Oklahoma State Department of Health
Creating a Stete of Hazkl:

December 11, 2019
License Number: AL5502

Ms. Marsha Triplett, Administrator
Brookdale Bethany

4101 North Council Road
Bethany, OK 73008

RE: Survey Event ID: E6IE11
Dear Ms. Triplett:

On October 9, 2019, 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 October 9, 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://Iwww.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 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
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) 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 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

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.

Sincerely,

Long Term Care
Protective Health Services

(% Qj Davis, Enforcement Coordinator

SD/idc

Enclosure
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N 000 Initial Comments N 000
A re-licensure survey was conducted on 10/07/19
| through 10/09/17. Current census was 15. The
 following deficient practice was cited.

| {
N1105/ 310:677-11-1 (a)(1)(2)(3) General Requirements -| N1105 }
SS=F LTC ‘

- (a) The facility shall:

(1) Complete a performance review of every
nurse aide at least once every twelve (12) months
and provide two (2) hours of inservice training
specific to their job assignment each month.

|

(2) Have in-service education generally
supervised by a registered nurse who has at least
two years nursing experience with at least one (1)

i year of which shall be in the provision of long
term care services. |

(3) Ensure that each nurse aide certification
is current and not expired.

This REQUIREMENT is not met as evidenced

- by:

Based on interview and record review, it was
determined the center failed to ensure annual
performance reviews were performed on 2 (#2

| and #3) of 2 long term care aides (LTCA) who

| were employed longer than one year. This failed
practice resulted in the widespread potential for
more than minimal harm for all 15. Findings:

' On 10/07/19 at 12:13 p.m., a review of employee
records revealed the following LTCA performance
reviews had not been conducted since August
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(X1) PROVIDER/SUPPLIER/CLIA
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AL5502

B WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING.

(X3) DATE SURVEY
COMPLETED

10/09/2019

NAME OF PROVIDER OR SUPPLIER

BROOKDALE BETHANY

STREET ADDRESS, CITY, STATE, ZIP CODE

4101 NORTH COUNCIL ROAD

BETHANY, OK 73008

1

The facility, center or home shall validate

- certified medication aide skills before the certified
| medication aide performs medication

administration. The certified medication aides'

. skills shall be reviewed annually for performance
- competency.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, it was

| determined the center failed to review an annual

performance competency for 1 (#1) of 1 certified
medication aide (CMA) who was employed longer
than one year. This failed practice had the
widespread potential for more than minimal harm
for all 15 residents who received employee
administered medications. Findings:

On 10/07/19 at 12:13 p.m., a review of employee
records revealed CMA/employee #1 was hired
08/11/17, and an annual review of her
performance competencies had not been
completed since August 2018.

At 3:00 p.m., the licensed practical nurse stated
she had not known CMA performance

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION C(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)
N1105 | Continued From page 1 N1105
2018 for employee #2 who was hired 10/24/14,; i
and employee #3 who was hired 08/24/18.
At 3:00 p.m., the licensed practical nurse stated
she had not known the LTCA performance
reviews had to be conducted annually.
N1442 310:677-13-7 (c) Skills And Functions N1442
SS=F ! !
(c) Skills review. | |
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N1442 | Continued From page 2 N1442
competencies had to be reviewed annually.

C 000 INITIAL COMMENTS C 000
| ;
A re-licensure survey was conducted on 10/07/19
through 10/09/19. Current census was 15. The
following deficient practices were cited.

C 701" Hot Water - Bathing - Appendix A GENERAL C 701
SS=F; REQUIREMENTS '

\ (d) Each assisted living center shall
. comply with the hot water standards
' set forth in Appendix A.

Hot Water available for resident use shall not
exceed 115 degrees Fahrenheit (46 degrees C.)

This Rule is not met as evidenced by:
Based on observation and interview, it was
determined the center failed to ensure water
temperatures did not exceed 115 degrees
* Fahrenheit (F) in the residents’ rooms for 6 (#1
' through #6) of 6 sampled residents. This
deficient practice had the widespread potential for
. more than minimal harm. Findings:

On 10/08/19 at 3:15 p.m., resident #2's bathroom
" hot water registered at 119.8 degrees F. She
stated sometimes the water was too hot when
she took a shower.

At 3:32 p.m., the following hot water temperaturesl
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C 701 Continued From page 3 , C701

: were obtained:

' Resident #1 - 118.3 degrees F at the bathroom
sink;

Resident #3 - 119.1 degrees F at the bathroom .
sink; ]
Resident #4 - 117.9 degrees F at the bathroom
. sink;

Resident #5 - 118.6 degrees F at the bathroom
sink; and

Resident #6 - 118.3 degrees F at the bathroom
sink.

At 4:58 p.m., the administrator stated the
anti-scald regulators were connected to the i
showers only and not on the sinks.

58711 310:663-7-1(a) GENERAL REQUIREMENTS c71
=F
(a) Each assisted living center shall
comply with applicable construction
and safety standards pursuant to Title
74 O.S. Sections 317

through 324.21.

