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October 5, 2015

Chad Mangum, Administrator
- Access Hospice Care

240 West Burnside Avenue, Suite B
Chubbuck, ID 83202

RE: Access Hospice Care, Provider #131552
Dear Mr. Mangum:

This is to advise you of the findings of the complaint survey at Access Hospice Care, which was
concluded on September 17, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction.

. An acceptable plan of correction (PoC) contains the following elements:

o Action that will be taken to correct each specific deficiency cited;

e Description of how the actions will improve the processes that led to the deficiency cited;

o The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

¢ A completion date for correction of each deficiency cited must be included;

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

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

¢ The administrator’s signature and the date signed on page 1 of the Form CMS-2567.




Chad Mangum, Administrator
October 5, 2015
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by
October 19, 2015, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit, If you have any questions, please
write or call this office at (208) 334-6626, option 4.

Sincerely, %

SUSAX COSTA NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SClpmt

Enclosures
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L. 000 | INITIAL GOMMENTS L 060

The following deficiencies were cited during a
complaint investigation of your hospice from
9/15/16 fo 9717M6. Surveyors conducting the -
nvestigation were:

Susan. Costa, RN, HFS, Tearn Leader
Gary Guiles, RN, HFS RE@EEV%ID

Acron ms used in this report include: . ;
d P MOV 19 206

ADL - Activiy of Daily Living N
ALF - Assisted Living Facllity ‘ FACILITY STANDARDE
B/I? - Blood pressure

CG - Caregiver

cfo - Complaints of

DWME - Purable Medical Equipment

BPS - Director of Professional Services
dit-Dus to

H&P - History and Physical Examination
HHA ~ Hame Health Aide

HR - Heart Rats

IRG ~ Interdisciplinary Group

IV ~ Infravenous

L - Left

Ibs - Pounds .

MAR -~ Madication Adminisfration Record
PGC - Plan of Care

PRN - As Needed

Pt - Patlent

g - Every

R - Right

RN - Registered Nurse

5/S - Signs and Symptoms

8N - Skilled Nurse

80C - Start of Care

UT! - Urinary Tract Infection

VS - Vital Signs

LABORATORY DIRECTOR'S OR PROV!DERISUPFﬁ? E. RESEMTATIVE'S SIGNATURE TITLE {¥8) DATE

‘\ N\) ”\}r\m‘im (J 8 mm’hm il ?HJZG 15

Any deficiency statement ending with an asterisk {*) dendtes a deficiency which the Instituflon may be excuged fkom comeoting providing it Is defermined that
other safeguards provide sufflclent protection o the patients. (See instiuctions.) Except for nussing homes, the findings stated above are disclosabie 90 days
following the date of survey whether or net a plan of correction is provided. For nursing homes, the abova findings znd plans of correction are disclosable 14
days faltowing the date these documents are made avallable to the fachity. [f deficiencles are cilad, an approved plan of correction Is requisita to continued
program participation. -
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERICAID SERVICES

ASSESSMENT

The comptehensive assessment must identify the
physical, psychosocial, emotional, and spiritual
needs related to the terminal fllness that must be
addressed In‘order to promote the hosplice
patient's well-being, comfort, and dignity
throughout the dying process.

This STANDARD is not met as svidenced by;
Based on staff iInterview and review of medical
records, it was determined the hospice failed to
ensure a comprehansive assessment was
conducted for 2 of 9 patients {#1 and #7) whoss
records were reviewed. This prevented the
hospice from developing comprehensive POGs.
Findings include:

1, Patient #1 was a 69 year old female who was
admitted for hospice services on 8/19/15. Sha
was cared far by her daughter, Her terminal
diaghosis was Hunfington’s Disease, a
progressive neurological disease. She was
currently a pationt as of 8/16/185.

