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August 5, 2015

Jana Stowell, Administrator

St Alphonsus Home Health & Hospice
9199 West Black Fagle Drive :
Boise, ID 83709-1572

RE; St Alphonsus Home Health & Hospice, Provider #131507

Dear Ms. Stowell:

Based on the survey completed at St Alphonsus Home Health & Hospice, on July 24, 2015, by
our staff, we have determined St Alphonsus Home Health & Hospice is out of compliance with
the Medicare Hospice Conditions of Participation of Patients' Rights (42 CFR 418.52) and
Quality Assessment & Performance Improvement (42 CFR 418.58). To participate as a
provider of services in the Medicare Program, a Hospice agency must meet all of the Condmons
of Participation established by the Secretary of Health and Human Services.

The deﬁ01en01es, which caused these conditions to be unmet, substantially limit the capacity of
St Alphonsus 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:

e Action that will be taken to correct each specific deficiency cited;
¢ Description of how the actions will improve the processes that led to the deficiency cited;
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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 included,

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

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

e 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 September
7,2015. To allow time for a revisit to 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 August 30, 2015. '

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
August 17, 2015. :

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

We urge you to begin correction immediately.

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

Sincerely, :

GARY GUILES NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
GG/pmt

Enclosures

ec: Debra Ransom, R.N., R H.I.T., Bureau Chief
Marie Yamada, CMS Region X Office




DERPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA
AND PLAN OF GORRECTION

PRINTED: 08/0472015
FORM APPROVED

IDENTIFICATION NUMBER:

{31507

{2 MULTIPLE CONSTRUGCTION

A. BUILDING

B. WING

OMB NO. 0938-0381

{%3) DATE BURVEY
COMPLETED

07/242018

NAME OF PROVIDER OR SUPPLIER
" 8T ALPHONSUS HOME HEALTH & HOSPICE

STREET AGDRESS, CITY, STATE, 2iP CODE
9159 WEST BLACK EAGLE DRIVE
BOISE, 1D 83108

410
RRErX
TAG

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

o
PREFIA
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE AGTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFCIENGY)

P
COMFLETION
DATE

L 000

L 500

INITIAL COMMENTS

Tha foilowing deficlencles ware cited during the
Medicare recertification survey of yaur hospice
conducted fram 7/20/15 through 7/24H 5,
Surveyors conducting the recarlification were:!

Gary Guiles, RN, HFS, Team Leader
Suzi Costa, RN, HFS
Teresa Hambl!n, RN, MS, HF8

COPD - Chronle Obstructive Pulmonary Disease
Dx - Diagnosis

EMS - Emergency Medical Services
IDG - Interdisciplinery Group

LPN - Licensed Practlcal Nurse

MSW - Medical Soclal Warker

NP - Nurse Practitioner

PDAGC - Plan Do Act Check

Pl - Petfarmance Improvement

PiP - Performance improventant Project
PO - By mouth

POG - Plan of Care

PRN - &8 nesaded

pls. - patients

Q4H - Every four hours

QAPI - Quality Assessment and Performance
improvemen!

RN - Registered Nursa

80C - Start of Care

TID - Thres fimes per day

448,52 PATIENTS' RIGHTS

This CONDITION Is not met as evidenced by:
Based on staff interview and review of ciinical
records and quallty documents, it was dstermined
the agency failed fo ensure patients’ rights were
pratected and promoted. This fallure resufted in

L 0G0

L 500

R/SUPPLIER REPRESENTATTVES SIGNATURE

uector M. 7- 1 - 15,

(%8) DATE

DIREGTORS OH C’
Anyde:dan s’tmamanta

vther safeg

foliawing tha dale
days following
rogram partic
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rovide sulficient protection to the palients. (See Inatructions.) Except for numing homes, the findings stated above are disclasable 90 doys

Ot
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/04/2015

. FORM APPROVED
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o) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRESTION o
FREFRX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFLX {EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG FEGULATORY OR LSG IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO 'rﬁemaomwrs bATE
o DEFICIENCY)
L 500} Continued From pags 1 L 500
patlent rights being violated and placed patients TAG 500

L &05

: ensure patients were protected and thair righte i

_{iv) To not be subjested to discrimination or
reprisat for exercising his or her rights,

. This STANDARD s not met as evidenced by:

et i+

i
l

at sk for harm. Findings includs:

 failure to ensura a process for prompt resalution

1. Refor to L605 as it relates to the hospice's

of patient grievances was implemented In
accordance with hospice poiicy.

2. Refer fo L517 as it relates to the hospice’s
fallure to ensure patients ware free from negloct
and abuse.. '

The cumulative effective of these eystemic
pracilces resuited in the hospice's inabfity to

were upheld.
418,52(b}(1) EXERCISE OF RIGHTS/RESPEGT
FOR PROPRTY/PERSON _

{1) The patient has the right i
{i) To exarcise his or her rights as & patient of the ;
hespice; !
{it) To have his or her property and person treatsd
with respect,

(5 To voice grievances reganding freatment or
care that is (or falls to be) furished and the lack
of respect for property by anyone who is
fumishing servicas on behalf of the hospice; and

; Based on review of agency policies, grievance
; Ings, and staff interview, it was determined the
agency falled to ensure a process for prompt
resolution of patient grievances was implemented | |
in accordance with hospice policy. This affected

TAG 500 action items, plan for
implementing, complation date,
monitoring and tracking procedures,
and name of responsible person is
included in the following Tags, 505,517
and 538.

T %—_‘“—F—\—-———I__,____'

L 505 TAG 505

" Attions:
Education sessfons will be conducted Tn August 2015
with Agency Lesders {by VP of Ops), PI Committee (hy
Director) and Staff {by Direttor and Hespica Clinleal
Supervisor] on (500 & L505 deficiencies, corrective
actions and poticies/tools specific 1o each group's role
_ =nd responsibilities,

Home Office wifl update Patient Handkook to include
corract addtess and telephone numbar for Idaho
Department of Health & Welfare, Bureau of Facllity
Standards. Until updated printed coples of patient
handbauks are available, the agency will update
current Patient Handbooks with labels with corrected
address and phone humber.

r : r
3 f

FORM CMS-2567{02-598) Pravious Version: Chaokyla Event 1D XPY8 11
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FRINTED: 08/04/2015

ST ALPHONSUS HOME HEALTH & HOSPICE

4198 WEST BLACK EAGLE DRIVE
BOISE, Ib 83705

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MED]CAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUA %2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORKECTION IDENTIFICATION NUMBER: A BULDING GOMPLETED
131507 8, WING 07124720415
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ,

: Supervisorfiniake Coordinator within & days of the

the riesolution of 6 of 6 grievances filed by
patients or patient representetives (#9, #14, #16,
#17, #18, and #19) who recalved hosplce
services from the agency, and had the potential
to impact all patlents or patlent representatives
who filed grisvances. The fallure to implement a
grievance procedure hed the potential to prevent
patients from exerclsing their ights. Findings
include.

1. An agancy policy, titled
"COMPLAINT/GRIEVANCE PROCESS," revised
June 2011, stated "The organization personnel
recaiving the compialnt will discuss, verbally and
In writing, the grievance with the Clinical

glleged grievence, The Chnical Supervisorintake
Coordinator will investigate the grievance within &
days affer receipt of such grievance and witl
make evary &ffort 1o resolve the grievance to the
patient's satisfaction. Response {o the patient
regending the complaint will ogour within 10 days
of recaipt”

The policy also stated "If the grievance cannot be
resolved to the patient's satisfaction, the patient
or his/her representalive Is to notify, verbslly or In
writing, the Administrator.” Additionally, the policy
stated "Resolution information will ba _
communicated in writing o the patient or histher
representative filing the complaint.”

Further, the Patiant Handbook, datad 4/01/13,
included information regarding concems and
complaints on page 7. The Patient Handbook
stated "...Your concern or complaint will be
handled as qulekly as possible. You will receive
feadback about your concernfeompiaint once &

manager has adequately researched it"

(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION mgm
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHENILD BE COMRLETION
™G REGULATORY OR LSG iDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROTRIATE DATE
. DEFICIENCY}
L 605 | Continued From page 2 1.505|  The Directar will call Patient 816 (st active). and review patlent

concerns, actions taken and ask the patient if he/she feels
concerns have been addressed/frescived.  patientindicates that
concerns have nat been resolved, Director will provide optlons for
putting concems fn wilting 10 VP of Ops af contacting Idaho
Department of Health & Wetfare with complaint.

The Diractor will send 2 written response to Patiant #16 following
the tzlephone conversation,

The Dlrectar will provide the Pl Committee with data from
Survey dtations (6 of § grievances documented between March
2014 —July 2015 not compliant with policy}. This will ke raflacted
in August 2015 Pl meeting minutes. -

The Fl Commbtvee will inltlate s Complatnt/Grievance FDAC,
usihg the § of & non-compliant documentation a5 a baseline data
1o measure improvement,

The Director or Clinlcal Supervisar will complete a Hosplce
Seminei or Patential Adverse Event Form ah Patients #14 and
#12 by August 30, 2015

How Actlons Will improve Processes That Led To Defidency:
Actiots will 1) heighten awareness of individug) and group
responsibilities related to Policy 1-010 Complaint/Grlevance
Pracess 2} clarify specific staps required In complalnt Investigatian
and dacurnentation 3) clarify Agercy Leader responsibility
reganding policy retulrement that "Resclution Information will be
communicated In writing to the patlent ar his/her representative
1ling the complaint™ and 4) provide Pi Committee data for
Complaint/Grievance PDAC that Indicates an oppartunity exists {6
of 6 complalnts} for Improvementin compliance with Agency
Policy and Federal Regulations refated to Complaint [nvesrigation,
Dogurnentation, Response ta Complafnant.

Actlons will 1} helghten awareness of individua) and group
responsibliities related to Pollcy 4-018 Sentinel Evant 2} provide
clear directlon ta Agenty Leaders about types and categories of
events that require Case review vs. Raot Cause Analysis (Sentinel
Events), documentation required and Pl Committee reporting.

e e ey B

—_—
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 08/04/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEBDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENQIES %1} PROVIDERISUPPLIER/ASLIA 012) MULTIPLE CONSTRUGTION {#3) DATE JURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
131507 B WG 07/2412015
NAME OF FROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9169 WEST BLACK EAGLE DRIVE
ST ALPHONSUS HOME HEALTH & HDSPICE BOISE, ID 83709
%4 ID SUMMARY STATEMENT OF DEFICIENGIES ™ PROVIDER'S PLAN OF GORRECTION 18
PREFIX [EACH DEFIGIENCY MUSY BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTICN SHOULD BE COMPLETION
TG AEGULATORY OR LSG IDENTIFYING INFORMATIDN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
L 508 Continued From pape 3 L &05
The Patient Handhook included a section {itled
"How Concerna/Complaints Are Handled.” it Monltoring and Tracking:
stated "You will receive information after the The [Hrector or Designee will review 100% of Complalnts
CONGEM o complaint haq been thoroughly documented starting August 2015, to 2ssess if documnentation is
Ires?arche;ﬂ ec'and a resolution has been planned or compiiant with Complalnt/Grievance Policy,
mplamented.”
N The Pl Committea will menltor Complaint review resufts;
The Patient Handhook alse included information document the outcomes when the PDAC is wpdatad monthiy.
for the patient and or representstive to file a :
camplaint with the State. However, the addrass The Pl Committee will determine when the
anm telaphone number it listed was not Compleint/Grievance PDAC can be discontinued, hased on
co * Complaint Review outcomaes,
. Upon request, the agency provided a notebook
tiled Performance Improvement. The notebook Z:’ D'::“" a::ﬂw "'f"‘ Wil review PDAC updates snd P
included complaints and grievances from March mmittee maeting minutes to ensur completeness and
2014 to July 2015, Afotal of 8 grievances were | compllance,
doctmanted. However, the Performancs .
improvemant natebook did not include évidence Completion Date:
the agency responded io the grievancas, either Al Lorrectiva Actlons will be Initlated or completed by Augist
: verbally or in wrtitten form, as follows: 30, 2015 by the desighee jdentifled (n each action step.
a. Palent #9 was a 84 year old male admitted to T —
the agency for hospice services from 1103/15t0 |
118/15, related to lung cancer. Aconsentfor
Hosplca Admission wae signed on 1/03/15 by
Palient #9's wife, Tha consent ales inciuded 5
acknowledgement of receipt of the Patiant ‘
Handbook.
The written grevance letter, dated 1/18/15 and
addressed to the Administrator, included 4 pages
of allegalions by Patient #9's wife regarding how
the hospice falled to deliver services as promised
during the atimission process on 1/03/15.
The allegations the agency idantified in the
grievance letter and the agancy's actions were
FORM CM-2567(02-98) Previoys Versioria Obsolets Event1D:XPY§11 Faclity 1D: 131507 If continuation shest Page 4 of 44




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

FRINTED; 08{04/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDERSSUPPLIERICLIA

{¥2) MULTIPLE CONSTRUCTION
AND FLAN OF GORREGTION IDENTIFICATION NUMBER: A BULDING
131507 B, WING 0712412015
NAME QF PROVIDER OR SUPPLEER STREET ADDRESS, CITY, 8TATE, 2IP CODE :
9190 WEST BLACK EAGLE DRIVE
ST ALPFHONSUS HOME HEALTH & HOSPICE BOISE, 1D 83709
{X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN {%5)
PREFI( {EACH DEFICIENGY MUST BE PRECEGED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE AFPROPRIATE bATE
DEFICIENCY}
L 505 | Continued From page 4 L5505
noted as follows: Monhoring and Tracking:
1. Femily using personal cell phone to reiay The Directer or Designee will review 100% of
- dl : Complalnts d 2015,
messages to staff, Clinical staff will adhere to asst;;gm::::;m.mmm Avgust 2015, to
M . on is compliant with
guidelines of not providing home phone numbers Complalnt/Grievance Pol
per Standards of Conduct provided by Fronfier, .
ii, Delay of comfort care medications to home. ::;::i c::::‘;‘::: t‘:":;::‘“’ C"':"‘“:E:’:;:‘:"I
RN case menager will tca i ® Obiomes when 8
med?gationa arg In the hgrsx';ﬁ::?cfgrdan?; with updated mosrihly.
pts. needs. RN will follow up with physicians to
ensure orders are receivad and order is faxed to The Pl Commiittee will determing when the
pharmacy. Complafnt/Grlevance PDAC con be discont{nued,
based an Complalnt Review autcomes.
fit. Poor telephone connection with on-call ssrvice.
Call setvice complaints will be documented and The Director and VP of Ops will review PDAC
supervisor will notify director of nureing, updates and Pl Committee meeting minutes 1o
ensure completenass and compliance,
iv. Care coordination of weakend on calt staff.
Both primary and backup on-call nurses wil Completion Date: .
communicate effectively, Forall uqresnlvad - Ali Corrective Actions wilt be Inftiated or completed
 ptfamily Issues the on-call nurss will notify clinlcal by Auguist 30, 2015 by the designee idemified in
s Supervisor or the director, , ! each action step.
‘ !
* Bocumeniation thet the grievance letter was . R R
: responded to or that Patient #9's wife received
i resplution of het concems was not present. :
During an interview on 7/2315 at 3:00 PM, the i
Hosplce Dirsctor reviewed the grlevance
submitted by Patlent #0's wife, and the grievance
policy. She stated the agency did not necessarily
provide a written response to a grievance. She
stated If the Clinlcal Supervisor could deal with
the issue by a phone call, that would be enbugh.
If 2 phone call was not sufficlent, she stated the
Ciinical Supervisor would go to the home and
make a vigit The Hospice Director. stated the
Ciinlcal Supervisor contacted Patient #8's family
FORM CMS-2567{02-08) Previaus Verskons Obacuis Evont ID:XPYB11

Facliity 1T 431807

H continuation shest Page 5 of 44




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVIGES

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUFPLERICLIA
AND PLAN OF CORRECTION DENTIFICATION MUMBER:

PRINTED: 08f04i2015
FORMAPPROVED
OMB NO. 18380301

131507

(%2) MULTIFLE CONSTRUCTION
A BUILDING

B. VANG

(X2} DATE SURVEY
COMPLETER.

07/2412015

NAME OF PROVIDER OR SUPPLIER
ST ALPHONENS HOME HEALTH & HOSPICE

STREET ADGRESS, CITY, STATE, ZIP GOUE
£199 WEST BLACK EAGLE DRIVE
EBOISE, ID 83709

D
FRErX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY GR LSC IDENTIFYING INFORMATION)

i8]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

CROSS-REFERENCED TO THE APPROFR
DEFICIENCY)

05)
(EACH CORRECTIVE ACTION SHOULY BE COMPLETION

IATE DATE

L. B05

' The Hospice Director confimed grievance

“The MSW note documented a phona call with the

Continued From page &

by phane after the grievance leiter was recslved,
and that took care of the matier. The Hospice
Directar was not able to obtaln documentation of
a phone call to Patlent #8's family, or of
documentation the grievance was responded to
and if it was resolvad.

The agency fajled fo respond to pafient
representative grievances.

b. A complaint, dated 3713/15, relafed to Chaplin
services, was reviewed on behalf of Patlent #16.
There was no documentation in the grlevance

files to Indicate the hospice investigated and
responded to the complaint. o

The Hospice Director was interviewed on 7/22115
at 2:20 PM. She stated a phone call was made to
the family to resolve the congern.

records did not document the phane call or
resolution. She confirmed a responge was not
provided in writing In accordanca with hospice

policy. ’ !

RN and MSW progress notes, dated 7/22/15,
related lo the complaints were provided for
surveyor review, They were writlen aftar the
request for documentation. The RN note
raferenced discussing a family members
complaint with the RN Manager and Chaplin,

patient's daughter on 3/08/15.

The complaint related to Paflent #16 did not
Include gflevance decumentation or a written
response in accerdance with hospice policy.
Resolution of the complaint was incomplete.

L 505

FORM CME-2567(02-08) Pravious Versione Obsalals Event ID:APYB14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED: OBi4/2015
FORM APPROVED
OMB NO. 0938-0381

: The complaint related to Patient #14 did not

c. Acomplaint, dated 3/22/15, relafed o patient
care, was reviewed on behalf of Patient #14.
Thera was no documentation in tha grievance
files to Indicate the hosplee vestigated and
respaided to the complaint.