This Rule is not met as evidenced by: :
Based on interview and record review, the center
failed to ensure an annual fire marshal inspection
had been completed. This failed practice
resulted in the widespread potential for more than
minimal harm for all 15 residents. Findings:

|
On 10/08/19 at 10:32 a.m., the administrator
\
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cmn | Continued From page 4 cm
i provided a fire marshal's inspection dated
! 04/12/18. The administrator provided a sticky
' note which documented the following dates she
had contacted the fire marshal's office on
"08/06/19 - Will be here Sept - Oct. Running
behind...09/09/19, 09/26/19, and 10/07/19.

gSQZF1 310:663-9-2(a) MEDICATION STAFFING C 921
(a) Each assisted living center shall provide or
arrange qualified staff to administer medications
based on the needs of residents. Medications
shall be reviewed monthly by a registered nurse
or pharmacist and quarterly by a consultant
pharmacist.

This Rule is not met as evidenced by:
Based on interview and record review, it was |
determined the center failed to ensure
medications were reviewed monthly by a 5
registered nurse (RN) or pharmacist for 6 (#1
through #6) of 6 sampled residents. This failed
practice had the widespread potential for more
than minimal harm for all 15 residents who
received employee administered medications.
Findings:

On 10/09/19 at 10:40 p.m., the sampled
residents' charts were reviewed and there were
no documentation of a monthly medication review
conducted by the RN or pharmacist; nor was
there a signature of the RN on any of the
residents' medication administration records to
indicate the medications had been reviewed.

At 10:40 a.m., licensed practical nurse #1 stated
in July the pharmacist consultant had suggested |
physician orders should have been sent to the
physician's office for their signatures. She further
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C 921: Continued From page 5

stated she had not observed any physician's
, orders or medication administration records
signed by the RN since July.

|

{
C6000 63 OS 1-1947(F) Criminal History Background | C6000
SS=F | Check !
(F) Except as otherwise provided in subsection L :
of this section, an employer shall not employ,
independently contract with, or grant privileges to,
an individual who regularly has direct patient
access to service recipients of the employer until |
the employer conducts a registry screening and |
criminal history record check in compliance with
subsection | of this section. This subsection and
subsection D of this section shall not apply to the
following:

1. An individual who is employed by, under
independent contract to, or granted clinical
privileges with, an employer on or before
November 1, 2012. An individual who is exempt
under this subsection is not limited to working
within the employer with which he or she is
employed, under independent contract to, or
granted clinical privileges. That individual may
transfer to another employer that is under the
same ownership with which he or she was . _
employed, under contract, or granted privileges. If :
that individual wishes to transfer to another
employer that is not under the same ownership,
he or she may do so provided that a registry
screening and criminal history record check are
conducted by the new employer in accordance
with subsection | of this section.

i a. If an individual who is exempt under this
| subsection is subsequently found, upon seeking
transfer to another employer, ineligible for

Oklahoma State Department of Health
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employment, independent contract, or clinical

privileges, as provided in subsection D of this

section, then the individual is no longer exempt

and shall be terminated from employment or
denied employment.

b. If an individual who is exempt under this
subsection is subsequently found ineligible for ‘
employment, independent contract, or clinical ;
privileges, as provided in subsection D of this !
section, based on disqualifying events occurring
after November 1, 2012, then the individual is no
longer exempt and shall be terminated from
employment; and

' 2. An individual who is an independent contractor
| to an employer, if the services for which he or she
is contracted are not directly related to the
provision of services to a service recipient or if
the services for which he or she is contracted
allow for direct patient access to service
recipients but are not performed on an ongoing
basis. This exception includes, but is not limited
to, an individual who independently contracts with
the employer to provide utility, maintenance, ;
construction, or communications services.

4

This STANDARD is not met as evidenced by:

| Based on interview and record review, it was
determined the center failed to obtain a
fingerprint-based national background check for 2
(licensed practical nurse #1 (LPN) and #4) of 2 |
Oklahoma State Department of Health
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administrative position employees hired in the
past year. This failed practice resulted in the
widespread potential for more than minimal harm
for all 15 residents. Findings:

On 10/07/19 at 12:13 p.m., a review of
employees' records revealed a fingerprint-based
national background check had not been
conducted on the following administrative ;
~employees: |

LPN #1 - hired 07/01/19; and |
Marketing manager/employee #4 - hired
05/20/19.

At 3:21 p.m., the administrator stated the

corporate office conducted background checks

on the administrative employees when they were

hired. She further stated she had not known a

, fingerprint-based national background check had

not been included in the corporate office
background check. !

