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A siandard health survey was conducted on Preparation and/or execution of this
01/16-18712, Deflclent practice was idenﬂﬁed at Plan of Correctlon doas not constitute
‘D javel, i an admission or agreement by Christian
F 262 483:20(k)(3)() SERVICES BY QUALIFIED F282] Care Center of Lancaster of the truth of
85«0} PERSONS/PER CARE PLAN the facts alleged or conciustons set forth
’ ’ in the statement of deflclencles,
;huzf gg":;zi 52?’?: gl?aa;z':]g;:oz?ﬂe facllty Christian Care Center of L ancaster files
accordance with each resident's written plan of this Plan of Correction solely because It
care. Is required to do so for continued state
licensure as a health care provider
. . and/or for participation in the
‘li)'::‘is REQUIREMENT is not met as evidenced Medicare/Medicaid program, The
Based op obssrvatlon, interview, record review, ;acillty doas not admit that any
and policy review, it was defermined the faclity eficiency existed prior to, at the time
falled to ensure services were provided to one of of, or after the survey. The facllity
ninsteen sampled residents (Rasident #4) in reserves all rights to contest the survey
mecordance with the resident's plan of cara. findings through informal dispute
Documentation revesled the facility bad resolutton, formal appeal and any other
developed a pizan of care with interventions for applicable legal or administrative
g‘;sig:geﬁléhﬁémggﬁgj::‘ ?ba;:rf.?a?lgg}; slde of proceedings. This Plan of Correctlon
revealed fall mats had not be;en placed oh each shouid not be taken as estab?!shlng any
slde of Resident #4's bed as planned in the standard of care, and the factlity
comprehensive plan of care. submits that the actions taken by or In
‘ response to the survey findings far
Tha findinge include: exceed the standard of care. This
document Is not Intended to walve any
A review of {he faciilty’s policy Blled *Care Plans" defense, legal or equitable, In
{revised date of November 2008} revealed the administrative, clvif or criminal
Gare Plan should reflact the following: '
Intsrventions, 4he specific and rea fsﬂo action or proceedings.
intervenliens that staﬁ takes lo a slst the resident )
In meefingfachiy
_ '/zeuiewvj*the dical ecord for Reslident #4
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revealsd the faclily admitied the resident on
03/29/11, with diagnoses that Inchuded
Alzhelmer's, Difflcully Walking, and Dehity,

A review of an Annual Minimum Data Set (MDS)
assessment dated 04/05/11; revealed the facility
had assessed Residont #4's-cognition to Iys
severely impalred, The MDS also revealed,
based on the asssssment, that the resident
required extensive assisiance of two persons for
transfers, :

A revlew of tha comprehensive care plan dated
Aprll 2011 for Resident #4 revealed tacliity staff
had assessed Resldent #4 to be at risk for falls.
Based on the care plan, fall mats wers {o be

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

A raview of documentation of the Certifisd Nurse
Alde Sheel dated January 2012, used as a dally
referencs of the resident's care needs, revesled
the aldes were {o ensure fall mats wars to be
placed at each slda of Resident #4's bed detlly.

Observations conducted on 04/16/12, at 10:45
AM, 12:30 PM, 2;50 PM, and 4:00 P4, and on

revealed falt mats had not been-placed on each
| slde of Resldent #4's bed as planned in the
comprehensive plan of care or on the Cartifisd
Nurse Alde Sheet.

An Interview conducted with CNA #1 on 0/17/12,
at 4:45 PM, revealed Resident 14 was to have fall
imats on each sida of the bed, However, although
tha CNA could not remember the name of the
nurse, the CNA stated hefshe had been told by a
nurse hot to put the fell mats on the floor because

O1HTH2, at 10:00 AM, 12:45 PM, and 2:45 PN,

™ __PROVIDER'S PLAN OF CORRECTION e}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE CATE
) DEFIGIENGY)
F 282 Conflnuad From page 1 Fag2| F282

Christian Care Center of Lancaster
befievas its current practices were In
compilance with the applicable standard
of care, but In order to respond to this
citation from the surveyors, the facility
is taking the following additlonal
actlons: :

Correctlva Actlons for Targeted
Residents

Safety devices for Restdent 4 were
reviewed by the Director of Nursing,
Assistant Director of Nurstng, MDS RN,
and MDS LPN on 1/18/12, A bolster

mattress was ciirrently 1n place and
effective for reducing falls for Restdent

fi4. As a result of the review, the floor
mats were discontinued for Resident #i4
on 1/18/12, Care plans and CNA fiow
sheet for Resltdent #4 were updated on
1/18/12. '

identiflcation of Other Resg_d‘nnts with
Potegtial to be Affected

An audit of all safety devices was
conducted by charge nurses on 1/17/12,
which verifled that care planned
jnterventions and CNA flow sheet
matched what was currently in place for
each resident 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| MDS RN and DS IPN on 1/18/12, No
the resident no longer neaded thetn. The CNA | additional deficient practices were
confirned that documentafion on the CNA's noted,
resident cara shest indlcated fall mals were to ba i
placed oh the fioor beside Resident #4's bed, Systematic Changes _ i -
The CNA stated helshe should have placed ihe _ !
mats on the floor In accordance with directions on Nursing 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 01/18/12, at 8:30 AM, Director of Nursing regardlng the
with the Licensed Practioal Nurse (LPN) caring tmportance of folowting care plans and
for Residen!#14 revealed that decwimentation on CINA flow sheet. Staff was also
the care plan rovealed fall fnats ware to be placed "
on the flcor on each side of Resident #4's bed reminded to assure safety devices
and copfirmed the plan had not heen followed. during walking rounds and at shift
. change.
An interview conducted on 81/18f12, at 5:30 PM,
with the MDS/Cate Plen Nurse revealed the Monitoring
resident had heen assessed to have the polential . :
io roli* out of bed, onlo the floor, and confirmed Safety device chack audits are to be
the care plan had not been updated. Based on completed twice a week by the charge
interview, the nurse on ihe nursing unlt was o nurse an each unlt. Results of these
reponsie o uple e cao e o e st il b goen o th it
acgordi'ng to the MDS/Care Plan Nurss, Residen Nursing to present morithly at the
#4 had been assessed 10 requlra fall mats at the Performance Improvement Commitiee
bedside since 05/09/41. meeting for a period of six ronths as-
’ fong as 100% threshold Is met, The
An interview conducied on 01/17/12, 4t 3:00 PM, Performance improvement Committea
with the Director of Nursing (DON} revealed thaf consists of the Administrator, Director ’
fall mats were on the CNA and Nursing care plan of Nursing, Assistant Director of Nuvsing,
?gg d?ﬂ%‘:?jggve bean on the floor beside the Medica! Director, Constdtant
) Pharmacist, Maintenance Director,
Dietary Supervisor, Soclal Services’
Director, Admisslons Coerdinator, .
g Housekeeping/Laundry Suparvisor, MDS
Coordinator, HR Blrector and Activities
Director. 2/17/12
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