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. Based on the facility's acceptable PoC, the
- facility was deemed to be in compliance on
12/18/2013 as alleged.

LABORATORY QIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SKGNATURE TITLE iX8} DATE

Any deliciency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused hom conecting providing it is determined that
other saleguaids piovide sufficient protection to the patients. (See inshuctions.) Except lor nuising homes, the lindings stated above aie disclosable 90 days
fotlowing the date of survey whethes o not a plan ol conection is piovided. For nuising homes, the above hindings and plans ol correction ae disclosable 14
days lollowing the date these documents aie made available {0 the lacility. I deficiencies a1e cited. an appioved ptan of conection is 1equisite fo continued

piogram participation.
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Pieparation and/os cxecution of this Plan of Curzection

- F 00Qdoes not constitule an admission o1 ugreement by
Chiistien Care Cenger of Lancaster of the truth of the

. ‘ EN . fiacts alleged w1 conclusions set forth in the stalemient of
{ A Standard Recertification Sdrvey was inltlated deficiencies. Chiistian Care Centes of Lancaster filcs
_on 1119113 and conciuded on14/21/13, with-— P this Flan of Correction solety because it is 1equited 1o

1 deficiencies clted at the highest scopefseverlty of o so for continued state licensw e as a health care
‘ movider and/or fo participation in the

i
F 000 INITIAL COMMENTS

a"D" :
: " : Medicare/Medicaid program. The facility does not i
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED i F 282 admt that any deficiency exisled prior to, af the time of, -
§8=D. PERSONS/PER CARE PLAN w1 affer the susvey. The facility 1eserves alt rights to ‘
! : contest the swvey findings thiough informal dispute :
. The services provided or arranged by lhe facility ° resofution, formal appeal and any othe: applicable legal

‘ must be provided by qualfled persons in ‘ 01 administralive proceedings, This Plan of Comection
s v a P : should not be taken as establishing any standard of case,

, accordance wilh each resident's written plan of . ‘and the facllity submits that the actions taken by o1 in
- care, : 1esponse 1o the supvey indings far exceed the standasd
; ) jof eme. This document is not intended to waive any

i ! defense, legal w equitable, in adminishative, civil o1

. This REQUIREMENT is not met as evidenced icaiminal proceedings.
Tby: ! P .
;Chaistian Care Center of Lancaster belioves ifs current
i Based .o.n observaﬂqn. 'n,terwew' record review, i ‘piactices weie in compliance with applicable standard  ;
+ and facllity pollcy review, it was determined the ! juf care, but in wider 10 1¢spond 1o this citation from the
facllity falted to ensure setylces were provided in “surveyors, the facility is taking the following additional
- accordance wilth each resident's written plan of  actions: :
care for two (2) of nineteen (19) sampled i .
 residents (Residents #2 and #13), A revlew of the jFag
comprehenslve plan of care for Residents #2 and : | Coteclive Actluns for Targeted Residents !
. #13, revealed staff would provide catheter care ‘ “Leg siraps 1o anchor folc; cathclers for Residents #2
per |he facllty's protocol. A review of the facility's i and #13 weic applied by the Assistan Dircelor of
i policy for inserting an indwelling urinary catheter . “Nuising on 11/20/13 pe facility protocot. ,
revealed staff was required o secure the catheter '  SRNAs U3, 14, 45, 46, and RN #11 were educted by the
1o the resident's thigh {!0 prevent trauma), Dircelon omesmg and Assistant D:reclol‘ ofi':lurslng
) : s on 120713 regarding the need for anchoing lotey
Observation of catheter care for Resldents #2 *catheters 1o the esident’s thigh via a leg sirap fo1 those .
: and #13, revealed the indwelling catheters were - 1esident utilizing indwelling cathelers., ‘

not secured 1o the residents' thighs,

i : 1dentification of Other Residents with Putential 1o be

. ‘ " Affected
; The findings Include: i Current Residents utilizing foley catheteis have the
; . - . B . " polential to be affected by this practice. Tubings weie
Review of Ihe facility pollcy titled, "Care Plans”, . secwied via a leg shap for :emaining 1esidents utilizing
; with a revision dale of November, 2008, revealed " ar indwelling catheter on 11/20/13 by the Assistant
the care plans ideptifled needs of the resident : ; Director of Nursing, per facility piotocel. Residents in
- Ihrough #fZch d!%nnes assessment process : - the facility utilizing foley cathcters wilt be visually
: ¢ checked by the assigned licensed nurse every shift to