The Hospice Director was interviewed on 7/22/16
at 2:20 PM. She provided a clinical tote,
"HOSPICE SOCIAL WORKER CLINICAL NOTE,"
dated 3/23/5 from 1:00 PM to 2:15 PM from
Paflent #14's medical récord. The note Indicated
& social worker and RN made a home visit to
discuss and address the family concerns. She l
confirmed grievance documentation did not show '
! the intervention and & response was not provided '
I in writing in accordance with hospice policy,

inglude grievance documentation or s written
response in accordance with hospice policy.
Rasolution of the compialnt was Incomplate,

i

d. Complaints ware reviewed on behalf of Patient
#18, daled 10/21M14, and Patient #19, dated
12123114, related to problems with the hospice's
after-hours call eystem. Thera was no
documentation of resclution of the complaints or
 responsas in writing in accordance with hospice

. po!icy

Tha Hospice Director was interviewed on 7{22!15
: beginning at 2:20 PM. She stated that as & result :
; of the complaints, the hosplce had instituted a2~ |
I new call systam in 2015. She confirmed ]
responges were not provided in writing in

l accordance with hospice policy. ‘

( e. Pationt #17's name was entered on the

| STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPUER/CLIA {%2) MULTTFPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HULDING COMPLETED
131507 B.WING : 0712412018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
8199 WEST BLAGK EAGLE DRIVE
ST ALPHONSUS HOME HEALTH sf HOSPICE BOISE, ID 83709
64y ID " BUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDYERS PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIK {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING RNFORMATION) TAG cﬁoss-nﬁsenﬁggpisig‘ E’u g‘}ri)E AFPROPRIATH DATE
L 505} Continued From page 6 L 505

i

FORM GMS-?..*:UT(DZ-&'B] Previois Vorslons Ohenlete Evant [B: XPY81 Facilty 10: 131507
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03f04/2016
FORM APPROVED
OMB NO. 0938-0301

- CENTERS FOR MEDICARE & MEDICAID SERVIGES

STATEMENT OF DEFIGIENCIES %1) PROVIDER/SUFPLIER/CLLA {%2) MULTIFLE GONSTRUCTION ' (43} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUBBER: ABULDNG COMPLETED
_ 131507 B, WING 0712412015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 3TATE, ZIP CODE
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%43 1D SUMMARY STATEMENT OF DEFICIENQES I PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVIE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T0D THE APPROPRIATE DAYE
DEFICIENGCY)
1. 605 Continued From page 7 L 505
gifievance log, decumenting a complaint received |
on 8/14/14, There were no details on the
griavanoe leg to indicate who filed the complaint,
the nature of the complaint, or the resolution of
fhe complaint.
The Hosplce Director was intsrviewad on 7/22/15
begihning at 2:20 PM. She confimed the
grievance documentation was missing and said
she would look for it Later, she provided a copy
of a document "Tuck in Program Volunteer Call
Record," dated BM4/14, completed by a
volunteer. It ducumented Patient #17's
unhappiness with services. She also provided a
"COMMUNICATION/CONTINUATION NOTE,"
dated 8/15/14. Itdocumented an MSW in-person ;
visit to resolve patient concams. There was no
wiiiten-follow-up In accordance with hospice
policy,
The complaint related to Palient #17 did not
include grisvance documentation or a written Actions:
rﬂe:gcﬁzg ;noﬁctﬁ:rg:;ﬁaﬁtggﬁﬁt:mp;gg Education sessions will be conducted in August 2015
- with Agency Leaders (by VP of Ops), IDG [hy Director)
L 517 416.52(c)(8) RIGHTS OF THE PATIENT L517]  and Staff {by Directar and Hosplce Clinical Supervisor)
: 500 & | 517 defictency, corrective actions and
[Tha patient has a right to the follewing] ; on )
(6} Be free from mistreatment, neglect, or verbal, p""duf[;‘.’: specillc to each group’s fole and
mental, sexual, and physical abuse, inciuding responsiiies.
g:g?;&f:rgmorgn source, and misapprapriation Home Office {¥P Ops, COO} will update Reportable
: ! Events Form 1o Indicate events that meet deflnition
: of Sentinel/Serlous Adverse Events per Pollcy
" This STANDARD is not metas evidencad by: 4-018 {"unexpected occurrence involving death or
Based on staff interview and medical record serjous physical or psychological Injury or the risk
reviow, it was determined the hosplce failed to thereaf” “risk thereof: any process variation for
ensure 2 of 20 patients {(#12 and #14) whose which recurrence would ¢arry a significant chanca of
records wers reviewed, ware free from heglect aserious outcome”)

FURM CMS-2507{02-09) Previous Vorslons Obsolata Evant I0; XPY811

Facifity 1D; 135507 If eonlinuation shest Page 8 of 44
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__CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLERICUIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANE PLAN OF CORRECT/ON IDENTFICATION NUMEER: A BUILDING GOMPLETED
131507 B WING 0712412015
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, OITY, STATE, ZIF GODE ,

" Teft alone on 2/10/15 and was also left alone
“today. Notfication of Adult Pratestion and a plan

antd gbuse. This resulted in the inability of the
hospice to ensure patlents ware gafe from harm.
Findlng include;

1. Patlent#14 was a 77 year oid famale whose
500G was 2/01/156, She died on 4/28/15. Her
diagnoses Included congestive heart failure and
lymphoma cancer. ‘

A"PROGRESS NOTE" by the Aide, dated
2112115, documented a visit between 10:00 AM
ard 1:15 PM. The note stated "|Jpon amival,
[Patient #14] was alone, [Patlent#14] doesn't
know how long she has been alone but does not
want to be left alone. [Patient #14) was In pain
and [left] foot dropped over bedalde. [Patient
#14's] oxygen waster was emply,” The note stated
Patient #14 was in pain. The note stated the Alde
called the RN. The note stated the RN asked the
Aide to walt with the patient until she arrived,

The "PROGRESS NOTE" by the RN, dated
: 2/12/16 at 12:40 PM, stated Patient#14 had been

to ensure Patient #14 had supervision was not
documented.

The RN who visited Patiant #14 on 212115 was
interviewed on 7/24/15 beginning at 9:10 AM.

She slated Patient #14 was alone, She stated
the house was fitthy, that there was dog feces on
the flaors, dirty dishes and decompaesing food
around the house, and rotien mitk at the badside,
She stated Patient #14 was oriented io person,
place, and Uime, but was canfused and was not

i functional. She stated Patient #14 could not
transfer qr use the telephone. She stated she did

not think Patient #14 was safe and she ¢alled the

iy 1D SUMMARY STATEMENT OF DEFIDIENCIES D PROVIBER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENGY MAIST BE PREGEBED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T OROSS-REFERENCED 10 THE APPROFRIATE DATE

: DEFICIENGY)
L. 517 | Continued From page 8 L5147

Leaders and $taff wilf be orlented to the new form
“Sentine! ar Potentisf Adverse Evant Tool™
[Sentinel/PAE Tool) and the form will be
Implemented in August 2015,

The Disector or Clinfeal Supendsor wifl complete s
Rospica Sentinel or Potentlsl Adverse Event Form
on Patients #14 and #12 by August 30, 2015

The Directsr will facilitate a Roet Cause Analyyls
related to fallure of the team and the IDG %o
proparly decument, Investigate and take action to
prevent potentlal harm ahd keep patients #14 anc
#12 safe. The Root Cause Analysis (RCA) will be
fnitlated by August 30, 2015.

The Director or Designee will document the REA of
Patlents #14 and #12, which will reflact
recommended actions o be taken (policy revision,
edutation, forms revision, protess revision),

The Director wii repost indings of RCA 10 the FI
Committer at September 2015 to determine i
further action Is needed (PDAC, non-PRAC) to
prevent lack of follow up by dintclans and/er iDG In
similar situations in the future,

How Actions Will Improve Processes That Led To
Daficlency:

Actlons will 1) heighten awareness of individua! and
Eroup responsibillies related to Pollcy 4-018 Sertinel
Evant 2) provide clear divaction to Agency teaders
about typas and categories of events that requite Case
review vs. Root Calise Analysis {Sentinel Events),
documentation required and Pi Committee reporting.

i
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local Adult Protection Agency to report the
situation, She stated she assigned the Alde to
stay with Patient #14 until the family came home
and could supervise the patlent.

The next "PROGRESS NOTE" by the RN was
dated & daya |ater, on 2/18/15 at 430 PM. The
caregiver sftuation was not mantioned.

The IDG meeting "CARE PLAN UPDATE," dated
21B/18, stated "Caregivers have many other
issues/siresees.” The Torm did not document
discusslan of the caregiver situation nor did it
include a plan to ensure Patient 214 would be
cared for,

During the above intarview, the RN confirmed
Patient #14's caregiver status was not
documented, She also stated she did not

1 document the notification of Adult Prolection, an

investigation of the extent of the potentia) neglect, :
or a plan to ensure Patiant #14 would be cared |
for, .

The ageney falled o ensure Pallent #14 would be
cared for In a safe environmett and wouid not be
negiested.

2. Patlent #12 was an BS year old female whose
S0C was 11/06/14. She died on 12/27/14. Her
diagnusis was congeslive heart faiiure.

A'PROGRESS NCTE" by the Alde, dated
12/01/14, stated "Patiant [#12] said husband hit
her on hand and In face before Alde anrived. Alde
did not see any visible marks.,.Let Social Worker
know and elso nurse.”

An incident repor, dated 12/01/14, stated "Patient

[ sTATEMENT OF DEFICIENCIES {(X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE GONSTRUCTION {Xa} DATE SURVEY
AND PLAN OF GORRECTION [DENTIFICATION HUMBER; A BULDING COMFLETED
131507 B, WING 0712412018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
£160 WEST BLACK EAGLE DRIVE
87T ALPHDNBUB HOME HEALTH & HOSFICE ROISE, ID 83709
x40 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL FREFI{ {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUEATORY OR LST (DENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROPRIATE GATE
DEFIGIENGY)
L. 517 | Continued From page 8 LE&17

Monltoring and Tracking:

The P] Committee will rexlew any occurrences that
meet the definition of sentinel event and minutes
will refiect whether a root cause analysis has been
conducted or Is needed.

Completion Date:

Al Corrective Actlans will be initiated or completed
by August 30, 2015 by the designes identified in
each action step.
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(%121 was whining and saying that her hugband
hit her-She wanted me to call end reportit. She
said Do you have a phone-Can you call and halp
me-Alde did not see any visible signs of abuse
but patient did ask-her o reporl that husband hit
her on face and wrist." The report stated the Alde
nofified the focal Adult Protection agency on
12/02{14. The incldent report did net docoment
an Investigation of the alleged ablige,

A“CLINICAL NOTE" documented the RN visited
Patient #12 the next day, 12/02/14, from 2:45 PM
until 3:34 PM. Na mention was made of the
afleged abuse. No plan fo prevent abuse was
documented on the nate,

- A"CLINICAL NOTE" documented the MSW

! visited Patient #12 on 12/05/14 from 16:16 AM
i untif 11:00 AM, No mention was made ofthe
; alfeged abusa. No plian fo prevent abusewas
documented on the note. A'CLINICAL NOTE®
documented the MSW vislted Patient #12 on !
1212414 from 3:45 PM until 4:45 PM. The note
stated an Adult Protection workerwae present !
during the visit, Again, there was no mention of

dabuse or plans to pravent K,

The IDG meeting "CARE PLAN UPDATE," dated
12/10/14, did not mention the abusa allegations
and the POC did not include a plan to monfior
Patinnt #12 in order to ansure she was safe.

The MSW was intarviewed on 7/23/15 beginning
at 11:06 AM. She stated the Alde reported
allegations of abusea from Patient #12. She
stated the Alde notified the Adult Prolettian
agency. She reviewed Patient3#12's clinical
record end confirmed a plan to monitor the
pationt for abuse and keep her safe had not been

STATEMENT OF DEFICIENCIES {#1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION j QATE BURVEY
AND PLAN OF CORRECTION [RENTIFICATION NUMBER: A BUILEING COMPLETED
131507 B. WinG 07124/2015
NAME OF PROVIOER OR SUPPLIER STHEET ADDRESE, CITY, STATE, 2IP CODE
2189 WEST BLACK FAGLE DRIVE
ST ALPHONSUS HOME HEALTH & HOSPICE BOISE, ID 83709
o) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRECTION [
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PHEFLIX {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION; ThG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENEY}
L 617 | Continued From page 10 L5117
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! This STANDARD Is not met as evidenced hy:
. Based on staff interview and review of medical

. Patient #14's MSW assessment, called an
"ADDENDUM TO COMPREHENSIVE

OF SERVICES

The plan of care must specify the hospice cars
and services necessary to meat the patient and
famify-specific neads identified in the
compreheansive assessment as such nesds relate
to the terminal iliness and related conditions.

raconds, it was determined the hespice failed to
ansure a POGC specified the care and services
necessary to meel the needs of 2 of 20 patients
{#12 and #14), whose records wene reviewed.
Findings Include:

1. Patient ¥14 was a 77 vear old female whose
SOC was 2/(/15, She died on 4/28/15. Her

_tdiagnoses included congestive heart Failure and
i lymphoma cancer.

ASSESSMENT" and dated 2/02/15, stated tha
patient was bedbound. The assessment stated
Patient #14 lived with her son and his girfriend.
The assessment stated the caregivers “...are
overwhelmed with own issues, limited caregiver
help.” The assessment stated Patient #14%s
careglvers had [imited avaliabilly, The
assessment stated Patient#14's hama was
“cluttered, unclean with dirly dishes and papers |
on every flat surfaca In kitchen...Primary family in -

H
H

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES {%1) PROVIDERISUFPLEERICLIA %2 MULTIPLE CONSTRUCTION (13} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
131807 8. WiNG . 07!2@015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5150 WEST BLACK EAGLE DRIVE. .
5T ALPHONSUS HOME HEALTH & HOSPICE BOISE, ID 53709
044 1D SUMMARY STATEMENT & DEFICIENGIES o FROVIDER'S PLAN OF CORREGTION (48]
PREFIX {EACH DEFICIENDY MUST BE FRECEDED BY FULL PREFDX CH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CRO5S-REFERENCED TGO THE APPROERIATE DATE
. DEFICIENGY)
L 617 | Gontinued From page 11 L517
developed.
The agency falled to ensure Patlent #12 would be
cared for In a safe environment free from abuse. .
{ 538 418.56 ID(5, CARE PLANNING, COORDINATION L 538 Actions:

Education sestions will be conducted In August 2018
with Agancy Leaders (by VP of Ops), 1DG (by
Director] and Staff [by Director and Hospice CHnleal
Supervixor} on 1538 defictancy, correctiva actions
and policles/roals specific to each group's role and
respensibilltes.

The Dlrector ar Clinlesl Supervisor will complets a
Hospice Sentinel or Potertial Advacse Event Form
on Patients #14 and H12 by Aupust 30, 2015

The Birector will facilitate a Root Cause Analysis
refated to fallure of the team and the (DG to
properly document, Investigate and take actien to
prevent potential harm and keep patiants #14 and
#12 safe, The Rpot Cause Analysls [RCA) will be
initiated by August 30, 2015,

The Directur or Designee will datument the RCA of
Fatlents #14 and #E2, which will raflect
recammanded actions to b taken [policy revision,
educatlon, forms revislon, process revislon).

The Mrector will report findings of RCA to the PJ
Committee at September 2015 to determing if
further actlon Is needed (PDAC, non-PDAC) to
prevent lack of follow up by tlinlcians and/or 106 in
similar situations in tha future,

i
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SUMMARY STATEMENT CF DEFICIENCIES

iD

FROVIDER'S PLAN OF CORRECTION 075

home have nswbom and legalffinancial Issues to
cope with as well."

Patlent #14's "HOSPICE PLAN OF CARE" for the
cestification period 20{15-5/01/16 did not
specifically address the caregiver situation. The
"HOSPICE INTERDISCIPLINARY CARE PLAN,"
signed by the IDG on 2/04/15, stated "Primary
carepiver 18 mom of newbom and had not
anticipated being caregiver. M5SW assisting with
resources, offering support.”

APROGRESS NOTE" by the Aide, dated
22115, documented a visit betwaen 10:00 AM
and 1:15 PM. The note stated “Upon amival,
[Fatient #14] was alone. [Patlent #14] doesn't

| know how long she has besh alone but does not

want tv be Jeft alone. [Paflent #14] was in pair
and [ieft] foct dropped over bedside. [Patient
#14's] oxygen water was emply.” The nols stated
Patient #14 was In pain. The nofe stated the Alde
called the RN. The note stated the RN asked the
Alde to wait with the patient until she enived.

The "‘PROGRESS NOTE" by the RN, dated

21216 at 12:40 PM, staled Patient #74 had been |

laft alone on 2/10/15 and wes also ieft alone
today. A plan to ansure Patient #14 had sufficlent
care and supervision to keep her safe was not
dorumented by the nurse. The next hursing visit
was dosumented on 21845, 6 days later.

The RN who visited Patlent #14 on 2/112/16 was
interviewed on 7/24/16 beginning at 8;10 AM.,
She stated Patient #14 was alone. She stated
the house was filthy, that thera was dog feces on
the fioors, dirly dishes and decomposing food
around the houss, and rotten milk af the bedslda,
She stated Patlent #14 was orientad o persan,

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFIGIENGY)
L 538 Continued From page 12 L 53

How Actions Will improue Pracesses That Led To
Deflclency: ’

Actions wlll 1} helghten awaréness of individual and
group responsibtiities related to Poficy 4-018 Sentinel
Event 2) provida clear direction to Agency Leaders
about types and categories of events that require Case
review vs. Root Cause Analysis {Sentinel Events),
documentation required and PI Cominlfttee reporting.

Monltoring and Tracking:

The Pl Cammittee will review any oceurrences that
meet the definition of sentinel event and minutes
will reflect whether a root cause pnalysis has been
contdwited or is needed,

Completion Dete:

All Corrective Actions will be initiated or completed
by August 30, 2015 by the designee identified in
each action step.
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L 638 | Continued From page 13 L 538

pilace, and time, but was confused and was not
functional. She stated Patient #14 could not
transfer or uge the telephone. She etated sha did
not think Patient#14 was safe and she called the
lowal Adulf Protection Agency to report the
situation. She stated she assigned an Alde fo
stay with Patient #14 uniil the family came home
and could supervise the patient,

The IDG meeling "CARE PLAN UPDATE," dated

2{18/15, stated "Caregivers have many other

[ssues/siresees." The form did not include a pfan

to ensure & caregiver would be available tg
Patiant #14 and she would b cared for.

