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Delivery via email to: rray@chapterstulsa.com

March 18, 2025
License Number: AL7238

Ms. Rachel Ray, Administrator
Chapters Living of Tulsa

7807 S Mingo Rd

Tulsa, OK 74133

RE: Survey Event ID: W1R411
Dear Ms. Ray:

On March 6, 2025, agents from our office concluded a State Licensure survey 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 March 6, 2025.

Please note the items listed in the deficiency column of the STATE FORM. You have two choices of methods to
prepare the written 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 Services, then click on Long Term Care. 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;
(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 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 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
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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 one opportunity to dispute citations of deficient practice through an
informal dispute resolution (IDR) process. The IDR in no way is to be construed as a formal evidentiary hearing; it is
an informal administrative process to discuss deficiencies. If 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) 426-8200 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 calendar days from receipt of the State Form deficiency statement.
Failure to submit a completed IDR Request form and supporting documentation within this timeframe waives your
right to the IDR. Failure to complete the IDR timely will not delay the effective date of any enforcement action
against the facility. A designee of the Department shall conduct the IDR. The IDR may be accomplished by a desk
review, conducted in a face-to-face, or virtual 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:
IDRCoordinator@health.ok.gov

or mail to: IDR Coordinator
Long Term Care
Protective Health Services
Oklahoma State Department of Health
123 Robert S. Kerr Ave, Ste. 1702
Oklahoma City, OK 73102-6406

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,

e Alleged failure of the surveyor to comply with a requirement of the survey process;

e Alleged inconsistency of the surveyor in citing deficiencies among facilities; or

e Alleged inadequacy or inaccuracy of the informal dispute resolution process

Oklahoma State Department of Health
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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) 426-8200.

If you have questions or need assistance, please feel free to send an email to LTCEnforcement@health.ok.gov or
call (405) 426-8200. 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.

Respectfully,
Tempal Killman, Enforcement Analyst
Long Term Care | Enforcement Division

Oklahoma State Department of Health

Enclosure
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INVESTIGATIVE REPORT

Facility: Chapters Living of Tulsa
Address: 7807 S Mingo

City, State, Zip: Tulsa, Oklahoma, 74133
Provider #: AL7238

Complaint #: OK00061659

Investigation Date(s):

ALLEGATION(S)

enter text
The center failed to ensure residents were not physically, verbally or psychosocially abused
or involuntarily secluded.

enter text
enter text
enter text
enter text

An unannounced on-site investigation was initiated 03/05/2025 at 8:15a.m.

A sample of eight residents, including any identified residents, was selected for the investigation based on the
concerns relevant to the allegation(s).

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 Summary of Complaint Investigation:

Throughout the survey residents were observed for signs and symptoms of abuse. Staff was always interacting
with the residents. Evidence was obtained through observations; interviews with residents, family members, in-
services and staff members and review of electronic records.

The attached State form, Statement of Deficiencies, will identify any deficiencies cited.
Thank you for bringing your concerns to our attention.

Oklahoma State Department of Health
Long Term Care Service

Date report completed: 03/17/2025

Rev. 04/2024
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INVESTIGATIVE REPORT

Facility: Chapters Living of Tulsa
Address: 7807 S Mingo

City, State, Zip: Tulsa, OK, 74133
Provider #: AL7238

Complaint #: OK00061840

Investigation Date(s): 03/05/25 and 03/06/25

ALLEGATION(S)

The center failed to ensure allegations of abuse were reported to the Oklahoma State
Department of Health within 2 hours

enter text

enter text

enter text

enter text

An unannounced on-site investigation was initiated 03/05/2025 at 8:15 a.m.

A sample of eight residents, including any identified residents, was selected for the investigation based on the
concerns relevant to the allegation(s).

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 Summary of Complaint Investigation:

Throughout the survey residents were observed for signs and symptoms of abuse. Staff was always interacting
with the residents. Evidence was obtained through observations; interviews with residents, family members,
and staff members and review of electronic records.

The attached State form, Statement of Deficiencies, will identify any deficiencies cited.