An H&P, dated 8/17/15, stated Patlent #1 was not
able to eat any type of solid food but could drink a
{ittle bit of thickened fluids. The document statad

she was losing weight rapidly. The documert goals and interventions and the.
stated she was not abls fo get out of bed and was caregiver’s  ability to  perform
beginning to have skin breakdown, interventions necessary to meet

A 80C assessment by the RN, dated 8/19/15,
stated Patient#1 “...is now bed bound and

dnterdisciplinary team in an attempt to

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER; A BUILDING GCOMPLETED
C
1815852 B, WING QoM712015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ZAWEST BURNSIDE AVENUE, SNITEE
ACGESS HOSPICE CARE ’
CHUBBUCK, ID B3202
() ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECGTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFiX {(EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFY|NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
L 000 i . . ,
0 \?Vogtmv‘i]id F{rc;mi page 1 LO0O| Hospice will ensure that ongoing
- Wheelchair : .
comprehensive agsessment is
L. 524 | 418.54{c) CONTENT OF COMPREHENSIVE L 524 p

conduoted for all patients admited for
hospice services.

Hospice will coniinue utilizing the;
format for the comprehensive
assessment as  found within it
electronic medical record. Hospice:
clinical staff, inchuding nursing, social’
work and chaplain, will specifically!
address each systom section of the|
assessment fo identify any potential,
needs of the patient admission and re-
certification.

Any actual or potential problems
identified within the assessment will
receive further evaluation by the
appropriate discipline and

determine the cause of the actual of
potential problems.

Ongoing assessment of the patient,l-
including and new problems or ynmet:
needs, appropriateness of care plani

petient’s needs will be assessed and
documented within the visit notes as
ovaluated by the members of the
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STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

(X1} PROVIDER/SUPPLIERCLIA
IDENTIFICATION NUMBER:

131552

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING COMPLETED
[H

B. WING 09/17/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

240 WEST BURNSIDE AVENUE, BUITE'B

ACGESS HOSPIGE CARE
CHUBBUCKHK, iD 83202
044 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION tx5)
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IBENTIFYING INFORMATION TAG CROSS-REFERENGED TO THE APPROFRIATE PATE
DEFICIENCY)
: intetdisciplinary  team.  Ongoing
: I. 524 | Continued From page 2 L 524} a5sessment findings will be addressed

dependent for all ADLs and all cares. Pt has
involuntary jerking or writhing movements,
muscle problems, such as rigidity and muscle
confractures and muscle spasms. Ptis non
verbal at this time, unable to make any of her
needs know. Pt is very thin with her bonas
protruding, she is likely to weigh around 80 Ibs. Ft
fs not able to take in any solid foods, now only
able to take thickened liguids and is choking on
them. Pt family states that she Is rapidly losing
weight and not able to sieep for more then about
2 hours at a time dit her disease, muscle spasms
and contractures, Ptis quite amaciated, ali care
including oral cares are very difficult dft
choreiform [jerky Involuntary] movements. Pt's
family states fiat she Is nol safe anywhere but in
her bed.”

The SOC assessment did not include a complete
nutritional assessment. It did not describe what
Patient #1 afe or which food consistency and
patient posltioning worked best to prevent
choking. A nutritional assessment was not
conducted, A speech therapy evaluation was not
conducted.

The SOC assessment stated Patient#1 was a
high fall risk. The assessment did not specifically
explain why. The DPS for the multiple location,
interviewed on 9/16/15 beginning at 3:25 PM,
stated Patient #1 had frequent involuntary muscle
movements which couid cause a fall from the
bed. She stated Patient #1 had a hospital bed
with side rails and the family placed blankets over
the rails to protect her from hruises, The SOC
Assessment did not describe this arrangement or
evaluate how safe It was. The DPS stated
Patient #1 and her family only spoke Spanish.
The SOC assessment did not evaiuate the ability

.2015.

in the interdisciplinaty plan of care.

fospice will ensure that afl clinical’
staff arc re-educated to the process!
and components of the comprehensive!
assessment through a mandatory!
inservice to occur in the parent]
location, as well as cach of the twoi
multiple locations. The inservice willj
address the necessity of assessing each
component of the comprehensive
assessment on admission, at re-
certification and ongoing as the
patients conditions changes with
progression of disease processes. The:
inservices will be completed in each
location prior to October #_, 2015,

To ensure ongoing compliance with
the oplan of correction, the
interdisciplinary team will conduct
monthly peet reviews of selected re-
certification comprehensive
agsessments.