Oklahoma State Department of Health
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STATE WORKLOAD REPORT

Provider/Supplier Number Provider/Supplier Name

AL5502 BROOKDALE BETHANY
Type of Survey (select all that apply) A Complaint Investigation E Initial Certification I  Recertification
B Dumping Investigation F  Inspection of Care J  Sanctions/Hearing
[2 | ] ] I J C Federal Monitoring G Validation K  State License
D Follow-up Visit H Life Safety Code L CHOW
M  Other

A Routine/Standard Survey (all providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey (HHA)

D Other Survey

Extent of Survey (select all that apply)

AEEEN

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
Arrived Departed Hours 12am-8am 8am-6pm 6pm-12am Hours
(B) (€) (D) (E) (F) (G) (H) n
\
l.ﬁéjiﬁ 195 10/07/2019 | 10/09/2019 0.50 0.00 16.75 0.00 7.00 4.25

2
3.
4.
5;
6.
T
8.
9.
10.
I1.
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

DEC 12 amg

102000 EventID: E6IE11 Facility ID  AL5502 Page 1




Oklahoma State Department of Health
Creating a State of Health

January 7, 2020
License Number: AL5502

Ms. Kristi Kelly-Bolner, Administrator

Homestead of Bethany, LLC/AKA: Brookdale Bethany
4101 North Council Road

Bethany, OK 73008

RE: Survey Event E6IE11
Dear Ms. Kelly-Bolner:

On October 9, 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 19, 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,

s bt gpn—
@/L V. Sue Davis

. - Long Term Care Enforcement Reviewer
Oklahoma State Department of Health

SD/ks
Board of Health
Timothy E Starkey, MBA (President) Jenny Alexopulos, DO R Murali Krishna, MD
o R i i R Gerard ll, DO Ronald D Osterhout Wl oK gy
it il Edward A Legako, MD (Vice-President) Termy rard |1, onal erhou An equal opportunity

Becky Payton (Secretary) Charles W Grim, DDS, MHSA Charles Skilings L v D
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HOMESTEAD OF BETHANY,LLC

N 000 Initial Comments N 000 |
; |

i A re-licensure survey was conducted on 10/07/19 !

! through 10/08/17. Current census was 15. The i
| following deficient practice was cited. ‘
‘ !
i

N1105 310:677-11-1 (a)(1)(2)(3) General Requirements - N1105
SS8=F | LTC

1
i (a) The facility shall: }

; (1) Complete a performance review of every |
nurse aide at least once every twelve (12) months

and provide two (2) hours of inservice training

| specific to their job assignment each month.

‘ (2) Have in-service education generally

| supervised by a registered nurse who has at least

| two years nursing experience with at least one (1)

| year of which shall be in the provision of long

| term care services.

I

! (3) Ensure that each nurse aide certification |

i is current and not expired

. This REQUIREMENT is not met as evidenced ‘
. by:

Based on interview and record review, it was :
| determined the center failed to ensure annual |
1 performance reviews were performed on 2 (#2 :
| and #3) of 2 long term care aides (LTCA) who |
* were employed longer than one year. This failed |

| more than minimal harm for all 15. Findings:

i

' On 10/07/19 at 12:13 p.m., a review of employee

| records revealed the following LTCA performance
reviews had not been conducted since August

Oklahoma State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

practice resulted in the widespread potential for 1
|
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OPTIONAL PLAN OF CORRECTION TEMPLATE

Oklahoma State

Department of Heaith Current Date: 12/21/2019

Creating a State of Health

Facility Name: Homestead of Bethany

License Number: AL- 5502

Protective Health Services Survey Event ID: E6IE11

Long Term Care Service

Date Survey Completed: 10/9/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: N1105

Based on: interview and recard review, it was determined the center failed to ensure
annual performance reviews were performed on 2 of the LTC aides who were employed
longer than a year. This failed practice resulted in the widespread potential for more
than minimal harm for all 15.

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center’s Comments: Will review skill checklist and certification for nursing staff the month before due.
Will be keeping a binder on in-service, minutes and month due of skills/certification.

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?

“OSDH Respdnseribmant sccepted=:Yes ] “No [ ]

1. Problem areas will be discussed during every morning
meeting among staff. Staff will have to read in-service
notes and sign off at which time they will have to

demonstrate ability to perform such task. -

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

 OSDH Resparise? Elerrient accepted 7¥es - [ Fi Mot ]

1. Will investigate and the RCC will walk through skills
checklist with each individual to make sure skills are
through. Will also maintain a sign in sheet with minutes
over topics covered and staff attendance.1.

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

pted m¥es it | wda |4l

1. Binder will be kept and reviewed at QAPI meeting every
month prior to the expiration month.

4, How will the assisted hwng 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.