Thank you for bringing your concerns to our attention.

Oklahoma State Department of Health
Long Term Care Service

Date report completed: 03/17/2025

Rev. 04/2024
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INVESTIGATIVE REPORT

Facility: Chapters Living of Tulsa
Address: 7807 S Mingo

City, State, Zip: Tulsa, Oklahoma, 74133
Provider #: AL7238

Complaint #: OK00066702

Investigation Date(s): 03/05/25 and 03/06/25

ALLEGATION(S)

The facility failed to ensure exit doors were secured to prevent a resident from elopement.
enter text

enter text

enter text
enter text

An unannounced on-site investigation was initiated 03/05/2025 at 8:15 a.m.

A sample of eight residents, including any identified residents, was selected for the investigation based on the
concerns relevant to the allegation(s).

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 Summary of Complaint Investigation:

Upon entrance into the facility access was gained with assistance of an employee putting in a code for entrance
into the facility. Throughout the survey observations of the facility were made for access for elopement by
residents and all exit doors were securely locked and accessible by exit or entry by code. State Reportable

Incident, facility in-services, facility policies/procedures and investigations were all conducted and the
employee involved was suspended and later terminated due to the risk of the residents safety.

The attached State form, Statement of Deficiencies, will identify any deficiencies cited.
Thank you for bringing your concerns to our attention.

Oklahoma State Department of Health
Long Term Care Service

Date report completed: 03/17/2025

Rev. 04/2024
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INVESTIGATIVE REPORT

Facility: Chapters Living of Tulsa
Address: 7807 S Mingo

City, State, Zip: Tulsa, Oklahoma, 74133
Provider #: AL7238

Complaint #: OK00067412

Investigation Date(s): 03/05/25 and 03/06/25

ALLEGATION(S)

enter text The center failed to notify legal surrogates of a change in residents’ medical regimen
enter text

enter text

enter text
enter text

An unannounced on-site investigation was initiated 03/05/2025 at 8:15 a.m.

A sample of eight residents, including any identified residents, was selected for the investigation based on the
concerns relevant to the allegation(s).

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 Summary of Complaint Investigation:
Throughout the survey observations of residents’ rights were made. Interviews were conducted with residents
and representatives regarding family/legal surrogate access to medical records. Record reviews consisted of

resident clinical record and cognitive abilities, POAs and facility policies. Residents representatives stated the
facility has notified them with changes in conditions and they have no concern about abuse or neglect.

The attached State form, Statement of Deficiencies, will identify any deficiencies cited.
Thank you for bringing your concerns to our attention.

Oklahoma State Department of Health
Long Term Care Service

Date report completed: 03/17/2025

Rev. 04/2024
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INVESTIGATIVE REPORT

Facility: Chapters Living of Tulsa
Address: 7807 S Mingo

City, State, Zip: Tulsa, OK, 74133
Provider #: AL7238

Complaint #: OK0006718

Investigation Date(s): 03/05/25 and 03/06/25

ALLEGATION(S)

The facility failed to provide family/legal surrogate access to medical records.
enter text

enter text

enter text
enter text

An unannounced on-site investigation was initiated 03/05/2025 at 8:15 a.m.

A sample of eight residents, including any identified residents, was selected for the investigation based on the
concerns relevant to the allegation(s).

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 Summary of Complaint Investigation:

Throughout the survey observations of residents’ rights were made. Interviews were conducted with residents
and representatives regarding family/legal surrogate access to medical records. Record reviews consisted of
resident clinical record and cognitive abilities, POAs and facility policies.

The attached State form, Statement of Deficiencies, will identify any deficiencies cited.
Thank you for bringing your concerns to our attention.

Oklahoma State Department of Health
Long Term Care Service

Date report completed: 03/17/2025

Rev. 04/2024
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INITIAL COMMENTS

A relicensure survey was conducted from
03/05/25 through 03/06/25. Complaint
investigations #0K00061659, OK00061840,
OKO00066702, OK00067412, and #OK00067618)
were conducted in conjunction with the survey.

