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F 000| INITIAL COMMENTS F 000| Dlsclaimer for Plan of Correction
A siandard health suivey was conducted on Preparation and/or execution of this
,01‘!164 8712, Deficlent practice was idanﬂﬁed at Plan of Correctlon doas not constitute
D' lavel, ; an admission or agreement by Christian
F 2~82 g?z?fs%ﬂg; éig RSEEXEELSA?\IY QUALIF%ED F282} care Center of Lancaster of the truth of
88=D e the facts alleged or conclustons set forth
The services provided of arranged by the facllity In the statement of deficlencles,
must be provided by qualified persons In Christian Care Center of Lancaster files
accordance with each resident's written plan of this Plan of Correction solely bacause It
care. is required to do so for continued state
licensure as a health care provider
: ) and/or for participation in the
'ki)'i:is REQUIREMENT is not met as evidenced Medicare/Medlcaid program, Tae
Based on obssvallon, Interview, record review, ;acfillty does not admit that any
and polloy review, it was determined the faclity eficlency exlsted prior 1o, at the time
| falled to ensure services were provided to one of of, or after the survey. The facility
ninstean sampled residents (Rasident #4) in reserves all rights to contest the survey
aecordance with the resident's plan &f cara. findings through infermal dispute
Documentation reveated ths facility had resolutton, formal appeal and any other
developed a plan of care with interventions for applicable legal ar administrative
Resident #4 that Included fall mats to aach side of proceedings. This Pla
. n of Correctlon
{he resident's bed, Howsver, ohesivalions shouid not be tak bifshi
rovealed fall mats had not been placed on eash not De taien as esta @ ShINg any
slde of Resident #4's bed as planned in the standard of care, and the facility
comprehsasive plan of care. submilts that the actions taken by or In
‘ response o the survey findings far
The findings nelude: exceed the standard of care. This
document Is not Intended to wal
A review of the facillty's policy Blled *Care Plans® defense, legat or equitable, in e
{revised date of November 2008) ravealed the admlnls;ratiue cvit or ort '; ;
Care Plan should reflact the following: a ' rimha
Intsrventions, the specific and raa ‘sﬂo action or proceedings.
interventions that staff takes fo & sl st the resident ;
In meefingfachis
_ '/zeuiewvj*the dical gecord for Resident #4
MBORATG AIREGTOR'S DRPRO\J’AQ UPPL[ REPRESENTATIVES SIGHATURE TUTLE (%5} DATE
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vilth én asfort
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revealsd the faclily admitied the resident on
03/20/11, with diagnoses that Included
Alzhelmer's, Difflcully Walking, and Dshifity,

A review of an Annual Minimum Data Set (MDS)
assassment dalsd 04/05/11; revealed the faciifty
nad assassed Resldent #4's-cognition to be
severely impalred. The MDS also revealed,
based on the asssssment, that the resident
required extensive assistance of two persons for
transfers, :

Areview of tha comprehensive cara plan dated
Aprll 2011 for Resident #4 revealed faclity staff
had assessad Resldent #4 to he at risk for falls.
Based on the care plan, fall mats wers lo be

placed on each side of Resldent #4's bed daily.

A review of documentation of the Certified Nurse
Akie Sheet dated January 2012, used as a dally
referencs of the resident's care needs, revealed
the aldes were {o ensure fall mats wara o be
placed at each slde of Resident#4's bed dally.

Observations condicted on GiH6/12, at 145
AM, 12:30 PM, 2;50 PM, and 4:00 P4, and on

revealed fall mals had not besn-placed on each
| slde of Resident #4's bed as planned in the
comprehensive plan of care or on the Corfifisd
Nurse Afde Sheet.

An Interview conductad with CNA #1 on 0117712,
at £:45 PM, revealad Resident#4 was o have fal
mats on each sida of the bed, However, although
the GNA coutid not remember the name of the
nurss, the CNA stated hefshe had been told by a
nurse hot to put the fall mats on the floer because

01712, at 10:00 AM, 12:46 PM, and 2:45 PM, .
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Christian Care Center of Lancaster
befieves its current practices werein
campilance with the applicable standard
of care, but In order to respond {o this
cltation from the surveyors, the facility
is taking the following addittonal
actlons: :

Carrectlve Actlons for Targeted
Residents

Safety devices for Resident 4 were
reviewed by the Director of Nursing,
Assistant Dlrector of Nursing, MDS RN,
and MDS LPN on 1718/12, A bolster

inattress was currently in place and
effective for reducing falls for Resldent

4. As aresult of the review, the floor
mats were discontinued for Resldent fid
on 1/18/12, Care plans and CNA Fow
sheet for Resldent #14 were updated on
1718112, )

identification of Other Resﬂﬁents with
Potential to be Affected

An audit of alf safety devices was
conducted by charge nurses on 1/17/12,
which verified that care planned
jnterventions and CNA flow shaet
matched what was eurrently in place for
each resldent with a safety device, The
audit was reviewed by the Diractor of
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. - Nursing, Assistant Director of Nursing,
F 282 | Continued From page 2 . F282| MDSRN and MDS PN on 1/18/12, No
the resident no longer nesdad thein. Tha CNA | additional defizient practices were
confimead that documeantation on the CNA's noted.
resfdent care sheet indlcated fall mats were to ba i
placed oh he floor beslde Resident #4's bed, #ystematic Changes 1.
The CNA stated helshe should have placed ihe :
mats on the floor In accordance with directons on Nurslng staff was In-serviced during the
the nurse alde’s resident care sheet, week of 2/6/12 — 2/10/12 by the
. Director of Nursing and Asslstant
An Interview conducted on 011812, at 9:30 AM, Director of Nursing regarding the
with the Licensed Practical Nurse (LPN) caring importance of following care plans and
for Residen#14 revealed that decienentation on CINA flow sheet. Staffy i
the care plan rovealed fall rnats were fo be placed ow sheel. Staftwas also
on the fleor on aach side of Resfdent #4's bed reminded to assure safety devices
and confirmed the plan had not boen followed. during walking rounds and at shift
. change.
An interview conducted on 01/18/12, at 3:30 PM,
with the MDS/Cate Plan Nurse revealed the Monitoring
resident had been assessed to have the polentiar . :
io roli* out of bed, onlo the floor, and confirmed Safety device check audits are to be
the care plan had not baen Updated. Based on completed twice a week by the charge
interview, the nurse on the nursihg unlt was - nurse on each unlt. Results of these
txparionoad o change I care reeds, I adion audits wll be lven to the Director of
according fo the MDS/Gare Plan Nurse, Resident Nuzsing to present monthiy at the
#4 had been assessed 1o requlra fall mats at the Performance Improvement Committes
bedsida since D5/00/41. meeting for a period of sl months as-
’ {ong as 100% thrashold Is met, The
An interview conducied on O1H7M2, at 3:00 PM, Performance improvement Committes
with the Director of Nursing (DON} revealed that tonsists of the Adminisirater, Director ’
fall mats were on the CNA and Nursing care plan of Nursing, Assistant Director of Nursing, |
and should have been on the floor beside the Medical Director. ¢ : -
rosident's bad. edical Director, Consultant
Pharimacist, Maintenance Director,
Dletary Supervisor, Soclal Services’
Director, Admissions Coordinator, .
o Housekeeping/laundry Suparvisor, MDS
Coordinator, HR Dlrector and Activities
birector. 2/17f12
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K 000

INITIAL COMMENTS

CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 1985
SURVEY UNDER: 2000 existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type 1
(332)

SMOKE COMPARTMENTS: Six

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il Diesel generator

A life safety code survey was initiated and
concluded on 01/17/12, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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