1. Inservice will be held twice a month on payday with
specific topics.

2. This will be momitored by the KkCC and the ExeLutive
Directur monthly.

3. Switch to state competency skills checklist fo1 all nur<ing
staff.

4. Will corralate tha renews! of cerufication with ronewatl
of skills checkhist every year.

: o;ﬁﬁf‘aessi&égé' ‘-'-‘Eieh"

1/19/2020

Administrator’s Slgna
OAC 310:663-25-4(F)

'

Date 12/23/2019

If this sheet amend

addendum and by omitiss

adds m;%t;)dp}/p/a Plan of Correctldﬁ previously submitted, indicate the date of the
mitt

Addendum Date(| Enter a date of addendum

l Submitted by —' Enter name of person subnutung addendum.
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Plan of Correction: [:] Acceptable DUnacceptable Date Chck here to enter a date, Surveyor: Surv=, o1

If Plan of Correction is unacceptable, the reasons are as follows: Click here tu enter rext
Facility in Compliance by: Click here to enter a date,
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A BUILDING
ALS5502 8 WiNg 10/09/2019
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TAG 1‘ REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG A CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY) |
LY
N1105: Continued From page 1 N1105 :
i
; 2018 for employee #2 who was hired 10/24/14; i
I and employee #3 who was hired 08/24/18. ;
E ]
; At 3:00 p m., the licensed practical nurse stated
i she had not known the LTCA performance ‘
' reviews had to be conducted annually. :
: }
N1442; 310:677-13-7 (c) Skills And Functions N1442 |

SS=F !
| (c) Skills review.

The facility, center or home shall validate
certified medication aide skills before the certified
medication aide performs medication
admunistration. The certified medication aides’
skills shall be reviewed annually for performance
competency.

! This REQUIREMENT is not met as evidenced

' by:

i Based on interview and record review, it was

i determined the center failed to review an annual

! performance competency for 1 (#1) of 1 certified

' medication aide (CMA) who was employed longer

- than one year. This failed practice had the

i widespread potential for more than minimal harm

| for all 15 residents who received employee
administered medications. Findings:

| On 10/07/19 at 12:13 p.m., a review of employee

i records revealed CMA/employee #1 was hired

| 08/11/17, and an annual review of her

i performance competencies had not been
completed since August 2018.

| At3:00 p-m., the licensed practical nurse stated
|
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OPTIONAL PLAN OF CORRECTION TEMPLATE

Oklahoma State

Department of Health Current Date: 12/21/2019

Creating a State of Health

Facility Name: Homestead of Bethany

License Number: AL- 5502

Protective Health Services Survey Event ID: E6IE11

Long Term Care Service

Date Survey Completed: 10/9/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: N1442

Based on: interview and record review, it was determined the center failed to ensure
annual performance competency for 1 of 1 certified medication aide who was employed
longer than one year.This failed practice had the widespread potential for more than
minimal harm for all 15 residents who received employee administered medications.

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center’s Comments: Will review skill checklist and certification for nursing staff the month before due.
Will be keeping a binder on in-service, minutes and month due of skills/certification.

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?

(OSDH Résponse: Element accépted Yes-[] .-

NeTE ]

1. Problem areas will be discussed during every morning
meeting among staff. Staff will have to read in-service
notes and sign off at which time they will have to
demonstrate ability to perform such task.

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

- OSDH Rasponses Elementaccepted s ¥es ik Tosf| -~

1. Will investigate and the RCC will walk through skills
checklist with each individual to make sure skills are
through. Will alsc maintain a sign in sheet with minutes
over topics covered and staff attendance.1.

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

recur?
No | |-

1. Binder will be kept and reviewed at QAP1 meeting every
month prior to the expiration month.

< OSDH Response: :Element accepted., Yes -J L] =

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.

“Of_‘gkiljs_gh_ec_lih_si every year.

L DSDH Respansec Element accepted: :ves: I 1o-No <[]

{M

1. Inservice will be held twice a month on payday with
specific topics.

2 Thus will be monitored by the RCC and the Exccutive
Director monthiy.

3 Switch
staff.

o state compelency skils checxbst for ali pursirg

4. Will correlate the renewal of certification with renewal

5. On what date will correctwe actlon be completed?’

DSDHResHOTse Flementaccapts

1/19/2020

Date 12/23/2019

If this sheet amends or,
addendum and by w

Administrator’s Signaty
rmsmforrr( on
m it is subpfitte

P’an of Corre(ctlon(prev:ously submitted, indicate the date of the

QAC 310:663-25-4(F)
Addendum Date | Enter a date of addcndum.

| Submitted by I Enter name of persnn subinitting addendum

10012013
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Oklahoma State Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
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N1442' Continued From page 2 N1442
: she had not known CMA performance
competencies had to be reviewed annually.
C 000, INITIAL COMMENTS C 000
: A re-licensure survey was conducted on 10/07/19
through 10/08/19 Current census was 15 The .
_ following deficient practices were cited. :
C 701" Hot Water - Bathing - Appendix A GENERAL c701

$S=F REQUIREMENTS

i (d) Each assisted living center shall

i comply with the hot water standards

" set forth in Appendix A.

i

‘ Hot Water available for resident use shall not

* exceed 115 degrees Fahrenheit (46 degrees C.)

|
|
| This Rule 1s not met as evidenced by:

1 Based on cbservation and interview, it was

' determined the center failed to ensure water

| temperatures did not exceed 115 degrees

. Fahrenheit (F) in the residents' rooms for 6 (#1
 through #6) of 6 sampled residents. This
deficient practice had the widespread potential for
more than minimal harm. Findings:

On 10/08/19 at 3:15 p.m., resident #2's bathroom
hot water registered at 119.8 degrees F. She
stated sometimes the water was too hot when
she took a shower.