The MSW was Interviewad on 7/24/15 beginning
at 9:10 AM. She staled Patient #14's POGe :
before and after the vislts, when the patient was
found alone, did not speclfy the care and services |
nesded to ensure a caregiver was available,

The agency failed to ensure Patient#14's POC
. addressed her needs far a caregiver,

} 2. Patlent #12 was an 86 year old female whose - !
, 30C was 11/06/14. She died on 12/27/14. Her |
! disgnosis was congestive hear failure. :

A History and Physical was faxed {o the hospica
on 11708/14. The document, dated 107/22/14,
stated Patient #12 suffered cardiac arrest and
reguired intubation during a surgery on 9/19414.
The dotcument slated Patient #12 subsequently
was transfarred to a rehabliitation unit on
10/08/14. The document stated Patient #12 was
discharged horne on 10/18/14, The document
stated Patlent #12 .. .was there for a short while
and was unsuccessful navigating the stairs and
eventuaily slept on the flobr. The subsequent

FORM CI9-2587([02-k6) Pravious Varsians Obaoiete Evant 1D: XPYaH
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morming she requestad to go back fo the hospital
and her husband contacted EMS." The
document stated Pallent#12 was then readmitted
1o the hospital and treated for acute renal f'alll.ll'e
likely secondary to dehydration.

Patient #12's MSW aesessment, called &n
"ADDENDUM TO COMPREHENSIVE
ASSESSMENT" and dated 11/05/14, stated the
patient and her husband, who was aleo her
canegiver, were in denial about how ill she was,
The assassmment stated the home had "many
stalrsi” and gaid Patient #12 "...couldn't get out of
har car or upstairs tnday.. {Patient #12] very weak
and unable to walk or transfer without 2 person
assist, Spouse Is ederly and not able to get her
upstairs. When MSW arrived, [Patient #12] could
not get out of car and spouse couldn't got her out
either...N¢ family and no neighbers. Live in
isolated area.”

The inftial "HOSPICE INTERDISCIPLINARY
CARE PLAN," daled 11/12/14, did not address
the caregiver's inabillly to cara for Patlent #12.

A"PROGRESS NOTE" by the Aide, dated i
12/01/14, stated "Paflent [#12] sald hushand hit
her on hand and in face before Alde arived, Aide
did not see any visible marks...Let Social Worker
know and also hurse."

An incident report, dated 12/01/14, stated "Patient
[#12] was whinlng and saying that her husband
hit her-She wanted me to call and report it. She
sald Do you have a phone-Can you call and help
me-Aide did not sae any visible siphe of abuse
but pafient did ask her o report that husband hit
her on face and wrist" The report stated the Alde
notified the local Adult Protection agenicy on

_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0038-0391.
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPFLIER/CLIA (12} MULTIPLE CONSTRUGCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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- SUMMARY STATEMENT OF DEFICIENCIES
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PREFR
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L 538

Lib8

| 12102114,

. Paflsnt #12 In order to ensure she was safe.

| The MSW was interviewed on 7/23/15 beginning

' The agency feiled to ensure Patient #12's POC

Continued From page 15

A"CLINICAL NOTE"™ documented the RN visited
Patient #12 the next day, 12/02/14, from 2:45 PM
unti! 3:34 PM. No mention was made of the
afleged abuse. No plan 1o prevent abuse was
documented on the nate.

A '"CLINICAL NOTE" documented the MSW
visited Patient #12 on 12/05/14 from 10:15 AM
unt 11:06 AM. No mention was made of the
alleged abuse, No planio prevent abuse was
documented on the note.

The DG meeting "CARE PLAN UPDATE," dated .
1210/14, did not mention the abuse aflegalions
and the POC did not include a plan to monitor |

at 11:05 AM. Eha reviewed Fatient #12's ol|nical
record and confitrned a plan to address the
careglver situation was not documented. She
also stated a plan 1o monitor Patient #12 for
abuse and & plan to kesp her safg had not been
developed after the allegations of abuse.

addressed het needs for a carsgiver and the
need fo ensure she was not abused,

418.58 QUALITY ASSESSMENT &
PERFORMANGE IMPROVEMENT:

This CONDITION is not met as evidenced by:
Based on staff interviews and review of QAR

L§38

L 658

TAG 558

Refer to Corrective Actions for L560,
1561, L562, 1563, Lb64, L565, L56A,
L5649, L570, L571, 1574

I
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policies, QAPI documents, adverse event
documents, and mesfing minutes, it was
determined the hospice failed to ensure a4 QAP
program was developed, implemented, and
maintained. This resulled in the hospics's
inabilfiy to monilor services and Improve the

actions taken, Findings Include:

1. Refer to L5860 a5 it relates to the hospica's
failure to ensure 4 comprehensive data driven

maintalned.

2, Refer to L661 as if relates to the hospice's
fallire to ensute its QAPI program was capable

: related to improved palliative outcomes and
hosplce services.

3. Refer to LE62 as it relates {o tha hospice's
feilure to ensure a process was developed fo
analyze adverge patient events.

4, Refer to LEE3 as |t relates to the hospice's

{ fallure to ensure quality indicator data, including
: patient care dals, was used in the design of its
program.

5. Refer to L5684 as it relales to the hospice's
faliure to ensure data was used to monitor the
effesiiveness of services and [dentify
opportunities for improvement,

8, Refer to L5BE as it rolates fo the hospice's
Tailure to ensure the frequency and detil of the
{ date collaction was approved by the hospice's

i goveming body.

quality of patient gare based on relevant data and

QAPI program was daveloped, implemented, and

' of showing measurable improvament in indicators
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7. Refer to L566 as it relates to the hospice's
failure 1o ensure performancs improvement
activities focused on high risk, high volums,
probksm-prone areas,

8. Refer to LEEG9 as it relntea to the hospice's

failure to ensure Pl aclivities analyzed the causes

of adverse patfent events and implemented

preventive actions that included feedback
throughout the hosplice.

9. Refer to L570 as it relates to the hosplce's
failure {o ensure actions ware taken aimed at
performance impravement and these actions
were trackad, i

10. Refer to L571 us lrelates to the hospice's
failure to ensure PIPs were implemented and
svaluated,

1. Rofer to L574 as it relates to the govemning
body's fallure to aceept respensibility for ensuring

a QAP! program was defined, implemented, :
maintained and evaluated annualiy. ! ;

The curnulative effect of these systemis fallures ! !
serfously impeded the abllity of the agency {o ! .

assess, monifor, and Improve the quality of its
services.

L 560 418.58 QUALITY ASSESSMENT & L 560

PERFORMANGE IMPROVEMENT Actions:

Education sesslons will be conducted in AUgust 2015
with Agency Leadlers {by VP of Ops), Governing

The hospica must develop, | ent,
hosp P mplam t, and Board (by VP of Ops), P! Commitier {by Directar)

maintain an effective, ongoing, hospice-wide

datza-driven quality assessment and pérformance and Staff [by Director and Hosplca Clinltal
improvement program. Supervisor) on 558,

The hosplce's goveming body must ensure that L 560 deficlency, correctlve actions and

the program: reflects the complexity of its palicles/touls specific to gach growp’s role and

responsiblities,
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] Home Ofiice (VP of Ops, COO) will revise the T
L 580 Continued From page 18 L 560 Agency P Plan by August 30, 2015, iisting PI

; implemented, and maintained. This resuited in

{ specific to the hosples agency. For example,
. under a sectlon tited "Monitoring,” the policy

| define the participants in either committee,

organization and services; Involves all hospice
services (including those services furnished
under contract or arangement}; focuses on
indicators related to improved palllative
ottcomes; and takes actions to demonstrate
improvement in hpspice performanca, The
hospice must maintain documantary evidence of
Its quality agsessment and performance
Improvement program and be able te
demenstrate its operation to CME.

This STANDARD is not met as evidenced by:

Based on staff interview and review of policies
and QAP| documents, it was determined the ;
hospice failed to ensure a comprehiensive data
driven QAP! program wag daveloped,

the inability of the haspice to evaluate its
processes and significantly impeded the
hicspice's abliity fo Improve care and services.
Findings include;

The policy "Performance Improvement Plan,"
dated 2015, listed broad objectives and a
methodofogy (PDAG). The policy was not

Included "Home Health Compare and “Homne
Heaith Qualtty Initiative.” The policy mentioned a
"Aranch Pt Committee” and a *Frontier Hume
Heaith and hospice FI Committes," but did not

A plan that contalned specific direction to staff,
inciuding identification of needs, specific quality
indicatore, and how staff would analyze data, was
not documented. This led to a lack of data
collection and a lack of analysis of agency

- August 2015 menthly PI meating and the October

FORM CMS-2897 (12-09) Previous Versbons Obsaliets

Event i{D: XPYaH

Facit agenda/minutes to POC)

Coummittee Member, The Revised Pl Flan will clearly
define hosplice specific data used to evaluate patient
care processes and outcomes, the frequency of déta
callection, the definition of Sentinel Event, whan
Raot Cause Analysls (Intense analysis} is raquired vs.
Case Review [PAE}, the definition of high-risk, high-
velume and problem prone areas.

The Governing Board Educatlon Session wili include
arlentation to the Goverhing Board's role &
tesponsibility, Agency Annual Evalyation and 2015
hosplce quality outcome monitors. Mitues of this
Governing Board meeting will reflect Gaverning
Board approval of the Pl Plan that addresses quality
monitors and frequency of duta collection. The
Governing Board will avthor(ze the Pl Cammittes to
monltar hosglce quality outcomes as outlined In the
Agency Evaluation and the 2015 Pi Plan.

The Agency Leader Education Session will include the
responsiblity of the Director for reporting refevant
findings of Agency perfarmance Improvement
activities at each quarterly Governing Board mesating.

Puring the Pl Committee Education Session, the
Plrector, based an the 2015 Agency Annual
Fvalustion, wiil present the revised Pi Plan to the Pi
fommittee activithes for 2015, Education of Py
Committee will Include requirement for monitoring
&he hospite program using specific, measuseable
quality indicators that monitor the full scope of the
program’s performance,

The Divector will Implement updatad monthiy and
Quartariy Pl Agenda/MMnistes templates, which
separates the review of Home Hesith and Hosplce
guallty outcomes. Implementation will begin with

2015 Quarterly Pl meeting. [Attach revised

19044




| Lol - 0
The Diractor will maintain Hospice Monthly &

Quartarly Hospice Quality Oulcomes Datg fna
feparate Pl notebook,

The Director will ensure that Hospica CCR data Is
recorded on a Hospice CRR togl, The Directar or
deslgnee wilf recap mahthly CRR resvlts on a
Hospice Monthiy Recap tosland submit to Homea
Office for inclusion on the Hospice CRR spreadsheet
each month, beginning August 2015 and ongoing,
The Director or deslgnee wil file CRR documents in
the Agency Hogpi:e P| Noteboak,

The Agency Pl Committee wili identify impravement
opportuntties based on analysis of data presented at
she August Pl Meeting, develop and initlate FDACS
{Plan, Da, Check, Act) or nan-PDAC actions. The pi
Committee will review Hospice quality data that
Includés quarterly Hospice CRR, Hospice Risk
Management {Infections, Complaints, and Repartabie
Events), Hospice Infarmation Set {Hi15) Action Board
and Hospice CAHPS d‘ata trends.

Hame Gffice will revise the Hasplee PDAC Tetplate
with “cues” to include baseling quality autcorne data
(and source} that Indicates an opportunity exists and
“cues” to include quallty outcome data (and sgurce)
that show IFimproverent isachieved.

The Director will suminarize hospice specific
dutcome measures from the LEAN project, update
outcomes trends quarterly to report at the Quarterly
PI Committee and Governing Board meetings.

The Agency P Comntittee will IdentHy improvemant
opportunitles based on analysls of 2™ QTR data
presented at the August PI Meeting that jncludes
Hospice Rlsk Management {Infections, Complalnts, and
Repartable Events), Hospice Information Set {His}
Action Board and Hosplce CAHPS data trends and
Hospice Survey CRR results,

The Pi Commiitee will devalop and initlate PDACS
{Plan, Do, Chedk, Act) or nou-PDAC actlons based datn
znalysis during August 2015 meeting. Actlons will ba
prinritized based on high volume, high sk, and
problem-prane ara2as,

The Directar will maintain clesr documentary
evidence of Hosplee specific quality assessment and
Pl progrom activities beginning In August 2015 and
thereafter. Hospice specific roview of data will
clearly label in a separate section of all
tocumeants/minutes,

Bocumentary Ewvidence of the Agency's quality
assessment an¢ Pt Program will include:
s Annual Agency Evaluation

¢ Annuel PAC meeting minutes

¢ Quarterly Governing Board meeting
minutes

«  Monthly/Quarterly PI Minutes

How Actions Wil Improve Processes That led To
Deficiency:

Actions will 1} helghten awareness of individual and
graup responsibifitios related to CGAPI 2} clarify what
data Is used to maonitor hospite quality outcormes; 3)
Provide improved togls for capturfng analysis of data
and reflecting decisiong regarding targeted areas of
improverent and POAC and non-PDAC actions.,

Monitoring and Tracking:

Hame Offlce (VP of Ops, COO) will use 3 Survey Flan
of Camection Checklist to ensure ali Corrective
Actions are completed or initiated by August 30,
2015,

The Director and VP of Ops will review meeting
minutes to ensure completeness and compliance,
Pl Minutes will reflect analysis of data ganerated by
Hospice Clinital Record Raviews, Risk Menagement
trends, Billing Audit Trends, Hospice information Set
Actlon Boards and Hosplce CAHPS agalnst
monthly/quarterly data trends going forward,

Completion Date;

Alt Comective Actions will be [nitiated or complated
by August 20, 2015 by the designee Identifled in
@ach action step.
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L 660 Continued From page 19 L 560
processes.
The Hospice Director was Interviewed on 7/2411%
beginning at 10:30 AM. She stated she was
responsible for QAPI at the hospice. She stated
a specific plan to direct the QAP pregram had
hot bean developed, She stated she could not
give a documented example of a change to a
hospice process In the past 12 months based on
analysis of qualty indicatar data. -
The hospice failed to develop and implement a :;“m: .
data driven QAPI program. ht;ltatlon sessions will be condurted n August 2025
L 561! 418.68(a){1) PROGRAM SCOPE 1] rjf::;‘:::::; ‘:;’;:’;;;f“' ;‘“:m'"ﬂ ]
, ee tby Director’
(1) The program snust at least be capsble of and Staft by Dira<tar and Hosplea Clinjeal
. showing measurable lmp rovement in indicators Supervisor) on 561 deflciency, corractive actions
refated to improved palliative outcomes and and policles/tools speciflc to each group's roie and
hDBPiGB services, responsibllitics, ’
This STANDARD s not met as evidenced by: The Director will summarlze hosplce specitc
Basad an staff intarview and review of v'.:uﬂ\!:"ly Dutcome measures from the LEAN project, update
documents, it was deterrined the hospice failed ouicomes trends quarterly to report at the Quarterly
to ensure iis QAP program was capable of Pl Coptmittaa and Governing Board msetings.
showing measurable improvement in indlcators |
related to improved palliative outcomss and } The Agency Pl Committee will Identify Improvemant
1 hioapice services, This preventad the hospice vpportunities based an enalysis of 2*! Q' data
: from evalusiing #s ability to provide cars, presented at the August Pl Meeting that Includes
Findings include: Hosplce Risk Management (Infections, Complaints,
Reportable Events), Hospice information Set (HIS)
The anly data gathered by the hospice from Actlan Board 2nd Hospite CAHPS data trends and
7]014’14‘10 7H 51‘15 Included patient satisfaction Hospice Survey CRR results.
tlela, a listing of the top 10 terminal condltions
and the average length of stay for each conditlon, The Pi Committes wil develop and Initiate PDACs
and aggregate numbers of adverse events such {rtan, Do, Check, Act) or non-PDAC scthans based data
as falls, No data was documented to show anatysis during August 201 meeting, Actions will be
improvement or decline In patient outcomes. ‘ i pricritized based on high valume, high risk, problem-
: " prone areas, ‘
FORM CHS-2507(02-98) Previoos Veralons Qhaalste EvanllD:mai‘I- Fndll‘-y 1B 131507 M sanfinuation stest Page 2Gof 44
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"Hiow Actlohs Will Improve Processes That Led To —
1861/ Continued From page 20 L 661 z:ﬂfmg ;ns wilt 1) helghten awareness of
¥ . ove actio. end
;;l;ig?ﬁsigte .Pérgomg;ﬂwa;ég{ig{:dw?g:gnfymd” 5 individual and group responsibiiities related to QAP!
hospice speciﬁé data da!hered in the past year 2} clarliy what data Is used to monitor hospice
was the paﬂent satiafsction data and 5 listing of quallty outeomas; 3) provide improved tools for
the terminal conditione. She stated no qualily captung analysls of data and reflecting decisions
indicator data related to processes of carg had regarding targeted areas of improvement and PDAC
been gathered in the past year. and non-PDAC actions,
The hospke failed to develop a QAP program Monttaring and Tracking:
capable of showing measurable improvement. The P| Committes will analyze data generated by
L 562 { 418.58(a)(2} PROGRAM SCGPE L682| Hospica Clinical Record Reviews, Risk Management

. documents, it was determined tha hosplee failed

(2) The hosplce must maasure, analyze, end

track quakty indicetars, including advorse patient !
events, and other aspects of performance that |
enable the hosples to assese procosaes of care, |
hosplce services, and oparations.

This BTANDARD it not me? as evidenced by:
Based on staff interview and review of QAP|

{o ensure a process was developed bo analyze .
adverse patlent events. This affected the care of
2 of 2 patients (#12 and #14) with idenfified
adverse events which were reviewad and had the
petential to alfect all hospice patients. This
prevented the hospice from Implementing
measures to decreasse the number of adverse
patlent events. Findings include:

The policy “Performance Improvamsnt Plan,”
dated 2015, stated adverse pafient events would
be subjected {0 "intense analysis.” The policy did
not define what "intense analysis* meant nor did it
outline a process to analyze adverse events and
staif's role in them.

1, The hospice documented the number of

trends, Blliing Audit Trends, Hospice |Information Set
Action Boards and Haspice CAHPS agalnst
monthly/quarterly data trends baginning August
2015 and thergafter. Pl Committee meeting minutes
will reflect analysis and actlons taken.

The Director and VP of Ops will review meeting
minutes to ensure complieteness and cempliance.