The administrator is responsible to%
make sure the comprehensive!
assessment inservice is completed ini
each office prior to October .
The administrator will also!
supervise the peer review audits
oversesing the selection of records to|
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XAy D
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECERED BY FULL
REGULATORY OR 1.5C [DENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION

PREFIX {EACH CORRECTIVE AGTION SHOU

(x5)
LD BE COMPLETION

TAG CROSS-REFERENGED TO THE APPROFPRIATE DATE

DEFIGIENCY)

L 624

Gontinued From page 3

of staff to cornmunicate with Patient #1 ar har
caregiver,

The SOC assessment did not include an
evaluation of the caregiver's abilily to care for
Patlent #1.

The DPS3 for the multiple locatlon was Interviewed
on 91515 beginning at 3:25 PM. She confirmed
the S0OC assessment did not include the above
items.

Palient #1's SOC assessment was not
comprehensive,

7. Patient #7 was a 97 year old femals who was
admitted for hospice services on 1/31715. She
lived in an ALF. A physician note from an
Emergency Department, dated 1/30/15 at 12:40
AM, stated stated Patient #1 had a new fractured
hip that was not surgically repaired. She was
currently a patient as of 9/16/15,

A S0C assesament by the RN Case Manager,
dated 1/31/15 but not timad, stated Pafient #7
had a fraciured femur. The assessment stated
“Pt is belng treafed with Bactrim for the next 5
days for UTI, Pt has been losing weight steadily
over several years, Family reports she was at one
time 140 Ibs, but Is now 96 |bs...Pfis nowon 5 L
[liters] oxygen via mask and oxygen sats are
86%, ptis lethargic and orlented to person and
self cnly. Famlly reports she did nof eat
yesterday, buf has eaten lunch foday...ls now
non-ambulatory and non-weight bearing due to
hip fracture. Wili be tofal cares in bed, Cannot
tolerate sitting at this time. Has Foley {catheter]
ordered for comfort,”

L 524

peer suggestions and follow

be andited and the compilation of the

by interdisciplinary staff with any
additional assegsment to be completed,

through

October 30, 2015

FORM CMS~2567(02-98) Previous Versions Obsolete Event 1D:WiWo11

Facilily D 181552 I continuation sheet Page 4 of 32



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

PRINTED: 10/05/2015
FORM APPROVED
OMB NO. 0838-0391
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
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L 524 | Continued From page 4

The assessment did not include an evaluation of
the caregiver's ability to care for Patient#7. The
ALF was staffed by non-professional personnel.
The assessment did not include the number of
staff on duty or their ability to care for a patient
with a new fractured hip, including turning and
positioning. The assessment stated Patient #7's
pain was 5 of 10, The assessment did not
discuss how the ALF would provide pain control
for Patient #7. The assessment did not include a
specific nufriticnal assessment.

Patient #7's RN Case Manager was interviewed
on 8/17M5 beginning at 9:55 AM, She confirmed
the assessment did hot evaluate the ahove items.

Patient #7's SOC assessment was not
comprehensive. .

L. 533 | 418.54(d} UPDATE OF GOMPREHENSIVE
ASSESSMENT

The update of the comprehansive assassment
must be accomplished by the hospice
interdisciplinary group (in coilaboration with the
individual's attending physiclan, if any} and must
conslder changes thal have taken place since the
Inltial assessment. It must include information on
the patlent's pragress toward desired ouicomes,
as well as a reassessment ofthe patient's
response to cart. The assessment update must
be accomplished as frequently as the condition of
the patient requires, but no less frequently than
every 15 days.

This STANDARD is not met as evidenced by:

L 524

L 533

Hospice will ensure that ongoing
coraprehensive assessment is
conducted for all patients admitted for
hospice services,

Hospice will continue utilizing thei
format for the comprehensive,
agsessment as found within its
ielectronic inedical record. Hospice;
clinical staff, including nursing, social
work and chaplain, will specifically-
address each system section of the
assessment fo identify any potential
needs of the patient admission and re-

Basad an staff interview and review of medical certifioation.
records, it was determined the hospice failed fo
FORM GMS-2687{02-02) Previous Verslons Cbsolete Event ID:W{W014 Faclily JD: 1316562 If continuation sheet Page 5 of 32
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tenti roblems
L 633 | Confinued From page 6 L 533 Any aciual or potential problem

ensure a comprehensive assessment was
conducted for 1 of 2 patients #8) who suffered
falls while on service and whose records were
reviewed. This prevented the hospice from
developing a comprahensive POC. Findings
include;

Patient #8 was a 78 year old female admifted for
hospice services on 8/12/15. Her terminal
diagnosis was Alzheimer's Disease. She died on
9/11/15.