Oklahoma State Department of Health
STATE FORM
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OPTIONAL PLAN OF CORRECTION TEMPLATE
Oklahoma State

Department of Health Current Date: 12/21/2019

Creating a State of Health | Facility Name: Homestead of Bethany

License Number: AL- 5502

Protective Health Services Survey Event ID: E6IE11

Long Term Care Service Date Survey Completed: 10/9/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C701 Based on: observation and interview it was determined the center failed to ensure
water temperatures did not exceed 115 degress Fahrenheit in the residents’ room for 6
of 6 sampled residents. This failed practice resulted in the widespread potential for
more than minimal harm for all 15.

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center's Comments: Assisted living call in contractor to adjust and fix malfunction. Water temps will be
checked once a week and log into “TELS".

REQUIRED ELEMENTS OF A PLAN ASSISTED LIVING CENTER’S PLAN ELEMENTS
1. How will the corrective action be accomplished for 1. Problem areas will be discussed during every morning
those residents found to have been affected by the meeting among staff. Executive Director and maintenance
deficient practice? Director will double check TELS everyday.

'OSDH Respénse:  Element accepted. Yesi | J7iNo []4
2. How will other residents having the potential to be 1. Will investigate and the Maintenance Director will check
affected by the same deficient practice be identified? all rooms weekly not just the 6 sampled.

| OSDR:Respanse:. Eldment:aceepted ‘Yeshale  Now[SJk
3. What measures will be put into place or systemic 1. TELS will be maintained weekly with water temps.

changes made to ensure that the deficient practice will not | Water temps will be discussed monthly in safety meeting.
recur?

OSDHREsponse: Element accepted i¥es 1] ooz -] ]

4. How will the assisted living center monitor |ts 1. Inservice will be held twice a month on payday with
performance to make sure corrections are sustained? specific topics.
Include:
a. How the correction will be evaluated for 2 This will be monitared by the Mamtenance Dreclo, ind
effectiveness; the Fxecutive Ihroctor weekl,

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. A Mamtenanece isoies will bo

3 Allrooms will he lested weakly ad wocumented in
FELS

Ajecussod daily, woekly ol

monthly throughout differcnt smectings

"OSDH. Résfionse? Element accepted . tYes o1 No- []

5. On what date wnll correctwe action be completed? 1/19/2020
DSDH Responsa: ft accept sp;\«e,s FiNe 1] .

" /(/ é? Date 12/23/2019

Administrator’s Signaj

0OAC 310:663-25-4(F)

If this sheet amendsor #lds info ioi't6 a Plan of Cefrection previously submitted, indicate the date of the
addendum and by omitis i

Addendum Date I FntPra date ot addendum. | Submitted by l Entzr name of per~cn submitts xp, afdmondurm

ftems BeloWArG EREDSDH Use Only i &' Z1700 " @ 1o W PO r T TR R T e BT

Plan of Correction: Acceptable DUnacceptable Date Chck here to enter a date. Surveyor: Surveyor
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Oklahoma State Department of Health
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER- A b DG COMPLETED
AL5502 B. WING 10/09/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE
4101 NORTH COUNCIL ROAD
HOMESTEAD OF BETHANY,LLC
BETHANY, OK 73008
(X410 | SUMMARY STATEMENT OF DEFICIENCIES t D : PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 701 Continued From page 3 C 701
At 3:32 p.m., the following hot water temperatures
| were obtained:
- Resident #1 - 118.3 degrees F at the bathroom ‘
| sink; ! 1
Resident #3 - 119.1 degrees F at the bathroom
sink;
Resident #4 - 117.9 degrees F at the bathroom
i sink;
i Resident #5 - 118.6 degrees F at the bathroom
! sink; and .
: Resident #6 - 118.3 degrees F at the bathroom i
_ sink.
| At 4:58 p.m., the administrator stated the !
. anti-scald regulators were connected to the ‘
| showers only and not on the sinks. :
i .
C 71| 310:663-7-1(a) GENERAL REQUIREMENTS cm

SS=F |

| (a) Each assisted living center shall
. comply with applicable construction
' and safety standards pursuant to Titie
; 74O S Sections 317

! through 324.21.

 This Rule is not met as evidenced by.

" Based on interview and record review, the center
: failed to ensure an annual fire marshal inspection
: had been completed. This failed practice

| resulted in the widespread potential for more than
| minimal harm for all 15 residents. Findings'

i

Oklahoma State Department of Health
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Oklahoma State

OPTIONAL PLAN OF CORRECTION TEMPLATE

Department of Health Current Date: 12/21/2019

Creating a State of Health

Facility Name: Homestead of Bethany

License Number: AL- 5502

Protective Health Services Survey Event ID: E6IE1]

Long Term Care Service

Date Survey Completed: 10/9/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C711

Based on: interview and record review, the center failed to ensure an annual fire
marshal inspection had been completed. This failed practice resulted in the widespread
potential for more than minimal harm for all 15.