Facility Census: 27

Listed below are abbreviations that will be used
throughout this document.

CNA- certified nurse aide
CMA-certified medication aide
OSDH - Oklahoma State Department of Health

310:663-9-4 DIETARY CONSULTANT

Each assisted living center shall use a licensed
dietician or qualified nutritionist to develop the
assisted living center's diet plan and address the
needs of individuals with special diets.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure residents received a complete
lunch meal approved by the registered dietitian
for 6 (#1,2,3,4,5, and #7) of 8 sampled residents
who received services from the kitchen.

The administrator identified 27 residents receive
nutrition from the kitchen.

Findings:

A facility policy titled "Dietary Services," updated
09/2021, read in part, "The facility will post a

C 000

C 940
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weekly menu, including snacks, that can be
viewed by residents and families. Best efforts will
be made to follow the posted menu and any
substation of menu items will be with and item of
equivalent nutritional value and will be recorded
on the posted menu."

The lunch menu for week 5 showed sliced pork,
sweet potato casserole, cauliflower, cream pie,
and a beverage.

On 03/05/25 at 11:40 a.m., the kitchen culinary
director was taking temperatures of food and
stated they did not provide a dessert at lunch due
to being short on staff. They were asked how
long this had been going on they stated ever
since they worked at the facility. The kitchen
culinary director was asked who made the
decision and they stated they did not know. They
stated it had been like that since they had been
working there.

On 03/05/25 at 11:50 a.m., CMA #1 was asked if
they helped serve lunch and they stated
sometimes. CMA #1 was asked what did they
provide for a dessert if resident ask for one. CMA
#1 stated they would offer applesauce or pudding.

On 03/05/25 at 1:40 p.m., the administrator was
asked the reason dessert was not provided with
the residents lunch meal and the administrator
stated they should prepare a dessert and to follow
the menu according to plan. The administrator
stated the kitchen culinary director did all of the
ordering for the supplies, so they should have
everything they need to prepare for each meal.

310:663-19-1(e) REPORTS TO THE
DEPARTMENT

C 940

C1915
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(e) Each assisted living center shall report
allegations and incidents of resident abuse,
neglect, or misappropriation of resident's property
by licensed personnel to the appropriate licensing
board within five (5) business days.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to report allegations of abuse as required
for 1 (#6) of 1 sampled residents reviewed for
abuse.

The administrator identified 27 residents resided
in the facility.

Findings:

A facility policy titled "Abuse, Neglect,
Exploitation, or Misappropriation," updated 2021,
read in part, "All incidents of suspected abuse,
neglect, exploitation, injury of unknown origin, and
other reportable incidents must be reported to the
Department within twenty-four (24) hours, or by
the next business day when the incident occurs
on a weekend or holiday. The Director is
responsible for (1) informing all staff of the
obligation to report suspected incidents of abuse,
neglect, exploitation, or other reportable
incidents. (2) assuring that the required State
notice regarding reporting suspected abuse,
neglect, exploitation, or other reportable incidents
is posted; and (3) investigating and reporting the
alleged abuse or neglect as per State
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requirements.”

An anonymous complainant report, dated
11/08/23, for an allegation of abuse for Resident
#6, showed CNA #1 hit Resident #6 in the head
with a bottle of water on 11/08/23. The
complainant reported CNA #1 laughed and stated
they meant to hit the resident. The complainant
reported they, the sales and marketing director,
and the administrator all viewed the video. The
video showed CNA #1 with an almost empty
water bottle in their hand. The complainant
reported the video showed CNA #1 barely
touched Resident #6's cheek with the water bottle
and Resident #6 did not have a response. The
complainant reported the administrator stated
they interviewed residents and staff as part of the
investigation. The complainant reported the
administrator stated the allegation was
unsubstantiated based on results of investigation.
The complainant reported the administrator
stated they were not required to report allegations
of abuse to the OSDH if they were
unsubstantiated.

