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Leisure Village Health Care Center 2154 South 85th East Avenue
Tulsa, OK 74129

F 0600

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

41809

Based on record review and interview, the facility failed to ensure residents were free from abuse for one 
(#3) of three sampled residents for abuse.

The DON identified 81 residents who resided at the facility.

Findings:

Review of an incident investigation, dated 09/04/24, revealed an allegation of verbal abuse by staff to 
Resident #3. The investigation completed by the administrator revealed the roommate of Resident #3 
overhead the verbal abuse of the staff to Resident #3. The investigation revealed the administrator had 
reported the incident to OSDH in a timely manner and investigated the incident. The employee was 
terminated and all notifications were made. 

A QAPI dated 09/05/24, revealed the plan of action by the facility regarding a substantiated allegation of 
abuse.

An in-service dated 09/05/24, documented education was provided to all staff regarding a substantiated 
allegation of abuse.

On 09/23/24 at 12:30 p.m., CNA #1 stated they had been in-serviced recently on all abuse types, who to 
report incidents to and when to report.

On 09/23/24 at 12:34 p.m., CNA #2 stated they had been in-serviced the previous week on all abuse types, 
who to report incidents to and when to report.

On 09/23/24 at 12:50 p.m., the administrator stated the allegation of verbal abuse by Resident #3 was 
substantiated due to a witness who heard the staff member cursing in the room while speaking to Resident 
#3. They stated the staff member was reported and terminated, an in-service was conducted and a QAPI 
adhoc meeting took place the next day. 
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