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May 26, 2015

Trevor Higby, Administrator

- Horizon Home Health & Hospice
1411 Falls Avenue East, Suite 615
Twin Falls, ID 83301

RE: Horizon Home Health & Hospice, Provider #131520

Dear Mr. Higby:

Based on the complaint survey completed at Horizon Home Health & Hospice, on May 8, 2015,
by our staff, we have determined Horizon Home Health & Hospice is out of compliance with the
Medicare Hospice Conditions of Participation of Organizational Environment (42 CFR
418.100) and Medical Director (42 CFR 418.102). To participate as a provider of services in
the Medicare Program, a Hospice must meet all of the Conditiens of Participation established by
the Secretary of Health and Human Services.

The deficiencies, which caused these conditions to be unmet, substantially limit the capacity of
Horizon Home Health & Hospice, to furnish services of an adequate level or quality. The
deficiencies are described on the enclosed Statement of Deficiencies/Plan of Correction

(CMS-2567).

You have an opportunity to make corrections of those deficiencies, which led to the finding of
non-compliance with the Condition of Participation referenced above by submitting a written
Credible Allegation of Compliance/Plan of Correction.

An acceptable Plan of Correction contains the following elements;

o Action that will be taken to correct each specific deficiency cited; ‘
o Description of how the actions will improve the processes that led to the deficiency cited; I‘
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e The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

e A completion date for correction of each deficiency cited must be inciuded,

e Monitoring and tracking procedures to ensure the PoC is effective in bringing the Hospice
into compliance, and that the Hospice remains in compliance with the regulatory
requirements;

e The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and

¢ The administrator’s signature and the date signed on page 1 of each form.

Such corrections must be achieved and compliance verified by this office, before June 22,
2015. To allow time for a revisit fo verify corrections prior to that date, it is important that
the completion dates on your Credible Allegation/Plan of Correction show compliance no
later than June 14, 2015,

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by

June 8, 2015.

Failure to correct the deficiencics and achieve compliance will result in our recommending that
CMS terminate your approval to participate in the Medicare Program. 1f you fail to notify us, we
will assume you have not corrected.

We urge you to begin correction immediately.

If you have any questions regarding this letter or the enclosed reports, please contact me at (208)
334-6626, option 4.

Sincerely,

kit %éf

SUSAN COSTA NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/pint

Enclosures

ec: Debra Ransom, R.N.,, R HI.T., Bureau Chief
Fe Yamada, CMS Region X
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63 W. Willowbrook Dr.

Meridian, ID 83646

208-888-7877

June §, 2015

Bureau of Facility Standards
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3232 Elder Street
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Boise, 1D 83720-0009
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FACILITY STANDARDS

Re: CREDIBLE ALLEGATION OF COMPLIANCE/PLAN OF CORRECTION

Dear Ms. Wisenor,

Pursuant to the complaint survey completed at Horizon Home Health and Hospice on
May 8, 2015, please find attached the completed Statement of Deficiencies/Plan of
Correction (CMS2567) along with attachments that give further evidence Horizon Home
Health and Hospice complies with the Conditions of Participation.

As evidenced in the Plan of Correction and the enclosures, we have and will continue to
conduct full staff education in each of the deficiencies cited and will continue to maintain
evidence of compliance through chart audits and supervisory visits.

In the event that you need additional information, please do not hesitate to contact me at

888-7877 or by email at thigby@horizonhh.com.

Sincerely,

Enclosures |
cc: files
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L 000 [ INITIAL COMMENTS L 000

The following deficiencies were cited during the -
complaint investigation of your hospice agency
conducked from 5/05/15 through 5/08/15.

The surveyors conduéting the survey were:

Susan Costa, RN, HFS, Team Lead
Laura Thompson, RN, BSN, HFS

Acronyms used in this report include:

ALF - Assisted Living Facility

ADL - Activity of Dally Living

BG - Blood Glucose

BM - Bowel Movement

CHF - Congestive Heart Failure

CMS - Centers for Medicaid and Medicare
Services

DME - Durabie Medical Equipment

DON - Director of Nursing

EMS - Emergency Medical Services
HA - Hospice Aide

HTN - Hypertension

IDG - Interdisciplinary Group

LPN - Licensed Practical Nurse

MAR - Medication Administration Record
MD - Medical Doctor

POC - Plan of Care ~ " : Efiiﬁ;ﬁf*";“é%
PRN - As needed _ ‘

PT/NR - Prothrombin Time/lntemationat - ;E%J%ﬁ ~q zﬁ‘m
Neormalized Ratio, a biood test to measure blood A

ot EACILITY STANDRRDS
RN - Registered Nurse
SOC - Start of Care
SN - Skilled Nurse
SW - Social Worker

LABORATORY, TOR'S DR PROVIDER/SUPPLIER REPRESENTATIWE'S SIGNATURE . HTLE (X6} DATE

) AOM NI T 2 s ]
Any deficiency statement nd/ng with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing itfs detbrmineg that
other safeguards provide-gufiicient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 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,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:216B11 Facility 10 131520 " If continuation sheet Page 1 of 79
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WOCN - Wound Ostomy and Continence Nurse
L 633 | 418.54{d) UPDATE OF COMPREHENSIVE 1 533| L5633 418.54(d) UPDATE OF

ASSESSMENT

‘The update of the comprehensive assessment
must be accomplished by the hospice
interdisciplinary group (in cotlaboration with the
individual's attending physician, if any) and must
consider changes that have taken place since the
initial assessment. It must include information on
the patient's progress toward desired outcomes,
as well as a reassessment of the patienl's
response to care. The assessment update must
be accomptlished as frequently as the condition of
the patient requires, but no less frequently than
every 15 days.

This STANDARD is not met as evidenced by:
"Based on staff interview, policy review and
review of medical records it was determined the
hospice failed to ensure the comprehensive
assessment was updated in response {o patient
and family changes and needs for 1 of 10
patients (#4) whose records were reviewed. This
failure resulted in the potential for patient and-
family needs to be unmet. Findings include:

1. Patient #4 was a 59 year old female who was
admitied to hospice on 11/25/14, with a terminal
diagnosis of liver cancer with a prognosis of less
than 6 months. Additional diagnoses included
Hepatitis C, cirrhosis of the liver, diabetes, and
HTN.

Patient #4 was on hospice services from 11/25/14 | .

to 2/11/15, when she revoked her hospice benefit
to pursue aggressive therapy. While receiving

COMPREHENSIVE
ASSESSMENT

Director of Nursing or designee will
provide instruction to RN Case
Managers the week of 6-8-15 on
performing the on-going
comprehensive assessment and
updating the comprehensive
assessment with any identified
changes in condition or
environment. Policy 2-031,
Ongoing Comprehensive
Assessment will be provided to
RN Case Managers which also
outlines the required elements that
are to be assessed in the updated
comprehensive assessment which
includes: Full body system
assessment including but not
limited fo respiratory, endocrine,
nutritional, GI/GU and functional
status, Patient/Family/Caregiver’s
response to care, Changes in
patient’s condition and/or level of
deterioration, Chariges in condition
such as wounds or changes in skin
integrity, Changes in patient's care
environment or support systems,
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L 533 | Continued From page 2 L 533| and Changes in patient’s or
hospice services, Patient #4's record documented family/caregiver's actuat or
changes in her condition. However, her record . "

did not reflect IDG activities and updates to her perceived needs such as additional
assessment with changes to her POC. Examples disciplines needed such as
included, but were not limited to, the following: Hospice Aides. Based on the
a. Patient #4’s comprehensive assessment was lasses‘s‘ments, the plan of care
not updated fo- meet her social, emotional, and including problems, needs, goals,
pain management needs, as follows: and interventions will be reviewed
o and updated by the
i. Patient #4's SOC assessment dated 11/25/14, interdiscioli b
performed by the RN, documented Patient #4 interdisciplinary group memboers
lived alone, her home was in a remote location, responsible for the patient. The
and her living area was unclean and cluttered. physician will be notified of any
The assessmgnt Jdenttftfed her sister as her identified changes in the areas
primary caregiver, who lived next door. .
noted above, as well as changes in
The section of the assessment that identified her any other areas such as
social support systern included entries of "lives medications, including over-the-
alone or without concerned relatives,” *family ot ‘
/support sleep disturbed with patient's care,” and counter mf—:‘dtcatlon.s, and )
“in need of respite carefsitter services." The treatment/interventions that require
section in which the RN was to indicate all physician approval.
abnormal social issues, she entered "other" and '
did not specify. Policy #2-050 Interdisciplinary
On a form titfed "Medical Review Al Diagnoses,” ggoggsﬂgﬁ;?f will be prov;d,ed to
- k- gers and LPN’s,
dated 11/25/14, the admitting RN wrote "Pt can Per Policy #2-050. the IDG will
no longer walk to her sister's house who lives . CY #e! H c wi
next door. |s house bound uniess extra review the patient’s Plan of Care
measuies are taken to lessen the burden of and updated assessments at each
exertion." IDG meeting, and updates will be
_ made as necessary based on the
An iDG Comprehensive Assessment and POGC updated comprehensive
Undate Report, dated 12/04/14, included direct assessment.
verbiage from Patient #4's POC. The report did Based on the updated
not include discussion of the identified unclean : ,
and cluttered living area, the need for “respite clomprehenswe assessment,‘the
carefsitter services," or "abnormal social issues.” plan of care update/review will
FORM CMS-2567(02-99) Pravious Versions Obsolete Event ID: Z16B11 Facility ID: 131520 If continuation sheet Page 3 0f 79°
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linued From pag L 533| inciude identified changes,

Further, the report did not include additional
information or interventions related to Patient #4's
inabifity to walk to her sister's house or what
"extra measures...to lessen the burden of
exertion" were considered and/or taken.

ii. Avisit note, dated 12/10/14, included
documentation that Patient #4 required
assistance with ADLs of bathing, dressing, and
grooming. However, Patient #4's record did not
indicate if a hospice aide was suggested for
assistance.

Additionally, a visit note dated 12/17/14,
documented Patient #4 had an anxiety ievel of 8,
which was an increase from her previous nursing
visit (anxiety level of 8) and her admission
assessment {anxiety level of §). Further, her pain
increased from 6/10 during her previous nursing
visit to 8/10.

An IDG Comprehensive Assessment and POC
Update Repont, dated 12/18/14, included all
medication and other physician orders from the
previous IDG on 12/04/14. The report did not
include specific condition changes or problems
that were identified from the previous IDG,
Additionally, information related to discussion or
interventions related to Patient #4's increased
need for assistance with ADLs or her increased
anxiety and pain was not present in the report.

iil. A visit note, dated 12/23/14, stated the "ciutter
has increased” in Patient #4's home. In the
section "emotional status,” the RN wrote
"deteriorating." The RN did not include further
assessment to describe how Patient #4 was
deteriorating. However, the note included a

detailed narrative entry in which the RN described

response to treatment and
progress toward targeted
outcomes, which may include:
Pharmacological effectiveness for
symptom management outcomes;
Any increase or decrease in
symptoms or acuity; Increases or
decreases in frequency of visits by
team members and reason for the
change; Psychosocial needs
identified and
consultationsfconferences with
patient and family/caregiver,;
Ongoing spiritual support; Plan for
changes in treatments or
procedures; Problem solving for
optimal care of the patient and
family/caregiver will occur.

All patient/family/caregiver
changes will be documented in the
clinical record as well
documentation of physician contact
and obtainment of specific orders
based on these changes or needs.

Director or Nursing will ensure
mandatory training is completed
for Licensed Nurses the week of
6/8/15, with a mandatory post-
test to ensure that all required
elements of the
comprehensive assessments
and ongoeing comprehensive
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1. 533 | Continued From page 4 L.533] assessments are completed
missing methadone, An empty boitle was found and docurmented appropriately
in the trash, which was labeled as 5 mg
methadone, 60 tablets. The liquld morphine was and that these. elements are
diluted fo a watery substance. Additionally, she used t? establish and update
described & boxes of wine, 1 in the refrigerator the patients' plans of care
and 2 were empty. Patient #4's sister was appropriately. Licensed Nurses
decumented as stating she would keep her who could not attend the
medications for safety reasons since Palient #4 traini i b ired t
was found passed oul. The RN did not document rainings wili be requirec to
when the passing out incident occurred. view-the WebEx presentation of
- the training by 6-22-15. Inactive
An 1DG Comprehensive Assessment and POC and part-time licensed nursing
‘| Update Report, dated 1/02/15, included . o .
documentation that all Patient #4's medications staff will be in aCtW?ted in the
were discontinued except her comfort _ HR system and will be
medications. However, the IDG report included unable to provide patient
all medication and other physician orders from care and will not be re--
the previous IDG on 12/1 8/14." Information activated until they have viewed
related to Patient #4's Increased home clutter, this WebEx. The WebEx will
delerioratirig emotional status, and potential DEX. The YVebEx wi
substance misuse was not present. also be part of the orientation
process with a post-test-and
iv. The RN documentgd. on 1/7f15, that Patient attestation for new licensed
#4 needed assistance with ADLs of . _
housekeeping, shopping, meat prep, feeding, nursing staff.
toileting, bathing, dressing, and grooming.’ L
" The IDG Comprehensive Assessment and POC REVIEW:
Update Report, dated 1/15/15, included -
documentation and discussion regatding her The Director of Nursing or
current condition and plans for care. designee will review 100% of all
However, subsequent notes documented new Starts of Care using an audit
increased needs and escalating concerns which tool (see attached
were not addressed, as follows: SOC/RCT/ONSITE Audit tool) to
On 1119/15, the RN documented Patient #4 had ensure that all required elements of
increased agilation, anxiety, and fear. the comprehensive assessment
Additionally, the RN wrote thaf Patient#4 required
FORM Ch5-2567(02-89} Provious Verslons Obsolele ) Event ID:Z1BBi1 Fadility 10: 131520 If continuation sheet Page Eof79
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Continued From page 5 L 333} are identified and that the Plan of

assistance with bathing, dressing, grooming, and
toileting. She required maximum assistance with
transfers from her bed {o her chair.

Further, in a visit note dated 1/21/15, the RN
documented Patient #4 had not slept for 2 days
and was noted fo refuse cares. The 1/21/15 visit
note described her personal hygiene as
deteriorating, and noted she needed assistance
with bathing, dressing, and grooming and noted
that Patient #4's caregiver was non-compliant or
negligent with following the treatment plan, and
indicated there was alcohol and marijuana abuse.

The 1/26/15 RN note documented the family felt
overwhelmed, their sleep was disturbed, care for
Patient #4 caused exira stress, and the caregiver
felt endangered by the patient. She also nofed
that there was abuse or history of abuse within
the family system, and there was family discord.
She noted there was a family feud.

The 1/26/15 note siated nursing would be
increased to twice weekly due {o an increased
need for wound care.

tn an IDG Comprehensive Assessment and POC
Update Report, dated 1/29/15, the RN entered a
detailed summary of the past two weeks,
However, the {DG note did not include
documentation of discussion regarding
interventions related to Patient #4's alcohol
consumption, marijuana abuse, safety concemns
with the nated activites combined with her axygen
and narcofics, or interventions to address Patient
#4's grooming needs. Further, infermation
reiated to alteviating the stress of Patient #4's
caregiver was not present.

. this standard.

Care is updated appropriately and
is pertinent. 100% Audits will
continue until an overall accuracy
rating of 85% is reached. Upon
85% accuracy, the audit rate will
decrease to 75%. Individual
clinicians who fall below 85%
accuracy will have one on one
training, counseling, and follow-up
to ensure compliance with initial
and on-going comprehensive
assessments and development of
a pertinent and accurate Plan of
Care.

RESPONSIBLE:

Director of Nursing has overall
responsibility for the corrective
action and ongoing completion of

COMPLETION:
6/14/15 and on-going
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Continued From page 6

Additionalty, on 2/3/15, the RN documented
Patient #4's family felt cverwhelmed, her iliness
was causing changes in the family lifestyle, her
behavior was endangering the family, and the
famity had extreme feelings of anger. The RN
documented there was discord belween Patient
#4 and her sister, who was her caregiver,

Patient #4's record did net indicate nursing visits
were increased to twice weekly as the RN noted
would be done on the 1/26/15 visit.

in a note dated 2/11/15, the RN Team Lead
documented Patient #4 was found on the floor of
her home, by an outside agency RN and Social
Worker, and taken by EMS to the hospilal. The
duration of time she was on the floor was not .
specified. The RN Case Manager arrived at
Pattent #4's home shorty affer EMS was
contacted to take her to the hospital. While at the
hospital, Patient #4 was diaghosed with
pneumonia and rhabdomyolysis. She revoked
her hospice benefit and was admitted for more
aggressive treatment.

During an interview on 5/06/15 at 10:15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patient #4
was no longer employed at the agency. She
confirmed her record did not include updates to
the comprehensive assessment as her needs
changed. The RN Team Lead confirmed the
record inciuded documentation that Patient #4
required assistance with personal hygiene,
grooming, and basic housekeeping, and she was
unable to find decumentation in the record that a
hospice aide or other assistance was offered {o
Patient #4 or her family.