Completion Date:

All Corrective Actians will be inltlated ar completed
by August 30, 2015 by the designee [dentified [n
each action step.

. bl
Actions:

Education sessions will be conducted in August 2015
with Agency Loaders (by VP of Ops), Governing
Board {by \'P of Dps), Pl Committee {by Director)
end Staff [by Director and Hosplee Clintcal
Supervisor] on L562 deficlency, comective actions

and poficies/tools speclfic 1o each proup’s rale and
responsibilities.

S S U
v
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L 562 { Continued From page 21 L582 .
adverse patient evenls by month including falls Home Office (VP of Opy, COD) wil revise the
and Incldents of abuse and neglest., Analysis of Agency Pi Pian by August 30, 2015, listing P} :
thase events was not documented. For example: * Committer Mamnber. The Revised PI Plan wif] clearly
define hospice specific data vsed to evaluate patient
a. An incident report, dated 12/01/1 4, siated ¢care processes and outcomes, the frequency of date
"Patlent [#12] was whining and saying that her collection, tha definition of Sentine] Event, when
husband hit her-Sha wantad me to call and report Root Cause Analysis {intense analysis) is required vs.
it. She sald Do you have a phone-Can you cail Case Review (PAE}, the definition of high-risk, high-
and hegz me-:dde éﬁd nukt see any visible signs of volume and probfem prone areas,
abuse but patiant did ask her to report that
husband hit her on.face and wrist" The report Leaders and Staff will be oriented to tha new form
s!atengy thu:' @!Ede ng'tfeg_ 'Eh.*ai Ioﬁal ﬂidult Pr;o;fdcﬁg “$entlnel or Potentlal Adverse Event Tool*
agency on 1202/14. The incldent repa n {Sentinel/PAE Tool) and the § b
dacument an invesfigation of the alleged abuse. In August 2015, e thofom it be mplemerted
b. The RN who visited Patient 214 an 2f12/15 b Leaders and Staff i ba ofiented
was Interviewed on 7/24/16 beginning at 5:10 AM. “Sent!n:l or P:te:t'llal ﬁlﬁfﬁiﬁ:ﬁ:ﬁw o
Sha stated Patient #14 was alane. Shestaled {Sentinel/PAE Tool) and the form will be
: the house was filthy, that there was dog feces on implemented in August 2015
+the floors, dirly dishes and decomposing food '
| arourtd the house, and rotten milk at the bedside. ' N
* She atated Patient #14 was oriented to parson, :::: ':Z'E::'t:" ":""':"" Supervisor wifl compiate a
, place, an'l‘.i tirne, but was confused and was not on p,;ti:m;:ﬂ':ea:; .q:;e :::LAS::;)E :;::t Fom
functional. She stated Patient #44 could not BUst 30,
transfer or use the telephone. She stated she did ) ,
rot think Patient #14 was safe and shs catled the | ‘The Dlre_ctur will facilitate a Root Cause Analysls
local Adult Protectien agency to report the ! i related ta fallure of the team and the IDG to
Eitustion, : : proprrly dorument, investigate and take action to
prevent potential harm and keep patients #14 and
An Incident report was not documented for #12 safe. The Root Cause Analysis (REA) will ba
potential reglect of Patiant #14 and an contucted prio 1o the September 2015 P
Investigstion of the incident was not documantead. Committee meeting.
No investigation or analysis of the above events The Director or Designee will document the RCA of
was documented. Patlents #14 and #12, which will reflect
recominended actions ta be tak i i
The Hospice Diractor was interviewad on 7/24715 e o e aken (polcyreviion,
beginninp = 10:30 am, She stated there was no ducation, forms revislan, process revision).
documentation of invaétigaﬁon and analysis of T -
FURM GMS-2EB7{02-98) Provious Virsions Dbaolote Evenl ID:XPYS11 Feailtty 10: 121807 H continvation shost Page 22 of 44 -
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The Director or Designee witl document the REA of
Patients #14 and #12, which will reflect
recommended actions to be taken {policy revision,
education, forms revision, process revislon),

The Director will report findings of RCA to the PI
Committee at Septembar 2015 to determine if
further action is needed {PDAC, non-PDAC) to
prevent lack of follow up by clinicians andfor DG In
sirnilar situations in the future.

How Actlons WHI Improve Processes That Led To
Deficiency:

Actions will 1} heighten awareness of individual and
group responsibitiies related ta Policy 4-018 Sentinel
Event 2) provide clear directlon to Agency Leaders
about types and catagorlas of evants that require Case
review vs, Roat Cause Analysis {Santinel Events),
dacumentation required and Pl Committee reporting.

Monitoring and Tracking:

The birecter or Hospice Clinical Supervisor will
review documentation in the ciinicat record when an
event that may be a sentinel or Adverse event is
identified and ensure that the Hospice Sentinel/PAE -
form Is completed and an appropriate analysis is
conducted, :

Completion Date:

Al Carreciiva Actlons will be Initisted-or completed by
August 30, 2015 by the designee identified in each
actlon step.
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{1) The program musi use quality Indicator data,
including patient care, and other relevant data, in
the design of its program.

This STANDARD i5 not met as evidenced by:
Based on staff interview and review of policies
and QAPI documents, it was determined tha
hosplce falled to ensure quality indicator data,
Including patient care data, was used in the '
design of its program. This preventad the
hospice from developing e comprehansive QAP!

: pregram. Findings include:

_ The poticy "Performance Improvement Plan,”

i dated 2015, listed broad objectives for the QAPI
! program. The policy did not mention data
collection or the analysis of that data. A specific
plan directing staff {o collect and analyze data
had not been developed. :

Tha only data gathered by the hospice from
7i04/14 to ¥/15/15 Included patlent satisfaction
data, a listing of tha top 10 terminsl conditions
and the average length of stay for each conditlon,
and aggregate numbers of adverse events such
ae falls. No data analysis related to agenay
processes was documenied,

The Houspice Director was intewiewad oh 7.24/15

e ——
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L 662 | Continued From page 22 L 562
the above events. She confirmed the Actlons:
"Performance Improvement Plan" pelicy did not *
include a procedurs to investigate adverse patient Education sessions will be conducted in August 2015
events. with Agency Leaders (by VP of Ops), Goveming
Board {by VP of Ops}, b} Committes (by Director}
The hospice falled {o analyze advarse patient and Staft {by Director and Hospice Clinfcal
avents. Supervisor} on | 563 defldency, corrective actions
L 683 | 418.58(b)(1) PROGRAM DATA L583| end paliciesftools spacific to each group's role and

responsibilities.

Home Cifice (VP of Ops, COO} will revise the
Agenicy Pl Plan by August 30, 2015, listing P}
Committee Member. The Revised P1 Plan will clearly
define hospice $pecific data used to evaluate patent
care processes and outcomes, the frequency of data
collection, the definktion of Sentine) Event, when
Root Cause Analysis (Intense analysis) is required vs.
Case Review {PAE), the definition of high-risk, high-
volume and problem peone areas,

Home Office (VP of Ops, COO) will revise Manthly
and Quarterly Pl Meeting Agenda/Minute
Templates by August 30, 2015, to better reflect
hesplee speclfic focus; leaders will be educated on
proper recording of Pl meeting minutes to capture
analysis of data and decislons regarding PDAC and
non-PDAC actions to be taken.

How Actions Will improve Protesses That Led To
Deflriency:

Above actions wilf 1} helghten awareness of
Individual and group respansibifities related to QAP
2] clarify what data is used to monitor hosplce
quality outcomes; 3} provide improved tools for
capturing analysis of data and reflecting decisions
regarding tatgeted areas of Improvement and PoAC
and hon-PRAC actions,
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%43 I SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S FLAN OF CORRECTION ps)
PREFIX fEACH DEFICIENGY MUST BE PRECEDED BY FULL PREFDX {EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROSS-REFEﬂEggFEgE g’%EAPPROFRlAE DATE
L. 663 | Continited From page 23 L 563 MM““"*I'"ﬂ:mk‘"z“ et analsis of dato
beginning &t 10:30 AM. She staled a specific Pl Committet M nutes witre et ananys's
e generated by Hospice Clinical Record Reviews, Risk
plan specifying the use of quality indicator data - ) i
had not baen de\ralopad She oonfirmed data Management trands, Billing Audit Trends, Hospice
analysis was riot documénted. : information Set Action Beards and Hosplice CAHPS
agalnst monthly/quarterly data trends golng
The hospice falled to use quality Indicator data in forward.
the design of its QAF] program. )
L 684 | 419.58(b){2) PROGRAM DATA L. 564 The Birector and VP of Ops whl reui\:w rnee[:mg
mnlnutes to ensura completencss and ¢ompliance.
(2) The hosplce must tee the datz collected to do :
the foliowing: Completion Date:
(i) Monitor the effectiveness and safely of All Corrective Actions wlif be inltlated or completed
seyvices and qualily of care. by August 30, 2015 by tha designze identitled in
(11} identify opportunities and priorities for each actlon step.
improvement ]
This STANDARD is not met as &videnced by: T ‘
Bassd on staff interview and review QAP]
documents, It was determined the hospice falled [ = ‘:]4_
- o ensure data was used to ronitor the ACTIONS: >
. effectiveness of setvices and identify ducation . '
oppo rtunities for impruvemen t This interfered Educatlon sessions will be cum}‘uc!ed 1r: August 2015
with the hespice's ability to implament changes 1o with Agency Leaders {by VF of Ops), Governing
improve care, Findings rncludr:a' # Baard by VP of Ops), PI Committee {hy Diractor)
* ) and Staff {by Director and Hospice Clinjcal " -
The only data gathered by the h osplce from ; Supervisor) on L564 deficiency, corrective actions
7101114 to 71515 included palient satlsfécﬁon and policles/tools spaclfic to exch group’s role and
data, a listing of the tap 10 terminal canditions responsiblities.
and the average fength of stay for each condiion,
and aggregale numbers of adverse events euch Home Office (VP of Ops, COO) will revise the
as falls. Nodata analysis related 1o agency Agency Pl Pian by August 30, 2015, fisting P|
processes was decumented. No documentation Committee Member. The Revised PI Plan will clearly
was present to show changes had been made fo deflne hospice specific data used to evaluate patient
hospice processes based on the use of data, tare processes and autcomes, the frequericy of data
i cotlection, the definition of Sentine] Event, when
The Hosples le'agtor was interviewed on 7/24/15 Roat Cause Anaiysls [Intense analysis) is required vs,
beginning at 10:30 AM. Shestatedno Case Revlew (PAE), the definition of high-risk, high-
documentatfon was present to show hospice volume and prablem prone areas,
i e T — S
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During the Pl Committer Education Session, the
Director, based on the 2015 Agency Annuat
Evaluation, will present the revised Pl Plan to the Pl
Commiitee actlvitles foy 2015. Fducation of Pt
Committee will inchide requirement for monltoring
the hospice program using specHle, measureable
guality Indicators that moniter the full scope of the
program’s perfortmanca.

The Agency P! Committee wiil Identify impravement
opportunities based on analysis of 2™ QTR data
presanted at the August Pl Meeting that ncludes
Hosplee Risk Managemenit (infections, Complaints,
Reportabla Events}), Hosplce information Sat (HIS)
Actlon Board and Hosplce CAHPS data trends and
Hosplce Sivvey CRR results.

The Pl Cornmittee will develop and initiate PDACS
{Plan, Do, Check, Act) or nen-PDAC actions based data
enalysts during August 2015 meeting. Actions will be
prigritized based on high volumne, high risk, problem-
Prone areas.

The Director will summarize hospice specific
Autcomne measures from the LEAN project, update
autcomes trends guarterly to report at the Quarterly .
Pl Coramittee and Governing Board meetings.

Home Offlca (VP of Ops, COD) will revise Monthly
and Quarterly Pl Mesting Agenda/Minute
Templates by August 30, 2015, to hetter reflest
hospice speclflc {ocus; leaders wlil be educated on
proper recording of P} meeting minutes to capture
analysis of data and decisions regarding PDAC and
non-PDAC aetlons to be taken.

How Actions Will Improve Processes That Lad To
Defitiency:

Above actions will 1 heighten awareness of
individual and group responsibliities related to QAP
2} clarify what data is used o monitar hospice
quality outcomas; 3) provida Improved teals for
capturing analysis of data and reflect decisions
regarding targeted aress of improvement end PDAC
and non-PDAC actions.

Monitoring and Tracking:
Pt Committee minutes will reflect PDAC and non-
PDAC actlons based on data analysis.

The Director and VP of Ops will review meeting
thinutes to ensure completeness and compliance,

Completion Date:

All Corrective Actlons will be Initinted or completed
by August a0, 2015 by the designee [dentified In
each action step.
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This STANDARD Is not met as evidenced by;
Based on etaff interview and review QAP
documents, it was determined the hospice failed |
16 enslire the frequency and detall of the data :
collection was eppraved by the hospice's :
governing body. This resulted in a lack of
dirastion to stalf ragarding how to Implement the
QAPI program. Findings include:

A specific hospice QAP! plan to gather quality
indicator data, including the frequency and detall
of the data vollection was not doclimantsd,
Thare was no documentstion that the governing
body discussed & QAP plan which Included data
collection,

The Hosplce Director was Interviewed on 7/24/15
beginrning at 10:30 AM. She stated a specific
hospice QAPI pfan, Including the frequency and
detall of the data collaction; had not been
developed. She stated thers was no
documentation the governing body had diseyssed
such a plan.
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0u) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION ' o8)
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TAG REGULATORY DR LSC IDENTIFYRNG INFORMATION) £ Y:) °R°35’“EFERE§§§§,TE‘3 g\;;;)s»mopnwrs DATE
L 584 } Continued From page 24 L 664
procosses were evaluated based on the use of
quality indicator data and no opportunities for
change had been identified based on the data,
The hospice failed to use quality indicator data to
monitor services of identify opporfunities fo
improve care.
L 565 | 418.58(b){3) PROGRAM DATA L EB6
. ACTiONS!
{3) The frequency end detall of th:a data co_ilechon Fducation sesslons wilt be conducted In Augyst 2015
must ba approved by the hospite’s govemning with Agency Leaders {by VP of Ops), Goveming
body, Boavd {by VP of Ops), on 1574, L 565 deflciencles;
corrective actions and pollcies/tools specific to

Agenicy Leader and Governing Board member role
and msponsibitities,

Home Office [VP of Ops, €O0) will revise the
Agency Pl Plan by August 30, 2015, Jisting P
Committee Member, The Revised Pl Plan will clearly
define hozplce specific data used to evaluate patient
¢are pracesses and outcomes, the frequency of data
collection, the dafinition of Sentinel Evant, when
Root Cause Analysis {intense analysis) is required vs,
Case fieview (PAE], the definition of high-risk, high-
voluma and problem prone areas.

The Gaverning Board Education Sesston will include
otientatlon to the Governing Board’s role &
respansibility, Agency Arnual Evaluation and 2015
hosplee quality putcome monitors. Minytes of this
Governing Board meeting will reflect Govarning
Board approval of the Pl Plan that addresses quality
monftors and frequency of data collection. The
Governing Beard will authorize the Pl Committee to
monitor Rosplee quality outcomes as outhined In the
Agency Evaluation and the 2015 P! pian.

. — . l
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SUMMARY STATEMENT OF DEFICIENCES D PROVIDER'S PLAN OF GORRECTION [115]
%’é’;& H DEFICIENCY MUST BE FREGEDED BY FULL PREEIX (EACH CORRECTIVE ACTION $HOULD BE cm!&.rEEﬂOH
TAQ REGULATORY GR LSC IDENTIFYING INFORMATION} TAR CROSS-REFERENCED TG THE AFPROPRIATE
DEFICIENGY)
Hows Actions Wil Improve Frocesses That Led To
L 565 | Continued From page 25 L 585 Deficlency:
The hosplce failed to ensure the frequercy and Above actions will 1} helghten awareness of
detall of the data collection was approved by the indtvidual and group responsibilities related to QAPI
hosplce's govemning body. 2) clarify what data s used to monitor haspice
- L 586 | 418.58(c)(1){i} PROGRAM ACTIVITIES L 668 quality outcontes; 3) provide improved tools for

(1) The hospica's performance Improvement
activiles must.

(I} Focus on high risk, high volume, or
problem-prone areas.

This STANDARD iz not mef as evidenced by:
Based on staff interdlow and review of policles,

. QAP| documants, and mesting minutes, it was

determined the huspice failed to ensure
performance improvement activities focueed on
tigh risk, high volume, problfem-prone areas,

This resulted in a lack of direction to staff
responsible for tha program. Findlhgs inolude:

The policy "Petformance improvement Plan,*
dated 2015, listed broad objectives and a

“methodotogy (PDAC), A specific plan which
- identifiad high risk, high volume, prablem-prona

areas was not documented.

No mesling minutes were documented betwaen
7/1114 and TMEM5 which identified high risk,
high volume, problem-prone areas,

The Hospice Director was interviewed on 7/24/15 -

beginning at 10:30 AM. She stated she could not
provide any documents which identified high sk,
high volume, problem-prone areas as a focus for

:the QAP| program.
| The hospice faliad to develop high risk, high

L5k

capturing analysis of data and reflecting decisions
regarding targeted areas of Improvement and PDAC
and non-PDAC actions.

Manltoring and Tracking:

The Diractor and VP of Ops will revlew Goveraing
Board meeting minutes 1o ensure :umpieieness and
compliance,

Completion Date:

All Corrective Actions will be initiated or camplated
by August 30, 2015 by the designee identified In
each action step.

FORM CMS-2587(02-98) Previaus Versions Obza’ata

Event 1D:XPY81
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Adtions:
Educatlon sessions will be conducted In August 2015
with Agency Leaders (by VP of Ops), Goverping
Board {by VP of Ops), PI Committer {by Director}
and Staff (by Direclor and Hospice Clinizal
Supervisor) on 1566 deflciancy, corrective actions
and polrcles[luoss specific to each group’s role and
responsibilities, .