On 03/06/25 at 1:22 p.m., the administrator was
asked about the above incident not being
reported. The administrator stated, "They have
never had to address any abuse about employee
to resident". The administrator was asked about
the incident involving CNA #1 and Resident #6.
The administrator stated CNA #1 placed the
water bottle up to Resident #6's face so they
could see how cold the bottle of water was
because Resident #6 did not like their water too
cold. The administrator stated they looked at the
video along with the owner of the facility and CNA
#1 did not hit Resident #6. The administrator
stated no statements were collected due to being
an in house investigation and the timing of the
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(f) Each continuum of care facility and assisted
living center shall report allegations and
occurrences of resident abuse, neglect, or
misappropriation of resident's property by a nurse
aide to the Nurse Aide Registry by submitting a
completed "Notification of Nurse Aide Abuse,
Neglect, Mistreatment or Misappropriation of
Property" form (ODH Form 718), which requires
the following:

(1) facility/center name, address and telephone;

(2) facility type;

(3) date;

(4) reporting party name or administrator name;

(5) employee name and address;

(6) employee certification number;

(7) employee social security number;

(8) employee telephone number;

(9) termination action and date (if applicable);

(10) other contact person name and address;
and

(11) the details of the allegation or occurrence
of abuse, neglect, or misappropriation of resident
property.
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incident. The administrator stated CNA #1 was
never suspended and was currently working at
facility. The administrator was asked if anyone
asked the resident whom was no longer a
resident at the facility what happened. The
administrator stated, "No." The administrator
stated they did not think it was an allegation that
was why it was not submitted. The administrator
stated a former disgruntled employee was the
one that made the complaint. The administrator
stated there was never a incident report with
allegations of abuse regarding Resident #6.
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This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to notifiy the nurse aide registry of an
allegation of abuse involving CNA #1 for 1 (#6) of
1 sampled resident reviewed for an allegation of
abuse.

The administrator idenfified 27 residents resided
at the facility.

Findings:

An anonymous complainant report, dated
11/08/23, for an allegation of abuse for Resident
#6, showed CNA #1 hit Resident #6 in the head
with a bottle of water on 11/08/23. The
complainant reported CNA #1 laughed and stated
they meant to hit the resident. The complainant
reported they, the sales and marketing director,
and the administrator all viewed the video. The
video showed CNA #1 with an almost empty
water bottle in their hand. The complainant
reported the video showed CNA #1 barely
touched Resident #6's cheek with the water bottle
and Resident #6 did not have a response. The
complainant reported the administrator stated
they interviewed residents and staff as part of the
investigation. The complainant reported the
administrator stated the allegation was
unsubstantiated based on results of investigation.
The complainant reported the administrator
stated they were not required to report allegations
of abuse to the OSDH if they were
unsubstantiated.
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On 03/06/25 at 1:22 p.m., the administrator was
asked about the above incident not being
reported. The administrator stated, "They have
never had to address any abuse about employee
to resident”. The administrator was asked about
the incident involving CNA #1 and Resident #6.
The administrator stated CNA #1 placed the
water bottle up to Resident #6's face so they
could see how cold the bottle of water was
because Resident #6 did not like their water too
cold. The administrator stated they looked at the
video along with the owner of the facility and CNA
#1 did not hit Resident #6. The administrator
stated no statements were collected due to being
an in house investigation and the timing of the
incident. The administrator stated CNA #1 was
never suspended and was currently working at
facility. The administrator was asked if anyone
asked the resident whom was no longer a
resident at the facility what happened. The
administrator stated, "No." The administrator
stated they did not think it was an allegation that
was why it was not submitted. The administrator
stated a former disgruntled employee was the
one that made the complaint. The administrator
stated there was never a incident report with
allegations of abuse regarding Resident #6.
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Delivery via email to: rray@chapterstulsa.com

March 27, 2025
License Number: AL7238

Ms. Rachel Ray, Administrator
Chapters Living of Tulsa

7807 S Mingo Rd

Tulsa, OK 74133

RE: Survey Event W1R411

Dear Ms. Ray:

On March 6, 2025, a Licensure inspection with a complaint investigation 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 in a timely manner. 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 May 2, 2025.