L 633
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The agency failed to ensure Patient #4’s
comprehensive assessment was updated to meet
her needs.

b. Patient #4's comprehensive assessinent was
not updated to meet her respiratory needs, as
follows:

i. The respiratery assessment documented
Patient #4 had shortness of breath, and
significant dyspnea with exertion. The RN
documented {reatment for dyspnea included
oxygen that was initiated on 11/25/14.
Additionally, the narrative section of a visit note,
dated 11/26/14, included a note written by the RN
which stated "supplies needed: 02 {oxygen)."

An DG Comprehensive Assessment and POC
Update Repori, dated 12/04/14, included direct
verbiage from Patient #4's POC. The report did
nat include discussion of the initiation of oxygen.

fi. In a visit note dated 12/10/14, the RN
documented Patient #4's oxygen saturation was
85% on 2 liters of oxygen. The RN wrote that she
set up Patient #4's oxygen concentrator during
the visit. Patient #4's record did not include a
method of oxygen delivery in the previous visit
notes on 11/26/14 and 12/03/14.

An 1DG Comprehensive Assessment and POC
Update Report, dated 12/18/14, included all
medication and other physician orders from the
previous [DG on 12/04/14. The report did not
include specific condition changes or problems
that were identified from the previous 1DG on
12/04/14 and information related fo discussion or
interventions related o Patient #4's oxygen use

was not present in the report.
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ii1. In a visit note dated 12/23/14, Patient #4's
oxygen saturation was 86%. In the respiratory

-assessment section, the RN wrote "no change.”

The ameunt of oxygen delivery, if any, was not
documented.

An DG Comprehensive Assessment and POC
Update Report, dated 1/02/15, did not inciude
information related to Patient #4's oxygen use.

During an interview on 5/06/15 at 10:15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patient #4
was no longer employed at the agency. She
confirmed her record did not include updates fo
the comprehensive assessment as her needs
changed. ‘

The agency faited to ensure Patient #4's
comprehensive assessment was updated to meet
her needs.

c. Patient #4's comprehensive assessment was
not updated to meet her diabetic and nuiritional
needs, as follows:

i. The section of Patient #4's SOC assessment
dated 11/25/14 that asked if o
endocrine/hematopbietic was assessed, the RN
documented "yes." However, she did not include
information that Patient #4 had diabetes, what
medication she received, or if she monitored
blood glucose levels,

In a visit note dated 11/26/14, the section of the
note to indicate if an endocrine assessment was
performed, the RN wrote "no problems identified."

However, in a visit note dated 12/03/14, the RN

L 533
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documented Patient #4's blood glucose was
between 200-500. The RN documented Patient
#4 was non-compliant with BG, and she placed a
reminder on the refrigerator for Patient #4 1o {ake
her Humalog.

An IDG Comprehensive Assessment and POC
Update Report, dated 12/04/14, included direct
verbiage from Patient #4's POC. The report did
not include discussion of Patient #4's
non-compliance related fo diabetes management.

ii. Avisit note, dated 12/10/14, documented
Patient #4 was taking insulin and checking her
blood glucose 3-4 times daily with ranges of .
160-300. The nole also documented her
nutritional risk score was 8+, an increase from
her admission assessment score of 0-4.

Further, in a visit note dated 12/17/14, the RN
documented "no-change" in the nutritional
assessment section and Patient #4's blood
glucose was documented as 200-300.

An IDG Comprehensive Assessment and POC
Update Report, dated 12/18/14, included all
medication and other physician orders from the
previous 1DG on 12/04/14. The report did not
include specific condition changes or problems
that were idenfified from the previous {DG on
12/04/14. Additionally, information related to
discussion or interventions refated to Patient #4's
elevated blood sugar levels, non-compliance with
diabetes management, or increased nuiritional
risk was not present.

fii. The RN documented, on 12/23/14, that Patient
#4 was not compliant with insulin administration
and blood glucose monitoring.
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An IDG Comprehensive Assessment and POC
Update Repeort, dated 1/02/15, included
documentation that alt Patient #4's medications
were discontinued except her comfort
medications. However, the |IDG report included
all medication and other physician orders from
the previous IDG on 12/18/14, and information
refated to Patient #4's non-compliance with with
diabetes management was not present.

During an interview on 5/06/15 at 10.15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patient #4
was no longer employed at the agency. She
confirmed her record did not include updates to
the comprehensive assessment as her needs
changed.

The agency failed to ensure Patient #4's
comprehensive assessment was updated to meet
her needs.

| d. Patient #4's comprehensive assessment was

not updated o meet her skin and wound care
needs, as follows:

i. Patient #4's SOC assessment, dated 11/25/14,
did not inclide documentation that the RN had
performed a skin assessment. However, a
12/10/14 skin assessment included "poor turgor,
and rash" and her 12/17/14 skin assessment
notes documented "no change."

An IDG Comprehensive Assessment and POC
Update Report, dated 12/18/14, included all
medication and other physician orders from the
previous IDG on 12/04/14. The report did not
include specific condition changes or problems
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that were identified from the previous iDG an
12/04/14, and information related to discussion of
interventions related to Patient #4's "poor turgor,
and rash" was not present.

ii. The skin assessment section on Patient #4's
12/23/14 visit note stated "no problems
identified." Further, in the skin assessment
section of her 12/30/14 note, the RN documented
that a skin assessment was not performed and
wrote "Not appropriate af the time of evajuation.”.

However, Patient #4's record included wound
care instructions for 2 terminal ulcers on her
coccyx and left heel. The order for the wound
care was received on 12/27/14, and signed by the
Medical Director on 12/29/14.

An IDG Comprehensive Assessment and POC
Update Repon, dated 1/02/15, did not include
additional information related to discussion or
interventions related to Patient #4's skin concerns
other than the wound care orders.

iii. In a visit note report dated 1/07/15, the RN
documented Patient #4 had a wound on her
head, an injury that resulted from a fail on
12/31/14. Patient#4 also had sternal and rib pain
from falling and the note documented Patient #4
“falls far forward while sleeping until she fands on
her head." The RN further documented Patient
#4's blood pressure was 96/44, she was having
bloody noses and vomiting of blood.

In the skin assessment section, the RN
documented Patient #4 had bruising to her left
elbow and no pressure ulcers. No other wounds
were identified on the assessment for that date.

L 533
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However, in a visit note dated 1/14/15, the RN
documented Patient #4 had a Stage 3 pressure
ulcer to her left heel. 1t did not include
documentation of a coccyx wound. The RN
further documented in the narrative section
"Intact blister, pressure ulcer of & X 4 cm covered
with Tegaderm.” The location of the wound she
described in the narrative sectiocn was not
identified as the heel wound or the coccyx wound.
it was unclear which foct had the heel wound, or
if both feet had wounds.

The IDG Comprehensive Assessment and POC
Update Report, dated 1/15/15, included -
documentation and discussion regarding her
current condilfon and plans for care. However, in

a visit note dated 1/19/15, the RN documented

Patient #4 had a pressure wound on her right
heel. The cocoyx and left heel wound were not
addressed.

Further, a skin assessment on 1/21/15 included
documentatien of a blister on her left thigh, and a
right heel wound. A visit nofe dated 1/26/15,
docuinented Patient #4 had vesicles on her
infertor heel. However, the note did not identify if
it was her right or her left heel. The narrative
section of the 1/26/15 note included an entry by
the RN describing the "diabetic uicer on her left
thigh." She noted Patient #4's right heel pressure
utcer had a new bilister distally, with purple
discoloration. Tha RN wrote that she suspectad
a DTI, or Deep Tissue Injury, The RN
documented that dressing changes by nursing
would be increased o twice weekly.

In an IRG Comprehensive Assessment and POC
Update Report, dated 1/29/15, the RN entared a
detailed summary of the past two weeks.
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However, the IDG note did not include
documentation of discussion regarding
interventions related to the wounds and did not
indicate that dressing changes would be
increased fto twice weekly.
During an interview on 5/06/15 at 10:15 AM, the L543 418.56 (b) PLAN OF CARE
RN Team lLead reviewed Fatient #4's record.
She siated the RN Gase Manager for Patient #4 Director of Nursing or designee will
was na longer employed at the agency. She provide instruction to RN Case
confirmed her record did not include updates to Managers regarding Policy #2-044
ihe comprehensive assessment as her needs The Plan of Care, and Policy #2-
changed. 050 Interdisciplinary Group
The agency fafled fo ensure Patient #4's ] Meeting the week of 6-8-15.
comprehensive assessment was updated {o meet ) . .
her needs. Instruction wilt include formulation
543 | 418.56(b) PLAN OF CARE L 543| of the patient's plan of care in
conjunction with the patient,
Alf hespice care and services furnished to caregiver/family with each plan of
patients and their families must follow an care to be individualized with
individualized written pfan of care established by specific interventions/measurable
the hospice interdisciplinary group in collaborafion goals to meet the overall needs of
with the attending physician (if any), the patient or ; : o :
representative, a%g t%’e prim;(ary c:g:zegiveprJ in ﬂ;le paérgntl and‘famriyﬂunlt I?.CMdmg
accordance with the patient's needs if any of all medical equipmentsupplies
them so desire. req_uxred to meet the negds of the
patient and documentation of
education provided.
This STANDARD is not met as evidenced by: Medical equipment and supplies
Based on record review and staff interview it was will be identified on the initial plan
determined the agency failed fo ensure an of care and ongoing changes
individualized written pian of care developed by identified will be added to the
the hospice IDG in collaboration with the updated POC
attending physician was followed for 2 of 10 Instruction wili also include
patients (#1 and #6) whose records were ) .
reviewed. Failure to follow the individualized plan documentation of oxygen delivery,
of care had the potential to interfere with hospice wound care, and laboratory
monitoring and specimen handling. N
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L 543} Continued From page 14 L 543} This instruction will include
staff meeting the medical needs of the patient. documenting the rate of Oxygen
Findings include: flow in liters/min, how often;
A , continuous or intermittent, and the
1. Patient #6 was an 889 year old female admitted . . ’ .
to the agency on 11/26/14, with a diagnosis of Edudcatton pri)vclided. .Oxlygen will
Ovarian Cancer. She received SN, SW, and HA e ocymcaln € a'nd l_nc udegi on
services. Her record, including the POC, was the patlgntg medlc_at[on profile and
reviewed for the certification period of 2/24/15 to supply fist; instruction on wound
5124]15. : care assessment and
documentation on the Wound
Patient #8's record included a POC with wound Assessment Tool and obtaining
care orders. The physician orders for wounds physician orders for all wound
statgd for Stage | pressure ulcers a_mmsture care; and instruction on obtaining
barrier cream or a Tegaderm dressing (a
. . orders for all
transparent film dressing} were to be used. Fora treat tsfint H includi
Stage Jl pressure ulcer an antibiotic cream and reatments/interventions including
foam dressing were to be used. The physician laboratory such as PT/INR and
order stated for Stage W or Stage IV pressure ascertaining that orders are
ufcers there was to be a consultation with the present for all
WOCN or physician for treatment, equipment, treatments/interventions and how
and supplies that are needed to promote patient to document alf provided
safety and comfort. interventions and education.
Wounds other than pressure wounds were not L . . -
addressed in Patient #6's physician orders. Additionatly, instructtorj will include
that the plan of care will be
The recerlification visit note, dated 2/24/15 and updated/reviewed at each IDG
completed by the RN, documented Patient #6's meeting and will include
skin was assessed and no problems were documentation of identified
ideniified. Asubsequent SN visit, dated 2/27/15 changes, response to freatment
and completed by the LPN, documented the and progress toward targeted
same. outcomes, which may include:
| An SN visit note, dated 2/28/15 and completed by PhnirToacologlca] ef'fecttlver;ess for.
the LPN, documented she was contacied by, sy p m managemen ou(comes‘
Patient #6's caregiver for a new open wound that Any increase or decrease in
was bleeding. The LPN documented Patient #6 symptoms or acuity; Increases or
had @ new wound, which was weeping but not decreases in frequency of visits by
open, to her left lower abdominal area. The
Facility 1D: 131520 I# conlinuation sheef Page 15 of 79
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L 543 | Continued From page 15 L 543| team members and reason for the

wound was documenied as " ...quarter sized top
white with possible puss under the skin and
pottom black with skin covering entire wound bed
that had serosanguinous fluid weeping from it,

.| Area surrounding wound area 4-6 inches in

diameter warm red raised with signs of possihle
infection.”

The L.PN documented Patient #6's physician was
contacted and antibiotics were ordered. The
wound was cleansed and covered with a
Tegaderm dressing by the LPN. There was no
documentation the RN was notified of the wound
or of the order for the antibiotic.

Additionally, physician orders for cleaning the
wound or applying the Tegaderm dressing were
not present.

An SN visit note, dated 3/01/15 at 1:12 PM and
completed by the LPN, documented Patient #6's
wound was open and draining a pustuient yellow
fluid. The LPN documented the surrounding area
was red, warm, and raised. The LPN stated while
cleaning the wound the skin on the wound had
opened,

There was no documentation the physician or RN
was notified of the wound or changes in its
appearance.

Asubsequent SN visit was conducted on 3/01/15
at 9:46 PM by the LPN. Patient #6's caregiver
had confacted the LPN because the wound
dressing had fallen off due to excessive draining
from the wound. The LPN documented the
wound was cleansed and a new dressing was
applied.

change; Psychosocial needs
identified and
consultations/conferences with
patient and family/caregiver;
Ongoing spiritual support; Plan for
changes in treatments or
procedures; and Problem solving
for optimal care of the patient and
family/caregiver.

Director of Nursing or designee
will perform two (2) on-site visits
per identified clinician to perform
an audit (see attached
SOC/RCT/ONSITE Audit tool) to
ensure that medications, DME
and supplies, wound care, and
the patient’s developed Plan of
Care are pertinent and
appropriate.

Director or Nursing will ensure
mandatory training is completed
for RN's the week of 6/8/15,
with a mandatory post-test to
“ensure that all required
elements of the development
of .a pertinent and accurate
Plan of Care are completed
and documented appropriately
and that these elements are
used to update the patients’
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Patient #6's wound, Palient #6's record included HR i d will b
an order requesl, dated 3/02/15, for wound care. system anc wiil be

The order for wound care stated "Cleanse with unable {o provide patient
wound cleaner, Pat dry. Skin prep around care and will not be re-
boarders [sic]. Cover with absorbent dressing of activated until they have viewed
choice. Change 3x weekly and as needed lo this WebEx. The WebEx will
confrof exudate.” . ; .

also be part of the crientation
An SN visit note, dated 3/03/15 and completed by process with a post-test and
the RN, docuimented Patient #8's wouind to the { attestation for new licensed
leff lower abdomen was draining copious nursing staff.

amounts of brown tinged fluld. The RN stated a
colostomy bag was placed over the wound to
coniain the draining fluid.

Beginning the week of 6-14-15,
Director of Nursing or designee
) will perform two (2) on-site visits
There was no documentation Patient #6's per identified clinician to perform

physiclan was contacted regarding the placement .
of the colostomy bag to contain the draining fluid an audits (see attached

instead of using an absorbent dressing. SOC/RCT/ONSITE Audit tool) to
y S ensure that medications, DME

An SN visit note, dated 3/04/15 and completed by and supplies, wound care, and

the RN, documented Patient #6's wound drainage the patient's developed Plan of

was Increasing. The RN documented an ostomy

bag was placed on the wound o contain the- Care are pertinent and

drainage. ' appropriate.
There was no documentation Patient #6's REVIEW:

{ physician was contacted for cansultation -
regarding the Increased drainage and changing _ The Director of Nursing or

status of Patient #6's wound or the

appropriateness of the use of the ostomy bag. designee will review 100% of all
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There'was no docuimen{ation the RN or physician who could not attend the
was nolified of the excessive draining from the  ~ trainings will be required to
wound. . )
. view the WebEx presentation of
An SN visit note, dated 3/02/15 and completed by | the training by 6-22-15. Inactive
the RN, did not include documentation of an and pari-time licensed nursing -
assessment, description, or dressing change of staff will be in-activated in the
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An SN visit note, dated 3/09/15 and completed by
the RN, documented Patient #6's wound had
created its own stoma (a mouth-like apening in
the skin) and was draining a dark, mifky color fluid
with a foul odor.

There was no documentation Patient #6's
physician was notified of the wound changes.

SN visits were documented on 3/11/15, 3/12/15,
3113716, 31415, 3M5M5, 3/16/15, 347115,
3M8/15, 31815, and 2 visits on 3/20/15. There
was no documentation in the visit notes indicating
Patient #6's physician was notified or consulted
with for wound care.

During an interview on 5/07/15 at 10:05 AM, the
RN who completed the recertification visit
reviewed the record. The RN stated she was
coordinating Patient #6's wound care with the
physician and other staff members. She siated
the physician was in agreement with the wound
care she was providing. The RN confirmed there
were no wound care arders or discussions with
the physician documented in the record.

The agency failed to ensure wound care was
provided to Patient #8 in accordance with
physician's orders. :

2. Patient #1 was a 94 year old male admiited to
hospice services on 12/19/14, relaled to a
terminal diagnosis of CHF. Patient #1 received
SN, HA, 8W, and Chaplain services. His POC
and record for the ceriification period 3/19/15 until
his death on 4/05/15, was reviewed.

Patient #1's record noted he was taking
Coumadin {warfarin}, a blood ihinner. However

(X4}1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY}
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new Starts of Care using an audit
tool (see attached
SOC/RCT/ONSITE Audit tool) to
ensure that all required elements of
the comprehensive assessment
are identified and that the Plan of
Care is updated appropriately and
is pertinent. 100% Audits will
continue until an overall accuracy
rating of 85% is reached. Upon
85% accuracy, the audit rate will
decrease to 75%. Individual
clinicians who fail below 85%
accuracy will have one on one
training, counseling, and follow-up
to ensure compliance with
development of a pertinent and
accurate Plan of Care.