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Marshall came and completed inspection.

Assisted Living Center’s Comments: This is programed to show red in the TELS system 2 months in advance. Fire

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?

{0SDH Response: Element aééepted. Yes [ tNo [}~

1. Problem areas will be discussed during every morning
meeting among staff. Executive Director and maintenance
Director will double check TELS everyday. Will call and
schedule 2 months in advance to make sure that Marshall
can make it before due date.

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

+ OSDH Respofisés Element accepted Yes [ 7F T Mo o]

1. Will investigate and the Maintenance Director will check
weekly all fire sprinklers, exstingushers, ect.

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

recur?
| OSDH Resporiser-Element accepted - Yes [ | -Now[ -

1. TELS will be maintained monthly on the fire inspection.
This will be discussed monthly in safety meeting and
morning meeting with all managerial staff.

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
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.

1. Inservice will be held twice a month on payday with
specific topics.

2. This will be momitored by the Maintenarce Directar ine
the bxecutive Directer mnnthiy

3, Wil be maintained in TELS and the Executive Directors
State Survey Manual.

4 Maintenance issues will he discussed daily, weekly and
monthly throughout different meetings.

5. On what date w1II correctlve actaon be copleted?

1/19/2020

e " mfesf"-V/‘ANQJ . o

addendum and by wppm it is submifted.

)

. Date 12/23/2019

i6n previously submitted, indicate the date of the

Addendum Date |‘Ente|‘ a date of addendum

] Submitted by ‘ Enter name of person uu}'mll‘,mg addendum

=

- tems Below Aré For OSDHEUSEONly . 1o e (e i

CRare g rea T U DAY L i e

Plan of Correction: i___] Acceptable DUnacceptable Date: Ciick im re tu enter a date Surveyor Sur\fe*,.or
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If Plan of Correction is unacceptable, the reasons are as follows: Click here to enter rext
Facility in Compliance by: Click here to enter a date.
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FORM APPROVED

S8=F
(a) Each assisted living center shall provide or

- arrange qualified staff to administer medications

| based on the needs of residents Medications

' shail be reviewed monthly by a registered nurse
or pharmacist and quarterly by a consultant

| pharmacist

|

: This Rule is not met as evidenced by:

' Based on interview and record review, it was
determined the center failed to ensure
medications were reviewed monthiy by a

- registered nurse (RN) or pharmacist for 8 (#1

- through #6) of 6 sampled residents. This failed
practice had the widespread potential for more
than minimal harm for all 15 residents who

. received employee administered medications.

i Findings:

|

| On 10/09/19 at 10:40 p.m., the sampled

! residents' charts were reviewed and there were
no documentation of a monthly medication review
conducted by the RN or pharmacist; nor was
there a signature of the RN on any of the
residents’ medication administration records to
indicate the medications had been reviewed.

At 10:40 a.m., licensed practical nurse #1 stated
in July the pharmacist consultant had suggested
physician orders should have been sent to the

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
ALS502 it 10/09/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4101 NORTH COUNCIL ROAD
F BETHANY,LLC
HOMESTEAD O ' BETHANY, OK 73008
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 3 D ; PROVIDER'S PLAN OF CORRECTION ! x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
; DEFICIENCY) i
E
C 711 Continued From page 4 c711 :
On 10/08/19 at 10:32 a.m., the administrator .
provided a fire marshal's inspection dated i
| 04/12/18. The administrator provided a sticky ;
| note which documented the foliowing dates she 5
| had contacted the fire marshal's office on '
| "08/06/19 - Will be here Sept - Oct. Running |
| behind ..09/09/19, 09/26/19, and 10/07/19. ;
i |
C 921' 310:663-9-2(a) MEDICATION STAFFING C 921 :

Oklahoma State Department of Health
STATE FORM

o EBIEN
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OPTIONAL PLAN OF CORRECTION TEMPLATE
Oklahoma State

Department of Health Current Date: 12/21/2019

Creating a State of Health | Facility Name: Homestead of Bethany

License Number: AL- 5502

Protective Health Services Survey Event ID: E6IE11

Long Term Care Service Date Survey Completed: 10/9/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C921 Based on: interview and record review , it was determined the center failed to ensure
medications were reviewed by a RN or Pharmacist for 6 of the 6 sampied residents. This

failed practice resuited in the widespread potential for more than minimal harm for all
15.

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center's Comments: The Assisted Living has an RN consultant 2 (8hours each day) times a month and a
pharmacist that will be on-cite 1{8hour day) time guarterly to review medications.