We will conduct a revisit to verify that all violations have been corrected. If you have any questions, please
contact this office at (405) 426-8200.

Respectfully,

W Abman
Tempal Killman, Enforcement Analyst
Long Term Care | Enforcement Division

Oklahoma State Department of Health

Enclosure

Oklahoma State Department of Health
(405) 426-8000 - (800) 522-0203 - Oklahoma.gov/Health
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OPTIONAL PLAN OF CORRECTION TEMPLATE

5+ State Department

i gl Sifle Bel Current Date: 3/25/2025

Facility Name: Chaptersliving of Tulsa

License Number: AL 7238

Protective Health Services Survey Event ID: WIRA11

Long Term Care Service

Date Survey Completed: 3/6/2025

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C 940 S5=£

Based on: the record review and interview, the facility failed to ensure residents
received a complete lunch meal approved by the registered dietitian for 6 of 8 sampled
residents who received services from the kitchen. (#1,2,3,4,5,6,7)

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center’s Comments: Dietary Manager failed to follow the Registered Dieticians lunch menu menu.

Deserts will be served at lunch per the menu.

REQUIRED ELEMENTS OF A PLAN

ASSISTED LIVING CENTER’S PLAN ELEMENTS

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

A complete lunch including deserts and approved by the
RD, will be served per the menu daily

'OSDH Response: Elementaccepted Yes [] No [ ] .

2. How will other residents having the potential to be
affected by the same deficient practice be identified?

All residents not served desert per the RD approved menu
have been identified by Administrator.

OSDH Response: Elementaccepted Yes | ] No []

3. What measures will be put into place or systemic
changes made to ensure that the deficient practice will not

Admistrator, Don and the Dietary Manager and persons
designated wiil QA and monitor each meal.,

recur? _
TREE

OSDH Response: Element accepted Yes [ |
4. How will the assisted living center monitor its
performance to make sure corrections are sustained?
Include:
a. How the correction will be evaluated for
effectiveness;
b. How the correction will be incorporated into the
center’s quality assurance system; and

¢. How monitoring records will be kept to evidence the
correction.

A. Dietary Manager and designee: person will complete a
QA checkoff list for each meal daily X 2 weeks then 3 times
a week x 2 weeks then monthly x 6 months to ensure that
the meal is served per the RD approved menu. Dietary
Manager will meet with Administrator to QA weekly to
ensure menu being followed per the RD approved menu.
Administraro when present will be in dining room to
ensure menu followed.

Enter methods to evaluaie for effectiveness:

b, Next quarterly QA meeting Administrator with

Directors will discuss the importance of following
approved menu, QA will be looked over to ensure RD
approved menu heing followed . Deserts will be served per
the menu.,

¢. A. Dietary Manager and designee: person will complete
a QA checkoff list for each meal daily X 2 weeks then 3
times a week x 2 weeks then monthly x 6 months to
ensure that the meal is served per the RD approved menu.
Dietary Manager will meet with Administrator to QA
weekly to ensure menu being followed per the RD

10012013




approved menu. Administraro when present will be in
dining room to ensure menu followed.

OSDH Response: Elementaccepted Yes | ] No [ ]

5. On what date will corrective act|on be completed? 5/2/2025

OSDH Response! Eiementaccepted Yes - o ]

Administrator’s Signature 0 bt iy Date 3/26/2025
OAC 310:663-25-4(F) A V%ﬁd g_p Lf

if this sheet amends or adds information to a ¥fan of Correction previously submitted, indicate the date of the
addendum and by whom it is submitted.

Addendum Date | Enter a date of ad(iemium | Submitted by | Enter name of [Jerson suha‘nilling addendum.