RESPONSIBLE:

Director of Nursing has overall
responsibility for the corrective
action and ongoing completion of
this standard.

COMPLETION:
6/14/15 and on-going
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the POC did not include routine blood {ests for
PT/INR to monitor his ability to clol.

Further, in a visit note report dated 3/24/15 from
4:07 PM to 4:40 PM, the RN documented Patient
#1's last BM was on 3/22115.

Later that evening, in a "Client Coordinatlion Note
Report," an RN documented a phone call was
received from the ALF at 7:52 AM. The ALF was
calling to report that Patient #1 was having a
moderate amount of fower abdominal pain, and
had frank blood in his stool. The RN documented
she instructed the ALF staff to administer Miralax
{a laxative), and fo hold the-Coumadin until
further notice. Patient #1's record did not include
documentation the RN obtained an order for the
Coumadin to be held, Additionally, the record did
not include documentation Patient #1's physician
was notified of the bioody stools.

The MAR from the ALF documented Patient #1
received Coumnadin 5 mg orally at 5:00 PM each
day in March 2015 except 3/31/15. The MAR did
not indicate his Coumadin doses were o be held
from 3/24/15 until further notice.

b. In a PRN visit note on 3/29/15 from 3:45 AM to
10:23 AM, the LPN documented Patient #1 fell on
3/28/15. The LPN noted Patient#1 had a skin
tear to his left elbow that he cleansed, and
applied medicated ointment, steri-strips, and a
dressing to. The visit note report did not
document Patient #1's physician or case
manager was notified of his fall. Additionally, the
LPN did not obtain wound care orders.

During an interview on 5/07/15 beginning at 10:30
AWM, an RN that identified hersalf as "Branch
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The hospice must develop an individualized
written plan of care for each patient. The plan of
care must reflect patient and family goals and
interventions based on the probiems identified in -
the inittal, comprehensive, and updated
comprehensive assessments. The plan of care
must include ali services necessary for the
palliation and management of the terminat illness
and related conditions, including the following:;

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the agency failed to ensure a
comprehensive individualized POC was
developed and updated by the IDG to ensure
patient needs were met for 1 of 10 patients {#4)
whose records were reviewed, Failure to develop
individualized plans of care had the potential to
interfere with the ability of hospice staff to meet
each patienf's current needs. Findings include:

1. Patient ##4 was a 59 year old female who was
admitied to hospice on 11/25/14, with a terminal

L545 418.56 (c) CONTENT OF
PLAN OF CARE

Director of Nursing or designee will
provide instruction fo RN Case
Managers regarding Policy #2-044
The Plan of Care, and #2-046
Verification of Physician’s
Orders the week of 6-8-15.

Instruction will inciude formulation
of the patient's plan of care in
conjunction with the patient,
caregiver/family with each plan of
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Office Team Lead,” reviewed Patient #1's record.
The RN Team Lead reviewed the documentation
indicating Patient #1 had bioody stools, and the
documentation of instructing the ALF fo hold the
Coumadin on 3/24/15. She confirmed the ALF
MAR indicated Coumadin was continued daily
untit 3/31/15. The RN Team Lead also confirmed
documentation of wound care.
The agency failed to ensure Patient #1's care was
provided in accordance with physician's orders.
L. 545 | 418.56(c) CONTENT OF PLAN OF CARE L 545
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diagnosis of liver cancer with a prognosis of less
than & months. Additional diagnoses included
Hepatitis C, cirrhosis of the iiver, diabetes, and
HTN.

Patient #4 was on hospice services from 11/25/14
to 2/11/15, when she revoked her hospice benefit
to pursue aggressive therapy. While receiving
hospice services, Patieni #4's record documented
changes in her condiiion. However, her record
did not reftect IDG activities and updates o her
assessment with changes to her PGC. Examples
included, but were not limited to, the following:

a. Patient #4's POC was not updated to meet her
social, emotibnal, and pain manageiment needs,
as foilows:

i. Patient #4's SOC assessment dated 11/25/14,
perfarmed by the RN, documented Patient #4
tived alone, her home was in a remote location,
and her living area was unclean and cluttered.
The assessment identified her sister as her
primary caregiver, who lived next{ door.

The section of the assessment that identified her
social support system included entries of "lives
alone or without concerned relatives,” "family
[support sleep disturbed with patient's care," and
“in need of respite care/sitter services." In the
section which the RN was to indicate ali abnormai
social issues, she entered "other," and did not

specify.

On a form tifled "Medical Review Alf Diagnoses,”
dated 11/25/14, the admitting RN wrote "Pt can
no longer walk to her sisters house who lives next
door. Is house bound unless extra measures are
taken fo lessen the burden of exertion."

STATEMENT OF DEFICIENCIES (X?) PROVIDERI/ISUPPLIERICLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFCATION NUMBER: COMPLETED
A. BUILDING
C
131520 B. WING 05/08/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
HORIZON HOME HEALTH & HOSPICE 900 N LINDER RO
MERIDIAN, ID 83642
{X4) iD SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING lNFORMATlON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) . DEFICIENCY)
L 545 Continued From page 20 L 545| care to be individualized with

specific interventions/measurable
goals to meet the overall needs of
the patient and family unit.
Education provided will also
include obtaining specific MD
orders for required interventions at
the Start of Care and ongoing to
meet the needs of the patient such
as wound care, laboratory orders,
missed visit notifications, and
updating the visit frequency when
adding PRN visits to the schedule.

Beginning the week of 6-14-15,
Director of Nursing or designee
will perform two (2) on-site visits
per identified clinician to perform
an audits (see attached
SOC/RCT/ONSITE Audit tool} to
ensure that medications, DME
and supplies, wound care, and
the patient’s developed Plan of
Care are pertinent and
appropriate.

Director or Nursing will ensure
mandatory training is completed
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with a mandatory post-test to

An DG Comprehensive Assessment and POC -
‘ ensure that all required

Update Report, dated 12/04/14, Included direct

verbiage from Patienl #4's POC. The report did elements of the development .
not inciude discussion of the identified unclean of a perlinent and accurale
and cluttered living area, the need for "respite Plan of Care are completed

care/sitler services,” or "abnormal social issues."

Further, the report did not include addiional and documented appropriately

information or interventions related to Patient #4's and that thesc elements are
inahility to walk to her sister's house or what used fo update the patients'
"extra measures...lo lessen the burden of plaris of care appropriately. RN's
exerlion™ were considered andfor taken. who could not attend the

il. A visit nole, dated 12/10/14, included trainings will be required to
documentation that Patient #4 required view the WebEx presentation of
assistance with ADLs of bathing, dressing, and the training by 6-22-15, Inactive
grooming. However, Palient#4's record did not and part-time licensed nursing
mdlgate if & hospice aide was suggested for staff will be In-activated in the
assistance, ]

. HR system and will be
Additionally, a visit note dated 12/17/14, unable to provide patient
documented Patient #4 had an anxiely level of 8 care and will not be re-
which was an increase from her previous nursing . .
visit {anxiely level of 6} and her admission ?ﬁtlv\?\;ed}:untlf they have wfawed
assessment (anxiety lovel of 0). Further, her pain Is WebEx. The Wel?Ex W'_"
Increased from 8/10 during her previous nussing also be part of the orientation
visit to to 8/10. | process with a post-test and

attestation for new licensed

An (DG Comprehensive Assessment and POC nursing staff.

Update Report, dated 12/18/14, included all
medication and other physician orders from the

previous (DG on 12/04/14, The report did not Beginning the week of 6-14-18,
include specific condition changes or problerns Director of Nursing or designee
that were identified from the previous IDG, : will perform two (2) on-site visits

Additionally, Informalion refated o discussion or

interventions related to Patient #4's increased per identified clinician to perform

need for assistance with ADLs or her Increased an audits (see aftached
anxiety and pain was not present in the report. SOC/RCT/ONSITE Audit tool) to
FORiA CMS.-2667(02-99) Previous Versions Obso!ele EventiD: 218811 Facliity 10: 131520 If continuatfon sheet Page 22 of 79
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iii. A visit note, dated 12/23/14, stated the "ciutter
has increased” in Patient #4's home. in the
section "ermotional status,” the RN wrote
"deteriorating.” The RN did not include further
assessment to describe how Patient #4 was
deteriorating. However, the note included a
detailed narrative entry in which the RN described
missing methadone. An empty boftle was found
in the trash, which was labeled as 5 mg
methadone, 60 tablets, The liquid morphine was
diluted to a watery substance. Additionally, she
described 5 boxes of wing, 1 in the refrigerator
and 2 were empty. Patient #4's sister was
documented as stating she would keep her
medications for safety reasons since Patient #4
was found passed out. The RN did not document
when the passing out incident occurred,

An IDG Comprehensive Assessment and POC
Update Report, dated 1/02/15, included
documentation that all Patient #4's medications
were discontinued excepl her comfort
medications. However, the 1DG report included
alt medication and other physician orders from
the previous IDG on 12/18/14. Information
related to Patient #4's increased home clutter,
deteriorating emotional status, and potential
substance misuse was not present.

iv. The RN documented, on 1/7/15, that Patient
#4 needed assistance with ADLs of
housekeeping, shopping, meal prep, feeding,
toileting, bathing, dressing, and grooming.

The IDG Comprehensive Assessment and POC
Update Report, dated 1/15/15, included
documentation and discussion regarding her
current condition and plans for care.

and supplies, wound care, and
the patient’s developed Plan of
Care are pertinent and
appropriate.

REVIEW:

The Director of Nursing or
designee will review 100% of all
new Starts of Care using an audit
tool (see attached
SOC/RCT/ONSITE Audit tool) fo
ensure that all required elements of
the comprehensive assessment
are identified and that the Plan of
Care is updated appropriately and
is pertinent. 100% Audits will
continue until an overall accuracy
rating of 85% is reached. Upon
85% accuracy, the audit rate will
decrease to 75%. Individual
clinicians who fall below 85%
accuracy will have one on one
fraining, counseling, and follow-up
to ensure compliance with
development of a pertinent and
accurate Plan of Care.

RESPONSIBLE:
Director of Nursing has overall
responsibility for the corrective
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Continued From page 23

However, subsequent notes documented
increased needs and escalating cancerns which
were not addressed, as follows:

On 1/19/15, the RN documented Patient #4 had
increased agitation, anxiety, and fear.
Additionally, the RN wrote that Patient #4 required
assistance with bathing, dressing, grooming, and
toileting. She required maximum assistance with
transfers from her bed to her chair.

Further, in a visit note dated 1/21/15, the RN
documenied Patient #4 had not stept for 2 days
and was noted fo refuse cares, The 1/21/15 visit
note described her persenal hygiene as
deteriorating, and noted she needed assistance
with bathing, dressing, and grooming and noted
that Patient #4's caregiver was non-compiiant or
negligent with following the treatment plan, and
indicated there was alcohol and marijuana abuse,

The 1/26/15 RN note documented the family fell
overwhelmed, their sleep was disturbed, care for
Patient #4-caused exira stress, and the caregiver
felt endangered by the pallent. She aiso noted
that there was abuse or history of abuse within
the family syslem, and there was family discord.
She noted there was a family feud,

The 1/28/15 note stated nursing would be
increased to twice weekly due to an increased
need for wound care.

in an IDG Comprehensive Assessment and POC
Update Report, dated 1/29/15, the RN entered a
detailed summary of the past two weeks.
However, the IDG note did not include
documentation of discussion regarding

interventions related to Patient #4's alcohol

L 545/ action and ongoing completion of

this standard.

COMPLETION:
6/14/15 and on-going
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consumption, marijuana abuse, safety concerns
with the noted activites combined with her oxygen
and narcotics, or interventions fo address Patient
#4's grooming needs, Further, information
related to alleviating the stress of Patient #4's
caregiver was not present.

Additionally, on 2/3/15, the RN documented
Patient #4's family felt overwhelmed, her illness
was causing changes in the family iifestyle, her
behavior was endangering the family, and the
family had extreme feelings of anger. The RN
documented there was discord between Patient
#4 and her sister, who was her caregiver.

Patient #4's record did not indicate nursing visits
were increased to twice weekly as the RN noted
weuld be done on the 1/26/15 visit.

In a note dated 2/11/15, the RN Team Lead
documented Patient #4 was found on the floor of
her home, by an outside agency RN and Social
Worker, and taken by EMS o the hospital. The
duration of time she was on the floor was not
specified. The RN Case Manager arrived at
Patient #4's home shortly after EMS was
contacted to take her to the hospital. While at the
hospital, Patient #4 was diagnosed with
pneumonia and rhabdomyaolysis. She revoked
her hospice berefit and was admitted for more
aggressive treatment. :

During an interview on 5/06/15 at 10:15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patlient #4
was no longer employed at the agency. She
confirmed her record did not include updates to
the POC as her needs changed. The RN Team

Lead confirmed the record included
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documentation that Patient #4 required
assistance with personal hygiene, grooming, and
hasic housekeeping, and she was unable to find
documentation in the record that a hospice aide
or other assistance was offered to Patient #4 or
her family.

The agency failed to ensure Patient #4's POC
was updated to meet her needs.

b. Patient #4's POC was not updated to meet her
respiratory needs, as follows:

i. The respiratory assessment documented
Patient #4 had shortness of breath, and
significant dyspnea with exertion. The RN
documented treatment for dyspnea included
oxygen that was initiated on 11/25/14.
Additionatly, the narrative section of a visit note,
dated 11/26/14, included a note wrilten by the RN
which stated "supplies needed: O2 {oxygen}."

An IDG Comprehensive Assessment and POC
Update Report, dated 12/04/14, inciuded direct
verbiage from Patient #4's POC. The report did
not include discussion of the initiation of oxygen.

ii. In a visit note dated 12/10/14, the RN
documented Patient #4's oxygen saturation was
85% on 2 liters of oxygen. The RN wrote that she
set up Patient #4's oxygen concentrator during
the visit. Patient #4's record did not include a
method of oxygen delivery in the previous visit
notes on 11/26/14 and 12/03/14.

An IDG Comprehensive Assessment and POC
Update Report, dated 12/18/14, included all
imedication and other physician orders from the

previous 1DG on 12/04/14. The report did not
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include specific condition changes or problems
that were identified from the previous iDG on
12/04/14 and information related to discussion or
interventions related to Patient #4's oxygen use
was not present in the report.

jii. In a visit note dated 12/23/14, Patient #4's
oxygen saturation was B8%. In the respiratory
assessment section, the RN wrote "no change.”
The amount of oxygen delivery, if any, was nat
documented.

An DG Comprehensive Assessment and POC
Update Report, dated 1/02/15, did not include
information related fo Patient #4's oxygen use.

During an interview on 5/06/15 at 10:15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patient ##4
was no longer employed at the agency. She
confirmed her record did not include updates fo
the POC as her needs changed.

The agency failed to ensure Patient #4's POC
was updated to meet her needs.

¢. Patient #4's POC was not updated to meet her
diabetic and nutritional needs. ‘

i. The section of the SOC assessment dafed
11/25/14, that asked if endocrine/hematopoietic
was assessed, the RN documented "yes."
However, she did not include information that
Patient #4 had diabetes, what medication she
received, or if she monitored blood glucose
fevels.

In a visit note dated 11/26/14, the section of the

note to indicate if an endocrine assessment was

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A.BUILDING
C
131520 B. WING 05/08/20156
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHTY, STATE, ZIP CODE
900 N LINDER RD
HORIZON HOME HEALTH & HOSPICE
MERIDIAN, ID 83642
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENCY)
L 545 Continued From page 26 L 545

FORM ChS-2567{02-98) Previous Versions Obsolete EventD: 216811

Facitity 1D: 131520

If continuation shest Page 27 of 79




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

PRINTEL: 052652015

FORM APPROVED

OB NO. 0938-0391

performed, the RN wrote "no problems identified."
However, in a visit note dated 12/03/14, the RN
documented Patient #4's blood glucose was
between 200-500. The RN documented Patient
#4 was non-compliant with BG, and she placed a
reminder on the refrigerator for Patient #4 to take
her Humalog.

An DG Comprehensive Assessment and POC
Update Repart, dated 12/04/15, included direct
verbiage from Patlent #4's POC. The report did
not include discussion of Patient #4's
non-compliance related to diabetes management.

ii. A visit note, dated 12/10/14, documented
Patient #4 was taking insulin and checking her
blood glucose 3-4 times daily with ranges of
160-300. The note also dacumented her
nutritional risk score was 8+, an increase from
her admission assessment score of 0-4,

Further, in a visit nofe dated 12/17/14, the RN
documented "no-change” in the nufritional
assessmeni section and Patient #4's blood
glucose was documented as 200-300.

An IDG Comprehensive Assessment and POC
Update Report, dated 12/18/14, inciuded alf
medication and other physician orders from the
previous IDG on 12/04/14. The report did not
include specific condition changes or problems
that were identified from the previous DG on
12/04/14. Additionally, information related to
discussion or interventions related to Fatient #4's
elevated blood sugar fevels, non-compliance with
diabetes management, or increased nuftritional
risk was not present,

iii. The RN documented, on 12/23/14, that Patient
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#4 was not compliant with insutin administration
and blood glucose monitoring.