REQUIRED ELEMENTS OF A PLAN ASSISTED LIVING CENTER’S PLAN ELEMENTS
1. How will the corrective action be accomplished for 1. Problem areas will be discussed during every morning
those residents found to have been affected by the meeting among staff. Executive Directar RCC will maintain
deficient practice? record of visit from both parties and follow up by
preparing the day before,

- OSDH:Response: Element accepted ives“ | =No. [ ] +
2. How will other residents having the potential to be 1. Will investigate and check weekly in PCC for review by
affected by the same deficient practice be identified? RN and/or Pharmacist.

| OSDH: Response? Elemeéntiaces

i

3. What measures will be put into place or systemlc 1. TELS will be maintained monthly on the fire inspection.

changes made to ensure that the deficient practice will not | This will be discussed monthly in safety meeting and
recur? morning meeting with all managerial staff.
' OSDH Résponse; -Eleniéntaccepted. 1 Yes .f ] 7 iNo fafs]

4. How will the assisted living center monitor its 1. Inservice will be held twice a month on payday with
performance to make sure corrections are sustained? specific topics. RN will be present on these days.
Include:

a. How the correction will be evaluated for 2 Thus will be moritored by the BCC and the Executive

effectiveness; Nirector monthly

b. How the correction will be incorporated into the
center’s quality assurance system; and
¢. How monitoring records will be kept to evidence the

3 Will he maintained in PCL anth a follow un from the ROC
before scheduled vistts, dunnz and afler

correction. 4, rhis will be adddress monthly in the QAP meeting This
meeting will mclude Managernial team and an ACMA,
S— S— G e e b e s
-'OSDH Response Element ac
5. On what date will correctwe action be completed? 1/19/2020

Date 12/23/2019
OAC 310:663-25-4(F)

If this sheet amends’ adnfor/ f/ Plan of Cofrection previously submitted, indicate the date of the
addendum and by hom it is subrhitt

Addendum Date'_[ Enter a date of addendum. | Submltted bv —[ Enter name of ponm SLhnutiing addendum.
‘Ttems BelowAre’ForOSbH ( g6.0aly. ¥ . > Ve £ : e e R R

Plan of Correction: [_| Acceptable | |Unacceptable Date: ¢ 'ack here [0 enter a c*aw Surveyor Surveynt

10012013



If Plan of Correction is unacceptable, the reasons are as follows: Click nere to enter text,
Facility in Compliance by: Click here to enier a date
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SS=Ff Check

| (F) Except as otherwise provided in subsection L

of this section, an employer shall not employ,

independently contract with, or grant privileges to,

an individual who regularly has direct patient

access to service recipients of the employer until

. the employer conducts a registry screening and

+ criminal history record check in compliance with

- subsection | of this section. This subsection and

- subsection D of this section shall not apply to the
following:

. 1. An individual who is employed by, under

' independent contract to, or granted clinical
privileges with, an employer on or before
November 1, 2012 An individual who is exempt
. under this subsection is not limited to working
within the employer with which he or she is

: employed, under independent contract to, or

i granted clinical privileges. That individual may

" transfer to another employer that is under the

- same ownership with which he or she was
employed, under contract, or granted privileges. If
that individual wishes to transfer to another
employer that is not under the same ownership,
. he or she may do so provided that a registry
screening and criminal history record check are
conducted by the new employer in accordance
with subsection | of this section.

i a. If an individual who 1s exempt under this
- subsection is subsequently found, upon seeking

FORM APPROVED
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‘ DEFICIENCY)
: L -
C 921 Continued From page 5 C 921 i
E physician's office for their signatures. She further ' ‘
; stated she had not observed any physician's } i
, orders or medication administration records { )
i signed by the RN since July. " |
' !
C6000: 63 OS 1-1947(F) Cnminal History Background C6000 ‘
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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
AL5502 B WING 10/09/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4101 NORTH COUNCIL ROAD
HOMESTEAD OF BETHANY,LLC
BETHANY, OK 73008
x| SUMMARY STATEMENT OF DEFICIENCIES ! o i PROVIDER'S PLAN OF CORRECTION I (x5)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
| I DEFICIENCY) 1
| I
C6000| Continued From page 6 C&000

i transfer to another employer, ineligible for

' employment, independent contract, or clinical
privileges, as provided in subsection D of this
section, then the individual is no longer exempt
and shall be terminated from employment or

{ denied employment.

b. If an individual who is exempt under this
- subsection is subsequently found ineligible for
' employment, independent contract, or clinical
* privileges, as provided in subsection D of this
. section, based on disqualifying events occurring
| after November 1, 2012, then the individual is no
longer exempt and shall be terminated from
employment; and

; 2. An individual who is an independent contractor
to an employer, if the services for which he or she
is contracted are not directly related to the
provision of services to a service recipient or if
the services for which he or she is contracted

: allow for direct patient access to service
recipients but are not performed on an ongoing
basis. This exception includes, but is not limited

" to, an individual who independently contracts with
- the employer to provide utility, maintenance,
construction, or communications services.

i
|
|
I
I
1

. This STANDARD is not met as evidenced by.