LABOY /Iy i}i?{ﬂ'ﬁs 070 VIDER/SIIPPLIER REPRESENTATIVES SlGIiIAFEJRE ATLE .t | ATE
ADMINISTRATDE. 194 }3713

efgiangy’statement ending with an aslerisk (') denoles a deliclency which the Institulion rmay be excused hom comecling providing it |s determlined that
cgards provige syfficient protectien to the patignts. {See instrucitons.) Except fol nursing homes, the findings sialed above aie dsclosable 90 days
grwhethar 01 not a plan ol correction is piovided. For nuising homes, the above finrdings and plans of carrection are disclosable 14
Jocumenls at¢ made available to the lactifly. 1l deflciencies aie cliad, an apmoved plan of correction Is 1equisita fo continued
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F 282" Continued From page 1
* and would speclfy which disclplines would carry |
. out the intervenlions, The policy also stated care
_Plans would be located where they were easlly
i accesslble to all disciplines on all shifts.

‘ Review of the facility's pollcy titled,"Foley

; Catheter Insertlon and Removal", dated

" November, 1988, revealed staff was required to
. secure the indwelling urinary catheter to the thigh :
. and attach to the dralnage bag. ,
. 1. Review of the medlcal record revealed the

* facility admitled Residen| #2 on 03/13/13, wilh
. diagnoses which Included Chronic Skin Utcer,
" Neurogenlc Bladder, and Urlnary Retentlon. '

Review of a quarterly Minlmum Data Set (MDS)
i assessment for Resldent #2 dated (09/11/13,
. fevealed the residen! had been assessed by the
t facility to have sgverely impalred cognltlon with a )
- Brlef Interview for Mental Status (BIMS) score of !
“two (2), The MDS also revealed the resident!
: required the extenslve assislance of staff for
toileting and was frequently Incontinent of bowel.

A review of the physlelan's orders for Resldent #2 |
‘revealed an order dated 04/02/13, for Resldent
. #2 to have an indwelling urlnary catheter due to
' the resident had a dlagnosls of Neurogenic
Bladder and Urinary Retentlon.

; Review of the comprehensive plan of care for
Resident #2 dated 04/02/43, revealed an
: intervention stating nursing staff would provide

.::nsme that catheter anchors are secuied Lo 1esident's

F 282 Ihigh. This observation will be documented on the
resident's Monthly Ticatment Record every shift by
SATHE NUISC.

Systemalic Changes :
When a new physicien's oides is 1eceived for placensent |
of an indwelling catheles, facifily prutucul for cutheter
;care will be hansciibed onto the Tieatmen] Recond by

the Licensed Nusse- to include anchoring of cathetes
jubing to the 1esident's thigh via a leg strap. This
‘measuie witl also be enforced for newly-admitted :
‘residents presenting to the facility with an indwelting
‘cathete: in place- by the Admitting Nurse, informal
jeducation wilh nursing staff on duty on | 1/20713 and
11£2113 was conducled by the Ditector of Nursing and
iAssistan! Director of Nussing, Additional education of
_ull other nussing staff icgarding the need 1o ancho .
Hfoley cathelers to the resident's thigh via a leg stiap was !
-conducted by the Dhiceior of Nursing on 11/21/13 and
Escpcatcd on 121313, Newly-hired nuising staff will

. be educated by the Assistant Dirceior of Nursing
{regarding the need to anchos catheter tubings to the
, resident’s thigh via a teg strap during their orientation
{ period.