An IDG Comprehensive Assessment and POC
Update Report, dated 1/02/15, included
documentation that all Patient #4's medications
were discontinued except her comfort
medications. However, the IDG report included
alt medication and other physician orders from
the previous DG on 12/18/14, and information
related to Patient #4's non-compliance with with -
diabetes management was not present.

During an interview on 5/06/15 at 10:15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patient #4
was no longer employed at the agency. She
confirmed her record did not include updates to
the POC as her needs changed.

The agency failed to ensure Patient #4's POC
was updated fo meet her needs.

d. Patient #4's POC was not updated to meet her
skin and wound care needs.

i. Patient #4's SOC assessment, dated 14/25/14,
did not include documentation that the RN had
performed a skin assessment, However, a
12/10/14 skin assessment included "poor turgor,
and rash” and her 12/17/14 skin assessment
notes documented "no change."

An 1DG Comprehensive Assessment and POC
Update Report, dated 12/18/14, included all
medication and other physician orders from the
previous IDG on 12/04/14. The report did not
include specific condition changes or problems
that were identified from the previous |DG on
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12/04M14, and information related fo discussion or
inferventions related to Patient #4's "poar turgor,
and rash" was not present.

ii. The skin assessment section on Patient #4's
122314 visit note staled "no problems
identified.” Further, in the skin assessment
section of her 12/30/14 note, the RN documented
that a skin assessment was nof performed and
wrote "Not appropriate at the time of evatuation.”

However, Patient #4's record included wound
care instructions for 2 terminal ulcers on her
coccyx and left heel. The order for the wound
care was received on 12/27/14, and signed by the
Medical Director on 12/29/14.

An IDG Comprehensive Assessment and POC
Update Report, dated 1/02/15, did not include
additional information related to discussion or
interventions related o Patient #4's skin concerns
other than the wound care orders.

jii. In a.visit nofe report dated 1/07/15, the RN
documented Patient #4 had & wound on her
head, an injury that resulted from a fall on
12131114, Patient #4 also had sternal and rib pain
from falling and ihe note documented Patient #4
“falls far forward while sleeping until she lands on
her head.” The RN further documented Patient
#4's blood pressure was 96/44, she was having
bloody noses and vomiting of blood.

In the skin assessment seclion, the RN
documented Palient #4 had bruising to her left
elbow and no pressure ulcers. No other wounds
were jdentified on the assessment for that date.

However, in a visit note dated 1/14/15, the RN
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documented Patient #4 had a Stage 3 pressure
ulcer o her teft heel. It did not include _
documentation of a coccyx wound. The RN
further documented in the narrative section
"Intact blister, pressure ulcer of 5 X 4 cm covered
with Tegaderm." The jocation of the wound she
described in the narrative section was not
identified as the heel wound or the coccyx wound.
it was unclear which foot had the heel wound, or
if both feet had wounds.

The DG Comprehensive Assessment and POC
Update Report, dated 1/15/15, included
documentation and discussion regarding her
current condition and plans for care. However, in
a visit note dated 1/19/15, the RN documented
Patient #4 had a pressure wound on her right
heel. The coccyx and left heel wound were not
addressed.

Further, a skin assessment on 1/21/15 included
documentation of a blisier on her left thigh, and a
right heel wolind. A visit note dated 1/26/15,
documented Patient #4 had vesicies on her
inferior heel. However, the nofe did not identify if
it was her right or her left heel. The narrative
section of the 1/26/15 note included an entry by
the RN describing the "diabetic ulcer on her left
thigh." She noted Patiént #4's right heel pressure
ulcer had a new biister distally, with purple
discoloration, The RN wrote that she suspected
a DT, or Deep Tissue Injury, The RN
documented that dressing changes by nursing
would be increased to twice weekly.

in an DG Comprehensive Assessment and POC
Update Report, dated 1/298/15, the RN entered a
detailed summary of {the past two weeks.

However, the IDG nofe did not include
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- was determined the agency failed to pravide

Continued From page 31

documentation of discussion regarding
interventions related lo the wounds and did not
indicate that dressing changes would be
increased to twice weekly.

During an interview on 5/06/15 at 10:15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patient #4
was no longer employed at the agency. She
confirmed her record did not include updates to
the POC as her needs changed.

The agency failed to ensure Patient #4's POC
was updated to meet her needs.
418.56(c){1} CONTENT OF PLAN OF CARE

[The plan of care must include all services
necessary for the palliation and management of
the terminal iliness and refated conditions,
including the following:)

{1) Interventions to manage pain and symptoms.

This STANDARD is not met as evidenced by;
Based on record review and staff interview, it

patients with palliative treatment for symptom
management related to the terminal diagnosis for
1 of & active patients {#8), whose records were
reviewed. This resuited in unnecessary,
unrelieved pain and distress for the patient and
caregiver. . The findings include:

1. Patient #8 was a 57 year old female who was
admitted to hospice on 2/28/15 with a diagnosis
of end stage renal disease with a prognosis of
less than 6 months. Additional diagnoses

L 545

L 546| L546 418.56 {c) (1) CONTENT OF
PLAN OF CARE

Director of Nursing or designee will
provide instruction to RN Case
Managers and LPN's regarding Policy
#2-044 The Plan of Care and Policy
#2-032 Pain Assessment the week of
5-8-15.

A written individualized patient and
family/caregiver plan of care will be
established and maintained for each
individual admitted to the hospice
program. Provided instruction
includes that the plan of care will
identify the patient’s needs and
services required to meet those needs,
including the management of pain and
discomfort and symptom relief,
fnstruction wilf include provision of
pain management including
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L 546 i , ' "
> QO”t'”“ec’_ me page 3‘_? ) . L 548 techniques and modalities as well as
included cirrhosis, morbid abesity, decubitus obtaining of needed

ulcers on right heel, cocoyx, and left lower leg,
chronic pain, and diabetes. A note dictated hy
her physician and signed on 2/27/15,
documented Patient #8 was non-ambulatory.
The dictated note by her hospice physician

included a plan to "maintain excellent pain -
control.” Medication’s in a timely manner for all

patients who suffer from pain.
The agency did not ensure Palient #8 received
pain medications as ordered by her physician as Director of Nursing or designee will
follows: perform two (2) on-site visits per
identified clinician to perform an
audits (see attached
SOC/RCT/IONSITE Audit tool) to
ensure that medications, DME and

Patient #8's record documented she transferred
from another state where she was on hospice.
The fransfer documents, dated 2/25/15, included
a medication list that indicated Patient #8 was

receiving fentanyl transdermal patch, 37.5 meg supplies, wound care, pain

every 72 hours for pain. management, visit frequencies, and
the patient’s developed Plan of

The POC for Patient #8 for the certification period Care are per{inent and appropriate.

2/28/15 to 5/28/15, included fentanyl transdermal
37 meg/hr, 1 patch every 72 hours, The POC
noted the medication was for pain.

Director or Nursing will ensure
mandatory fraining is completed for
licensed nurses the week of 6/8/15,

Patient #8's record documented repeated delays
in securing the fentanyl patches as follows:

In a "Client Coordination Note Repori," noted as a with a mandatory post-test to

late entry for 3/02/15, the RN documented she ensure that all required

dropped off a prescription for fentany! patches elements of the development of
and Norco at a pharmacy, and Patient #8's sister a pertinent and accurate Plan
would pick it up. of Care are completed and

In a "Client Coordination Note Repori,” the Social documented appropriately and that

Worker documented on 3/03/15 that Patient #8 these elements are used to update
was unable to get relief from the pain, and the patients' plans of care

"Patient stiit does not have the fentanyl patch." appropriately. Licensed Ntrses who

could not attend the trainings will
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{ 546 iConttg;JethCmmc:{J.ag? SSN o Roport dated L548] pe required to
h a "Client Coordination Note Reporl," date view the WebEx presentation of the
3104/15 tt::e LPfN ciioculmergtr;c'il Patten&#B st tralning by 6-22-15. Inactive and part-
0es ot have tenanyl patc time licensed nursihg staff will be In-

activated in the HR system and
will be unable lo provide patient
care and will not be re-activated
uniil they have viewed this WebEx,
The WebEx will also be pad of the

in a "Client Coordination Note Report,” dafed
3/09/15, the Branch Manager doctimented
Patlent #8 "still has nol received fentanyl paltches
from the pharmacy.” In an additional entry on the
same report, the Branch Manager nioted she

stopped by the pharmacy, and the pharmacist orientation process with a post-test

slated an authorization form for the fentanyl and aftestation for new licensed

patches was sent fo the physiclan. The Branch nursing staff.

Manager noted she left a message at the . ' :

physician's office to have the authorization form Beginning the week of 6-14-15,

signed and faxed fo the pharmacy. . Director of Nursing or designee will
: perform two (2} on-sile visils per

In a "Client Coordination Note Reporf," the Social identified clinician to perform an

Worker documented on 3/10/15, thal Patient #8 . | audits (see aftached

was experiencing significant pain and Was still SOG/RCT/ONSITE Audit tool) to

waiting for the fentanyl palches. ensure that medlcations, DME and

In a "Client Coordination Note Report," dated : ;ggzﬁz ::_; 3‘;?;323%]::2; %Zre are '

3111415, the LPN documented Patient #8
continued fo have pain, and noled "Has not
gotte:n a f::?rox al [sic] for fentanyl patch from REVIEW:
Medicaid,

pertinen! and appropriate.

The Director of Nursing or designee will
review 100% of all new Starts of Care

and Recerlification Visils using an audit
tool (see altached SOC/RCT Audit taol)

Patient #8's record did not include further
indicatton of follow-up regarding obtaining the
fentanyl palches. .

.} Patien{#8's record included a verbal order, dafed | to ensure that all required eloments of
3/24/15, to discontinue the fentanyt patches, .| the cornprehensive assessment are
However, Patient #8's record did not include . Identified and that the Plan of Gare Is
documentation of why the medication was updated appropriately and is pertinent.
discontinued. 100% Audits will continue until an overall

accuracy raling of 85% is reached. Upon

i i 07115 at 10:40 AM, Patient :
fn an Interview on 5/07/15 at 4 M, Patien 85% accuracy, the audit rate will

#8's RN Case Manager stated she never got the
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L 546 | Continued From page 34 L 546 decrease to 75%. Individual clinicians
fenfanyl patches as it was not related to her who fall below 85% accuracy will have
terminal diagnosis, and therefore was not one on one training, counseling, and
authorized. She further stated that Patient #8 follow-up to ensure compliance with
was using fentanyl patches at her previous development of a perfinent and accurate
hospice location because there were concerns
; . o . Plan of Care.
.| regarding drug diversion of her oral pain
medications by family members. RESPONSIBLE:
T failed t ffecti . Director of Nursing has overall
& agency tal ed 1o eqzu;ete Pe Ct.lvet;;#agn responsibility for the corrective action
fmanagementwas proviaea o Fatent #. and ongoing completion of this standard.
L 547 | 418.56(cH2) CONTENT OF PLAN OF CARE L 547

[The plan of care must include all services
necessary for the paliiation and management of
the terminal iflness and related conditions,
including the following:]

(2) A detailed statement of the scope and
frequency of services necessary to meet the
specific patient and family needs.

This STANDARD is not met as evidenced by;
Based on record review and staff interview, it
was determined the agency failed to ensure the
POC contained a detailed statement of the
frequency of services necessary to meet patient
needs for 1 of 10 patients (#6) whose records
were reviewed. This had the potential to result in
unmet patient and family needs. Findings
include:

1. Patient #6 was an 89 year old female admiited
to the agency on 11/26/14, with a diagnosis of
Qvarian Cancer. She received SN, SW, and HA
services. Herrecord, including the POC, was
reviewed for the cerification petiod of 2/24/15 to
5/24/15.

COMPLETION:
6/14/15 and on-~going

547 418.56 {c) (2) CONTENT OF
PLAN OF CARE

A written individualized patient and
family/caregiver plan of care will be
established and maintained for each
individual admitted to the hospice
program. Instruction to the RN Case
Managers wilt include that the plan of
care will identify the patient’s needs and
services required to meet those needs,
including the management of pain and
discomfort and symptom relief. It must
state, in detail, the scope and frequency
of services needed to meet the patient's
and family/caregiver's needs.
Beginning the week of 6-14-15,
Director of Nursing or designee will
perform two {2} on-site visits per
identified clinician to perform an
audits (see attached
SOC/RCT/ONSITE Audit tool) to
ensure that medications, DME and
supplies, wound care, pain
Mmanagement, visit frequencies, and
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the patient's developed Plan of Care
are perlinent and appropriate.
Director or Nursing will ensure
mandatory {raining is completed for
licensed nurses the week of 6/8/15,
with a mandatory posi-test to ensure
that all required elements of the

Palient #6's record included an order request by
the RN, dated 3/02/15, for wound care and
increasing SN visits. The order for wound care
stated "Cleanse with wound cleaner, Pat dry. Skin
prep around boarders [sic]. Cover with absorbent
dressing of choice. Change 3 x weekly and as

needed to control exudate.” developmenti of a pertinent and
accurate Plan of Care are

The request also included a change in fraquency completed and dosumented

for SN visits. The frequency request did not appropriately and that these

correlate with the wound care request for elements are used to update the

ghanging the wound dressing 3 times weekly. patients’ plans of care appropriately.

The request for the frequency change staled the Licensed Nurses who could not attend

SN was to visit 5 times a week for 1 week, 2 the trainings will be required to view

times a week for 9 weeks, and 2 times a week for the WebEx presentation of the

1 week. | traiving by 8-22-15. Inactive and part-

. . . . time licensed nursing staff will be In-

Fhez physml:ian orc_ie.r request was signed by - | activated in the HR system and

Patient #6's physician on 3/03/15. will be unable to provide palient

care and will not be re-activaled =)
until they have viewed this WebExX. i
The WebEx will also be part of the
orientation process with a post-test
and attestation for new licensed

During an interview an 5/07/15 at 10:05 AM, the
RN reviewed the record and confirmed she had
written the order request. She confirmed the visit
frequency did not correlate with changing the
wound dressing 3 times weekly. She stated it

was Incorrect because she was stilt learning her nursing staff. _
position and responsibilities. Director of Nursing or designee will
. perform {wo (2) on-site visils per
The agency failed {o ensure Patient #6's visit identified clinician o perform an
frequency corretated with her wound care orders. | audlits (see attached
L 550 | 418.56(c)(5b) CONTENT OF PLAN OF CARE i 550F SOC/RCT/ONSITE Audit tool) to
ensure that medications, DME and
{The plan of care must include all services supplies, wound care, and the
necessary for the palliation and management of patient's developed Plan of Care are
the terminal illness and related conditions, pertinent and apprépriate.
including the following:] .
(5) Medical supplies and appliances necessary to REVIEW:
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L 560 Continued From page 36 L 550 The Director of Nursing or designee will

meet the needs of the patient.

This STANDARD is not met as evidenced by:
Based on record review and sfaff interview, it
was determined the agency failed to ensure
patient specific supplies were included on each
PQOC for 2 of 10 patients {#1 and #9) whose
records were reviewed. This failure had the
potential to result in patients not receiving
adequate care based on their needs. Findings
include:

1. Patient #9 was a 66 year old male admitted to
the agency on 1/16/15, with a diagnosis of
cardiac dysrhythmia. His POC for the certification
period of 1/16/15 {0 4/15/15 was reviewed.

Patient #3's record included a brief narrative
statement by the Medical Director which
documented he needed gastrostomy feedings
upon his admission to the agency. The narrative
statement was signed by the Medical Director on
1128115,

Patient #9's record included a Hospice
Certification and Plan of Care dated 1/16/15. The
orders on the POC stated the SN was to provide
instructions for performing enteral feedings and
instruction on the care of Patient #9's equipment
and preparation of his feedings. However,
Patient #2's POC did not include enteral/tube
feeding supplies under the section OME.

Additionally, the Hospice Cettification and Plan of
Care documented under "Activities Permitted "
that Patient #9 was using a wheelchair. The POC
did not include Patient #9 had a wheelchair.

review 100% of all new Staris of Care
and Recertification Visits using an audit
tool (see attached SCC/RCT Audit tool)
to ensure that all required elements of
the comprehensive assessment are
identifted and that the Plan of Care Is
updated appropriately and is periinent.
100% Audits will continue until an overall
accuracy rating of 85% is reached. Upon
85% accuracy, the audit rate will
decrease to 75%. Individual clinicians
who fall below 85% accuracy will have
one on one fraining, counseling, and
follow-up to ensure compliance with
development of a pertinent and accurate
Plan of Care.

RESPONSIBLE:

Director of Nursing has overall
responsibility for the corrective action
and ongoing completion of this standard.
COMPLETION:

6/14/15 and on-going

L550 418.56 {c} (5) CONTENT OF
PLAN OF CARE

Director of Nursing or designee will
provide instruction to RN Case
Managers regarding Policy #2-044 The
Plan of Care the week of 8-8-15.
instruction to the RN Case Managers wiil
include that the plan of care will identify
the and document patient’s needs and
services required to meet those needs,
including the management of all supplies
and medical equipment that the
patient/family/caregiver require for all
cares and safety needs, and updating of
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Further, Patient #9's records included a
"Physician Verbal Order," signed by the physician
on 4/8/1%5 for the recertification period of 4/16/15
fo 7114115, The order stated "Continue with
current hospice ptan of care.” The order did hot
Include information refated to enteralftube feeding
supplies or assistive devices for ambulation.