Home Gifice (VP of Ops, €0D) will ravise the
Agency P1 Plan by August 30, 2015, listing Pf
Committee Mamber. The Revised Pl Plan will clearly
define hospice spedfic data vsed to evatyate patlent
Eare processes and putcomes, the frequency of data
collaction, the definition of Sertine! Event, when
Root Cause Analysis (intense analysls) Js required vs.
Case Raview {PAE), the definition of high-risk, hlgh-
valums and problem prona areas, :
process used to investigate and analyze patentia)
adverse events,

i
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AND PLAN OF CORRECTION FOENTIFICATION NUMBER: A BUILDING, COMPLETED
- 131607 B. WING 07/24(2015
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, GITY, STATE, ZIP CODE

$T ALPHONSUS HOME HEALYH & HOSPICE
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) 1D SUMMARY STATEMENT QF DEFICIENCES D PROVIDER'S PLAN OF CORRECTION pes)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX \EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IOENTIFYING (NFORMATION) TAl cnnss«megglg& Eﬁcﬂ;}EAPPRGFRMTE DaTE
How Actions Will P
L 568 Continued From page 26 LEOE|  petmnen T essesThat ed To
velume, problem-prone aress as & focal point for Actions will provide clear direction to Agency Leaders
the QAP] progrartt. and P Committee about how ta pricritize Pl Actions
L 689 | 418.58{c}{2) PROGRAM ACTIVITIES LEBQ|  {PDACand non-PDAC) based on high risk, high volume
or probilem prohe areas identified duting data analysls.
{2) Performance Improvernent activities must ;
track adverse patlent events, analyze their Munitering and Traching:
causes, and implement preventive actlong and Pt Committee minutes will reflect PDAC and non-
mechanisms that include feedback and leaming PDAL actlons based ot high tisk, high volume or
throughoui the hoapice. problem prone areas per data analysls,
This STANDARD is not met as evidenced by: The Direclor and VP of Ops wi
ps will review meeting
Based on st_aff interview and review of FlAPll minutes to ensure completeness and campliatice. -
documents, it was detemined the hospice failed

' tc:’ ansure PIE activities anagrzed the causes of Completion Date:

“ mdversa patlent events and implemented i Al Corrective Actions will ba Inltiated or completed or

) preventive actions that included faedback ‘ Initiated by August 30, 2015 by the designee idantifled

{ throughout the hospice. This affected the care of In each action st gnee taancte

i 2 of 2 patients (#12 and #14) with identified w e
adverse events which were reviewed and had the T e e
potentlal to affect all hosples patients. This
prevantad the hospice from implementing )
measures to prevent future adverse palfant i i
events from occurting. Findings Include: { i Actions:

; 1. The hospice docurnented the number of i Education sessions will be conducted in August 2015
adverse patient events, including falls and : with Agency Leaders (hy VP of Ops), Governing
incidents of abuse and neglect. The numbarof | Board (by VP of Qps}, PI Committee {by Director)
Evenm Such as falls and "Kﬂnwn{suspec‘ﬂd and Staff {by Director and Hospica Clinical

e/nealext by o Supervisor) on L569 deficiency, corrective actions
abuse/neglest by other” were documented,

| However, analyais of thege events and i and policies/toals specific to each group’s role and
preventative ections taken was not documented, | responsibllitles.
as follows:

Dlrectar will review Agancy Policy 4-018 Sentinel
a. An incident report, dated 12/01/14, stated - Events with staff during August 2015 staff meeting,

| "Patlent [#12) was whining and saying that her the definition of Senitinel Event, when Root Cause
busband hit her-She wanted me to cali and repoit Analysls {intense analysis) is required vs. Case
it. She said Do you have a phone-Can you call Revlew {PAEs), and how high-rlsk, high-volume and
and help me-Aide did not see any visible signs of problem prone areas are used to focus P actions.
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. 569 | Continued From page 27 L 568

abuse but patient did ask her to report that
husband hit her on face and wrist”™ The report
stated the Aide notified the local Aduft Protection
agency on 12/02/14.

An Invastigation of the Incident was not
documetited. Posgible causes of the slleged
abuse were not documented, Actions taken to
keep Pationt #12 safe ware not documented.
Feedback to other staff members In order to
prevent future incidents of abuse was niot
documented,

b, A"PROGRESS NOTE" by the Alde, dated

: 212716, documented a visit between 10:00 AM.
;and 1:15 FM. The note stated "Upon amival,
{Patient #14)] was slona. [Patient #14] dogsn't

know how long she has been alone but does not
want fo be left alone. [Patient#14] was in pain |
and [left] foot dropped over badside, [Patient !
#14's] oxygen water was amply." The note stated | ‘
Patient #14 was in pain. The note stated the Alde
called the RN. Tha nate stated the RN asked the .
Alda to walt with the palient untll she amived. i
Tha RN who visited Patient #14 on 212115 wag
interviewsd on 7/24/15 beginning &t 9:10 AM.
She stated Patient #14 was alone on 2/12M15.
She stated the house was fitthy, that there was
dog feces on the floors, dirty dishes and
: decompaosing food around the house, and ratten
milk at the bedside, She stated Patlent #14 was
. oniented to person, place, and ime, but was
{ confused and was not funclional. She stated

: Patient #14 could not tranafer or use the

‘telephone. Sha stated she did not think Patient
E { #14 was safe and she called the local Adult

Protection agency to repott suspected neglect

l

The Director will oHent staff to the new form
*Sevtine] or Potentinl Adverse Event Toot”
(sentinel/FAE Tool) and the form will be
implemented In August 2015.

How Actions Will improve Processes That Led To

Deficlency:

Actfons will 1} helghten awareness of Indhidual and
group responsibilties refated to Policy 4-018 Santine]
Event 2) provide dear divection o Agency Leaders
ahout types and categaries of events that require Case
review (PAE] vs. Roat Cause Anatysls (Sentine( Event),
documentation required and Pl Commlitea reporting.

Monitoring and Tracking:

The Diroctor and the Hospice Clinital SupeMsar wiil
maonttar staff compliance in identifylng and
documenting Sentinel and/or Potent Events.

The Director and/or the Hospice Clinical Superviser
wiil review medical record documentation when a
Sentinel/PAE is Identified, wili ensure the
sentinel/PAE Form Is complieted and will ensure that
*Intense analysls” occurs and is dfocumented.
Documentation Includes petions identified to
prevant a similar occurrence in the future.

The Director and/or Hosplce Clinfeal Supervsor witl
yavlew each SentinelfPAE with the PI Committes.

[

|
|
|
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40 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF GORREGTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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L 562 | Continued Fram page 28 L5688  1he i committee wﬁl ensure that documentation
An incident report was not documented for and Intense analysis {Root Cause Analysis) is
potential negiect of Patient #14. An Investigation complant with Pollcy 4-018 . Hospice Sertinel/PAE
of the Incldent was not documented, Possible veview whi be detumented in the Pi Committes
causes of the alleged neglect were not “Minutes.
documented. Actions taken to keep Patient #14
I . VP of Ops will review maeting
gﬁfe;}:(r:tnwarﬁ :?oto 'c.idoeéut;g::::.m futua Incldents Miniries to ensure completeness and compliance,
The Hospica Director was Interviewed on 7/24/16 Completion Date:
heginning at 10:30 AM. She staled there was no :AI_I Corrective Actions will be Initiated or completed or
documentation of investigation and analysis of fnitated by August 30, 2015 by the deslgnee identified
the above events. She stated there was no in ezch action step,
documeniation that preventative actiang had
been taken or that such actions had been shared :
with other staff members. !
The hosploa falled to ensure Pl activities T
analyzed the causes of advetse patient events
and implemented preventive actions that included
feedback to staff, Actions:
L. 570 | 418.68{c)3} FROGRAM ACTMITIES LE70( Education sesslons will be conducted in August 2015
. with Agency Leaders {by VP of Ops)}, Governing
(3) The hosplg.e must take actlons gimed at Bunrd {by VP of Ops), PI Committee [by Director)
performance improvement and, after and Staff {by Director and Hospice Clinleal
implementing those actions, the hosplce must Supervisor} an L570 deficizncy, corrective actions
measure lis success and track pnrfo'rmanoe to and policies/taols specific to sach group's rolc and
ensure that improvements are sustainad. responsibifities.
¥
TememeE | e aoncn e,
: docurnents, 1t was determined the hosplcs falled | ::e"q{: I lan h‘{)mu“gu‘ 2015, listing P
to ensure aotlons were taken aimed at y mmhl ee Mem eE'. The Revised P1 Plan will thearly
i performance improvement and those actions efine hospice specific data used to evaliate patiant
i wera tracked. This Interfered with the hospice's care processes and outcomnes, the frequency of data
ﬂbi[ﬁy to identify correstive actions and track their collection, the definition of Sentine! Event, when
! effectivaness, Findings include: Root Cause Analysis {Intense analysis) is required vs.

% Case Review [FAE), the definition of high-risk, high-
i valume and problem prone areas.

i
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1, Four forms labelad “Performance Impravement
Opportunity” were provided, These included:

a. "Initiation of Bowa! Program.” The farm stated
“Lack of bowel program initiation on start of care.”
it stated all patients would be started on a bowel
regimen on admission to hospice, 1t was datad
1/06/15 and sald the program was reviewed and
updated on 2/05/15. No dafa was documented
far this program. Ne documentation was present
that the program was fracked {o see If the actions
had been effective.

b. "Medication Profile Update." The form stated

. "Medication profiles are not current.” i stated

- medicafion profiles would be reviewed and

{ updated at each IDG mesting. It was dated
371015 and sald the program was reviewed and
updatad on 4/03/15. No data was documented
for this program. No documentation was present
that the program was fracked fo ses if the actions
had been effective. :

¢ "Mocumentation of Bed Rall Safely
supervision.” The form stated education would
be provided fo patients about bed rails and
pafientsfcaregivers would sign congents for bed
ralls, It was dated 4/01/15 and eald the program
was raviewed and updated on 5/05/15. No data
was documented for this program. No
documentation was presant that the program was
tracked to gae if the actions had been effective.

d. "Documentation of LPN supervision." The
form steted staff wes instrucled on the heed to
document LPN suparvision every 30 days. it was
dated 6/01/15 and said the program was
reviewed dnd updated on 7/02/16. No data was
documented for this program. No decumentation

During the Pl Committee Education Session, the
Diracror, based on the 2015 Agency Annaual
Evaluation, will present the revisad P! Plan to the Pl
Commitiee activitles for 2015. Education of Pl
Comwittee wil Include requirement for monitaring
the hospice program using specifie, measureable
guallty indicatars that monitor the full scope of the
program’s performanca.

The Ageney Pl Committee wiit ldentify inpravement
opportunitles based on analysis of 2™ QTR data
presentad at the August Pl Meeting that Includes
Hospice Risk Management {Infections, Complaints,
Reportable Events}, Hospice Information Set {HIS)
Betion Board and Haspice CAHPS data trends and
Hospice Survey CRR results.

The Pl Committee will develop and inltiate PDACS
{Plan, Do, Check, Act) or non-PDAC actions based data
analysis during August 2015 meeting. Actfons will be
pricritized hased on high volume, high risk, probfem-
prone areas.

The Director wii summarize hospice specific
Quitome maasures from the LEAN project, update
outcormnes trends quarterly to report at the Quarterly
Pl Committee and Governing Board meetings.

Home Office (VP of Ops, COO) wiil revise Monthly
and Quarterly P| Meeting Agenda/Minute
Templates by August 30, 2015, to better raflect
hosplce speclfte focus; leadars wlil be educated oh
praper recerding of PI meeting minutes to capture
analysls of deta and decislons regarding PBAC and
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How Actions Will Improve Processes That Led To . 7]
L 670 | Continued From page 30 L570| Oeficiency:
w-as pmsent that the program was tracked to sBe . Above actions wil 1) h&]g}]ten awareness of
if the actions had been effeciive. individual and group responsibilities ralated to QAP
2 clarlfy what dats Is used to moritor hospice
The Ht_:spice Diractor was interviewed on 7/24/15 quality outcomes; 3} provide Improved tasls for
beginning at 10:30 AM. She stated no capturing analysls of data and reflecting dedlslons
;ia:}(cumer:jwtrorrflo was prasent tl?n sl;(t;\: actions were regarding targeted areas of Improvement and PDAC
BN &ng paiionmance Was 1rac N and hon-PDAC actions,
The hospice falled fo ensurs actions were taken " Monltoring and Tracking:
aimed at perf?m;kagdce improvernent and those Moritaring will oocur via the Bt Committee Minutes
actions were tra X that will reflect an analysls of data generated |y
L 571} 418.58{d) PERFORMANCE IMPROVEMENT L671|  Hospice Citnical Reeord Rayj ’
PROJECTS jews, Risk Management
::t':ds; Billing Audit Trends, Hosplce information Set
__ ! on Baards and Hospice CAMPS against
Beginning February 2, 2009, hospices must . ? 28
develap, Implement and evaluate perfformange monthly/auarterly data trends going forvard,
Improvernent projects. * The Pirect
or and VP of Opz wli| revi i
This STANDARD is hot met as evidenced by: | minutes toensure “’"'le"“:"edtﬂ?ﬂe;:a:gee-
Baced on staff inferview and review QAP|
" documents, it was determined the hospice falled Completion Date:
. o enaure PIPs were implemented and evaluated. All Carvactive Actions will bs initiated or completed
This prevented the hospice from exarnining its by August 30, 2015 by the designee identified In
processes. Findings Include: each action step,
No PIPs, including quality Indicators and data !
* 1 collection, were documanted betwesn 7/101/14
The Hospice Director was interviewed on 7/24/15 Actions; .
beginning at 10:30 AM, She stated no Education sessions wift be conducted in August 2015
documentatlon was present to show PIPs were with Ageney Leaders {by VP of Ops), Governing
! gonducted. Board {hy VP of Ops), P} Commiltee [by Director}
; and $taff {by Director and Hospice Clinical
- The hospice falled to ensure PIPs were Supervisor) on 1571 defidency, corrective actions
developed and eonducted, and palicies/tools spacific to each group's role and
L 674 418.68(e}{1) EXECUTIVE RESPONSIBILITIES L6744,  responsibiiivies,
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LTAG571 Continued

Home Office (VP of Ops, COO) will revise the
Agency Pl Flan by August 30, 2015, listing Pi
Committes Member, The Revised P Plan will clearly
define hospice specifle data used to evaluate patfent
care procaskes and outcomes, the frequency of data
vollection, the deflaition of Santinel Evant, when
Rout Cause Analysls (Interse analysis) ls requited vs.
Case Review {PAE), the definition of high-risk, high-
volume and problem prone aregs,

The Agency Pl Commitiea will identify Improvement
opportunities kased on analysis of 2™ GTR data
presented at the August I Meeling that incushes
Hosplee Risk Management {infections, Complaints,
Reportable Events), Hosplee mformation Set {HIS)
Action Bpard &nd Hospice CAHPS data trands and
Hosplce Survey CRR results,

Tha Pl Cemmittea wdl] develop and Inttiate FDACs
{Pian, Do, Check, Act) or non-PRAC artfans based data
analysls during August 2015 meeting. Actions will be
prigritized based on high voluma, Righ sk, problem-
prone ateas.

The Directar will summarize hosplea specific
autcome mepsures from the JEAN project, updata
outcomes trends guarterly to report at the Quarterly
P{ Committea and Gaverning Board meatings.

Home Office (VP of Ops, COO) wilf revise Monthly
and Quartetly Pl Meeting Agends/Minure
Templakes by August 30, 2015, to better reflect
hosplce spachic focus; keaders will be educated on
proper recording of Bl meeting minules to captute
analysis of data and dedisions regarding PDAC and
nan-PDAC actions to he taken.

How Actions Wiil improve Processes That Led To
Defidency:

Abave actions will 1) heighten awareness of
Individual andt group respansibliities redated to OAM
2} clarify what data {5 used to monitor hosplce
quality cutcomes; 3) provide Impraved tools far
capturing analysis of data and reflecting decisions
ragarding targeted arees of impravement and PDAC
and non-POAC actions.

Monitoring and Tracking:

Monitsting wili vecur via the Pt Committee Minutes
that wii reflect analysls of YTD baseline data
generated by Hospice Clinical Record Reviews, Risk
Management trends, Billlng Audit Trends, Hospice
{nformatton $et Actlon Beards and Hospice CAHPS
against monthly/quarterly data trends gaing
forward. The Mractor and VP of Ops wiil review
megting minutes to ehsure completeness and
compllance,

Completion Date: Al Corrective Actlons wilt be
inltiated or completed by Avgust 30, 2015 by the
deslgnee Idantified In each action step,
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L 574 | Continwed From page 31 LB74] Actions
The hospice's governing body is responsibie for .
ensuring the following: Education sesslons will be conducted in August 2015
{ (1)That an ongoing program for quality with Agenicy Leadars by VP of Ops), Governing
improvement and patiant safety iz defined, Board {by VP of Ops), on 1574, L 585 defldencies,
implemented, and maintalned, and is evaluated corrective actions and policles/tools specific to
antually, Ageney Leader and Gaverning Roard member role
. and responsibliities.
This STANDARD s nat met a3 evidenced by: The Governing Boars Education Session will Include
Based on staff interview a':'d I‘EVIB-W of QAP orientation to the Govening Board's role &
dﬂcum?nts and meetln_g minutes, it was responsibillty, Agency Annual Evatuation and 2015
detennlnec: the goveming body fallsd to accep t hospice quality cuttoma monltors. Minutes of this
responsibility for ensufing a 0‘.'“‘” program was Governing Board meetlng wili reflect Governing
defined, implemented, maintained and was )

: Board approval of thiz P Man that addresses quality
evaluated annually. This resulted in a izck of . monltors and frequency aFdata coflection. The
guidance {o staff ragponsible to implement the i ors v N -

QAPR| program. F‘mdings nclude: Goverring Board wl!l’authorize the Pl Corll;lm:'l:iee ;o
) monttor hospice quality outcomes as outlined in the
LA speclﬁc QAPI| plan, inciuding ,qualﬂy Indicators Agency Evalustion and the 2015 PEPlan,

da lection, .

and data collection, wes not dmmntec' The Agency Leader Education Session will include the
Minutes of governing body meetings between respunsibility of the Director for reporting relevent
7101114 and TM5MSE, whare QAP prajects, quality findings of Agency performance Improvement
indicators, and dala collection were discussed, activities at each quarterly Governing Board meeting.
were nof documented. An annual review of the _ -

hospice's QAPI program was not documented. ;  Ourlng th P Committee £ducation Sesslon, the

} ! Director, based on the 2015 Agenty Annual
The Hosp!ce Director was interviewed oh 7/24/16 Evaluation, wili present the revised P _Han to the P)
. Compmittee activitles for 2015, Education of PI

beginning at 10:30 AM. She stated there were np ;

Committee will include requirement for monltaring
goveming bndy minutes which contained the hosplce program using specific, measureable
documention that the agency’s QAP} program quality indicators that monitar the full scape of the
was discussed. program’s parformance.