; Audils for residents in the fucitiy ulilizing indwelting |

* catheters will be conducted by unit supervisors monthily

i 1o ensure that catheter lubing is secured 1o the resident’s |

* tbigh via a leg shap and-thal Lhis intervention is

; documented on the Care lan and the Treatment

" Reemd, The iesults of these audits will be presented

¢ monthly to 1he Peiformance Improvenient Commitiee

" fo1 review and 1cconimendations by the Director of

: Nursing until 106% complisnce are met for 3 )
conseculive months. The Pt Commiitec congists of the

i Administrator, DON, ADON, Medical Ditectos,
Counsultant Pharmacist, Maintenance Ditcclol, Digtary

i Supervisom, Social Services Dhieclo, Admissions )
Coordinato, Housekeeping/Laundry Supoivisor, MDS

* Coodinators, HR Director, and Activities Direcion.

Indwelling urinary catheter care per facillty policy. © Datg of Completiun
: : 1271813
Observatlon of catheter care for Residen| #2 by 5
State Registered Nursing Assistant (SRNA) #3
_and SRNA #4 on 11/20/13, at 10:25 AM, revealed | ‘
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F 282, Continued From page 2 © O Fog2! ;
- SRNA #4 draped the catheter over Resldent #2's ; :
i left leg. The SRNA's left the room and falled to '
secura the urinary catheter to the resident’s thigh. i i
! ' !
Inferview conducted with SRNA#3 on 11/21113,
i at 2:20 PM, revealed she was requlred to check .'
the care plan dally for any changes. The SRNA
i stated if Ihe resident had a leg strap to secure Ihe
urinary catheter already on she used it, and did |
not secure the urinary catheter If the resident did
not already have a leg sirap on.

' Interview conducted with SRNA #4 on 11/21/13,
; at 2:.30 PM, revealed she was requlred to check
“the care plan at the beglinning of every shift. The |
: SRNA stated she had been trained by the facility ;
“to place the urinary catheter tubing over lhe :
. resldenl's leg and cllp the catheter tubling fo the

‘ pad underneath the resident. The SRNA stated

- she had never been Ioid by the facllily to attach

i the urinary catheter to Ihe resident's thigh.

i 2. Raview of the redlcal record revealed the

_facility admllted Resldent #13 on 10/25/12, with
diagnoses including Neurogenic Bladder and

_Urinary Retention. ;

 Revlew of a quarlerly MD'S assessment for

- Resldent #13, dated 10730713, revealed the
resident had been assessed {0 be independent

: with declsion making with a BIMS score of
fourteen {14). The resident had also been

. assessed to require the extensive assislance of

" two (2) staff persons for tolleting and was was

. also assessed o be frequently incontinent of

“bowel,

: Review of the physician's orders for Resident #13 °
" revealed an order dated 11709713, at 11:00 AM for;
Evan! ID: 0TV Facility 10; 100713 1 conlinuatton shaet Pae 3 ol 12
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F 282" Continued From page 3

, an indwelling urinary calheter lo be inserted and

 staff were to provide catheter care every shift. i

: Revlew of the comprehenskve plan of care for
' Resident #13, ravealed an intervention dated
i 11/09/13, for staff to provide catheter care per
“facllity policy.

~Observation of catheter care provided for :

" Resident #13 on 11/21/13, at 10:15 AM, revealed .

. SRNA#5 draped the catheter over Resldent :

“#13's left leg. The SRNA's left the room and

- failed to secure the urlnary catheter to the
resident's thigh,

Interview wlth Resident #13 on $1/21/13, at 10:30
: AM, revealed |he resldent stated he/she did not

ramember the facllily ever using a leg strap for
- his/her indwelling urinary catheter.

: Interview conducted with SRNA #5 on 11/21/13,
at 2:35 PM, revealed she was requlred to review
{ the residenl's care plan at the beginning of every |
 shift for any changes. The SRNA stated she was .
" not sure why she did not use a leg strap to secure
the urinary cathealer. ;
. Interview conducled with SRNA #6 on 11/21/13, !
" at 2:40 PM, revealed she was required to review '
the resident's care plan at the beginning of every -
shift for any changes. The SRNA stated she was
. not sure why she dld not use a leg strap o secure )
" the urinary catheter. :
Intarview conducted with Reglsterad Murse (RN}
. #1 on 11/21/13, al 3:00 PM, revealed she was lhe .
* Unit Manager for the HSC Unit of the facillty. RN
_#1 stated siaff were required to review the
‘ resldent's care plans at the begihining of svery

FORM Ch5-2567(02-99) Pravious Veisions Oosolela Event 10:0Tavyy
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' made rounds on the unil three (3) Iimes daily to
: ensure residenls were being provided the care

RN stated the SRNA's were requlred to use leg
straps. The RN stated she had not (dentifled that
staff were not using the leg straps as required.

