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Findings of an Abbreviated Complaint Survey
completed on December 19, 2024, at Kadima
Rehabilitation & Nursing at Lititz, identified deficient
practice, related to the reported complaint

allegations, under the requirements of 42 CFR Part
483, Subpart B Requirements for Long Term Care
Facilities and the 28 PA Code, Commonwealth of
Pennsylvania Long Term Care Licensure

Regulations as they relate to the Health portion of

the survey process.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE: (X6) DATE:

Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards
provide sufficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable
within 14 days after such information is made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.

This form is a printed electronic version of the CMS 2567L. It contains all the information found on the standard document in much the same form. This
electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found
on the CMS 2567L.
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1. Facility can not retroactively Date:
(4) Effective July 1, 2023, a minimum of 1 LPN per 25 correct. 03/30/2025
residents during the day, 1 LPN per 30 residents during the Status:
evening, and 1 LPN per 40 residents overnight. 2. All of the residents had the APPROVED
potential to be affected; however, Date:
This REGULATION is not met as evidenced by: there were no adverse resident 01/14/2025
outcomes as a result of this deficient
practice.

3. Licensed staff have been
re-educated on staffing requirements
by the DON and/or designee. An
ongoing systemic change put in
place is the review of staffing in
daily meeting.

4. Administrator/Director of Nursing
and/or designee will audit the
schedule for four weeks and then
monthly for two months to ensure
appropriate coverage.
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Based on review of facility staffing data and
interview with staff, it was determined that the
facility failed to ensure a minimum of one licensed
practical nurse (LPN) per 25 residents on day shift
and one LPN per 30 residents on evening shift for
the weeks of November 17, December 1, and
December 8, 2024.

Findings include:

Review of the weeks of November 17, December
1, and December 8, 2024, revealed the following
dates on day shift did not meet the requirement of
one LPN per 25 residents on day shift:

November 23, December 6, and December 12,
2024.

Review of the weeks of November 17, December

1, and December 8, 2024., revealed the following
date on evening shift did not meet the requirement of
one LPN per 30 residents on evening shift:
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November 19, November 22, December 4,
December 5, December 9, and December 13,
2024.

Interview with the Nursing Home Administrator on
December 18, 2024, at 11:00 a.m. confirmed that
the staffing ratio for LPNs were not met on the
above dates.
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