The hosplee’s govemning body fatled 1o oversee The Director will rapart relevant fndings of
the QAP program, perfarmance improvement agtivities at quarterly
L 565 418.64(d) COUNSELING SERVICES L6g5|  Goveming Board meetings. foverning Board

minutes will reflect review of this information and
may maks recormmendations regarding P activiies,

e
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How Actions Wiil Improve Processes That Led To
Deficiency: ’

Above actions will 1) helghten awareness of
Individual and graup responsibliites related to QAP
2] clarify what data 5 used to monitor hospice
guality outcomes; 3} provide Improved toals for.
capturing analysis of data and reflecting decislons
regarding targeted areas of improvement shd PDAC
and non-PDAC actions.

Mondtoring and Trecking:

Tha VP of Qps and the Director will ensure the
Governing Board Agenda and Minotes wili reflect the
Governing Board's reviow of sgency QAPI Pisn and
fuailty outcomes and any recommendations the
Board may make regarding Pl activitles,

Completion Dare:

Al Carrective Actians will be Initlatad or completed by
August 30, 2015 by the designee identified In gach
artion step.
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L 6895} Continued From page 32 L 685
patient and farmlly tw assist the patient and family
in minimizing the stress and problems thet arlse . Actlons
| from the terminal fliness, related condifions, and Education sesslons will be conducted In August 2015
the dying process. with Agancy Leaders {by VP of Ops) snd Staff {by
Directnr and Hosplee Ginkai Superdsor) on L5905
Tﬂhis esdTANDAFD i? ﬂOdeTIE': as Erédﬂnced by: | deflclency, corrective actions and policies/ftools
ased on review of medical records, personna cific to each s rofe and illties.
documents, and staff interview, i was determined Fpectic o each Broup's role and responsilliies
the hosplce fallad to ensure spiritual counseling The Cilnical Supervisor wilf conduct  Clinkcal Record
was provided In 2 ﬂme ly manner fo meet patient Review on 100% of active patient records, using
needs for 1 of 9 patients {#20) who amm&.d Hozplce Survey Clinical Record Review Tool in August
Chaplain services, whose records were reviewed. o1 AU
‘This resulted in unrmet eoungeling needs at a '
crifical time prior to a patient's death, Findings
include. : The Cilnical Supervisar will repart the findings ta the
: Pl Committee at the August 2015 meeting regarding
The agency's job description for the "Hospice the number of records compliant with Spiituat
Chaplain," dated 413, was reviewed. Essential Counsaling.
job functions/responsibilties included the _
i expettation the Chaplain “assured spiritual The M Committee wilf determine what actions need
‘ : assassment of palients and families/caregivers In to be taken, if dets analysts indicates an appartunity
i the has‘};mr:‘frogr?lm a‘;d appropnate services exists. PDAC or non-PDAC decisions regarding
i are rende! in a timely manner,” continued monitoring will ba reflected in the P
. . ) .! Committee minytes {September 2015}
Spititual services were not pravided In a timely
manner as follows; ; How Actions Wil! Improve Procesces That Lad Ta
Patient #20 was 4% year old male who was I Defilency:
- ‘ Ab i
admittad to hospice on 11/15/14 and died on indci,vvi‘:i::lt:l:ds “;Bul} hEighmTh:;mmss O; .
11/19/14, The medical record included, but was Spiis Counang, Fetre guidion 63 onte)
not fimited to, the fallowing clinical notes: =eig, medersl Aeguration 481,
Counseling Services 2} provide data to determine if
The "HOSPICE INITIAUGOMPREHENSIVE he probleftn is wide-spread and requlres P)
NURSING ASSESSMENT." dated 11/15/14 from '"te“’ﬁ:““‘m and 3) assign responsibility to ensure Pt
2:05 PM to 4:15 PM, stated Patient #20 "would Committae decumentatian reflects analysis and any
like Chaplain cansult for eatholic burial info." Plactions taken.
An MSW propgrees note, dated 11/17M4 at 10;00
AM, stated that the spouse reported patient #20
FORM CMS-2557{02-98} Provious Versions Obsolli Event ID: XPY8$1 Fadlity 10:131507 If continuation sheet Page 33 of 44
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was confused. She requested a Chaplain for ast
rights as a Cathollc, The progress note further
staled the MSW lefi a volce message for the

[ Chaplain, made a request in wiiting for the

Chaptaln to do an aseessment, and informed the
RN case manager.

A"HOSPICE SQCIAL WORKER.
ASSESBMENT,” dated 11/17/14 from 4:45 PM 1o
£:00 PM, Included the following questions and
answers:

Does Pallent/Family Wish their clergy to be
contacted by the hospice team? "No”
Dows Patient/Family wish contact from tha
hespica clargy? "Yes"

¢ There wag no toecumentation in the record the
_ Ghaplain responded to the patient and family
; request for spirilual counseling prior to Patient

#20's death on 11/19/14. This was confirmed by
the Director of Hospice during an interview on
V2415 at 12:06 PM.

The MEW who provided care to Patient #20 was

interviewed by telophone on 7/24415 at 12:15 PM,
She siated she remembered Patient #20 and she |
did not know why the Chaplain did not respond.
The RN who pronounced Patient #20 dead on
1171914, also stated, durihg an interview on

- TI24/16 at 1:30 PM she did not know why the
; Chaptain did not respond. The Ghaplsin was no

longer an employes of the hospice.

The hospice falied to meet Patlent #2(0's spiritual
counseling needs.
418,102 MEDICAL DIRECTCR

L5956

Monltoting snd Tracking:

Heview Is completed by August 39, 2015,

Septambear 2015 meeting.

Completion Date:

August 20, 2015

The Ciinlcal Supervisar will ensure the Clinicat Record

The Pi Committes will analyze the CRR resylts {dataj
« ahd determine if further sction is needed durlng the

Al Corrective Actlons will be Infthated or completed by

L 685

b
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L 665 | Contlnued From page 34 LB85 T
‘The hospice must designate a physiclan to sarve Education scssians will be conducted in Auguist 2015
Bs medical director, The medical director must with Agency Leaders {by VP of Ops), Goveming
be a doctor of medicine or osteopathy who Is an " Board {by VP of Ogs), on L665 deficiency correctiva
empioyee, or {s under contract with, the hospice. kctions and policies/tools specific to Agency Leader
When the medical director is not avaiiable, a and Governing Board member role and
physician designated by the hospice assumes the raaponstbiities.
sama responsibiliies and obligations as the
medical director, The Governing Board Edutation Setsion will indude
) discussion regarding CoP requirement 418,102
This STANDARD is not met as evidenced by: Medicai Dlrector,
Based &ne Igtarview and administrative document
review, osplce falled to ensure a physiclian The G Board
was designated to assume the responsibilities of de;claon::T ::5 oo:;\u:::g';:? ;:am::rnu:
the madical director when the medical directer {dentification of an Assoclate Medical Director
was not available. This had the potential to resut - {AMD). The actlon goal Is to have established an
| ::1‘333; of medical diractor oversight Findings Assoclate Medieai Director on or befors August 30,
» ! 2014, The action plan has two paraliel paths, one
The "Medical Director Agresment," dated 4/09/15, orkind wit S the
was raviewad. It stated "B.1.10. Gall Coverage; e pon af candidate, ntarviews and
Backup, Medical Director shall notify Hospice ! contracting process and the second path s working
who the designated backup medical director is | with current Medical Director and Identification of
and shall ensurs that such backup Is available to i ‘t=mpornyAsadate Medial Director Srom his
provide call coverage andlor services during the i practice to provide coverage If required.
retevant pericd. Any backup medical directar i
must be qualLl:\ed and under contract with hosplce i ';:;‘”""’“’“ improve Processes That Led To
to provide such services.” ency:
‘ 3 Actlon will bring agency into compliance.
The Hospice Director was interviewed on 7/24/15 {
at 10:40 AM. When asked who was responsible : - Monitoring and Tracking:
in the absence of the medical director, she stated | ! The VP of Ops and Agency Director will monitor unti
an NP filled in on the director's behalf. When ¢ i physician coverage is obtalned.
asked if the hospice had a physiclan designated !
g) a:ebr:t; inI Ihi'?i ca;f)acity, she s:ated the hospica i | Completion Date;
n looking for an associate medical i AllCorroctive Actlons will
director for some time, but did not cumently have | ! by m::t 80, :un‘:1 hs;:):tb:cl:lidt::?d:;oﬁ:‘: Iv:kd
cona. She stated the medical director was "always each action step
t avaiable by phone.” '
- | T e L
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L 665 | Continued Frorn page 34 L6865 Actiof
The hospice must designate & physiclan to serve Edfucation sessions will be condlucted in August 2015
as medical director. The medical director must with Agency Leaders {by VP of O}, Governing
be & docior of medicine or osteopathy who Is an " Board {kry VP of Ops}, an L66S deficlency corrective
employae, of s Under contract with, the hospice. actions and poficies/tools spedific to Agency Leader
When the medical director is not avallable, a and Governling Board member role and
physictan designated by the hogpice assumas the raxpanclbliltise.
same responsibiiities and obligations as the
medical director, The Governing Board Education Session wiil include
. discussion regarding CoP requirement 418,102

This STANDARD is not met as evidenced by: Medical Director.
Based on intarview and adminisirative dacument ,
review, the hospice falled toensure a physician The Gaverning Board was informed of the survey
was designated to assume the responsibifities of deficlenty L 665 an August 3 and the need for the
the medical director when tha madical director identification of an Assaclate Medicat Ditector
was not availal?le. '[hls had the gotenﬂai tt_: resutt . (AMD). The action goal is to have established an

. :: jgg:or medical director oversight. Findings Assockate Medical Director on ot before August 30,

: N 2014. The action plan has two paraiiel paths, one
The “Medical Director Agresment,” dated 4/09/15, o e & eonsus Hosplalwith the

1 was reviewad. It at?ted B.1.10. Ca_ll Coyer_age; contracking process and the second path Is working
Backup. Medicai Director shali notify Hospice th
who the designated b ackup medical director Is with current Meditat Director and idantification of
and shall ensure that such backup Is evafiable to temporary Assoclate Medical Directar from hs
provide call coverage and/or services during the practice to provida coverage If require.
relevant pertod. Any backup medipal director i :
must be qualified and under contract with hospice ::::;‘““"’ Wil Improve Processes That Led To
to provide such services." ety

; Actlon wifl bring agency into complfance,

The Hospice Director was interviewed on 7/24/15 |
at 10:40 AM. When asked who was respansible Monitoring and Tracking:
in the absence of the madical director, she stated ; The ¥ of Ops and Agency Director will moniter untjl
an NP filled in on the director's behalf. When ; physician coverage Is obtained.
asked if the hozpice had a physician designated '
fo serva in this capacity, she stated the hosplee Completion Date:

' had been looking for an asscciabe medical All Corrective Actions wiil ba Initlated of completed
director for some time, but did not currently have by August 30, 2015 by the designee identfﬁe:; in

- one. She stated the medical director was "always each actic

: available by phone.” eHen step.
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.| documentation about the environment or the

situation. She stated she assigned the Aide {o
stay with Patient #14 untll the family came home
and could supervise the patient

The "PRCGRESS NOTE" by the RN, dated
2f12H5 at 12:40 PM, .stated Patient #14 had been
left alone. The note did not mention the
amvironment. Tha note etated Fatient #14 was
oriented and did not mantion her confusion. The
notification of Adult Protection was not
doecumanted.

A"PROGRESS NOTE" by the Aide, dated
2/1215, documented a visit between 10:00 AM
and 1:15 PM. The note slated “Upon armival,
[Patient #14] was alone. [Patient #14] doesn't .
know how long she hag been alone but dogs not -
‘want {o bs left alone. [Patient #14] was in pain

- and [lefl] foot dropped over bedside. [Patlent

: #14's] oxygen water was empty.” The note did
not document environmental lssues nor did it
state Adult Protection was called. The nota did
naot state the Alde stayed with Patlent #14 until a
family member retumed to the hame. The note
dd not state what the Alde told the famlly
member or how it was recalved,

During the above intervisw, the RN confirmed
Patient #14's record did not contain

caregiver situration.

The agency falled o ensure Patlent #14's medical
record contalned decumentation of ciiticat evants,

2. Patiant #12 was an 85 year oltl female whose
80C was 11/08/14. She died on 12727/14. Her

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION ((2) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
131507 B, WING 071242018
MNAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
) : 9199 WEST BLACK EAGLE DRIVE
ST ALPHONSUS HOKME HEALTH & HOSPICE BOISE, ID 83709
) D SUMMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S PLAN OF CORREGTION (ot
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE AFPROPRIATE DATE
/ DEFIGIENGY)
L.671 ] Continued From page 36 L&
niot think Patient #14 was safe and she called the
focal Adult Protection Agency fo repart the Monttoring and Tracking:

The Director will ensure the Clinlcal Record Review 1t
completed by August 30, 2015,

The Pl Committee will analyza tha CRR results {data)
and determina if further action J5 needad during the
Septemiter 2015 meeting.

Completian Drate:
Al Correctiva Actions will be initiated or completed
by August 30, 2015

]

FORM CMS-2547(02-0#) Proviows Vorslom Obsolxts

Evert 1D: XPYB1

Facility ID: 133507
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PRINTED: (8/04/2015

! 12/02/14. The incident report was not part of the
: medical record.

diagnosis was tongestive haarl fallure,

A'PROGRESS NOTE" by the Aide, dated
12/071 4, stated "Patient (#12] said huskand hit
hier on hand and in face before Aide arrived. Alde
dld not ses any visible marks...Let Social Worker
know and also nurse.” Subsequent Aide notes
did not document that the Alde notified the Jocal
Adutt Protection agency of the abuse ‘allegations.

An incident report, dated 12/03/14, stated "Patient
1#12] wes whining and saying that her husband

nit her-She wanted me to cali and reportit. She
sald Do you have a phone-Can you call and help
me-Aida did not see any visible signs of abuse
but patient did ask her to report that husband kit |
her on face and wiist" The report stated the Aide !
nofified the local Adult Pratection agency on

A"CLINICAL NOTE" documented the RN visited
Patlent #12 the next day, 12/02/14, from 2:45 PM
until 3:34 PM. No mention was made of the 5
alleged abuse. No actions to prevent subsequent,
gbuse were documentad.

AYCLINICAL NOTE" documented the MSW
visited Patlent#12 on 12/05/14 from 10:15 AM
uniil 11:00 AM. No mention was made of the
alleged abuse. No actions to prevent subsequent
gbuse were documented.

The IDG meeting “CARE PLAN UPDATE," datad
12110114, did not mention the abuze allegations
and the POC did net Inciude a plan to monttor
Patient #12 in order to ensure she was safe,

The MSW was intarviewed on 7/23/15 beginning
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L 671 | Continued From page 38 LE&71
at 11:05 AM. She reviewed Paffent #12's ciinical
record and confirmed notification of the local
Adult Protection agency was not documented.
She also confirined the RN and MSW did not
document the allegations of abuse,
The sgency falled to ensure Patient #12's medical
record contalined documentation of critical events.
L 6781 418.104(b) AUTHENTICATION LE79
All entrles must be legible, claar, complets, and
appropriately authenticated and dated In
accordance with hospice policy and cumently Actlons
ampted standards of practice. h Education sesslons will be conducted In August 2015
) . with Agency Leaders (by YP of Ogis) and Staff (by
T STANDARD o mli oo IO0db || et i o it
was determined the hosp!ce faflsd to BI'ISUI"B deficiencles, currm:tiw‘: actions and poflcles/tools
rnedital record entries were complete for 3 of 20 specific to each group’s role and responsibildes.
ients (#7, #9, and #20) whose records were -
H IP::TBWBCI(. This ’rasuﬂed ||)1 a lack of clarity as to The Hiinical Supervisor will eonduet a Clinical Record
! the course of care and tha ¢communication that Review on 100% of active patient records, using
: oecurred between service providers. it had the Hospice Survey Ciinical Record Review Too! In August
; potential to Interfere with coordinatian of patlent 2018,
care. Findings inciude: ]
. i The Clinical Supervisor will report the findings to the
t 1. Patient #7 was a 79 year old male who was Pl Committes at the August 2015 meeting regarding
j admitted to hospice on 5/22/15 and a current the number of records compiiant with Spiritual
% patient at the time of the survey. His dlagnoses | | Counseling. -
{ncluded GOPD and pneumonia. i !
' . L i The ¥l Committee will determine what actons need
LPN visit nDt’BS @?“3"%"‘9‘1 coardination Wﬂh an ! to be taken, if data analysis Indicates an opportunity
i g”'foﬁm p ,E 8 included, but were not limited to, [ exists. PDAC or hon-PDAC dedsions regarding
: @ na: [ continued monltering wiil be reflectad in the Pl
' 5/28/15 from 14:00 AM to 11:30 AM | Committes minutes (Septerber 2015
: 610815 from 1:66 PM o 2:30 PM e ——
82315 from 12;35 PM to 1:20 PM | ‘ ]i
i i | o |
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L 679 | Gontinued From page 29 L 670
. 7/08/15 from 1:25 PM to 2:00 PM
Tha above referenced notes included a setticn
where staff could document coordination. it How Actfons will improve Processes That Led To
included options fo selact with whom the staff Deficlercy:
member coordinated and allowed space to enter Above actions will 1) helghten awareness of
the content of the coordination and the ime and indfuldual and group responsibilities related to Policy
date the coordination occurred. The LPN notes 5-005 Entries into the Medical Record, Federal
did not Include the date, time, or content of the fRegulation 418.104(b) Authentization 2) provide
communication with the RN. This was confimned data to determine [F the problem is wide-sproad and
!"J'}.‘fzt‘ll}? Bl'lgtﬁgtgg 2:’;2010!’ during interview on requlres Pl Intervention and 3) assign responsibity
K . e ensure Pl Committee documentation reflects
analysfs and Pt actions taken.
Care coordination notes were incomplete. s andany Ptacions oken.
. Monltoring and Tracking:
2. Patient #20 was 40 year old male who was The D ,
admitted to hospice on 11/15/14 and died on c:;;:::: ;: lill:gell::: sr:tg:g sl esord R
11/19/14. A“PRYSICIAN'S VERBAL P
TELEFHONE ORDER" for Methadona 2.5 mg
PO TID and Lorazaspam .5 mg tab PO Q4H PRN The P)Commidize il anslyse the CRR resuis (data)
anxiety, was signed by the physician on 11/20/14, | and determine If further actian is needed during the
| one day after Patient #20 diad. The verbal order | Septembor 2015 meatng.
' did not include the date and time the orderwas |
: regeived. This was confirmad by the Hosplce Completion Date:
Direclor during interview on 7/24/15 at 12:068 PM, Alt Corrective Actlons wit] be inltiated or completed
by August 30, 2015
Verbal order documentation was incomplete.
3. Patlent #2 was a €4 year old male admitted to A —
the: agency for hosples services from 1/03/15 to
/134185, related to lung cancer, His record and
POC tor the certification petiod 1/03715 to 4/02/15
were reviewed,
Patient #9's record included physiclan's orders
which were written by nursing staff that were not
specific and not clarified, as well as, inaccurate
and incomplete documentation, as follows:
FORM CMB-2587(02-26) Previous Versions Chaolefs Event ID: XPYa{1 Fadillly 10: 131607 ‘ ¥ continuation shisst Page 40 of 44
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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PREFIX
TAG
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L678

_was signed on 1/13/5, after Patient #5's death.