- The RN stated she,"guessed | jus! did not look as '

i closely as usual," ;

Interview conducted wilh the Director of Nursing

1 (DON} on 11/21/13 at 5:25 PM, revealed she )

made rounds throughout the facillty several times |

‘ a day to ensure resldents were being provided

_ Ihe care and trealmenl as directed by the

‘resident's care plans. The DON stated she had

. bean unaware the facilltly pollcy stated urlnary

‘ catheters would be secured to Ihe resldent's ;
thighs. The DON stated she had not monilored to |

“ ensure indwelling urinary catheters were being |
secured, because she had not been aware

" indwelling urlnary catheters should be secured to |

. prevent trauma.
F 315 483.25(d) NO CATHETER, PREVENT UT!I,
$5=D RESTORE BLADDER

: Based on the resldent's comprehensive
assessment, the facifity must ensure that a
fresldent who enters the faclllty withoul an
indwelling cathetar Is not catheterized unless the
{1esident's clinlcal conditlon demonstrates that
. catheterlzation was necessary, and a resident
"who is incortinen! of bladder recalves appropriate
. treatment and services to prevent urinary Iract ‘
“infecllons and to restore as much normal b!arider
functlon as possible.

STATEMFNT OF OEFICIENCIES (X!} PROVIOEAUSIPPLIER/CLIA (X2) RULTIPLE CONSTRUCTION {%3) OATE SHRVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLEFED
A BUILEING
185065 B. WiNG 11/21/2013
NAME OF PROVIDER OR SUPPLIFR STREET ADDRESSE, CITY, STATE, ZIP CODE
308 WEST MAPLE AVENUE
CHRISTIAN CARE CENTER OF LANCASTER
LANCASTER, KY 40444
(Xa(10 | SUMMARY STATEMENT OF QEFICIENCIES 1o : PROVIDER'S PLAN OF CORRECTION : {xst
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_ : OEFICIENCY]
! i !
|

F 282 | Conlinued From page 4 i
, shift to check for any changes. RN #1 staled she '

“and tfreatment as directed by their care plans. The !

F 282:

F 31 SfCh:islian Cure Center of Lancastes belicves ils current
! paactices weie in comptiance with appliceble standard
-of care, but in o1der 1o 1espond to this citatiun from the
‘surveyors, the fagility is teking the fullowing additionul
i actiong: :

LR

ch straps io anchm foley cathctcrs fon Residents #2

, and #13 weae applied by the Assistan Director of

: Nuising on 11/20/13 pe facility protncol.

L SRMAs #3, #4, 45, #6, end RN #1 weie cducated by!he
* Director of Nursing and Assistant Director of Nwising
on 11/20/13 1egarding the need for anchoiing foley
* cathelers to the resident's thigh via & leg shizp fu those
1esident ulitlzing indwelling catlielers.
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. This REQUIREMENT Is not met as evidenced
' ;
i Based on observatton, interview, record review,
“and facillly polley raview, It was determined the .
i facilty falled 1o ensure two (2) of {(19) of ninetean °
sampled residents (Resldenis #2 and #13)
: recelved appropriale treatment and services to
“prevent urlnary tract Infactions and lo reslore as i
i ;Inuch normal bladder function as possible, A
review of the facility's pollcy for inserting an
i indwelling urinary catheter revealed staff were
_required to secure lhe catheter to the resldent's
i thigh (to prevent trauma). However, observation
. of calhster care for Resldenls #2 and #13,
{ revaaled |he Indwelling cathelers were nat
. Secured to the residenls’ thighs.