An "RN Recarlification” for Patient #8, dated
9/09/15, stated a visit was conducted to the ALF
where she resided on 9/09/15 from 3:30 PM to
9:20 PM. The note stafed Patient #8 "...was
sitfing in recliner when SN first arrived. On arrival
pt locked comfortable, no sfs of pain. SN began
assessment of pl. When measuring pt's [arm
circumference], SN noticed a large bruise on pf's
L bicep. SN and HHA were going to take pt fo the
other building to get a current weight on pt, When
SN and HHA stood pt to transfer her to WC, pt
began grimacing a lot and was shaking and
became digpheretic, Pt was placed in WC and
wheeled into bathroom to tollet and further
assass pt. Upon further assessment, SN found a
golf ball sized lump below pi's L elhow. The lump
was soft hut protruding. At this time, SN called
another nurse from hospice to come assist with
further assessment, HHA and facility staff,
[name], hegan to undress pt to shower bafore
waighing. After removing pt's shirt, it was noticed
that pt's L shoulder was very large and swollen.
D/ pt being very sweaty, HHA and ALF staff,
¢uickly cleaned pt up and placed a nightgown on
pt to maka it easier to put on and remove. [The
second] RN arrived from hospice to assist SN
with assesshient, On further transfers, it was

identified within the assessment will
receive further evaluation by the
appropriate discipline and.
interdisciplinary team in an attempt to!
determine the cause of the actual of!
potential problems, |

‘Onpoing assessment of the patient,
including and new problems or unmet]
needs, appropriateness of care plan:
goals and interventions and the
caregiver's  ability to  perform,
interventions necessary tfo moet
patient’s needs will be assessed and
documented within the visit hotes as
evaluated by the members of the
interdisciplinaty  team.  Ongoing
assessment findings will be addressed
in the interdisciplinary plan of care.

Hospice will ensure that all clinical
gtaff are re-educated to the process;
and components of the comprehensive
agsessment through a mandatory
insorvice 1o occur in the parent
location, as well as each of the two’
amultiple locations. The inservice will
address the necessity of assessing each
componert of the comprehensive
agsessment on adpnission, at re-
certification and ongoing as the
patients conditions changes with
progrossion of disease processes. The

FORM CMB-2687(02-99) Previous Verslons Obsolete

Event jD; WWO1t
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DEFIGIENCYS
L 533 Continued From page 6 L 533|inservices will be completed in each
noted that pt was not bearing weight on L leg, no : - 2015.
noticeable bruising on leg but pt does appear to Location prior to October
be turned in slightly. It was determined aftet . i ith
discussing with facllity administrator...RN and pf's To epsure ongoing compliance Wit |
family, that pt would be transported to the hospital the plan of correction, the
for xrays and physician assessment. SN and HHA interdisciplinary team will conduct.
went to hosp;tal Wlthlpt and family to assfst with monthly peer reviews of selected te-
transferring and fo give physician a report of what , ; comprehensivel
was thought to have happened at approx 16:50. cerfification P .
SN and HHA assisted Jab tech tb transfer pt from assesstments.
WG to xray table at approx 17:40...Xrays were :
completed at approx 18:20 and it was determined The administrator ig responsible to]
that pt had a ffractured] humerus and & : sive
[fractured] femur. Physician and SN discussad male surs: t]%e X comprell; ::gdnian
this with family and determined that the options assessment Inseryice 1s comp i
were to keep pt in the hospital for pain each office prior to OGtOb‘?T —
management or to obtain IV access and to send 2015. The administrator will also
pt back to ALF with scheduled pain medications supervise the peer review audits
and to maintain pain cor?tro! there via hospice, ovetseeing the selection of records to
untit pt passed away, Pi's family made the ; N ation of the
decision to return pt to [ALF] so she could be in a be audited and the compila b
more comfortable environment and to provide peer suggestions and follow throug
pain controi there, SN assisted hospifal RN...to by interdisciplinary staff with any
place a shoulder immobilizer on pt. Pt was additional assessment to be completed.
transferred back to the facllity via ambulance and !
sirefcher at approx 19:30. Pt is placed on strict
bed rast, with oral pain medication scheduled October 30, 2015
every 2 hours with the option of providing 1V pain
medication every 30 minutes as needed to
maintain pain control. SN instructed facility staff
on scheduled pain medication and prefilled
syringes so scheduled [oral] pain medication
could be given by ALF staff. SN instructed staff
that if this wasn't enough fo maintain pain control
for pt, to call hospice on call and we could provide
additional pain medications if needed, including
PRN oral and v medication. Staff [verbalized
understanding]. SN also instructed staff that if pt
was able to swaliow and tolerate oral fiquids and
FORM CMS-2567(02-80) Previous Versions Obsolefe Event 1D W1W011 Facifity ID: 131552 I continuatlon shest Page 7 of 32
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hydration well, to offer them, as well as pt's
regularly scheduled medications but if at any
time, pt had difficulty swallowing or tolerating
them, to just provide comfort oral care frequently.
Staff fverballzed understanding]. Pt was given an
Ensure after ardval back to ALF Tacility. Pt was
able to drink that thyough a straw and swallow it
well. SN assisted HHA fo turn and change pt's
depends in bed. Pt administered 2 mg of IV
morphine at 20;00 dff increased pt grimacing and
shaking after turning and repositioning. When SN
laft pt, pt appeared cemfortabls, no grimacing
noted. SN reinforced teaching to staff and
instructed them to call if at any time pt's pain
increased and they needed additional pain -
medication. Pain 8/10. throbbing, continuous.”