An SN visit note, dated 4/17/15 and signed by the
RN, documenied Patient #9 received enteral
support for nutrition. The RN documented
Pallent #9 had a jejunostomy tube for feeding.
The visit note included documentation Patient #9
used an assistive device for ambulation.

During an intervievr on 5/07/15 at 9:20 AM, the
DON reviewed the record and confirmed the DME
did nof include assistive devicas for ambulation or
feeding supplies for Patient #9's enteral feedings.
She stated she would look for documentation for
the missing DME.

On b/Q7/15 at 4:32 PM, a fax was recelved from
the DON which included new DME on the Client
Supplies Report for Patient #9. The new DME
listed were a scooter, rolling walker, wheelchair,
and enteralftube feeding supplies, The section
{iled "Date Entered” documented fhese iterns
were added by an LPN on 5/07/16.

The agency failed to ensure Patient #8's POC
included medical supplies and app]lances
necessary to meet his needs. - -

2. Patient #1 was a 94 year old male admitted to
hospice services on 12/19/14, related fo a
terminal diagnosis of CHF. Patient #1 received
SN, HA, SW, and Chaplain services. His POC

and record for the certification period 3/19/15 until

the plan of care to reflect
supplies/medical equipment,

Director of Nursing or designee will
perform two {2) on-site visits per
“identified cliniclan to perform an
audits {see altached
SOGIRCT/ONSITE Audit tool) to
ensure that medications, DME and
supplies, wound care, pain
management, visit frequencies, and
the patient's developed Plan of Care
are perlinent and appropriate.
Director or Nursing will ensure
mandatory lraining is completed for
licensed nurses the week of 6/8/15,
whh a mandatory post-test Licensed
Nurses who could not attend the
trainings will be required to view the
WobEx presentation of the training by
6-22-15, Inactive and parl-time
licensed nursing

staff will be in-actlvated in the HR
system and will be unabte to
provide patient care and wili not
be re-activated-untilthey have
viewed this WebEXx.

Beginning the week of 6-14-15,
Director of Nursing or deslgnee will
perform Wweo (2) on-site visits per
identified cliniclan to perfortn an
audits (see altached
FSOC/RCTIONSITE Audit tool) to
ehsure that medications, DME and
supplies, wound care, and the
patien{'s developed Plan of Care are
pettinent and appropriate.
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L 550 | Continued From page 38 L 550| The Director of Nursing or designee will
his death on 4/05/15, was reviewed. I review 100% of all new Starts of Care
. . o and Recertification Visits using an audit
The narrative section of a 3/26/15 visit note tool (see attached SOC/RCT Audit tool)
included documentation Patient #1 was not able fo ansure that all required elements of
to tell the RN about his procedure for CPAF at the comprehensive assessment
night. However, his POC did not include GPAP. ot ﬁeg et e PEann;?réaar;eis
Dusing an interview on 5/07/15 beginning at 10:30 updated appropriately and is pertinent.
AM, an RN that identified herself as "Branch 100% Audits will continue until an overatl
Office Team Lead," reviewed Patient #1's record. accuracy rating of 85% is reached. Upon
She confirmed the POC did not include the 85% accuracy, the audit rate will
CPAP. decrease to 75%. Individual clinicians
. _ who fall below 85% accuracy will have
The agency failed to ensure Patient #1's POC one on one training, counseling, and
included mtedical supplies 2nd appliances follow-Up to ensure lcorﬁpliance :.vith
necessary to meet his needs. .
L848| 418.100 ORGANIZATIONAL ENVIRONMENT L 648 gle:f'gfpé“:g of a pertinant and accurate
This CONDITION is not met as evidenced by: e vl
hBatsed on seview (I)'f 'the agert’!cy‘ts corgplitar;fce responsibility for tlgle corrective action
istory, agency policies, contracts and sta ! . .
interview,git Waspdetermined the hospice failed to and ongoing completion of this standard.
ensure organization and administration of COMPLETION: '
sarvices were conducted in @ mannar which 6/14/15 and on-going
provided direction and oversight of the agency's
operations. . This resulted in the inability of the
agency to achieve and sustain regulatory
compliance and provide the necessary services
and sysiems to meet patient needs, Findings
include:
1. Refer to LB51 as it refates to the governing
body's failure to ensure responsibility was
assumed for implementing programs and
providing direction to the agency.
L 651§ 418.100(b) GOVERNING BODY AND - L 651

ADMINISTRATOR
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L651] Continued From page 39 L 651| L648 ORGANIZATIONAL
1 ENVIORNMENT
A governing body (or designated persons so
functioning) assumes fulf legal authority and The agency recognizes oversight .
responsibility for the management of the hospice, in contract verbiage that caused

the provision of all hospice services, its fiscal

operations, and continucus quality assessment ambiguity in the role of the Medical

and performance improvement. A qualified Director as well as the opportunity
administrator appointed by and reporting to the to create a more detailed org chart,
governing hody is responsible for the day-to-day : iy
operation of the hospice. The administrztor must which has been rectified as of
be a hospice employee and possess education 6/8/15.
and experience required by the hospice's Reaponsidrc tTY ! ADm I VIsTRATA,
governing bady. HAs oven ALl REgpens i BiniTY,

FAPy <anp&eTian "ﬁ/‘ '3/’
This STANDARD is not met as evidenced by: L6651 418.100 (b) GOVERNING i fa [i5™
Based on review of the organization chart, BODY AND ADMINISTRATOR

personnet documentation, policies and
procedures, patient records, and staff interview, it )
was determined the hospice failed to ensure the The agency's org F’haﬁ was
Governing Body assumed responsibility for the updated 6/5/15 to include the
management and operational direction of the effective date as well as a more

hospice agency for all patients receiving services clear delineation of the Medical

at the agency. This prevented the hospice from . . .
being organized along clear lines of authority Director and Associate Medical

which impeded the agency's ability to meet the Directors. The org chart was also
patients' health and safety needs and achieve redrawn in a clearer manner that
and sustain compliance with regulatory indicated the relationship between

requirements. The findings include: i
q ’ the Medical Director, Assaociate

1. CMS correspondence dated 6/10/13, Medical Directors and agency staff
documented the agency's primary location was in with the multiple locations.
Meridian, {daho and multiple locations associated

with the primary location were in Twin Falls, L651 1(a) the typo indicating that

Mountain Home, Burley, Caldwell, Welser, and

.1 Emmett, idaho. the Associate Medical Director for

Twin Falls and Burley has been

The top of the agency's undated organizational | corrected and updated to refiect
chart included a box with the title “Administrator.”
To the right of the Administrator's box and
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L 651 Continued From page 40 Les( Idaho as the state in which said

connected by a solid line, was a box labeled
"Hospice Medical Director.” Below the Hospice
Medical Director box was a box labeled "Hospice
Director of Nursing." The Hospice Medical
Director box and the Hospice Director of Mursing
boxes were connected by a dotted line. The
organizational chart did not demonstrate other
Medical Director connections to the hospice
agency or other staff.

However, a separate undated organizationat chart
included a box at the fop of the chart titied "Chief
Medical Director [Physician A} Meridian Branch."
Under the box and connected by a solid line,
were the names of 5 physicians (Physicians B -
F) and the locations they were responsible for.

The relationship between the 2 organizational
charts was not evident.

When asked, during an interview on 5/06/15 at
10:15 AM, the DON stated each branch office
had 2 Medical Directors. On 5/07/15 at 9:00 A,
the DON approached this surveyor to clarify the
statement she made the day hefore. She stated
each branch office had 2 physicians, and the term
Medical Director was an "industry” term. She
stated that although the branch physicians were
called Medical Directors, there was only 1 Chief
Medical Director, which was Physician A.

The agency's organization chart for physicians
and the physician's coniracts were reviewed. The
top box of the organizational chart included a box
which stated "Chief Medical Director [Physician A]
Meridian Branch" and included Physician A’s
name.

The organizational chart did not list Meridian as

Associate Medical Director
practices within.

L651 1{b) the contract for the
Associate Medical Director for
Mountain Home has been
recreated and executed.

The Medical Director and all
Associate Medical Directors
contracts will be reviewed, updated
and signed by each responsible
party. The contracts will specify
designated coverage area and
Idaho Licensure by Associate
Medical Director and Medical
Director. The Associate Medical
Director Contract verbiage that
stated additional responsibilities
that the overall Medical Director
would typically assume have been
removed.

The overall Medical Director has
accepted the role and the
responsibifities to oversee the total
medical component of the
hospice’s patient care program.
The agency has removed verbiage
from and aitered the Associate
Medical Director Contracts so as to
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the agency's primary location.

Directly under the "Chief Medical Director” box
was a horizontal row of 5 boxes, which were
connected to the "Chief Medical Director* box by
a solid line. The horizontal row of hoxes included
a location, "Hospice Physician," and a physician's
name, as follows:

a. The organizational chart stated "Burley and
Twin Falls Hospice Physician [Physician B." The
contract for Physician B, effective 9/1/14, was
reviewed. The contract stated it was a "Medical
Director Service Agreement.” The contract stated
the "...Agency desires to engage the services of
Medical Director to serve as Medical Director for
its Agency Branches located in Burley, Idaho and
Twin Falls, Idaho..." However, the contract also
stated "the Medical Director is a doctor of
medicine or osteopathy licensed to practice
medicine in the state of Colorado.”

The contract did not reflect 1daho licensure.

b. The organizational chart stated "Mountain
Home Hospice Physician [Physician D1." A
contract for Physician D could not be located by
the agency.

c. The organizational chart stated "Caldwell
Hospice Physician [Physician E]." The contract
for Physician E, effective 11/1/14, was reviewed.
The contract stated it was a "Medical Director
Service Agreement." The coniract stated the
"...Agency desires fo engage the services of
Medical Direclor to serve as Medical Director for
its Hospice Agency focated af [agency address],
Meridian, Idaho..."

Medical Director role.

COMPLETION
6/8/15
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The contract did not inciude information specific
to the Caldwell location as listed on the
organizational chart. Further, the
"Compensation” section of the contract, outlined
additional compensation for ... Service performed
for branches other than Meridian branch..”

Additionally, the contract for Physician A, who
was listed as the "Chief Medical Director” on the
organizational chart, was reviewed. The contract
stated it was a "Medical Director Service
Agreement,” effective 11/1/14. The coniract
staled the same information as Physician E's
contract, including additional compensation for
*...Service performed for branches other than
Meridian branch..."

The contract did not identify Meridian as the
agency's primary location and the contracts did
not specify which physician assumed the
agency's full Medical Director responsibilities and
ohligations.

When asked about the contracts, during a
telephone interview on 5/13/15 at 12:38 PM, the
Administrator stated in January 2015, the
Caldwell and Meridian multiple locations were
placed under the leadership of one Branch
Director and Physician £ and Physician A covered
both areas. '

d. The organizational chart stated "Emmett
Hospice Physician [Physician C1." The contract
for Physician C, effective 12/1/14, was reviewed.
The contract stated it was a "Medical Director
Service Agreement.” The conlract staled the
"...Agency desires {0 engage the services of
Medical Director to serve as Medical Director for
a branch of its Hospice Agency located in
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Emmett, idaho..."

The organizational chart stated "Weiser Hospice
Physician [Physician F1." The contract for
Physician F, effective 6/16/14, was reviewed.
The contract stated it was an "Associate Medical
Director Service Agreemen{.” The coniract stated
the “...Agency desires to engage the services of
Medicai Director to serve as Medical Director for
its Hospice Agency located at [agency address],
Meridian, Idaho..." However, item 1, under the
"Terms and Conditions” section stated "The
Medical Director agrees fo serve as a Medical
Director for the Branch..."

Physician F's "Associate Medical Director Service
Agreement” included a section fitled "Terms and
Conditions." The section outlined responsibilities
which were consistent with the "Terms and
Conditions" found in Physician A - E's "Medical
Director Service Agreement.” However, the
"Medical Director Service Agreements” listed
additionat responsibilities which inciuded the
following: ‘

- "Serves as a member of the Agency's Quality
Assurance Committee, and attends and
participates in both Quality Assurance Commitlee
meetings.” '

- "Participates in the development of formal
patient care policies..."

- "Participates in the design, conduct, review and
periodic evaluation of the Agency's staff
development and in-service programs.."

The "Medical Director Service Agreements” for

Physicians A, B, C, and E all included the same
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L. 651 Continued From page 44

information. The contracts did not clearly identify
a single physician who filled the role of the
iedical Director and assumed overall
responsibility for the medical component of the
hospice's patient care program, including care
delivered at alt of the agency's multipie locations.

The agency Administrator stated, via email
received an 5/11/15 at 1:47 PM, that all of the
physician contracts had been reviewed and it was
determined the agency had not delineated the
Medical Direclor from the associates except in
the case of Physician F. The Administrafor stafed
the agency did not ensure associates received
the appropriate associale coniracls as they were
updated due to an oversight.

The Governing Body failed to ensure physician
contracts were accurate and approprialely
executed.

2. Refer to L8664 Condition of Participation:
Medical Director and refated standard level
deficiencies as they relate to the Governing
Body's failure to ensure a single Medical Director
assumed full responsibility and oversight of the
total medical component of the hospice's patient
care program, including the agency's primary site
and multiple locations. ‘
a. Refer to 1.669 as it relates to the Governing
Body's failure fo ensure the Medical Director
provided sufficient oversight to meet each
patient's needs. The agency was previcusly cited
at L669 during an annual recertification survey
dated 9/10/14. The Governing Body failed (o
ensure sustained compliance was achieved.

3. Refer to L533 as it relates to the Governing

L 651
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418.102 MEDICAL DIRECTOR

This CONDITION is not met as evidenced by:
Based on review of agency CMS documentation,
agency organization and personnel information,
physician contracts, patient medical records and
staff interview, it was determined the agency
failed to ensure a single Medical Director
assumed full responsibility and oversight of the
total medical component of the hospice's patient
care program, including the agency's primary site
and multiple locations. This resuited in a lack of
clear lines of authority, a lack of accountability,
and a lack of sufficient oversight and supervision
of patient care. Findings include:

1. Refer to LB65 as it relates to the agency's
failure to ensure hospice physicians functioned
under the supervision of a designated Medical
Director and that a physician was designated fo
assume the responsibilities of the Medical
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[.851| Continued From page 45 L 651
Body's failure fo ensure comprehensive
assessments were updated in response to patient
and family changes and needs. The agency was
previousily cited at L533 during an annual
recertification survey dated 9/10/14. The
Governing Body failed to ensure sustained
compliance was achieved.
4, Refer to L545 as it relates to the Governing L664 418.102 MEDICAL
Body's fajlure to ensure a comprehensive DIRECTOR
individualized POC was developed and updated
by the IDG to ensure patient needs were met, The agency's org chart was
The agency was-pre\frously cited at L545 during updated 6/5/15 to include the
an annual recertification survey dated 9/10/14. .
The Governing Body failed to ensure sustained effective date as well as a more
compliance was achieved. clear delineation of the Medical
L. 664 L664| Director and Associate Medical

COMPLETION
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Directors. The org chart was also
redrawn in a clearer manner that
indicated the relationship between
the Medical Director, Associate
Medical Directors and agency staff
with the muitiple locations. The org
chart also now indicates a backup
MD in the event the Medical
Director is not available.
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L 664 Continued From page 46 L. 664

Director when the Medical Director was
unavailable.

2. Refer to L666 as it relates to the agency's
failure to ensure contracts specified the physician
who assumed the overall Medical Director
responsibilities and obligations including the
agency's primary site and multiple locations.

3. Refer to L669 as it relates to the agency's
faiture to ensure the Medical Direclor's role and
responsibilities for the total medical component of
the hospice's patient care program, including care
detivered at the agency's primary site and all
multiple locations, was assumed by a single
physician.

418.102 MEDICAL DIRECTOR 1665 418.102 MEDICAL

DIRECTOR

L 665 L. 665
The hospice must designate a physician to serve
as medical director. The medical director must

‘| be a doctor of medicine or osteopathy who is an
employee, or is under contract with, the hospice.
When the medical director is not available, a
physician designated by the hospice assumes the

The agency’s org chart was
updated 6/5/15 to include the
effective date as well as a more
clear delineation of the Medical

medical director.

in a lack of clear lines of authority and

same responsibilities and obligations as the

This STANDARD is not met as evidenced by:
Based on review of CMS documentation, agency
organization and personnel information, and staff
interview, it was determined the agency failed fo
ensure hospice physicians functioned under the
supervision of a designated Medical Director and
that a physician was designated to assume the
responsibilities of the Medical Director when the
Medical Direcior was unavailable. This resulted

responsibility for the medical component of the

Director and Associate Medical
Directors. The org chart was also
redrawn in a clearer manner that
indicated the relationship between
the Medical Director, Associate
Medical Directors and agency staff
with the multiple locations. The
Medical Director assumes overall
responsibility for the medical
component of the hospice's patient
care program. This responsibility,
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L 665 | Continued From page 47 Less! which extends to ail hospice

hospice's patient care program. The findings
include;

1. CMS correspondence dated 6/10/13,
documented the agency's primary location was in
Meridian, ldaho and muitiple locations associaled
with the primary location were in Twin Falls,
Mountain Home, Burley, Caldwell, Weiser, and
Emmett, Idaho.