“The findings Include:

. Revlew of the facllity's pollcy titted,"Folay

i Catheler Insertion and Removal', dated
. November, 1988, revealed slaff were required to
i secure the indwelling urinary calheter to the thigh .
and attach to the dralnage bag.

1. Review of the med|cal record revealed the

facility admltied Resident #2 on 03/13/13, with

dlagnoses which Included Chronle Skin Ulcer,
i Neurogenic Bladder, and Urinary Retentlon.

: Revlew of a quarlerly Minimum Data Set (MDS)
assessment dated 09/11/13, revealed the

. resldent had been assessed by the facility to
severely impaired cognition with a Brief Interview

. for Mental Status (BIMS) score of two {2). The

- MDS also revealed the resident required the

. @xlensive assistance of staff for toiteting and was

' frequently incontinent of bowel. i

STATEMENT OF OEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA (%2] MULTIPLE CONSTRUC ION iX3) DATE SURVEY
ANO FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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t " —
; ¢ Identification of O sidents with Polenlial 1o be
F 315 Continved From page 5 . F 315 Affecid

i Current Residents ulilizing foley eatheters have the

* polential 1o be affected by this practice. Trbings weie

. secwied vin a leg stiap for 1emaining texidents

¢ utilizing an indwelling catheter on 11/20/13 by the
. Assistani Director af Nursing, per facility protucel.

i Residents in the faeility uiilizing foley catlicters will
be visually checked by the assigned licensed nurse

{ every shift 1o ensuie that catheles anchors are secured
1o resident’s thigh. This observation will be

; dotumented on the resident's Monthly Tieatient
Record every shift by same nuise.

Systematic Changes
When anew physician's ;ider is 1¢ceived for placement
W an indwelling cathetes, facility piotocol for catheter
car¢ will be hanscaibed onto the Treatiment Record by
{the Licensed Nuise- 1o inglude anchoting of cathele!
tubing ta the resident's thigh via 4 leg strap. This
‘Aneaswe witl also be enforced for newly-admisied
1esidents presenting to the facility with an indwelling
jcathetes in place- by the Admitting Nwse. Infumal
‘education with nursing staff an duty on | /20/13 and
;1121713 was conducted by the Diicelor of Nwising and
"Assistant Direcloy of Nursing. Additionat educationof
;ull othes nuising staft regarding the nseed 1o ancho
folcy catheters to the 1esident's thigh via a feg steap was
iconducted by the Disector of Nuising on 11421713 and
“1epeated on 12/12/13. Newly-hired nursing staff will
: be educated by the Assisten Directu of Nuising
“icgarding the need 1o ancho calhele: tubings lo the
|esrden1 & thigh via a leg sirap duting theii o1ientation
"peaiod.
' Moniloning
: Audils for 1esidents in the facility ulilizing indwelling
cathete1s will be conducted by unit supervisors monthty :
- lo enswie that catheter tubing is seomed o the 1esident’s
" thigh via 2 leg strap and tha! this iutervention is
. documented on the Care Phan and the Tieatnient
" Record, The 1esulls of these audits will be pesented
; menthly 1o the Peiformance Lprovemen! Committee
¢ for 1eview and recommendations by 1he Brivector of
Nursing until F00% compliance aie inct for 3
* conseculive months, The PF Committee consists of the
 Admiaisirator, DON, ADON, Medical Direclor,
¢ Consuliant Pharmacist, Mainienance Director, Dictary )
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F 315; Continued From page 6 |
A review of the physiclan's orders for Resldent #2 )
" revealed an order dated 04/02/13, for Resident |
i #2 to have an indwelling urinary calheter due to
“the resldent had a dlagnosls of Neurogenlic )
{ Bladder and Urinary Retenlion. |

' Observation of catheler care for Resldent #2 by

. State Registered Nursing Asslstant (SRNA) #3 :

" and SRNA #4 on 11/20/13, at 10:25 AM, revealed

i SRNA #4 draped the catheter over Resident #2's
left leg. The SRNA's lefl the room and falled to

: secure the urlnary catheter to the resident’s thigh.