The assessment did not include an evaiuation of
the caregiver's abllity to care for Patient #8. The
ALF was staffed by non-professional personnel.
The assessment did nof include the nurmber of
staff on duty or their ability to care for a patient
with 2 new fractures. The assessmient stated
Patient #8 was grimacing and shaking after
turning and repositioning. The assessment
stated Patient #8 was Incontinent. The
agsessment did not include the abilify of staff to
comfortably tum and position Patient#8 o kesp
her clean. The assessment stated the RN left at
9:20 PM on 9/08/15,

The RN Case Manager who complsted the
assassment was interviewed on 9/16/15
beginning at 2:06 PM. She stated the ability of
the ALF to care for Pafient #8 was not evalyated.
She stated she left the ALF on 9/09/15 at 8:20
PM and hospice staff did not visit Patient #8 undil
the following day.

FORM CMS-2667{02-99) Previous Versicns Obsalete Event ID:W{W011
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. QO]?thEd; From page 8 : . - 833 Hospice will ensure the :
Patient #8's assessment was not comprehensive. apnroprlateness of the content of the :
L 545 | 418.56(c) CONTENT OF PLAN OF CARE L 545 2PPIOP e ,
plan of care. :
The hospice must develop an individualized -
written plan of care for each patient. The plan of Hospice will continue utilizing thei X
care must reflect patfent and family goals and format for the comprehensive plan of; :
interventions based on the problems identified in sl ;
the initial, comprehensive, and updated ca;re. as found Wlﬂn.n 11:3‘ ?160&011]0%; :
comprehensive assessments, The plan of care ¥ned1cf.11 record.‘ Hosp1c9 clinical Staff}é :
must include all services necessary for the including mursing, social work and :
palllation and management of the terminal illness chaplain, will specifically address;
and related conditions, including the folowing: .each system section of the plan of card
with identification of problems, goals :
and interventions as determined by the' i
This STANDARD is not met as evidenced by: ‘hospice  interdisciplinary te&m,i :
Based of record review and staff interview, it was including "the h05pice physician, in} J
determined the agency failed to ensure a conjunction with the patient and| |
somprehensive individualized POC was Familv wish : :
developed and updated by the IDG to ensure ALty W1Snes. i !
patient needs were met for 4 of 9 patients (#1, #4, T :
#1, and #8) whose records were reviewed. Following the plan of correction for| i
Faifure to develop indlvidualized plans of care the comprehensive assessment will, ‘
had the potential to interfere with the ahility of ensare that the clinical staff have the |
hospice staff to meet each patient's current — . ] ' !
needs. Findings include: appropriate 'mformation to generate a. :
comptehensive plan of care. Any. i
1. Patient #4 was an 85 year old male who was actual or potential problems identified :
admitted to hOSpiGe on 714/ 5, with a terminal wifhin the assessment Wﬂ]_ receive i
diagnosis of Alzheimer's disease. Additional . el el
diagnoses included Type ll Diabetes, glurthei‘ evaluitiqn bgj th.e l.app ropriate :
Hypertension, and Osteoarthritis. Patient #4 discipline and interdisciplinary team i
resided in an ALF. in an attempt to determine the cause of '
the actual of potential problerns,
Patient #4's record included an H&P dated i
7/03/16, from a brief hospitalization just prior to ; : . i
his hospice admission. Patient #4's physician QHgOU.lg agsessment of the patient, ,
documented a recent decline in appetite, without ineluding Efnd new problems or unmet i
needs, will be updated on the i
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interdisciplinary plan of care at least
L 545 | Continued From page & L 545/ every 14 days, and more frequently as

