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Saint Simeons Episcopal Home 3701 Martin Luther King Jr Blvd
Tulsa, OK 74106

F 0610

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

46703

Based on record review and interview, the facility failed to prevent abuse for one (#2) of three sampled 
residents who were sampled for abuse. 

Administrator #1 identified 71 residents resided in the facility. 

Findings:

Resident #2 had diagnoses which included dementia and anxiety.

An Incident Report Form, dated 10/12/23, documented the ADON overheard Resident #2 ask CNA #1 if the 
police were there yet because they were still scared. It was documented the ADON interviewed the resident 
and they stated they did not want to go back to their room because they were afraid of being hit again. It was 
documented Resident #2 stated CNA #2 took the buzzer so they could not call for help, turned of the lights 
and the TV, and would not help them all night. It was documented the resident stated they began to scream 
for the nurse when CNA #2 came back into the room and hit them. 

The facility's in-services records documented they had in-services with all staff on abuse dated 06/17/24. 

A review of the quality assurance records indicated abuse was being monitored with each quality assurance 
meeting and on going between meetings. 

On 10/8/24 and 10/9/24 all staff were interviewed regarding all types of abuse and were able to stated the 
different types of abuse. 

On 10/09/24 at 3:00 p.m., Administrator #1 stated the abuse of Resident #2 was investigated. They stated 
CNA #2 was suspended during the investigation and then terminated. They stated Resident #2 was moved 
to another room per resident request. They stated all staff were in-serviced regarding abuse. 
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