" Interview conducted with SRNA #3 on 14/24/13,

- @t 2.:20 PM, revealed she had been tralned to use !
-a leg stiap to secure the catheter to the resldent's
 thigh, but stated she did not use a leg strap on all -
“residents. The SRNA stated if the resident had a
; leg strap to secure the urinary catheter on she !
“used it, and dld not secure the urinary catheter if !
ihe resident did not already have a leg strap on.

{ Intervlew conducted with SRNA #4 on 11/21/13,
~at 2:30 PM, revealed she had been trained by the -
 facility o pface the urlnary catheter tubing over |
. Ihe resident's leg and clip the calheter tubing to
“the pad underneath the resident. The SRNA
stated she had never been told by the faclllty to
atlach the urinary catheter to the resident's thigh,

2. Revlew of the edical record revealed the

: facllity admitted Resldent #13 on 10/25/12, with
dlagnoses Including Neurogenic Bladder and

i Urinary Retentlon,

- Review of the physician's orders for Resident #13

revealed an order daled 11/09/13, al 41:00 AM for
“an indwelling urinary catheter to be Inserted and |
- for the staff to provide catheter care every shift.

;Supervism, Social Services Director, Admissions
F 315 : Coodinatos, tlousekeeping/Laundry Super\"ism,
MBS Comdinators, HR Director, and Activilics

. Direeion,

; Date of Completion

1218113
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F 315; Continued From page 7 . F 315;

i Review of a quarterly MDS assessment for i
. Resident #13, dated 10/30/13, revealed the : a
'resldent had been assessed 1o ba indepandent ;
: with declsion making with a2 BIMS score of i
_fourteen (14). The resident had also been
- assessed {o requlre the extensive assistance of i
. two (2) slaff persons for tolletlng and was was
" also assessed 1o be frequently incontinent of
i bowel,

" Observation ef catheter care provided for
; Resldent #13 on 11/21/13, at 10:15 AM, revealed .
' SRNA #5 draped the calheter over Resldent 5
: #13's left leg. The SRNA's left the room and i
_ failed to secure the urinary catheter to the
" resident's thigh.

: lnter\tiew with Resldent #13 on 11/21/13, at 10:30
: AM, revealed the resident stated hefshe did not
“remember the facility ever using a leg strap for
* histher Indwelling urinary catheter.

' Interview conducted with SRNA #5on 14724113, 1
- at 2:35 PM, revealed she had been tralned to use :
a leg shiap to secure the catheler to the resident's
thigh, but stated she did not use a leg strap on ; i
. Resident #13 and should have. The SRNA staled | ;
' she was not sure why she dId not use a leg strap !
: to secure the urinary calheter lo prevent trauma, ;

" Intervlew conducted with SRNA #8 on 11/21/13, |
. at 2:40 PM, revealed she had been trained by the |
- facility to place Ihe urinary catheter tubing In a leg §
. 8trap 1o secure the catheter and to prevent !
“trauma. The SRNA stated leg straps were
- avallable, and should have been placed on
Resident #13 prior to the SRNA leaving the room
“with SRNA #6.
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F 3151 Conlinued From page 8
i
 Interview conducted with Registered Nurse (RN)
141 on 11/21/13, at 3:00 PM, revealed she was the
. Unit Manager for the HSC Unit of the facillty. RN
: #1 staled both Resident #2 and Resident #13 :
j resided on the HSC Unit. RN #1 stated she made
“founds on the unlt three (3) limes dally to ensure
| residenis were belng provided the care and
_ treatment they required. The RN stated she _
! checked all indwelling urinary catheters 10 ensure !
: they were dralning propery. The RN stated lhe
' SRNA's were required to use leg slraps. The RN -
: stated she had not Identified that slaff were not !

using the leg siraps as required. The RN stated
- she,"guessed | just did not look as closely as
_usual” i

B
i

. Interview conducted with the DON on 11/21/13, at |
 6:25 PM, revealed she made rounds throughout -
; the facility several times a day to ensure resldents
* were being provided the care and treatment they !
_required. The DON stated the faclllly had not
practiced securing indwelling urinary catheters,
: because she had not been aware thal Indwelling
wrlnary cathelers were 1equired to be secured. i
- The DON stated she had not monitored 10 ensure |
, Indwelling urinary catheters were being secured. :
F 614 ' 483.75(N(1) RES .
§8=D, RECORDS-COMPLETE/ACCURATE/ACCESSIB |
LE i