The agency's records included a 2/25/15 letter
from the agency's Medical Director {Physician G)
stating he was resigning his position effective
3/25/15.

When asked, during an interview on 5/06/15 at
10:15 AM, the DON stated each branch office
had 2 Medical Directors. On 5/07/15 at 9:00 AM,
the DON approached this surveyor to clarify the
statement she made the day before. She stated
each branch office had 2 physicians, and the term
Medical Director was an "industry” term. She
stated that although the branch physicians were
called Medical Directors, there was only 1 Chief.
Medicat Director, which was Physician A.

The agency's undated physician's organizational
charf included a box at the top of the chart fitled
"Chief Medical Director [Physician A] Meridian
Branch." Under the box and connected by a solid
line, were the names of 5 physicians {Physicians
B - F) and the locations they were responsible for.

During an interview on 5/7/15 beginning at 1:00
PM, Physician A was introduced as the Medical
Director. He stated for approximately one and a
half months he had been transitioning into the
"Chief Medical Director” position, but it was
informal. He stated there were discussions

multiple locations, includes
overseeing the implementation of
the entire physician, nursing, social
work, therapy, and counseling
areas within the hospice to ensure
that these areas consistently meet
patient and family needs. The
oversight occurs via a sample of
chart reviews, attending QAPI and
participating in the QAPI
committee, assisting in
development of policies and the
annual agency evaluation.
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L 665

Continued From page 48

regarding evaluating and defining his rofe, but he
had not yet been officially designated or signed a
contract for the Chief Medical Director position.
Physician A stated he was coniracted and not an
employee of the agency. Physician A stated he
did not have oversight of the agency's other
locations. He stated he was responsible for
oversight of the agency’'s Meridian location and
that other locations had their own Medical
Directors. He stated each branch had their own
Medical Directors. He stated he had no contact
with the other branches and did not communicate
with the agency's other physicians on a frequent
basis.

On 5/11/15 at 11:27 AM, the agency’s
Administrator stated he was still in the process of
making final decisions regarding the Medical
Director position. He stated when the agency
received the previous Medical Director's
resignation, the Governing Body had designated
Physician A to serve as the Medical Director.
However, he did not believe the designation had
been documented.

The agency failed to ensure the hospice
physicians, inciuding those assigned to multiple
locations, functioned under the supervision of a
designated Medical Direclor.

2. The agency's physician's organizational chart
inciuded a hand-written note which stated
"[Physician E's name]” at the bottom of the "Chief
Medical Director” box. Beyond the note, the chart
did not include information related to which
physician had been designated fo assume the
Medical Director responsibilities when the Medical
Director was unavailable.

L 665
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Continued From page 49

The ¢rganizational chart stated "Caldwell Hospice
Physician [Physician EL." The contract for
Physician E, effective 11/1/14, was reviewed.

The contract stated it was a "Medical Director
Service Agreement.” The contract stated the
"...Agency desires o engage the services of
Medical Director to serve as Medical Director for
its Hospice Agency located at {agency address),
Meridian, !daho..."

The contract did not include information specific
to the Caldwell location as listed on the
organizational chart. Further, the
"Compensation” section of the coniract, outlined
additipnal compensation for "...Service performed
for branches other than Meridian branch...” which
was identical to the information found in Physician
A's confract. The section stated "...services of
the Medical Director may be needed at other
branches of Horizon {outside of the Meridian
branch) and the Medical Director is willing to
provide said services if his schedule permits..."

Physician E's contract did not include information
related to assuming the responsihilities and
obligations for the complete agency, including the
primary site and the 6 multiple locations when the
Medical Direcior was unavailable.

The agency failed fo ensure a physician was
designated to assume the responsibitities of the
Medicat Director when the Medicai Director was
unavailable.

418.102{a) MEDICAL DIRECTOR CONTRACT

(1) A hospice may contract with either of the
following-
(i) A self-employed physician; or

L 665

L666| L666 418.102 (a) MEDICAL
DIRECTOR CONTRACT
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[L666 | Confinued From page 50 L666] The agency’s org chart was

(i) A physician employed by a professional entity
of physicians group.

When contracting for medical director services,
the contract must specify the physician who
assumas the madical director responsibilities and
obligations,

This STANDARD is not met as evidenced by:
Based on review of CMS documentation, agency
organization and personnel information, physician
contracts and staff interview, it was determined
the agency failed fo ensure Medical Director
responsibilities were specifically delineated for a
single physician in 4 of 5 current physician
contracts {Physicians A B, C, and E) raviewed.
This resulted in a lack of accountability for the
overall medical component of the hospice's
patient care program, including the primary site
and the 6 multiple locations. The findings
include:

1. CMS correspondence dated 6/10/13,
documented the agency’s primary location was in
Meridian, Idaho and multipie locations associated
with the primary location were in Twin Falis,
Mountain Home, Burley, Caidwell, Weiser, and
Emmett, Idaho.

The agency's recards included a 2/25/15 letler
from the agency's Medical Director (Physician G)
sfating he was resigning his position effective
3/25/15.

During an interview on 5/7/15 beainning at 1:00
PM, Physician A was infroduced as the Medical
Directar. He stated for approximately one and a
haif months he had been transitioning into the
"Chief Medical Director” position, but it was

informal. He stated there were discussions

updated 6/5/15 to include the
effective date as well as a more
clear delineation of the Medical
Director and Associate Medicat
Directors. The org chart was also
redrawh in & clearer manner that
indicated the relationship between
the Medical Director, Associate
Medical Directors and agency staff
with the multiple locations. The
overall Medical Director is aware of
the responsibilities of his role. The
Associate Medical Directors have
signed new contracts that remove
verbiage that caused ambiguity.
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- {agency address], Meridian, ldaho..." The

regarding evaluating and defining his role, but he
had not yet-been officially designated or signed a
contract for the Chief Medical Director position.
Physician A stated he was contracted and not an
employee of the agency. Physician A stated he
did not have oversight of the agency's other
locations. He stated he was responsibie for
oversight of the agency's Meridian location and
that other locations had their own Medical
Directors. He stated each branch had their own
Medical Directors. He stated he had no contact
with the other branches and did not communicate
with the agency's other physicians on a frequent
basis.

On 51115 at 11:27 AM, the agency'’s
Administrator stated he was stili in the process of
making final decisions regarding the Medical
Director position. He staied when the agency
received the previous Medical Direclor's
resignation, the Governing Body had designated
Physician A to serve as the Medical Director.
However, he did not believe the designation had
been documented.

However, the agency's undated physician's
organizational chart included a box at the top
titted "Chief Medical Director” and listed Physician
A's name. The box also included the words
"Meridian Branch." '

The contract for Physician A, effective 11/1/14
was reviewed, The contract stated it was a
"Medical Director Service Agreement,” The
contract stated the "...Agency desires to engage
the services of Medical Director o serve as
Medical Director for its Hospice Agency located at

*Compensation” section of the contract, outlined

1. 666
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Continued From page 52

additional compensation for ...Service performed
for branches other than Meridian branch..." The
section stated "...services of the Medical Director
may he neaded at other branches of Horizon
(outside of the Meridian branch) and the Medical
Director is willing to provide said services if his
schedule permifs..."

Physician A's confract was signed prior to the
resignation of the previous Medicat Director
{Physician (3} and did not include information
related to responsibilities and obligations for the
compiete agency, including the primary site and
the 6 multiple locations.

Additionally, directly under the "Chief Medical
Director” box was a horizontal row of 5 boxes,
which were connected fo the "Chief Medical
Director" box by a solid line. The horizontal row
of boxes included a location, "Hospice Physician,
and a physician's name. The organizational chart
and physician confracts included the following
physician information:

- The organizational chart stated "Burley and Twin
Falls Hospice Physician [Physician BL." The
contract for Physician B, effective 9/1/14, was
reviewed, The confract stated it was a "Medical
Director Service Agreement.,” The contract stated
the "...Agency desires o engage the services of
Medicai Director to serve as Medical Director for
its Agency Branches located in Burley, [daho and
Twin Falls, Idaho...”

- The organizational chart stated "Emmett
Hospice Physician [Physician C]." The contract
for Physician C, effective 12/1/14, was reviewed,
The contract stated it was a "Medical Director
Service Agreement.” The contract stated the

L 666
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"...Agency desires to engage the services of
Medical Director to serve as Medical Director far
a branch of its Hospice Agency located in
Emmett, idaho...”

- The arganizational chart stated "Caldwell
Hospice Physician [Physician E1." The contract
for Physician E, effective 11/1/14, was reviewed.
The contract stated it was a "Medical Director
Service Agreement.” The contract slated the

" ..Agency desires to engage the services of
Medical Director to serve as Medical Directar for
its Hospice Agency located at {agency address},
Meridian, Idaho...”

The contract did not include information specific
to the Caldwell location as listed on the
organizational chart. Further, the
"Compensation” section of the contract, ouflined
additional compensation for "...Service performed
for branches other than Meridian branch..." which
was identical to the information found in Physician
A's contract.

The *Medical Director Service Agreements” listed
the "Medical Director's Duties" and
responsibilities in the “Terms and Conditions”
section of the agreements, The agreemenis for
Physicians A, B, C, and E all included the same
information. The contracts did not clearly identify
a single physician whao fiied the rofe of the
Medical Director and assumed overall
responsibility for the medical component of the
hospice's patient care program, including care
defivered at all of the agency's multiple locations.

The agency Administrator stated, via email
received on 5/11/15 at 1:47 P.M., that all of the

physician contracts had been reviewed and it was

. 666
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. 669

determined the agency had not delineated the
Medical Director from the associates. The
Administrator stated the agency did not ensure
associates received the appropriate associate
contracts as they were updated due to an
oversight.

The agency failed to ensure physician contracts
clearly identified a Medical Director who assumed
overall responsibility for the medical component
of the hospice's patient care program, including
care delivered at all of the agency's 6 multiple
locations.

418.102(d) MEDICAL DIRECTOR
RESPONSIBILITY

The medical director or physician designee has
responsibility for the medical component of the
hospice's patient care program.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the Medical Director failed to
ensure sufficient oversight was provided to meet
the needs of each patient. This faiture directly
impacted 5 of 10 patients (#1, #4, #6, #8, and #5)
whose records were reviewed and had the
potential to impact all patients receiving services
from the agency. This failure resulted in
assessments and plans of care that were not
comprehensive, not updated, and not being
followed. Findings include:

1. CMS correspondence dated 6/10/13,

L669 418.102 (d) MEDICAL
Less! DIRECTOR RESPONSIBILITY

The Medical Director will review
one chart per Associate Medical
Director per month to ensure
comprehensive individualized
plans of care, updated
assessments, effective pain
management interventions and
overall patient care are evident.
On the occasion in which these
and other areas pertaining fo
patient and family needs are not
met the Medical Director will assist
in creating corrective actions.

COMPLETION
6/18/15
Agpanvs Qe

documented the agency's primary location was in ‘

. X . , - . Sy Reslarii i TY

Meridian, Idaho and multiple locations associated AOM W INTAAT S Aspea M ¢
with the primary location were in Twin Falls, Fod, <cann&<-T oV
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Mountain Home, Burley, Caldwell, Weiser, and
Emmett, idaho.

The top of the agency’s undated organizational
chart included a box with the litle "Administrator.”
To the right of the Administrator's box and
connected by a solid line, was a box labeled
"Hospice Medical Director." Below the Hospice
Medical Director box was a box labeled "Hospice
Director of Nursing." The Hospice Medicat
Directer box and the Hospice Director of Nursing
boxes were connected by a dotted line. The
organizationat chart did not demonstrate other
Medical Director connections to the hospice
agency or other staff,

However, a separate undated organizational chart
included a box at the fop of the chart fitled "Chief
Medical Director {Physician A} Meridian Branch."
Under the hox and connected by a solid ling,
were the names of 5 physicians (Physicians B -
F} and the jocations they were responsible for.

The agency's organization chart for physicians
and the physician's contracts were reviewed. The
top box of the organizational chart included a box
which stated "Chief Medical Director {Physician A}
Meridian Branch" and included Physician A's
name,

Directly under the "Chief Medical Director" hox
was a horizontal row of 5 boxes, which were
connected to the "Chief Medical Director” box by
a solid line. The herizontal row of boxes included
a location, "Hospice Physician,” and a physician's
name, as follows:

- The organizational chart stated "Burley and Twin

Falis Hespice Physician [Physician B)." The

1.669
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contract for Physician B, effective 5/1/14, was

"| reviewed. The contract stafed it was a "Medical
Director Service Agreement.” The contract stated
the *...Agency desires o engage the services of
Medicat Director to serve as Medical Director for
its Agency Branches locaied in Burley, idaho and
Twin Falls, Idaho..."

- The organizational chart stated "Emmet(
Hospice Physician [Physician CL." The confract
for Physician G, effective 12/1/14, was reviewed.
The contract stated it was a "Medical Direclor
Service Agreement.” The confract stated the
"...Agency desires {o engage the services of
Medical Director to serve as Medical Director for
a branch of its Hospice Agency located in
Emmett, Idaho..."

- The organizational chart stated "Caldwell
Hospice Physician [Physician E]." The contract
for Physician E, effective 11/1/14, was reviewed.
The confract stated it was a "Medical Direclor
Service Agreement.” The contract stated the
"...Agency desires to engage the services of
Medical Director to serve as Medical Director for
its Hospice Agency located af [agency address],
Meridian, ldaho..."

The contract did not include information specific
to the Caldwell location as listed on the
organizational chart. Further, the
"Compensation” section of the contract, outlined
additional compensation for “...Service performed
for branches other than Meridian branch...”

Additionally, the contract for Physician A, who
was listed as the "Chief Medical Director” on the
organizational chart, was reviewed. The confract
stated it was a "Medical Direclor Service

. 669
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Agreement," effective 11/1/14. The confract
stated the same information as Physician E's
confract, including additional compensation for
"...5ervice performed for branches other than
Meridian branch..."

The contracts did not identify which physician
assumed the agency's full Medical Director
responsibilities and obligations.

Further, the organizational chart stated "Weiser
Hospice Physician [Physician F1." The contract for
Physician F, effective 6/16/14, was reviewed.

The contract stated it was an "Associate Medical
Director Service Agreement.” The confract stated
the "...Agency desires {0 engage the services of
Medical Director to serve as Medical Director for
its Hospice Agency located af {agency address],
Meridian, Idaho..." However, item 1, under the
"Terms and Conditions" section stated "The
Medical Director agrees {o serve as a Medicai
Director for the Branch..."

Physician F's "Associate Medical Director Service
Agreement” included a section titled "Terms and
Conditions.” The section outlined responsibilities
which were consistent with the "Terms and
Conditions" found in Physician A - E's "Medical
Director Service Agreement.” However, the
"Medical Director Service Agreements" fisted
additional responsibilities which included the
following:

- "Serves as a member of the Agency's Quality
Assurance Committee, and attends and
participates in both Quality Assurance Committee
meetings."

- "Participates in the development of formal

L 669
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Continued From page 58
patient care policies..."

- "Participates in the design, conduct, review and
periadic evaluation of the Agency's staff
development and in-service programs.."

The "Medical Director Service Agreements" for
Physicians A, B, C, and E all included the same
information. The contracts did not clearly identify
a single physician who filled the role of the
Medical Director and assumed overall
responsibility for the medical component of the
hospice's patient care program, including care
delivered at all of the agency's muitiple locations.

The agency Administraior stated, via email
received on 5/11/15 at 1:47 PM, that all of the
physician contracts had been reviewed and it was
determined the agency had not delineated the
Medical Director from the associates except in
the case of Physician F. The Adminisfrator stated
the agency did not ensure associates received
the appropriate associate contracts as they were
updated due to an oversight.

The agency failed to ensure the Medical
Director's role and responsibilities for the total
medical component of the hospice's patient care
program, including care delivered at alf of the
agency's 6 multipte locations, was assumed by a
single physician.

2. Refer to L533 as it relates to the Medical
Director's failure to ensure comprehensive
assessments were updated in response {o patient
and family changes and needs.

3. Refer to 1.5643 as it relates to the Medical
Director's failure fo ensure individualized written

L 669
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plans of care were followed.
4. Refer to 1.545 as it relates to the Medical
Director's failure to ensure a comprehensive
individualized POC was developed and updated
by the IDG to ensure patient needs were met.
5. Refer {o L546 as it relates to the Medical
Director's failure to ensure patients were provided
with effective pain management interventions.
‘ ] L672 418.104 (a} (1) CONTENT
6. Refer {o L547 as it relates to the Medical
Director's failure o ensure POCs contained a
detailed statement of the frequency of services
necessary to meef patient needs. : . . .
ary P Director of Nursing or designee will
7. Refer to L550 as it relates to the Medical provide instruction o RN Case
Director's failure to ensure patient specific Managers regarding Policy #2-044
supplies were inciuded on each patient's POC. The Plan of Care, and Policy #2-
L 672 418.104(a)(1) CONTENT L 672|050 Interdisciplinary Group

Each patient's record must include the followi'ng:
{1} The initial plan of care, updated plans of care,
initial assessment, comprehensive assessment,
updaied comprehensive assessments, and
clinical nofes.