Items Below Are For OSDH Use Only

Plan of Correction: [_| Acceptable DUnacceptabie Date: Click T Tp——— Surveyor: Surveyoy

If Plan of Correction is unacceptable, the reasons are as follows: Click here io enter text.
Facility in Compliance by: Click here 1o enter a date.
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OPTIONAL PLAN OF CORRECTION TEMPLATE

e Stete Departmient
B of Health

Current Date: 3/25/2025

Facility Name: Chaptersliving of Tulsa

License Number: AL 7238

Protective Health Services Survey Event ID; W1R411

Long Term Care Service

Date Survey Completed: 3/6/2025

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C 1915

Based on: the record review and interview, the facility failed to report allegations of
abuse as required for 1 (#6) of 1 sampled residents reviewed for abuse

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center’'s Comments: Administrator failed to report allegations of abuse as required

REQUIRED ELEMENTS OF A PLAN

ASSISTED LIVING CENTER'S PLAN ELEMENTS

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

Reports of allegations of abuse, neglect or
misappropriation will be reported to the state within 5
busubess days.

‘0SDH Response: Element accepted ‘Yes [ ]  No [ ]

2. How will other residents having the potential to be
affected by the same deficient practice be identifled?

Inservice will be conducted to remind and inform staff
that the Administrator is the abuse and neglect
coordinator and administrator is to be contacted asap to
ensure report is made to state.

OSDH Response: Elementaccepted Yes [ ] No [ ] =

3. What measures will be put into place or systemic
changes made to ensure that the deficient practice will not
recur?

RN consultant and Administrator will monitor and QA all
reportable ailegations to ensure that state reportables are
completed and reported to state for allegations of abuse,
neglect and misappropriation

OSDH Response; Elementaccepted Yes [ ] No []

4, How will the assisted living center monitor its
performance to make sure corrections are sustained?
Include:
a. How the correction will be evaluated for
effectiveness;
b. How the correction will be incorporated into the
center’s quality assurance system; and
c¢. How monitoring records will be kept to evidence the
correction,

Enter methods (o ensure corrections are sustained:

a. Rn consultant will QA along with Administrator
with a check off list weekly x 4 then monthly x 6 of
all reports of abuse, neglect and misappropriaition
of residents property to ensure that all allegations
reported to State Dept of Health within 5 business
days

h. Next quarierly QA meeting Administrator with
Directors will discuss the importance of reporting all
altegations to Administrator and allegations will be
reported within 5 business days.,

c. Rn consultant will QA along with Administrator with a
check off list weekly x 4 then monthly x 6 of all reports of
abuse, neglect and misappropriaition of residents property
to ensure that all allegations reported to State Dept of
Health within 5 business days

‘OSDH Response: Element accepted Yes [ ] No [ ]

5. On what date will corrective action be completed?

OSDH Response: Elementaccepted Yes { |~ No ] -

5/2/2025
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| ,
Administrator’s Signature /W *é_h aLurdeg ;uiru ﬁ/ Date 3/26/2025
OAC 310:663-25-4¢F) . 7

If this sheet amends or adds information to a PI%n of Correction previously submitted, indicate the date of the
addendum and by whom it is submitted.

Addendum Date | Enler a date of ri('d@ﬂ(lllﬂl | Submitted by l I€.nter namne of persc)n snlnnitting addendum,

Items Below Are For OSDH Use Only -

Plan of Correction: {_] Acceptable []Unacceptable Date Click here to enter aclato Surveyor: Surveyor

If Plan of Correction is unacceptable, the reasons are as follows: Click here fo enter text.
Facility in Compliance by; Click here w enter a daie,

10012013
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OPTIONAL PLAN OF CORRECTION TEMPLATE

g State Department

g R SEe Dey Current Date: 3/25/2025

Facility Name: Chaptersliving of Tulsa

License Number: AL 7238

Protective Health Services Survey Event ID: W1RA11

Long Term Care Service

Date Survey Completed: 3/6/2025

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C 1916 SS=D

Based on: the record review and interview, the facility failed to notify the nurse aide
registry of an allegation of abuse involving CNA #1 for 1 # 6 of 1 sampled resident
reviewed for an allegation of abuse

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center's Comments: Administrator will report all allegations of abuse ,neglect and misappropriation of
personal property , all allegations will be reported to the state and nurse aide registry.