~ The facifity must maintain clinical records on each ;

‘ resldent In accordance with accepted professlonal’
slandards and practices that are complete:

" accurately documented; readlly accessible; and
systematlcally organized,

. The clinical record must cortain sufficient

F 315,

F 514
* Chiistian Care Cenier of Lancastes belicves ifs current
; practices were in conipliance with appticable standard :
" of care, bul in ordes to iespond 1o this citation from the
i surveyors, the facility is laking the following additiunal .
" actions;

" Fsi4

: Comective Actions for Targeted Residents

Activity atiended by Regident #4 on [1/20/13 wes
_ documented on the Individual Resident Daily )
| Participation Recoad thit same day by the Activity
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F 514, Continued From page 9

. Information to identify the resident: a record of the |

‘resldent's assessments; the plan of care and

: services provided; the resuits of any

. preadmission screening conducted by the State;
and progress notes.

' This REQUIREMENT is not met as evidenced
by ‘
Based on interview, record review, and review of :
 faclity's policy, It was determined the faciiity failed '
;1o have an effective system to maintain activity |
records that were complete and accurately

; documented In accordance with accepted

professlonal standards and practices for one (1)

- of nineteen (19) sampled residents (Resident #4).'
i Resident #4 was observed at an activity on
" 11/20/13; however, it was not documented the .

i resident altended the activity.

¢ The findings include:

Review of the facility's policy entitled, "Resident |

i Activitles 1.12 (Continued)*, revised 09/08, ‘
revealed recordkeeping was part of the facility's

" activity program as It assisted with malntaining,

. planning, and deveioping the facliity's activity

" programs. H further revealed the following

. records were maintained by the Director of

“Aclivities. These records inciuded, the Activity

: Assessment, Resident Attendance Record,
Calendar of Events, Activily Progress Notes,

“Individualized Activity Plan, Quarterly

. Assessments, Record of Review and Updates,

" and others as necessary and appropriale. The
facility's policy stated the Director of Activitles was |
responsible for obtaining, charting, and fliing of
required reports,

Director. Aclivity Director and Aclivity Assisiant were

F 51 geducated un FUZ1/13 by the Administrator regarding
the rieed 10 dogument Resident pasticipation in each
detivity,

Affected

Current residents it the facilily have the potemial 10 be
affected by this practice. Fagility Residenis' Aclivity
Participation Records were audiled on 1172213 by the
Administrator and the Activily Director 1y ettsure
accuraie documentation of Resident Activities
participation for the manih was in place. Activity
Driector/Assistant Activity Director will complete the
Individual Resident Daily Participatian Record on a
daily basfs- imediately following the Activity,

Systematic Changes

With current Activity Personnel educated, newly-hired
employees working in the Activities Deparhittent witl be
‘tducated by the Activity Director regarding the need to
complete Individual Restdent Daily Participation
‘Records immedintely after an Activity- during their
LOrientation Period.

:Monhoring

‘Residents' Individual Daity Participation Record for

:Activities will be audited weekly for 3 munths by the

‘ Activity Dircetor 1o ensure residenls' parlicipation in

:each activity has been agcurately docuinented daily.
The results of these audils will be presented monthly to

i the Performance lmprovement Commitiee for review
and rccopmenidationts by the Activity Director uniil

£ 180% conipliance are mei for 3 consecutive monihs.

- The P! Cumniittee consists of the Adntinistrator, DON,

! ADON, Medical Director, Consultant Phartnacist,

_ Muaintenince Director, Dietary Supervisor, Social

¢ Services Direclor, Admisstons Coordinator, )

. Housekeeping/laundey Supervisor, MDS Coordinators, |
HR Director, and Activities Director, .