L 687

| record and confirmed the way the orders were
i written on the physlalan's order sheet lacked
| alarity. Sha stated the physician should have

. | further conflirmed the order was not a verbal

Continued From page 40

&, Aform titled "PHYSICIAN'S VERBAL
TELEPHONE ORDER,” dated 12/22/14, noted
under the gection "Summary of phong call "
“Admit o Hosplce. Please circle Yes or No for
M.D. Management.”

The section on the order sheat "Otders,” included
& handwiltten note to the physiclan; "1, Admit to
Hospice Dx. Lung Cancer. Attending M.D. to
conlinue to mahage pts. care Yes of No.

Hospice M.D. may assume the care of this pt.
Yes or No. Hospice M.D. may co-manage pain or
symptoms Yes or No.”

The form was inltiated on 12/22/14, befare
Patient #9 was admitted o hospice services, and

The form, as it was written, lacked clarity of who
watlld manage Patient #8's medicat care. The |
sections to ba circled "es or No" were not !
circled, and the form was not clarified after besng

; signexd by tha physiclan.

Dunng an interview on 7/23716 beginning et 3:00
| PM, the Hospice Director reviewed Patient #8's

circled the yas or no response before signing and
retumning the order sheef, The Hosplice Director

order, but an order request,

Orders were not clearly and accurately written.
418.108 DRUGS BIOLOGICALS MEDICAL
SUPPLIES & DME

Medical supplies and appliances, as described in

L5679

L 687

Attanz

Edutation sessions wilf be conducted in August 2615
with Agency Leaders (by VP of Ops|, IDG ( by
Director) and Staff (by Director and Hospice Clindcal
Supsrvisor] an L6BT deficlancies, corrective actions
and policies/tools spaciile o gach group’s role and
responsibilities.

—
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oy 1D SUMMARY STATEMENY QF DEFICIENCIES D " PROVIDER'S PLAN OF GORREGTION ()
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC WENTIFYING INFORMATION}) TAG GRDSS-REFERESEGFEIDB;Eﬁg%E APPROPRIATE DATE
The Agenty Leader Education Sesslon wil inclrde
687 Continued From page 41 . L 687 revi:\fins of tag L687, the Charity Care Pulicy and
§410.36 of this chap.ter; d}tmble medica ) that charity care Includes provisian of drugs and
equipment, a8 described ' n §410.38 of this biologicals refated ta the palliation and management
chapter; and drugs and bicloglcals related to the of the tarmiinal fliness
palliatien and management of the terminai illness )
’ :lr‘]':l?l ﬁﬁgﬁﬂ?ﬁgﬁ;ﬁ:&:&ﬂ trg'etcli'lienhﬂgz}:;:es piee The IDG Education session will Include reviewing of
while the patlent {a under hGEpiCB care. tag L687, the Charity Carg Policy and that charity
care includes proviston of drugs and blologleals
This STANDARD is not met as evidenced by: related to the paliiation and management of the
Bazed oh staff interview, palicy review, and tetmina liness.
medical record review, it was determined the
hospltal did not consistsntly supply alt drugs and The Staff Education session will Include reviewing of
biclogicals related to the palliation and tag LGBT7, the Charly Care Palicy and that charity
management of the terminal iliness to patisnts care includes provision of drugs and blolngicals
identified ms "Chanty Care.* This directly related ta the pailiation and management of the
: Impacted 1 of 1 “charity care" patient (#20) whose i terminal illness,
racord was reviewed, and had the potential to :
financially impact other patlents designated as i The Birector or Deslgnee will review all tharily Care
charity care by requiring ther to pay fO.T drugs ! cllents pan of care to ensure that drugs and
fhat were the ms'ponslblhly of the haspice. i blalogicals related to the palfiation and management
Findings include: i of the terminal iness arg provided by the hospice.
1. The policy, "Charlty Care," dated 4/11, was | ; « .
réviewed, tl?inciugleg but was not imiled to, the | [ o aetonc Wil Improe Frocesss That e Te
! following fntonnahun. : Actions witt 1) helghten awareness of individual and
: "When financial declarations reveal the patiant s group responsibliities related to QAP 2) clarlfy what
able to make partial payment for services, the data is used to monitor hasplee quality sutcomes; 3)
Administrator, with the Branch Director, will provide improved tools for capturlng analysls of data
determine the appropriate sliding-fee schedule to and reflecting declsions regarding targeted areas of
be implamented.” improvement and PDAC and hon-PDAC actions
"The sliding-fee schedule is in place to assist with Monhoring and Tracking:
determining the discount using the Heatth and Tha Directar, Qlinlcal Suparviser and IDG will review
Human Sarvices National Poverly Guideline and all Charity Care Hospice Plans of Cere to ensure that
wili be presented to the patient for agreement and vil Charity Care Patient’s drugs and biologlczls
signature.” refated 10 the palilation and management of their
terminal Hiness are intluded in Plan of Care.
The "Charity Care” policy dld not address the . i e —
FORM CMS-2657(02-98) Provious Vemions Ohaoleta Event iD:XPYBit Facitly D; 131807
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*4) ID
PREFIX
TAG

EUMMARY STATEMENT OF DEFIGIENCIES
_(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
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1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE AUTION SHOULD BE
CROSS-REFFRENGED 70 THE APPROPRIATE
OEFICIENCY)

L687

Patient #20 was 40 year old male who was

Continved From paga 42

hospice's responsibility o eneure drugs and
biologicals refated ta the palliation and .
managermsnt of the ferminal lliness and related
condftfons would be provided by the hospice while
the patisnt was under hospice care.

admitted to hospice on 11/15/14 and died on
1118714, An "Admisslon Service Agreement,”
dated 1171514, identified Patient #20 as "Chatity
CARE - NEEDS ONLY." The agreement did not
specify Pationt #20's specific financlal
responsiblliies or lack thereof,

A"PHYBICIAN'S VERBAL TEL.LEPHONE
ORDER” for Methadone 2.5 mg PO TID and
Lorazepam .5 mg tek PO Q4H PRN anxdety, was
included in Patient #20's medical record, It was

. slgned by tha physician on 11720/14, one day

: affer Patient #20 dled, The verbal order did not
Include the date and time the order was received.
The "faxed" date on lha top of the page was
11118114, This was confinmed by the Hospica
Director disring inferview on 7/24/15 at 12:06 PM.

Two RNs were Interviewed together on 7/24/16 at
1:31 PM. One RN, who reported pronouncing

| Pationt #20 dead on 11/19/14, stated his family

¢ hat calfled on 1118/14 reporiing the prescriptions
wate hot available when they went ta the
pharmmacy o pick them up that evening. She
stated the family said they could manage without
them.

When asked why the madicationa hagd not been
deliverad to the family, the RN Clinical Supervisor
of Hospice explained Patlent #20 was on “charity
care” and may have been responsible for the cost
of the medications. He staled he was not sure.

L ga7

Compietion Date:

Al} Corrective Actions will be Initated or completed
by August 30, 201% by the designee identifted (n
aach actlon step.
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Dear Ms. Stowell:

An unannounced on-gsite complaint investigation was conducted from July 20, 2015 to July 24,
2015 at St Alphonsus Home Health & Hospice. The complaint allegations, findings, and
conclusions are as follows:

Complaint #1D00006849

Allegation #1: The agency's after-hours message system had a poor connection, leading to
difficulty communicating messages, calls were not returned in a timely fashion, and the agency
was slow to respond to requests for medication, supplies, equipment, and services.

Findings #1: During the investigation, agency call records, complaint logs and patient records
were reviewed. Observations were conducted and patients and staff were interviewed.

Three home visits were made to observe social work and nursing services as they were provided,
both in the residents' homes and in an assisted living facility. During the home visits, family
members of the hospice patients were interviewed. Family members of current patients were
asked how the agency staff responded to requests for supplies, medications, and treatments. The
patients' responses were positive and complimentary of the agency for promptly returning phone
calls and responding to requests.
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The agency's complaint logs were reviewed for the past 16 months. Six docuinented complaints
were reviewed and included, but were not limited to, complaints from patients and family
members related to poor answering service connection and service. Those complaints resulted in
an investigation and eventual contract change to another answering service provider. Since the
change in service providers, there were no further complaints regarding the answering service.

The call records from the answering service and nurses on call were also requested and reviewed.
The answering service documented prompt response to patient calls and messages to the nurses.

Twenty patient records were reviewed, 9 of which were current hospice patients, 11 were records
of patients who either transferred, expired, or were discharged. The records documented both
calls and responses to requests. For example, 1 patient record was that of a patient who was
admitted to hospice services on 1/03/15 and died 1/13/15. His record included documentation of
frequent phone calls from the family to the answering service and the nursing staff response, as
follows:

A comprehensive assessment was performed by the Registered Nurse (RN) Case Manager on the
day of admission. The RN Case Manager documented the patient's pain of 3 on a scale of 1-10,
and that his current pain medication regime was effective. The RN Case Manager documented
on the assessment that the patient was unsteady, weak, and fatigued. She noted the patient used a
walker, and was able to ambulate to the bathroom.

The patient record included documentation he had a port for IV access that was used during the
period of time he received chemotherapy. The comprehensive assessment did not include
identification of the ['V access port, nor did it address flushing or port care.

A progress note dated 1/05/15, documented the RN Case Manager spoke with the patient's family
to reschedule the visit to the following day, and the family was in agreement. The RN noted
there were no medication or supply needs identified at that time.

In a clinical visit note dated 1/06/15, the RN Case Manager documented aide services would be
initiated that week to assist with bathing and hygiene. Additionally, the patient's family was
educated on safety during transfers and ambulation. The RN documented she would provide the
patient with a gait belt during the next visit. The RN documented the patient's painasa2 ona
scale of 1-10 and documented his current pain medication was effective. The visit note included
documentation the RN spoke with the family and confirmed the next visit for 1/08/15.
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In a progress note dated 1/08/15 at 6:03 AM, the RN on call documented she received a message
from the answering service to contact the patient's wife. The progress note included
documentation the wife was called at 6:10 AM, discussed his care, and offered a visit. The wife
declined a nursing visit, and stated she would wait for the scheduled visit with the RN Case
Manager.

In a clinical visit notc dated 1/08/15, provided by a different RN, she documented the patient
denied pain at that time, and his scheduled pain medications were effective. The RN
documented a gait belt was provided and the family was instructed how to use it for safe
transfers. The RN documented the patient had not had a bowel movement for 4 days and she
provided education to the family regarding bowel care.

In a progress note dated 1/09/15, the RN Case Manager documented a phone call with the family
of the patient. The RN Case Manager stated the patient's wife was concerned he was unable to
have a bowel movement. The RN Case Manager documented in the progress note that she was
busy with another patient, and she would contact the RN on call to follow up with the patient.

The on call RN wrote in a progress note dated 1/09/15, that she contacted the patient’s wife and,
despite an enema and suppository, he was unable to have a bowel movement for 5 days. The on
call RN offered to provide a home visit, but the wife declined a visit at that time.

The answering service recorded two calls from the patient's family on 1/10/15. The first call at
8:53 AM, was relayed to the RN Case Manager at 8:56 AM. There was no answer, so the back
up Licensed Practical Nurse (LPN) was contacted at 9:22 AM. A second call was recorded at
9:25 AM, relayed to the RN Case Manager at 9:28 AM, with no answer until 9:36 AM. The RN
Case Manager instructed the answering service call the on call RN, The LPN saw the patient at
11:15 AM.

In a progress note dated 1/10/15, the on call RN documented the patient's family contacted the
answering service to request a bed pan, and to have the patient's IV port flushed. The on call RN
documented she spoke with the patient's wife, and told her she did not have the supplies to flush
the port, she was the on call nurse for the weekend, and the port could be flushed by the RN Case
Manager on Monday. The wife requested a nursing visit that day, and the RN documented she
would contact the LPN.

In a clinical visit note dated 1/10/15, provided by an LPN, she documented the patient had no
complaints of pain. She documented the patient was confused, drowsy, and had low oxygen

saturations. The LPN noted the patient had a bowel movement, but he was much weaker, and
was unable to stand or wallk to the bathroom. The IV access port was not flushed by the LPN.
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The answering service recorded six calls from the patient’s family on 1/11/15. In a progress note
dated 1/11/15, the on call RN documented she was contacted by the answering service at 6:30
AM, that the patient was agitated. Her note documented she called the wife of the patient at 6:40
AM, and was told he was agitated and the emergency kit was requested. The on call RN
documented she educated the patient's wife on comfort care and offered to come for a visit. The
wife declined a visit, and was noted 1o state she would talk with the RN Case Manager when she
was available. The on call RN documented she left a message for the RN Case Manager with
information from her call to the family.

Calls to the answering service by the patient's family continued through the day,

-At 10:09, "Wife, second call, patient needs medication." Answering service attempted to
contact RN, no answer, contacted LPN back up at 10:29 AM. The progress notes documented
the LPN contacted the family at 10:30 AM.

-At 11:31 AM, "Wife, Needs to know when the medical kit will arrive, is desperate, needs now,
ASAP." The answering service contacted the RN Case Manager at 1:40 PM. Progress notes
documented the RN Case Manager spoke with the pharmacy at 1:30 PM.

At2:17 PM, "Wife, Waiting for medical kit from hospice to be delivered since 6 AM." The
answering service documented the RN was contacted at 2:20 PM.

-At 3:01 PM, "Son, Would like to speak to nurse on call regarding kit with meds, no call back all
day and still waiting." The answering service documented the RN was contacted at 3:04 PM.
The RN Case Manager documented in the progress notes that the RN Clinical Director was
contacted at 3:20 PM, and he would speak with the family.

-At 3:25 PM, "Wife, Having a hard time getting script from pharmacy, there are no directions."
The answering service documented the RN Case Manager was contacted at 3:27 PM.

The patient's record included additional progress notes from the backup LPN on call, as well as,
the RN Case Manager, dated 1/11/15. The progress notes were detailed, and included hour by
hour documentation of phone calls to the patient's family, the pharmacy, the Medical Director,
RN Clinical Director, and nursing staff related to the attempts to get an emergency (comfort) kit
to the patient. The last progress note entry was on 1/11/15 at 4:27 PM, by the RN Case Manager,
in which she documented she provided the pharmacy with billing information, then contacted the
LPN to call the patient's family with an update.
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In a clinical visit note by the RN Clinical Director on 1/12/15, documented the patient was
comatose, his oxygen saturations were 85%, and the patient appeared to be in the dying process.
The note did not include documentation of discussion with the patient's family regarding the
previous day and the dclay in obtaining the comfort kit. The RN Clinical Director did not
document if the I'V access port was flushed.

In a progress note dated 1/13/15, the on call RN documented the patient's wife contacted the
answering service stating the patient had died.

In summary the patient's record documented the I'V access port was not flushed. The gait belt
and bed pan were provided in a timely manner. The comfort kit was requested and obtained by a
family member after approximately 11 hours. Phone calls were documented by the nursing staff
in progress notes, and correlated with the answering service records, which indicated calls were
promptly returned.

However, the patient's progress notes also included documentation by the RN Case Manager and
the RN Clinical Director, that the family had access to the cell phone number of the RN Case
Manager. The progress notes documented numerous phone calls were made directly to the RN
Case Manager's cell phone, rather than the hospice agency number. The progress notes
documented the agency had requested that the family not call the nursing staff's cell numbers on
multiple occasions. '

During an interview with the Hospice Director on 7/23/15 at 9:30 AM, she stated the agency
provided a phone allowance to the clinical staff and they used their own personal cell phones,
She stated there was an option for the staff to block their number when calling patients, but most
staff did not use that option. She stated the family would then have access to the staff member's
personal cell number and would be able to call them at any time, even during off hours. The
Hospice Director stated patients and families were told to call the hospice phone number and not
the nursing staff cell phone numbers. She stated that some nurses ignored their phone when they
were off duty, and hoped the patients used the hospice phone number.

When asked about the delay in the patient receiving the comfort kit, the Hospice Director, she
stated the delay of the patient receiving the comfort kit resulted in a change of practice for the
agency. She stated comfort kits are now ordered within the first 48 hours on hospice services to
prevent occurrences like that in the future. She stated the agency does not allow staff to transport
scheduled drugs, therefore, the comfort kit is delivered by the pharmacy on Mondays through
Fridays, and the families would be responsible for picking them up on weekends. She stated
hospice patients and families were advised of this practice during the admission process.
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The agency experienced problems related to their answering service provider and was delayed in
their response to providing medications, therefore, the allegation was substantiated. However,
the agency had identified and resolved the issues prior to the survey being conducted and no
current deftcient practices were identified.

Conclusion #1: Substantiated. No deficiencies related to the allegation are cited.

Allegation #2: Hospice Staff failed to provide patients and thetr family members with
comprehensive medication education.

Findings #2: During the investigation patient records were reviewed and staff were interviewed.

Twenty patient records were reviewed, 9 of which were current hospice patients, 11 were records
of inactive patients. All of the records documented medication education had been provided to
patients and/or their family members. For example, 1 patient's record was that of a patient who
was admitted to hospice services on 1/03/15. He had 5 nursing visits from the time of his
~admission to his death on 1/13/15. The record included documentation of patient/family
education with each visit as follows:

1/03/15: The patient was admitted to hospice services. The comprehensive assessment,
completed by the RN Case Manager, documented education was provided related to medication
administration, side effects and response, as well as, discarding discontinued medications.

1/06/15: The RN Case Manager documented she provided instruction related to patient safety
and pain medication management.