REQUIRED ELEMENTS OF A PLAN

ASSISTED LIVING CENTER’S PLAN ELEMENTS

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

Reports of allegations of abuse, neglect or
misappropriation will be reported to the nurse aide
regisiry

OSDH Response: Elementaccepted Yes 11 No | ] -

2. How will other residents having the potential to be
affected by the same deficient practice be identified?

Inservice will be conducted to remind and inform staff
that the Administrator is the abuse and neglect
coordinator and administrator is to be contacted to report
a allegation of abuse , neglect or misappropriation and
ensure form 718 is completed and faxed to nurse aide
registry to report any allegation of abuse , neglect or
misappropriation,

3. What measures will be put into place or systemic
changes made to ensure that the deficient practice will not
recur?

RN consultant and Administrator will monitor and QA all
reportable allegations to ensure that the nurse aide
registry is notified form 718 with reported allegations of
abuse, neglect and misappropriation.

“OSDH Response: Element accepted  Yes [ ]  No [ ]

4. How will the assisted living center monitor its
performance to make sure corrections are sustained?
include:
a. How the correction will be evaluated for
effectiveness;
b. How the correction will be incorporated into the
center’s quality assurance system; and
¢. How monitoring records will be kept to evidence the
correction.

Enter methads ta ensure correciions are susiained:

a. Rnconsultant will QA along with Administrator
with a check off list weekly x 4 then monthly x 6 of
all reports of abuse, neglect and misappropriaition
of residents property to ensure that all allegations
reported to the nurse aide registry with form 718

b. Next quarterly QA meeting Administrator with
Directors will discuss the importaiice of reporting all
allegations to Adminisirator and allegations will be
reported within 5 business days to the nurse aide registry

c. Rn consultant will QA along with Administrator with a
check off list weekly x 4 then monthly x 6 of all reports of
abuse, neglect and misappropriaition of residents property
to ensure that all allegations are reported to the nurse

16012013



aide registry with form 718 within 5 business days of
reported allegation.

OSDH Response: ‘Element accepted Yes [ ] No | ] -

5. On what date will corrective action be completed? 5/2/2025

OSDH Response; Element accepted Yes [ ] 'No [ ]

Administrator’s Signature  Adn Aighy Ao padiare r ot Date 3/26/2025
OAC 310:663-25-4(F) %W Zgﬁ‘f m L,(ﬂ

If this sheet amends or adds information to a Plan pf Correction previously submitted, indicate the date of the
addendum and by whom it is submitted.

Addendum Date | Enter a date of aci(l()ndum | Submitted bv I li.ntc.-r name ol persnn submitling ad(:i(mclum.

ltems Below Are For OSDH Use Only -

Plan of Correction: [_] Acceptable DUnacceptabie Date: (hrk here to enler a date. Surveyor Surveyor

If Plan of Correction is unacceptable, the reasons are as follows: Click here to enter fext.
Facility in Compliance by: Click here to eaier a date.
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Delivery via email to: rray@chapterstulsa.com

May 7, 2025
License Number: AL7238

Ms. Rachel Ray, Administrator
Chapters Living Of Tulsa

7807 S Mingo Rd

Tulsa, OK 74133

RE: Survey Event W1R412

Dear Ms. Ray:

On May 5, 2025, an off-site paper revisit was conducted for your facility by this agency. The findings
indicate that the deficiencies cited during your survey on March 6, 2025, have now been corrected

effective May 2, 2025,

If you have any questions concerning the information in this letter, please contact the Enforcement
worker at (405) 426-8200.

Respectfully,

Tempal Aillman
Tempal Killman, Enforcement Analyst
Long Term Care | Enforcement Division

Oklahoma State Department of Health

Enclosure

Oklahoma State Department of Health
(405) 426-8000 - (800) 522-0203 - Oklahoma.gov/Health
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An offsite/paper revisit was conducted on

05/05/25. The facility was in substantial

compliance.
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