This STANDARD is not met as evidenced by:
Based on record review, policy review, and staff
interview it was determined the hospice failed to
ensure patient records inctuded complete clinical
notes for 4 of 10 patients (#1, #4, #6, and #8)
whose records were reviewed. Failure to
complete clinical notes had the potential to
interfere with clarity regarding the course and
coordination of patient care.  Findings inciude:

Meeting the week of 6-8-15.

instruction will include formulation
of the patient's plan of care in
conjunction with the patient,
caregiver/family with each ptan of
care to be individualized with
specific interventions/measurable
goals to meet the overall needs of
the patient and family unit including
all medical equipment/supplies
required to meet the needs of the
patient and documentation of
education provided.

Medical equipment and supplies
will be identified on the initial plan
of care and ongoing changes
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1. Patient #6 was an 89 year cld femaie admitted : identified will be added to the
to the agency on 11/26/14, with a diagnosis of updatec_i PO(,:' )
Ovarian Cancer. She received SN, SW, and HA Instruction will also include
services. Herrecord, including the POC, was documentation of oxygen delivery,
reviewed for the cedification period of 2/24/15 to wound care, and laboratory
5124115 : monitoring and specimen handling.
. A incuded & Hosoi This instruction will include
atient #5's record inciuded a Hospice ;
R_ec:gar!ification ordgr for the frequency of yisits hy ﬁg@uﬁﬁgg/g,;?: ?Ot\?v 3{;12: y gen
disciplines needed in her home. SN services continuous or intermittent a;nd th
were ordered twice weekly for 13 weeks. . . ! , ©
education provided. Oxygen will
An SN visit note, dated 2/28/15 and completed by be documented and included on
the LPN, documented she was contacted by the patient’s medication profile and -
Patient #6's caregiver for a new open wound that supply list; instruction on wound
was bieeding. The LPN documented Patient #6 care assessment and
had a new wound which was weeping but not documentation on the Wound
open on her left lower abdominal area. Assessment Tool and obtaining
AWound Assessment Tool Report was included Eggg(zig ?Jgﬁiéﬁ;i;ﬁ%ﬁgﬁm
in Patient #58's record. The wound to Patient #6's ! g
left lower abdomert was documented on 3 dates. orders for a,“ . ) )
The report included the following: treatmentsfinterventions including
laboratory such as PT/INR and
- On 3/03/15 there was no measurement ascertaining that orders are
documented. A section fitled "Surface Area present for all
Score" was documented as 1. treatments/interventions and how
On 3/09/15 the measurement of the wound was to document all provided
1.5 cm by 1.5 cm with a "Surface Area Score” of Interventions and education.
B Additionally, instruction will include
- On 3/12/15 the measurement of the wound was that the plan of care will be
1 cm by 1 cm with a "Surface Area Score” of 1. updated/reviewed at each IDG
meeting and will include
A policy, “Skin Care: Wound-Assessment” documentation of identified
revised 1/15, staled "Reassess wounds weekly, changes, response to treatment
according to the initial assessrpent guidelines. and progress toward targeted
Document the progress by noting an
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outcomes, which may include:
Pharmacological effectiveness for
symptom management oufcomes;
Any increase or decrease in
1symptoms or acuity; increases or

improvement I the characleristics {size, depth,
elc.) or identify the wound as a healing stage 3 or
a healed stage 3 wound, Contact the physician
for any-changes or deterioration in wound status.”

There was no documentation included in the decreases in frequency of visits by
report for 2/28/15, the date the wound was management, visit frequencies,
identified. Additionally, the RN documented in and the patient’s developed

Patient #6's recortt the wound was worsening at

each SN visit with increasing and changing Plan of Care are pertinent and

drainage. On 3/09/15, {he RN documented the appropriate.
wound had created its own opening and was Director or Nursing wilt ensure
"emanating a foul odor, mandatory fraining is completed

for licensed nurses the week of

During an interview on 5/07/15 at 10:05 AM, the .
gan evie ., 6/8/15, with a mandatory post-

RN reviewed the record and confirmed the

documentation in the wound report. She test to ensure that all required
confinmed it was incomplete and the wound was : elements of the development
not docuimented on a weekiy basis. The RN of a pertinent and accurate

stated she was discussing the wound with the
physician but confirmed the conversations were
not documented in the record.

Plan of Care are completed
and dogumented appropriately-
and that these elements are

Patient #6's wound was not properly assessed used to update the patients’
:gg r:igoycsg;{g;ted in the record according to plans of care appropriately.

) Licensed Nurses who could not
2. Patlent #4 was a 59 year old female who was attend the trainings will be
admitted to hospice on 11/25/14, with a terminal required to view the WebEx
diagnosis of liver cancer with a prognosis of less presentation of the training by 6-

than 8 months. Addilional diagnoses included

Hepatilis G, clrrhasls of the liver, diabeles, and 22-18. Inactive and part-time

HTN. licensed nursing staff will be in-
. : aclivaled in the HR system
Patlent #4 was on hospice services from 11/25/14 and will be unable lo

to 2111115, when she reyoked her hospice benefif
{o pursue aggressive ftherapy. Patlent #4's record
included inaccuracies, incomplete

provide patient care and will
- |not be re-activated until they

documentation, and 1ncomplete assessments. have viewed this WebEx. The
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L 672} Continued From page 62
Fxamples included, but were not imited io, the
following:

a, The SOC assessment dated 11/25/14,
performed by the RN, documented Patient #4
lived alone, her home was in a remote location,
and her living area was unclean and clutiered.
The assessment identified her sister as her
primary caregiver, who lived next door.

i. The section of the assessment that identified
her social support system, included-entries of
"lives alone or without concerned relfatives,”
“family /support sfeep disiurbed with patient's
care,” and "in need of respile carefsiiter services."
The section which the RN was {o indicate all
abnormal social issues, she enfered "other,”" and
did not specify.

ii. In the section of the assessment that asked if
endocrine/hemaiopoietic systems were
assessed, the RN documented "yes." However,
she did not include information that Patient #4
had diabetes, and what medication she received,
or if she monifored BG levels.

iii. The RN did not perform a skin assessment at
fhe time of the assessment, and documented that
a skin assessmient was "not appropriate al time
of evaluation.”

iv. The respiratory assessment documented
Patient #4 had shortness of breath, and
significant dyspnea with exertion. The RN
documented treatment for dyspnea included
oxygen that was initiated on 11/25/14.

The section of the assessment which included

physician notification, with review and approval of

L8721 WebEx will also be part of the
orientation

process with a post-test and
attestation for new licensed
nursing staff.-

Director of Nursing or designee
will perform two (2) on-site visits
per identified clinician to perform
an audits (see attached
SOC/RCT/ONSITE Audit tool) to
ensure that medications, DME
and supplies, wound care, and
the patient’s developed Plan of
Care are pertinent and
appropriate.

REVIEW:

The Director of Nursing or
designee will review 100% of all
new Starts of Care and
Recertification Visits using an audit
tool (see attached SOC/RCT Audit
tool) to ensure that all required
elements of the comprehensive
assessment are identified and that
the Plan of Care is updated
appropriately and is pertinent.”
100% Audits will continue until an
overall accuracy rating of 85% is
reached. Upon 85% accuracy, the
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' Additionally, the RN wrote that she would request

-1 visit note, in the section equipment/supplies, the

the POC, the RN wrote "yes." However, the
section where the dafe and time the physician
was notified, the RN entered "o be called
tomorrow AM."

The record did not indicate the physician was
notified the following day {o approve ihe POC,

an order for oxygen, which then made it unclear if
Patient #4 actually had oxygen as she noted in
the respiratory assessment,

b. In a visit note dated 11/26/14, the RN
documented the following:

i. The RN docurmentad oxygen was initiated at 2
titers/minute on 11/26/14. However, the same

RN wrote "NfA- no equipment available.” In the
section which asked if the oxygen was safely
stored, the RN wrote "N/A not applicable.”
Further, the narrative section of the visit note
included a nete written hy the RN which stated
"supplies needed: 02 {oxygen)."

it was unclear if Patient #4 was started on axygen
based on the conflicting documeniation.

ii. In the seclion of the note to indicale if an
endocrine assessment was performed, the RN
wrote “no problems identified." However, Patfient
#4's diagnosis included diabetes.

c. In a visit note dated 12/10/14, the RN
documented Patient #4's oxygen saturation was
85% on 2 liters of axygen.

The. RN wrote that she set up Patient #4's axygen
concentrator during the visit. Patient #4's record
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audit rate will decrease to 75%.
Individual clinicians who fall below
85% accuracy will have one on one
training, counseling, and foliow-up
to ensure compliance with
development of a pertinent and
accurate Plan of Care.

RESPONSIBLE:

Director of Nursing has overall
responsibility for the corrective
action and ongoing completion of
this standard.

COMPLETION:
6/14/15 and on-going
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did not include a method of oxygen delivefy in the
previous visit notes on 11/26/14 and 12/03/14,

Further, in a visit note dated 12/23/14, Patient
#4's oxygen saturation was 86%. In the
respiratory assessment section, the RN wrote "no
change." The amount of oxygen delivery, if any,
was not documented.

d. In a visit note dated 12/23/14, in the secfion
"emotional status," the RN wrote "deleriorating.”
The RN did not include further details of how
Patient #4 was deleriorating.

Additionally, the visit note included a detailed
narrative entry in which the RN described missing
methadone and an empty bottte which was found
in the trash, which was labled as 5 mg
methadone, 60 fablets. The liquid morphine was
diluted fo a watery substance. Additionally, she
described 5 boxes of wine, 1 in the refrigerator,
and 2 were empty. Patient #4's sisier was
documented as stating she would keep the
medications for safety reasons since Patient #4
was found passed out. The RN did not document
when the passing out incident occurred.

&. In a visit note report dated 12/30/14, in the
section of the report for skin assesSment, the RN
documented that a skin assessment was not
performed and wrote "Not appropriate at the time
of evaluation." Additional information regarding
why the evaluation was nct appropriate was nol
present.

Further, an IDG POC Update Report, dated
1/02/15, were orders were wound care
instructions for 2 terminal ulcers - one on her

coccyx, and one on her left heel.

L 672
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The nurse visit notes from 11/25/14 through
12/30/14 did not include documentation that
Patient #4 had wounds on her coccyx or her left
heel.

f. [n a visit note report dated 1/07/15, the RN
documented Patieni #4 had a wound ¢n her
head, an injury that resulted from a fall on
12/31/14. [n the skin assessment section, the RN
documented Patient #4 had bruising to her left
elbow, and np pressure ulcers. No other wounds
were identified on the assessment for that date.

in the visit note, the RN documented Patient #4
“falls far forward while sleeping uniil she lands on
her head." Inthe narrative section of the visit
note, the RN described ancther fall that Patient
#4 had the week before, and she had sternal and
rib pain.

The RN further documented Patient #4's biood
pressure was 95/44, she was having bioody
noses and vomiting of biood.

The RN documented she would call Patient #4 on
Friday (1/09/15), fo evaluale.

However, Patient #4's record did not include
documentation that a phane call was made by the
RN to evaluate Patient #4 on 1/09/15 as she
noted would occur.

g. In a visit note dated 1/14/15, the RN
documented Patient #4 had a Stage 3 pressure
ulcer o her feft heel. 1t did not include
documentation of a cocoyx wound. The RN

- further documented in the narrative section

“Intact blister, pressure ulcer of 5 X 4 cm covered
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with Tegaderm." The location of the wound she
described in the narrative section was not
identified as the heel wound or the coccyx wound.

h. In a visit note dated 1/19/15, the RN
documented Patient #4 had a pressure wound on
her right heel. The coccyx and left heel wound
were not addressed. Previously the record
indicated Patient #4 had a wound on her jeft heel,
this was not clarified.

f. In a visit note dated 1/26/15, the RN
docurnented that Patient #4 had vesicles on her
inferior heel, the note did not identify if it was her
right or her left heel.

The narrative section of the note included an
entry by the RN describing the "diabelic ulcer on
her left thigh.” She noted Patient #4's right heel
pressure ulcer had a new blister distally, with
purple discoloration. The RN wrote that she
suspected a DT, or Deep Tissue Injury. The RN
documented that dressing changes by nursing
waolld be increased to twice weekly.

Her record did not include an order for dressing
changes to be increased to twice weekly.

g. The RN Team Lead documented in a
Coordination Mote Report dated 2/11/15, that
Patient #4 was found on the floor of her house by
an oufside agency RN and Social Warker and
Patient #4's RN Case Manager arrived at her
home shortly after EMS was contacted to take
her o the hospital.

However, her record did.not include
documentiation of the on site visit by the RN Case

Manager.
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During an interview on 5/06/15 at 10:15 AM, the
RN Team Lead reviewed Patient #4's record.
She stated the RN Case Manager for Patient #4
was no longer employed at the agency. She
confirmed the POC did not include the additional
diagnoses of diabetes. She confirmed the
conflicting documentation related to the presence
of wounds, and on which fool. The RN Team
l.ead confirmed that Patient #4 was found on the
floor of her home and confirmed the record did
not include documentation of the visit by the RN
Case Manager.

The agency failed to ensure Patient #4's record
included comprehensive information.

3. Patient #1 was a 94 year old male admitted to
hospice services on 12/19/14, related to a
terminal diagnosis of CHF. Patient #1 received
SN, HA, W, and Chaplain'services. His POC
and record for the certification period 3/19/15 unti
his death on 4/05/15, was reviewed.

Patient #1's record included incomplete
documentation, procedures were performed
without physician orders, lack of follow up for
reperted conditions, and inaccurate entries, as
follows:

a. Patient #1's record noted he was taking
Courmadin (warfarin), a blood thinner. However
the POC did not include routine blood tests for
PT/INR te moniter his ability to clot.

in a visit note report dated 3/24/15 from 4:07 P
to 4:40 PM, the RN documented Patient #1's last
BM was on 3/22/15.
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Later that evening, in a "Client Coordination Note
Report," an RN documeried a phone cali was
received from the ALF at 7:52 AM. The ALF was
calling to report that Patient #1 was having a
moderate amount of lower abdominal pain, and
had frank blood in his stool. The RN documented
she instructed the ALF staff to administer Miralax
{a laxative), and to hold the Coumadin until
further notice. Patient #1's record did not include
documentation the RN obtained an order for the
Coumadin to be held. Additionally, the record did
not include documentation Patient #1's physician
was nofified of the bloody stools. ’

The MAR from the ALF documented Patient #1
received Coumadin 5 mg orally at 5:00 PM each
day in March 2015 except 3/31/15. The MAR did
not indicate his Coumadin doses were {o be held
from 3/24/15 until further notice.

In a visit note on 3/26/15 from 4:04 PM to 4:43
Pi, the RN documented "No Change,” under the
section for gastrointestinal stafus. The RN did
not document a follow up assessment related to
the reported bloody stools, or the Coumadin
being held.

b. In a visit note report dated 3/30/15 from 12:45
PM to 1:52 PM, the RN documented the dressing
to Patient #1's left elbow was clean, dry, and
intact. The RN did not directly visualize the
wound. The RN did not document a
gastrointestinal assessment, and the date of his
last BM was not documented.

¢. The narrative section of Patient #1's 3/30/15
visit note included the following enfry “...hospice
diagnosis is unspecified cerebrovascular
disease.” However, Patient #1's admitting

L672
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diagnosis and the recertification diagnosis was
noted to be CHF. There were no additional
diagnoses included in his admission and
recertification documenis.

d. In a visit note report dated 3/31/15 from 12:27
PM to 1:18 PM, the RN documented the dressing
to Pattent #1's left elbow dressing was in place.
The RN did not indicate the wound was
assessed. The narrative section of the visit note
included documentation a PTANR was
performed. The RN documented Patient #1's
physician was notified, and she instructed the
ALF staff to not give Coumadin that day.

The results were above therapeutic range, PT -
91.3, and INR - 7.1.

According to the Nationat Library of Medicine
website: "Prothrombin time is measured in
seconds. Most of the time, results are given as
what is called INR (or international normalized
ratio). If taking blood thinning medicines such as
warfarin, the normal range for PT results is 11 -
13.5 seconds, or INR of 0.8 - 1.1. If taking
warfarin to prevent blood clots, the doctor will
most likely choose fo keep the INR between 2.0
and 3.0. The risks of bleeding and hematoma in
these patienis are greater than for people without
bleeding problems.”

In a PRN visit note report that evening, from 7:57
PM to 2:43 PM, the LPN documented he was
called by the ALF o evaluate Patient #1 due to a
bloody nose for 2 hours. The LPN documented
he contacted Patient #1's physician and received
an order for Vitamin K, Additionally, the LPN
noted Coumadin was to be held untit 4/04/15,
when it was to be restarted at adose on 1 mg
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daily.

Patient #1's record incfuded an order for
Mephyton (Vitamin K} 5 mg tablels, 2 tablets
"now" and 2 tablets as needed for increased
bieeding.

A physician order, dated 4/01/15 at 12;16 P4,
included the foliowing "Please provide for a pm
visit today. Patient has had a fall. Please
discontinue order for vitamin K pills/IM. SN to
visit tonight for dinner date with terminally il
patient. SN is bringing collard greens to provide
some natural vitamin K. Patient is terminally ill
and will benefit more from social contact than
frorn pharmaceutical." However, Patient #1's
record did not include documentation of a nursing
visit on 4/01/15, or of a nursing assessment after
his fall.

e. In a hospice aide visit note dated 4/02/15 from
7:45 AM to 10:00 AM, the HA documented
Patient #1 had a "couple” of falls the day before.
The HA also documented Patient #1 was assisted
with his breakfast as his right arm was very scre
from the falls and he was unable to lift it.