1/08/15: The on call RN documented she provided education related to the use of the gait belt
during ambulation, and bowel care management. The climcal visit note included RN
documentation related to providing instruction about medications for bowel movements, when
his medications would be refilled, and general medication review.

1/10/15: The on call LPN documented in a clinical visit note that she provided education to the
patient's family regarding repositioning, specifically turning him using the draw sheet and
prevention of skin breakdown. The section on the clinical visit note for education on infection
control and equipment safety was marked to indicate it was provided. The LPN did not include
documentation if medication education was provided during the visit,
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In a progress note dated 1/11/15, the on call RN documented she was contacted by the answering
service at 6:30 AM, that the patient was agitated. Her note documented she called the wife of the
patient at 6:40 AM, and was told he was agitated and the emergency kit was requested. The on
call RN documented she educated the patient's wife on comfort care and offered to come for a
visit. The wife declined a visit.

1/12/15: The’'RN Clinical Director described family education in the clinical visit note. He
documented he instructed and reviewed with the patient's wife the plan of care, end of life issues,
and administration of medications.

The clinical staff documented patient and family education during each visit, therefore the
allegation that family and patient education did not occur was unsubstantiated, and no
deficiencies were cited.

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.

As only one of the allegations was substantiated, but was not cited, no response is necessary.
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,

GARY GUI( NICOLE WISK
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

GG/pmt
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Dear Ms. Stowell:

An unannounced on-site complaint investigation was conducted from July 20, 2015 to July 24,
2015 at St Alphonsus Home Health & Hospice. The complaint allegations, findings, and
congclusions are as follows:

Complaint #ID00006758

Allegation #1: Agency staff were not qualified or trained and criminal background checks were
not completed in a timely manner.

Findings #1: Administrative and personnel documents were reviewed and staff interviews were
conducted. '

The Vice President (VP) of Operations was interviewed on 7/20/15 a 1:55 PM. The VP
explained that the facility had a change in ownership and processes in 2014,

Agency personnel files were reviewed for evidence of appropriate qualifications, initial
orientation and training, and timely criminal history checks. Review of personnel administrative
documents indicated there was a gap in 2014, between 9/19/14 and 10/14/14, when the hospice
did not have a qualified Chaplain available to provide spiritual counseling service. Two criminal
background checks in 2014 were late and the file of one employee who was employed from
5/16/14 to 11/23/14, did not include evidence of initial training and orientation to the hospice.
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All other personnel files, including the Administrator, Registered Nurses, and Licensed Practical
Nurses included documentation of appropriate qualifications, training and timely background
checks.

The Business Office Manager was interviewed on 7/21/15 at 3:00 PM. She confirmed the
information was missing from the personnel files and there had been periods of time that a
Chaplain was not available. She also stated that during the agency transition, miscommunication
had occurred as to whose responsibility it was to ensure background checks were completed,
which resulted in some late background checks,

However, 12 current employee files were reviewed and included evidence of initial orientation
and training, timely criminal history checks, and a well-qualified Chaplain,

The agency's 2014 personnel files did not include complete, comprehensive documentation,
therefore the allegation was substantiated. However, the agency had identified and resolved the
issue prior to the survey being conducted and no current deficient practices were identified.

Conclusion #1: Substantiated. No deficiencies related to the allegation are cited.

Allegation #2: There was a significant delay in teceiving patient admit orders and creating
patient charts, leading to lost patient record information and agency staff being asked to re-create
initial assessments. This resulted in inaccurate information being present in patients’ medical
records.

Findings #2: Medical records were reviewed and staff were interviewed.

Six patient records from 2013 and 2014 were reviewed. The records indicated a delay, at times,
of admit orders until after the patients' admission had occurred.

The Hospice Director and Vice President of Operations were interviewed on 7/20/15 at 1:50 PM.
They stated there had been a problem in 2014 during the agency's transition from an electronic
medical record and a paper chart, which had resulted in a delay in creating charts and occasional
lost paperwork. In order to correct the problem, the hospice instituted a performance
improvement project to improve the timeliness of chart creation and completion and to improve a
filing system to minimize lost information. They stated there had been no medical records lost in
2015. ' '

An LPN and RN who had been with the agency multiple years were interviewed separately on
7/21/15 at 10:10 AM and 7/22/15 at 8:30 AM. Both denied being asked to recreate lost
assessments. Both stated they kept copies of their charting, If something was lost, they would
present their copies.
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The Hospice Director was interviewed on 7/22/15 at 10:40 AM and asked how lost paperwork,
such as initial assessments, was handled. She stated they would look to see if something had
been misfiled and, if possible, retrieve it. She stated stafl often kept their own copies. When
asked if copies were not available, how would it be handled, she stated if the notes had been
kept, the assessment, would be entered as a "late entry" and created. If notes were not available,
nursing staff would have to conduct new assessments. She stated there had not been any
incidents in 2015 when paperwork had to be re-created. When asked regarding the last time notes
were lost and not found, she stated it had been October of 2014. She stated lost paperwork was
tracked on an incident report. She stated the hospice improved their filing system to reduce the
risk of lost documents.

The medical records of 9 patients who were on services in 2015 were reviewed. All of the
records included timely admit orders, Evidence of lost patient information, including initial
assessment information, was not identified.

The agency did experience a delay in obtaining admit orders and creating patient charts which
resulted in lost patient records, therefore the allegation was substantiated. However, the agency
had identified and resolved the issue prior to the survey being conducted and no current deficient
practices were identified. :

Conclusion #2: Substantiated. No deficiencies related to the allegation are cited.

Allegation #3: The hdspice did not have a system in place to ensure weekend nursing staff had
access to all necessary patient information to provide quality care.

Findings #3: Medical records were reviewed and staff and patients were interviewed.

An LPN and RN who had been with the agency multiple years were interviewed separately on
7/21/15 at 10:10 AM and 7/22/15 at 8:30 AM. They both stated they covered on the weekend at
times. They stated there had been a problem accessing patient information for weekend visits
during the agency transition, but it was no longer a problem. They stated weckend staff had
access to patient information necessary to care for patients, such as the plan of care and current
medication lists. They stated the information was kept in an "on-call box" and accessible to
weekend stafl.

The medical records of 9 patients who were on services in 2015 were reviewed. The medical
records of 8 patients did not include evidence that patient needs were not being met durmg
weekends. Although one patient's medication needs were not met during a weekend, the system
issues that precipitated the problem had been corrected prior to the survey.

Three patients were interviewed. None of the patients interviewed indicated concerns regarding
their weekend needs not being met.
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The agency did experience difficulty accessing information for weekend visits, therefore the
allegation was substantiated. However, the agency had identified and resolved the issue prior to
the survey being conducted and no current deficient practices were identified.

Conclusion #3: Substantiated. No deficiencies related to the allegation are cited.

Allegation #4: Social work visits were not provided at the frequency specified in the plan of
care and chaplain services/counseling was not provided to meet patient needs.

Findings #4: Medical records were reviewed and staff were interviewed.

The medical records of 13 patients who were on services in 2014 and 2015 were reviewed. Five
of the medical records reviewed included patients who had Social Work orders. All 5 records
included documentation that Social Work visits were provided in accordance with the patients'
plans of care.

Additionally, 8 of the records documented requests for chaplain services. Seven records
documented Chaplain services were provided as needed. However, 1 record documented a
patient who was admitted to hospice on 11/15/14 and died on 11/19/14. The medical record
indicated the patient had requested Chaplain services, on 11/15/14, for Catholic burial services
and that on 11/17/14 the family had requested Chaplain services for administration of last rights
as a Catholic. The patient died prior to receiving Chaplain services from the hospice agency.

The Social Worker who provided care to the patient was interviewed by telephone on 7/24/15 at
12:15 PM. She stated she remembered the patient and she did not know why the chaplain did not
respond. The RN who pronounced the patient dead on 11/19/14 also stated, during an interview
on 7/24/15 at 1:30 PM, that she did not know why the Chaplain did not respond. The Chaplain
was no longer an employee of the hospice and could not be interviewed.

The facility failed to ensure Chaplain services were provided to mect the patient's needs.
Therefore, the allegation was substantiated and deficient practice was cited at CFR 418.64(d).

Conclusion #4: Substantiated. Federal deficiencies related to the allegation are cited.
Allegation #5: The hospice is not reporting and tracking all falls and other incidents.

Findings #5: Incident reports and the medical records of 20 active and inactive patients were
reviewed, a case management meeting was attended, and staff were interviewed.

An LPN and RN who had been with the agency multiple years were interviewed separately on
7/21/15 at 10:10 AM and 7/22/15 at 8:30 AM. They both stated it was the agency expectation
and practice that fall reports be completed on any observed or reported falls,
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During the case management meeting on 7/23/15 at 8:30 A, three patient falls were referenced.
Upon request, the incident reports were promptly provided. Additionally, incident reports were
requested on falls that were documented in a sample of 3 patient medical records. Incident
reports were present on all of the patients requested.

However, one patient's record included an aide's progress note, dated 2/12/15, which stated
"Upon arrival, {the patient} was alone. {The patient} doesn't know how long she has been alone
but does not want to be left alone. {The patient} was in pain and {left} foot dropped over
bedside. {The patient's} oxygen water was empty." The note stated the Aide called the RN. The
note stated the RN asked the Aide to wait with the patient until she arrived,

The RN progress note, dated 2/12/15 at 12:40 PM, stated the patient had been left alone on
2/10/15 and was also left alone today.

The RN who visited the patient on 2/12/15 was interviewed on 7/24/15 beginning at 9:10 AM.
She stated the patient was alone. She stated the house was filthy, that there was dog feces on the
floors, dirty dishes and decomposing food around the house, and rotten milk at the bedside. She
stated the patient was oriented to person, place, and time, but was confused and was not
functional. She stated the patient could not transfer or use the telephone. She stated she did not
think the patient was safe and she called the local Adult Protection Agency to report the situation.
She stated she assigned an Aide to stay with the patient until the family came home and could
supervise the patient.

However, an incident report was not documented for potential neglect of the patient and an
investigation of the incident was not documented.

The agency failed to ensure an incident report was completed and an investigation was conducted
for all allegations of potential neglect, resulting in deficient practice being identified and cited at
CFR 418.52(c)(6), 418.58(a)(2), and 418.58(c)(2).

Conclusion #5: Substantiated. Federal deficiencies related to the allegation are cited.
Allegation #6: The hospice medication destruction policy was not in compliance with federal
standards or appropriate destruction methods. Hospice staff were instructed to watch the family

flush medications down the toilet which was not an appropriate destruction method.

Findings #6: Patient education information was reviewed and staff and patients were
interviewed.
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A patient handout "Proper Disposal of Prescription Drugs,” included in the admission packet,
stated the following;:

"Do not flush prescription drugs down the toilet or drain unless the label or accompanying patient
information specifically instruets you to do so. For more information on drugs that should be
flushed visit the FDA's {Food and Drug Administration’s} website,"

"To dispose of prescription drugs not labeled to be flushed, you may be able to take advantage of
community drug take-back programs or other programs, such as houschold hazardous waste
collection events, that collect drugs at a central location for proper disposal. Call your city or
county government's household trash and recycling service and ask if a drug take-back program
is available in your community.

If a drug take-back or collection program is not available:

1. Take your prescription drugs out of their original containers.

2. Mix drugs with an undesirable substance, such as cat litter or used coffee grounds.

3. Put the mixture into a disposable container with a lid, such as an empty margarine tub, or into
a sealable bag.

4. Conceal or remove any personal information, including Rx {prescription} number, on the
empty containers by covering it with black permanent marker or duct tape or by scratching it off.
5. Place the sealed container with the mixture, and the empty drug containers, in the trash

Office of National Drug Control Policy."

An LPN and RN who had been with the agency multiple years were interviewed separately on
7/21/15 at 10:10 AM and 7/22/15 at 8:30 AM. They were asked to describe the medication
destruction process. They both stated they did not destroy any medications, Instead they
instructed patients how to appropriately dispose of medications and provided a patient handout
with information on appropriate disposition of medications, :

Three patients were interviewed during home visits. They were able to show the admission
packet that contained the information in it related to the medication destruction policy.

It could not be determined that medications were disposed of improperly. Therefore, the
allegation was unsubstantiated and no deficient practice was identified.

Conclusion #6; Unsubstantiated. Lack of sufficient evidence.
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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.

Tf 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.

GARY GUILES NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

GG/pmt
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Dear Ms. Stowell:

An unannounced on-site complaint investigation was conducted from July 20, 2015 to July 24,
2015 at St Alphonsus Home Health & Hospice. The complaint allegations, findings, and
conclusions are as follows:

Complaint #ID00005976
Allegation #1: Patients were not provided with respite or discharge services.

Findings #1: During the investigation patient records were reviewed and observations and staff
and patient interviews were conducted.

The Vice President (VP) of Operations was interviewed on 7/20/15 a 1:55 PM. The VP
explained that the facility had a change in ownership and processes in 2014. Numerous care
systems had changed since the agency’s change in ownership.

Twenty records of patients who had been on services from 2013 - 2015 were reviewed. Six of
the patient records documented respite care had been requested and received.

Eleven of the records were of patients who either transferred, expired, or were discharged. One
of the 11 records, documented a 93 year old female who was admitted for hospice services on
4/17/12 and was transferred to another hospice on 3/23/13, prior to the agency's change in
ownership.
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A nursing progress note, dated 3/21/13 at 1:45 PM, stated the nurse attempted to assist with the
transfer but the caregiver refused. A discharge summary, dated 3/23/13 at 10:35 PM, stated the
caregiver refused assistance to transition to the receiving hospice. No other transfer or discharge
concerns were documented.

Upon request, the agency pfovided contracts with long term care facilities to provide respite care
and information addressing the processes which were in place fo assist patients who had were
planning live discharges, including transfers to other hospice agencies.

Additionally, 3 home visits were made to observe services as they were provided, both in the
patients' homes and in an assisted living facility. During the home visits, family members of the
hospice patients were interviewed. Family members of current patients were positive and
complimentary of the agency.

It could not be determined that the facility failed to provide appropriate respite or discharge
services. Therefore the allegation was unsubstantiated and no deficient practice was identified.

Conclusion #1: Unsubstantiated. Lack of sufficient evidence.

Allegation #2: Patient supplies are of poor quality and patients are required to obtain their own
medications.

Findings #2: During the investigation, patient records were reviewed, observations were
conducted and patients and staff were interviewed.

Three home visits were made to observe services as they were provided, both in the residents’
homes and in an assisted living facility. During the home visits, family members of the hospice
patients were interviewed. Family members of current patients were asked how the agency staff
responded to requests for supplies, medications, and treatments. The patients' responses were
positive and complimentary of the agency for promptly returning phone calls and responding to
requests. Concerns regarding the patients' medications and supplies were not identified during
the observations.

Further, a room housing hospice supplies was observed on 7/23/15 beginning at 10:45 AM. The
room contained a variety of personal care items including incontinent supplies, medication
administration supplies, wound care supplies, catheter supplies, gloves, and other supplies. The
supplies carried name brands. They were unopened and appropriately stored. Where
appropriate, they were furnished in a variety of sizes.
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Twenty medical records of patients who had been on services from 2013 - 2015 were reviewed.
Nine of the records were of patients currently receiving hospice services and 11 were records of
patients who either transferred, expired, or were discharged. The records documented both calls
and agency responses to requests. Concerns regarding the quality of supplies was not noted.
Concerns regarding obtaining medications were not identified in nineteen of the records.
However, 1 record documented the patient’s family requested emergency medications (comfort
kit) on 1/11/15 at 6:40 AM due to the patient being agitated.

The patient's record included additional progress notes from the backup LPN on call, as well as,
the RN Case Manager, dated 1/11/15. The progress notes were detailed, and included hour by
hour documentation of phone calls to the patient's family, the pharmacy, the Medical Director,
RN Clinical Director, and nursing staff related to the attempts to get an emergency (comfort) kit
to the patient. The record documented the comfort kit was obtained by a family member after
approximately 11 hours.

The Hospice Director was interviewed on 7/23/15 at 9:30 AM. When asked about the delay in
the patient receiving the comfort kit, the Hospice Director stated the incident had resulted in a
change of practice for the agency. She stated comfort kits are now ordered within the first 48
hours on hospice services to prevent occurrences like that in the future. She stated the agency
does not allow staff to transport scheduled drugs, therefore, the comfort kit is delivered by the
pharmacy on Mondays through Fridays, and the families would be responsible for picking them
up on weekends. She stated hospice patients and families were advised of this practice during
the admission process.

It could not be determined that patient supplies were of poor quality. It was determined there
was a delay in a patient receiving medications and a subsequent agency practice change. This

change resulted in patient families being responsible to obtain scheduled drugs during weekends.

However, patients and their families were advised of this practice during the admission process
and no current deficient practices were identified.

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.
Allegation #3: The hospice did not provide counseling services. |

Findings #3: During the investigation, patient records were reviewed, observations were
conducted and patients and staff were interviewed.

Three home visits were made to observe services as they were provided, both in the patients'
homes and in an assisted living facility. During the home visits, family mnembers of the hospice
patients were interviewed. The patients' responses were positive and complimentary of the
agency
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Twenty medical records of patients who had been on services from 2013 - 2015 were reviewed.
Nine of the records were of patients currently receiving hospice services and 11 were records of
patients who either transferred, expired, or were discharged. Five of the medical records
reviewed included patients who had Social Worlk orders. All 5 records included documentation
that Social Work visits were provided in accordance with the patients' plans of care.

Additionally, 8 of the records documented requests for chaplain services. Seven records
documented Chaplain services were provided as needed. However, 1 record documented a
patient who was admitted to hospice on 11/15/14 and died on 11/19/14. The medical record
indicated the patient had requested Chaplain services, on 11/15/14 and 11/17/14, but the patient
died prior to receiving Chaplain services from the hospice agency.

The Social Worker who provided care to the patient was interviewed by telephone on 7/24/15 at
12:15 PM. She stated she remembered the patient and she did not know why the chaplain did not
respond. The RN who pronounced the patient dead on 11/19/14 also stated, during an interview
on 7/24/15 at 1:30 PM, that she did not know why the Chaplain did not respond. The Chaplain
was no longer an employee of the hospice and could not be interviewed.

The facility failed to ensure Chaplain services were provided to meet the patient's needs.
Therefore, the allegation was substantiated and deficient practice was cited at CFR 418.64(d).

Conclusion #3: Substantiated. Federal deficiencies related to the allegation are cited.

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, -
GARY GUILES NICOLE WISENOR
Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care
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