{L?al,s:o LCompletion:
IANEI3 :

FORM CMS-26587102-04) Previcus Versions Ohsolele Event 1O: 0TIV 11

Facdiy 10 100719 th continualion shest Page 19 ol 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES ™ -
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/09/2013
FORM APPROVED
OMB NO. 0538-0391

STATEMENT OF DEFIGIENGIES X1y PROVIDE R/SUPPLIER/GI 1A {X2)} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN Qf CORRECTION IDENTIFICATION NUMBEER: COMPLETZ0
A BULOMG
185085 B. WING 14/21/2013
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY. STAIE, ZIP CODE
308 WEST MAPLE AVENUE
CHRISTIAN CARE CENTER OF LANCASTER
LANCASTER, KY 40444
X430 ! SUMMARY STATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF GGRRECTION 15|
PREFIX {EAGH OEFICIENCY MUST BE PRECEDEO &Y FULL PREFX | {EACH CORREC TIVE ACTION SHOUL.0 BF © COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYRNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BAFE
i DEFICIENCY)

l
F 514 Continued From page 10
- Record review revealed the facility admitted
' Resident #4 on 04/01/13, with diagnoses which
i included Dysphagia, Oropharyngeal Phase,
' Diabetes Mellitus, Alzhelmer's Disease, and
i Essential Hypertenslon. On resident's most

' 10/02/13, resident had a Brief Instrument of
; Mental Status (BIMS) score of 01, which was
“indicative of being severely cognmvely Impaired.
! Review of residents care plan, dated 04/19/13,

further evaluation if the resldent had a change in
: the level of his/her activity. Review of resident's
" "Individual Resident Dally Participation Record",

" ne documentation the rasident attended an

- activity for 11/20/13. Further review of the

_facility's "Activities Altendance Sheets”, dated

' 11/20/13, revealed the resident was not
checked/highlighted for attending the scheduled

" ackivity.

: AM, revealed the resident was sltting in his/her
“wheeichalr In the front of the activity/dining room,
- 1o the far left of the room and to the far right of

- the singing as demonstrated by him/her smiing.

" Interview with the Activities Director, on 11/21/13

. at 3:20 PM, revealed her assistant had only
recorded the individual Resident Daily
Parlicipation Record every othar day and agreed

the report was not documented correctly. The

; Activities Director reported, however, she filled
out the Activitles Attendance Sheets, which

recorded into the individual Resident Daily

, recent Minimum Data Set (MDS) quarterly, da!ed -

revealed activity staff were to inform the nurse for

. dated for the maonth of 1113, Tevealed there was g

‘Observation of Resident #4, on 11/20/13 at 10:00 _

the speaker. Resident appeared to have enjoyed '

: should be correcl, and resident's activily would be !

: Participation Record from the Activity Altendance 'l

F514;
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F 514 Continued From page 11

" Sheet. The Activities Director stated Resident #4
: should have been recorded on the Activitles {
" Attendance Sheet for altending the scheduled

¢ activity.

- Interview with the Administrator, on 11/21/13 at

- 6:45 PM, revealed the Aclivity Director was

. responsible for documenting residents

" attendance to activities. He stated he received

_mionthly reports from aclivities which reporied

- aclivities resldants have atlended for the month.
The Administrator added it should have been E
documented the resident altended the aclivily on '
117201 3.

i
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K000 | INITIAL COMMENTS K ooog
| CFR: 42 CFR §483.70 (2) ,
{ BUILDING: 01 :

- PLANAPPROVAL: 1985 !
_SURVEY UNDER: 2000 Existing :
FACiLITY TYPE: SNFINF | |
TYPE OF STRUCTURE: One story, Type 1 {332) :
| SMOKE COMPARTMENTS: Six 3 |

| COMPLETE SUPERVISED AUTOMATIC FIRE
' ALARM SYSTEM

| FULLY SPRINKLERED, SUPERVISED (WET |
. SYSTEM)

'EMERGENCY POWER: Two Type H Diesel
{ generators

: A life safely code survey was iniliated and

¢ concluded on 11/21/13, Christian Care Cenler
_weas found to be in compliance with Title 42, Code | u
of Federal Regutations, 483.70 (a) el seq {ere
Safety from Fire).

/
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