In a visit note report dated 4/02/15 from 12:46 PM
to 1:58 PM, the RN documented Patient #1 had
an intact dressing to his right elbow. The RN did
not indicate why he had a bandage on his right
elbaow, or further assessment of what the HA
described as a "sore right elbow.” Additionalily,
the injury to Patient #1's left elbow, after a fall on
3/28/15, which resulted in a skin tear, was not
assessed.

f. In a visit note dated 4/03/15 from 12:15 PM to
1:19 PM, the RN documented Patient #1 had
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bruising to his back. The visit note also
documented-Patient #1 fell on 3/29/15, however,
his record did not include documentation of a falt
on 3/29/15.

buring an interview on 5/07/15 beginning at 10:30
AM, an RN that identified herself-as "Branch
Office Team Lead," reviewed Patient #1's record.
She confirmed the POC did not include the
CPAP. The RN Team Lead also reviewed the -
documentation indicating Patient #1 had bloody
stools, and the documentation of instructing the
ALF to hold the Coumadin on 3/24/15. She
confirmed the ALF MAR indicated Coumadin was
continued daily untit 3/31/15. The RN Teaim Lead
also confirmed the visit notes did not include
documentation of further wound assessments of
his elbows afier the initial dressings were applied.
The RN confirmed Patient #1's PT/INR levels
were not monitored on a routine basis, and
confirmed the levels noted on 3/31/15 were
significantly elevated.

The agency faited fo ensure Patient #1's record
included accurate, comprehensive information.

4. Patient #8 was a 57 year old female who was
admitted to hospice on 2/28/15 with a diagnosis
of end stage renal disease with a prognosis of
fess than 6 months, Additional diagnoses
included cirrhosis, morhid obesity, decubitus
ulcers on right heel, coceyx, and left lower leg,
chronic pain, and diabetes, Patient #8's record
was reviewed for the certification period 2/28/15
through 5/28/15.

Patient #8's record included inaccuracies,
incomplete documentation and assessments, as

follows:

Le72

FORM CMS-2567(02-99} Previous Versions Obsolete Event ID: Z16B11

Facitily 1D: 131520 if continuation sheet Page 72 of 79




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

FRINTEL. DaZ0i2U10

FORM APPROVED

OMB NO. 0938-0391

STATEMENT CF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER:

131520

{(X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

C
05/08/2015

NAME OF PROVIDER OR SUPPLIER .

HORIZON HOME HEALTH & HOSPICE

STREET ADDRESS, CITY, STATE, ZIP CODE
900 N LINDER RD
MERIDIAN, {D B3642

{4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

CROSS-REFERENCED TG THE APPROPR
DEFICIENCY)

(X5)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

tATE OATE

LG72

Continued From page 72

a. Lab work was performed without orders, and
labs that were not ordered were performed, as
follows:

i. A blood test to determine Patient #8's average
glucose range, {Hgb A1C), was ordered on
3/10/15. The order specified the results would be
faxed to her physician. Her record did not include
results of the lab, or that it was faxed fo her
physician.

ii. Patient #8's record included a narrative note for
an RN visit on 3/13/15, that noted a PT/PTT was
performed without difficulty. However, her record
did not include a physician order for that blood
test, nor did it include the results of the hiood test.

iii. On 3/24115, an order to draw the following labs
was received: "Labs to be drawn on 3/25/15; PT/
PTT, CBC, Chem 14, and A1C." Herrecord did
not include documentation the tests were
performed, or the results of the tests.

During a phone interview on 5/07/15 at 10:40 AM,
Patient #8's RN Case Manager stated she did not
recall what lab tests were performed, as her

| tablet device was also the phone she was talking

on at that fime. She was unable to recall if she
had received an order for the PT/PTT that was
drawn on 3/13/15.

On 5/07/15 at 4:29 PM, the agency provided
results of the above labs that were drawn.
However, the A1C ordered for 3/10/15 and
3/25/15 were not included in the results.

h. Patient #8's record documented she had
wounds. However the staging of the wounds, as
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well as location and description of status of the
wounds was unclear from visit to visit. The
nursing visit notes for Patient #8 included
docurnentation of her wounds as follows:;

- 2128/15: the RN documented three pressure
ulcers, two Stage 1 and one Stage 2. Stasis
uicers were noted on both legs. Large Stage 2
vicer to right heel. Siage 1 pressure ulcer noted
Of COCCYX. '

- 3/04/15; the LPN documented one Stage 1 and
one Stage 2 pressure ufcer.

- 3/066/15: the RN documented open wound {o
buttocks. Wound to right heel. Slasis ulcers to
right and tefi leg were not addressed by the RN,

- 3/09/15: the LPN documented two Stage 2
pressure ulcers, "Wounds documented on wound
assessment tool present at SOC. Wound care
done to coceyx and RT heel."

- 3/11/15: the LPN documented two Stage 2
pressure ulcers.

- 313116 the RN documented two pressure
ulcers, both Slage 2. The RN documented the
coceyx wound dressing change, but did not
document her other wounds were assessed or
cared for.

- 3/14/15: the RN documented two pressure
uicers, one Stage 1 and one Stage 2. The RN
did not identify the sites of the wounds.

- 3/16/15: the LPN documented two Slage 2
pressure ulcers, "Barrier cream applied fo coccyx
and peri area. Wound care dene per MD order
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without difficulty fo coceyx and Rt heel”

- 3/18/15: the LPN documented two Stage 2
pressure wcers, "Wound care done to R heel.
Area near coccyx cleansed with wound cleanser.”

- 3/20/15; the LPN documented two Stage 2
pressure ulcers, "Coccyx dressing secured with
Tegaderm. Foot dressing secured with Kerlix."

- 3/23M15: the RN docurmented two pressure
ulcers, one Stage 2. The other pressure ulcer
was not identified. Stage 2 ulcer was noted on
buttocks. Wound to heel dressing was changed,
no further identification of wounds, or sfaging.

- 3/125M15: the RN documented two pressure
ufcers, one Stage 2. The other pressure ulcer
was not identified. Wound care and dressing
change performed on right heel. Additional
wounds were not addressed by the RN,

- 3/26/15: the LPN documented integumentary
was not assessed, that it was not appropriaie at
the time of the evaluation.

- 3127115: the RN documented two pressure
ulcers, one Stage 2. The other pressure ulcer
was not identified or staged. The RN
documented wound care and dressing changes
to the right heel and coccyx.

- 3730/15; the LPN documented Patient #8 had
wounds, the section for stages was noted as
"zero." The narrative section included her cocoyx
area was dry and flakey, but glosed. The heel
wound was cleansed and dressed.

- 4/01/15; the RN documented two pressure
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ulcers, one Stage 1. The other pressure ulcer
was not identified, in the narrative section of the
visit note, the RN documented the right heef was
noted to have foul odor and moderate amount of
bloody drainage. She also noted that Patient #8's
heel had thick black eschar aftached. The
buttocks wound was noted to have redness and a
healing Stage 2 ulcer. A new wound was
identified on Patient #4°s right leg, with a blister.

- 4/03/15: the RN decumented one pressure
ulcer, unstaged. The heef wound was noted to
have foul odor which remained after cleansing.
Black eschar was noted on the heel. The
buttocks wound was red, barrier cream was
applied, and no further wound descriptions were
noted.

- 4/06/15: the RN documented one pressure
uicer, unstaged. The RN documented that
multiple scahs to both lower extremities were
slarting to separate. The heel wound was noted
{o have a strong odor, black eschar, and stringy
yellow slough. The RN documented wound care
and dressing change o the heel wound.

- 4/08/15: the RN documented one pressure
ulcer, unstaged. Patient #8's heel was noted to
have moderate-amount of bleody drainage, foul
odor, and necrotic black eschar. No other
wounds were addressed.

- 4/10/15: the LPN documented the number of
pressure uicers was "zero." She noted that a

piece of eschar came off from the heel during
cleansing.

- 4/13/15: the RN documented two pressure

ulcers, one Stage 2 and one Stage 4. The RN
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documented Patient #8 picked the scab off her
left leg wounds, and was noted to have yellow

slough. She noted that she packed the wound
with gauze, and wound cleanser.

- 4/15115: the RN documented two pressure
ulcers, one Stage 2 and one Stage 4. The RN
documented the left lower extremity had a small
amount of purulent drainage. The left heel was
noted to have a moderate amount of bloody
drainage. The wounds to the heel and leftleg
were cleansed and dressed.

- 4116/15: the LPN documented one Stage 2
pressure ulcer, one Stage 4 pressure ulcer.
Wound care not documented.

- 4/17/15: the LPN documented one Stage 2 and
one Stage 3 pressure ulcer. Only the wound care
to Patient #8's right heel was documented.

- 4/18(15: the RN documented four or more
pressure ulcers, one Siage 2, two Stage 3, and
one Stage 4. The RN did not identify where the
wounds were, and there was no documeniation in
the narrative section of wound care.

- 4/20/15: the RN documenied four or more
pressure ulcers, one Stage 2, two Sfage 3, and
one Stage 4. The RN documented 2 wounds on
the left lower leg. The heel wound was cleansed
and dressed, and Patient #8 was noted fo have
an open wound on her buitocks.

- 4122115 the RN documented four or more
pressure Ulcers, one Stage 1, two Stage 2, and
one Stage 4. The RN documented 2 wounds on
the left lower leg. The heel wound was cleansed
and dressed, and Patient #8 was nofed {o have
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an open wound on her buttocks.

- 4f24/15: the RN documented four or more
pressure ulcers, ane Siage 1, two Stage 2, and
one Stage 4. The RN documented 2 wounds on
the left Iower leg. The heel wound was cleansed
and dressed, and Patient #8 was noted to have
an open wound on her buttocks.

- 4f27/15: the LPN documented cne Stage 2 and
three Stage 3 pressure ulcers. She documented
wound care to Patient #8's leg wounds and right
heel wound.

- 4/29/15: the RN documented three pressure
ulcers, two Stage 2, and one Stage 4. The RN
documented wound care to the lower left lag and
right heel.

- 5/01/15; the RN documented three pressure
ulcers, two Stage 2, and one Stage 4. The RN
documented wound care to the lower left leg and
right heel.

- 5/04/15; the RN documented three pressure
ulcers, two Stage 2, and one Stage 4. The RN
documented wound care to the lower lefi leg and
right heel.

A home visit was conducted on 5/06/15 beginning
at 1:30 PM, fo observe nursing care provided by
the LPN. Wound care was performed on iwo leg
wounds on Patient #8's lower leftleg. The
wounds were noted to be deep with tunneling,
which was not identified or measured by the LPN,
The right heal wound was cleansed and dressed.
Patient #8 was noted {o have a wound to her right
lower leg, the outer aspect of the calf. It was

approximately 5 ¢m leng by 2 em wide, and
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appeared as a blond blister that was purple.
Patient #8's coccyx wound was healed, and
barrier cream was applied.

Diuring a phone interview on 5/07/15 beginning at

10:40 AM, the RN Case Manager for Patient #8
stated she did not routinely measure and record

hospice patients’ wounds, She stated she did not

know it was required for hospice patients. The

RN confirmed the documentation of the staging of

the wounds was conflicting and unclear. She
stated she contacted her manager to have
Patient #8's wounds evaluated by a wound care
nurse, and fook pictures of the wounds. She
stated she sent pictures of the wounds to the
DON for review.,

The agency failed to ensure Patient #8's record
included complete and accurate documentation.
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June 1, 2015

Trevor Higby, Administrator
Horizon Home Health & Hospice
1411 Falls Avenue East, Suite 615
Twin Falls, ID 83301

Provider #131520
Dear Mr. Higby:

An unannounced on-site complaint investigation was conducted from May 5, 2015 to May 8,
2015 at Horizon Home Health & Hospice. The complaint allegation, findings, and conclusion

are-as follows:

Complaint #ID00006874

Allegation: The agency did not ensure that patients were provided'with adequate care.
Findings: During the investigation, patient records were reviewed and staff were interviewed.

Ten patient records were reviewed. Five of the 10 patient records did not demonstrate patient
needs were being comprehensively addressed by the agency. For example, one patient's records
did not include documentation that her comprehensive assessment and plan of care were updated
to meet her changing needs. Her record documented she was admitted to hospice services on
11/25/14 and nursing visits were ordered for 3 times weekly for 1 week, twice weekly for 1
week, and once a week thereafter. ' :

The patient's admission assessment documented her living area was unclean and cluttered and
that a family member, who lived close by served as her caregiver. The support system
assessment which was performed at the start of care documented the patient lived alone without
concerned relatives, the family was sleep disturbed related to the patient's care, and she was in

need of respite care/sttter services.
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Subsequent nursing documentation from the patient's start of care through 1/26/15, described
staff concerns with the patient's health and safety. Documentation of concerns included
increased clutter, and safety hazards in the patient's home, the patient's non-compliance in
moniforing her diabetes and taking her medication, resulting in on-going blood glucose levels
which were out of normal range, the patient smoking while receiving oxygen therapy, alcohol
~ and drug abuse, patient falls with injury, the patient's increased need of assistance in

housekeeping, shopping, meal preparation, feeding, toileting, bathing, dressing, and grooming,
and the development of skin wounds.

However, despite the patient's increasing needs, updates to her comprehensive assessment and
related updates to her plan of care and interventions were not documented or implemented.

Further, in a visit note dated 1/26/15, the Registered Nurse (RN) documented the patient had not
slept m 2 days, her personal hygiene was deteriorating, and she needed assistance with personal
cares. The visit note included documentation by the RN that the patient's caregiver was
non-coinpliant or negligent with following the treatment plan, the family feit overwhelmed and
felt caring for the patient caused extra stress, and the caregiver felt endangered by the patient.
She also noted there was abuse within the family system, there was family discord, and a "family
feud."

The 1/26/15 note also documented the patient's skin wounds would require dressing changes and
that nursing visits would be increased to twice weekly. The patient's record did not include
documentation that other interventions were discussed or implemented based on the patient's
deteriorating status.

However, the patient's record did not demonstrate nursing visits were mcreased. The RN saw the
patient again on 2/03/15 and no further visits were provided until 2/11/15, after the patient had
been found on the floor by another care agency.

A report from the other care agency, dated 2/13/15, stated the patient's sister who was identified
by the hospice as the primary caregiver, was also a paid caregiver by the other care agency. The
report included documentation that the patient's sister was very overwhelmed with the patient's
behavior, was thrown out of the patient's house on 2/06/15, and not allowed back in. The report
stated the patient's sister reported the patient to be drinking alcohol "again" which contributed to
her behavior. The report documented the other care agency's RN and Social Worker went to the
patient's home on 2/11/15 at 11:00 AM.
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The report documented the patient was yelling for help and the RN and Social Worker entered
the unlocked house. The patient was laying on the floor, moaning, crying, and asking for help.
She was wearing a shirt and incontinent brief, and was noted to have been incontinent of urine
and feces. Her home was noted to be cluttered with garbage all around, dirty dishes with mold,
urine on the floor, blood on the floor, and wnedication bottles laying in various places. The
patient told the RN she did not know how long she had been on the floor, She was disorienied
and her leg had an open ulcer that had bled on the floor.

The patient's record documented she was taken to the hospital on 2/11/15 and was admitied with
diagnoses of pneumonia and rhabdomyolysis (a breakdown of muscle tissue that leads to the
release of muscle fiber contents into the blood, which can cause kidney damage). Her hospice
benefit was revoked at that time.

The patient's record was reviewed with the hospice agency's RN Team Lead and Director of
Nursing (DON) during an interview on 5/06/15 beginning at 10:15 AM. They confirmed the
patient lived in a cluttered and unclean environment and was non-compliant with medications
and diabetic management. The DON stated the patient was competent, and had the right to
choose her lifestyle. The DON further stated the RN that provided care for the patient was no

longer employed by the agency.

The patient's records described mcreased patient needs and documented that an increase in the
frequency of nursing visits was necessary to meet those needs. However, the RN weckly visits
continued, resulting in the patient not receiving hospice visits/assessments for a span of 8 days.
The agency did not ensure care was provided necessary to meet the patient's needs.

Further, a second patient's records did not demonstrate that the patient's pain had been adequately
addressed and a third patient's records did not include the equipment and supplies necessary 1o
meet the patient's needs. A fourth patient's records did not include the equipment and supplies
necessary to meet the patient's needs or demonstrate that the patient's individualized plan of care
had been followed. A fifth patient's records did not include a detailed statement of the frequency
of services necessary to meet the patient's needs or demonstrate that the patient's individualized
plan of care had been followed. When asked about the patients' records, during interviews
conducted on 5/6/15 and 5/7/15, agency staff confirmed that the information was not present in

the patient records.

The agency did not ensure comprehensive assessments and patient care plans were sufficiently
developed, implemented, and monitored.,Therefore, the allegation was substantiated and federal

deficiencies were cited.

Conclusion: Substantiated. Federal deficiencies related to the allegation are cited.
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Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it will be addressed in the
Plan of Correction.

If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626, option 4. Thank you for the courtesy and cooperation you and your staff extended to
us in the course of our investigation,

Sincerely, /
SUSAN COSTA ' NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

SC/pmt




