agency. The findings of
the revisit indicate that the deficiencies cited during your survey on December 20, 2019,

have now been corrected effective January 17, 2020.

If you have any questions concerning the information in this letter, please contact the
Enforcement Coordinator at (405) 271-6868.

Sincerely,

i Aaapere

B}\ Sue Davis, Enforcement Coordinator
~ Long Term Care
Protective Health Services

SD/kgs

Board of Health

Timothy E Starkey, MBA (Presidi Alexopuios, DO R Murali Krishna, MD =
G CEE0 y Y, MBA (President) Jenny Alexop i www health.ok gov f’ ‘\‘
) . g ¢ ]
Cotnmisslonar of Haalih Edward A Legako, MD (Vice-President) Termry R Gerard I, DO Ronald D Osterhout An equal opportunity 'i oiasll
&

Becky Payton (Secretary) Charles W Grim, DDS, MHSA Charles Skillings S o e



PRINTED: 02/12/2020

FORM APPROVED
Oklahoma State Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING. COMPLETED
R-C
AL7238 B. WING 02/04/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7807 S MINGO RD
AUT LEAVES OF TULSA
1 L NES L TULSA, OK 74133
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D 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)
{C 000} INITIAL COMMENTS {C 000}
A follow-up survey was conducted on 02/03/20
and 02/04/20. The census was 33. Deficient
practice for tag C1302 and C1921 was cleared.
i
i
|
i
|
Oklahoma State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 S8IT12 If continuation sheet 1 of 1



FORM APPROVED

STATE WORKLOAD REPORT

Provider/Supplier Number

AL7238

Provider/Supplier Name
AUTUMN LEAVES OF TULSA

Type of Survey (select all that apply)

l2{3]p] T]

Extent of Survey (select all that apply)

Al T 1 T

Z00W >

Complaint Investigation
Dumping Investigation
Federal Monitoring
Follow-up Visit
Other

E
F
G
H

Initial Certification

Inspection of Care
Validation
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

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 ID Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Arnived Departed Hours 12am-8am 8am-6pm 6pm-12am Hours
(B) (©) D) (E) (F) (G) (H) 0]
Team Leader ID
1. 323 02/03/2020 | 02/04/2020 0.50 0.00 1.00 0.00 1.50 1.00
2,
3.
4.
5.
6.
78
8.
9.
10.
11.
12.
13.
14.
Total SA Supervisory Review Hours..... 0.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 0.00 Total RO Clerical/Data Entry Hours..... 0.00

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

102000

EventlD: S8IT12

Facilty ID AL7238

Page 1