' Based on interview and record review, it was

| determined the center failed to obtain a

| fingerprint-based national background check for 2

Oklahoma State Department of Health
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OPTIONAL PLAN OF CORRECTION TEMPLATE

Oklahoma State

Department of Health Current Date: 12/21/2019

Creating a State of Health

Facility Name: Homestead of Bethany

License Number: AL- 5502

Protective Health Services Survey Event ID: E6IE11

Long Term Care Service

Date Survey Completed: 10/9/2019

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C6000

Based on: interview and record review, it was determined the center failed to obtain a
fingerprint-based national background check for 2 of 2 administrative position
employees hired in the past year. This failed practice resulted in the widespread
potential for more than minimal harm for all 15.

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

DL, certifications, background checks, fingerprints, etc.

Assisted Living Center’s Comments: The Executive Director will maintain files on all employees hired to include copies of

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?

- OSDEEREsporSEEElement acceptad:a¥es: [ ] ENOALL) o

1. Employees will not be hired until everything is complete
in the employee file.

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

‘OSDH Response? Elernent accepted ¥es, [ ] Noil-F .|

1. Executive Director has run background checks on all
employees, contract labor and anyone hired by families.

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

DSDH Response! Elemeritaceepied: “Yese |-

1. Executive Director will monitor and maintain any and all
hiring process for employees. Limitation on hiring contract
staff and will ask family to please notify community before
bring_i.n_g. anyone in to help with residents.

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.

1. Inservice will be held twice a month on payday with
specific topics.

2 Tiaus wall be mon:tored by the RCC and the Executive
Diteclor monthly.

3. All emplayee files will e kept in ED office ard revievien

annually or if notiflied by the 0K Screan.

4, This will be addiessed in QAPI All Home Health and
Hespice must mest with the ED and RCC fo1 orientation to
the building - _

Koy
ﬂ!

e Element accepted..-Yes [ }51°No §

5. On what date will corrective action be comp\eted'-’

: §Feﬁ»en@c¢emed wYes» T 5No [F Fie

1/ 19/2020

Admmlstrator’s Signature
OAC 310:663-25-4(F)

gD

‘ Date 12/23/2019

If this sheet amends or adf}u(form"a'iion to 3/la
addendum and by whom jtis submitted

rrectlonérewousfy submitted, indicate the date of the

Addendum Date ‘ Enter a date of addendum.

Submitted bv [ Enter narme of person submitt

n{ irmunr Ui

- T 1y - ——— T ,,.”-'."‘ TRy ST Ty LT GO s
: itemiaeiuﬁt?é\re Forbﬁf.‘;ﬂﬂs%ﬂn&’ e s S T 'F,uu T s - SR A !q—;—.:-[ ; 'k =
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Plan of Correction: D Acceptable DUnacceptable Date: Click here to enter a date. Surveyor: Surveyor

If Plan of Correction is unacceptable, the reasons are as follows: Click here to enter text.
Facility in Compliance by: Click here to enter a date.

10012013




Oklahoma State Department of Health
Creating a State of Health

February 11, 2020
License Number: AL5502

Ms. Kristi Kelly-Bolner, Administrator
Brookdale Bethany

4101 North Council Road

Bethany, OK 73008

RE: Survey Event E6IE12

Dear Ms. Kelly-Bolner:

On January 29, 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 October 9, 2019, have
now been corrected effective January 19,2020.

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

Sincerely,

~ e gner—
oL Sue Davis, Enforcement Coordinator

- Long Term Care
Protective Health Services

SD/kgs
Board of Health
Timothy E Starkey, MBA (President, Jenny Alexopulos, DO R Murali Krishna, MD
SaryCHD . PMEAL ) T www.health.ok.gov
it ’ Edward A Legako, MD (Vice-President) Termy R Gerard Il, DO Ronald D Osterhout An equal opportunity
Commissioner of Health employer and provider

Becky Payton (Secretary) Charles W Grim, DDS, MHSA Charles Skillings
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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
AL5502 B Vi 01/29/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4101 NORTH COUNCIL ROAD
HOMESTEAD OF BETHANY,LLC BETHANY, OK 73008
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)
{N 000} Initial Comments {N 000}
A follow-up survey was conducted on 01/27/2020
through 01/29/2020. Current census was 17. All
deficient practices were cleared.
{C 000} INITIAL COMMENTS {C ooa}
A follow-up survey was conducted on 01/27/2020
through 01/29/2020. Current census was 17. All
deficient practices were cleared.
Oklahoma State Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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FORM APPROVED

STATE WORKLOAD REPORT

Provider/Supplier Number

AL5502

Provider/Supplier Name

HOMESTEAD OF BETHANY,LLC

Type of Survey (select all that apply)

2[p] | ||

Extent of Survey (select all that apply)

ANEEN

A
B
C
D

<

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
Arrived Departed Hours 12am-8am 8am-6pm 6pm-12am Hours
(B) © (D) (E) () (€) (H) M
~
197 35195 01/27/2020 |01/29/2020 0.50 0.00 3.75 0.00 225 0.50
2
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
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

EventID: E6IE12

Facility [D: AL35502

Page