hausea of vomiting, or cther specific pains.
Additionally, he was noted to have a UTI, for
which he was freated with oral antibiotics. The
H&P did not include documentation related to
{eve! of pain, or evidence of chronic pain. The
discharge sheet from his hospitalization included
a referral for hospice services.

Patient #4's SOC assessment, dated 7/18/M5,
documenied his pain at a level 2/10. The pain
assessment included the comment "Ptdenies
pain but does demonstrate occasivonal grimaces
and moaning or groaning. Pt also.cfo pain in his
knees on occasion according to facility staff.,”
Additlonaily, the RN who performed the
admission assessment noted Patient #4 was
recelving Hydrocodona/APAP 7.5/325 mg four
times daily, as well as, a Fentanyl patch for pain.

His SOC assessment also included a falt risk
assassment, with a score of 8, The fall risk
assessment noted a score of 4 or greafer was
considered “at risk" foi falling. The RN
documented he required a 2 person assist for
transfers.

Patlent #4's POG dated 7/18/15, included a
problem fist. One problem was identifled as
"Chronic Pain. The section "Goals” included
"Batient’s pain will be managed effactively
through cert” The section "interventions,”
included “Assess pain evety visii, Teach Mad
Regimen, Cther," Thets was no furiher
description as to what "other" meant.

His POC problem list aiso included “Af high risk
for falls." The section "Goals,” included "Patlent's
safely will be maintained through cert. Ptwill be
free from falls through cett. Falls will be reported

assessment. CGoals and interventions,

needed based on the patient’s
individual ongoing comprehensive;

specifically including the caregiver’s
ability to perform interventions’
necessary to meet patient’s needs will,
be assessed and documented within:
the visit notes as evaluated by the.
members of the interdisciplinary team
each visit. _
' i
Hospice will enstire that afl clinical,
gtaff are re-educated to the process,
and components of the comprehensive“
plan of care through a mandatory
inservice to occur in the parent
location, as well as each of the two
muyltiple locations. The inservice will
address the necessity of assessing each
component of the comprehensive plan
of care at each patient visif, including
appropriateness and effectiveness of,
the interventions on the patient’s
condition.The insetvices will be
completed in each location prior 1:01
Qctober 30 , 2015, :

To ensure engoing compliance with
the plan of correction, hospice director
will conduct interdisciplinary team
meetings at intervals no longer that 14

days, and more frequently as needed.
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‘ L. 545 | Continued From page 10 L 545/ The hospice director and medical

to hospice through cert.” The section
“Interventions,” included "Teach pt and staff
safety measures as needed. Ptrequires 2
person assistance with transfers, ambulation and
showers.”

Patient #4's record documented muliiple changes
in his condition, however, his POC did not reflect
DG updates and interventions that were
reflecfive of his changing needs, as follows:

a. Nursing visit notes dafed 7/22/15 at 6:00 PN,
stated "CG staff reports that pt was found on flioor
this morning, he has noinjuries. Pt is weak and
requiras a 2 person assist with all transfers. Pt
denies any pain at this time.” The nursing visit
note documented Patient #4 was up for only 1
meal that day, and remained in bed the rest of the
day.

IDG notes dated 7/22/15 by the RN Case
Manager, stated "Pt's appstite is very poor, pt
rarely eats meals. Pt spends most of his time in
his room in bed, refusing to come out most of the
time. Pt has lost more than 10 pounds over the
past month."

Patient #4's POC did not reflect changes based
on his ongoing assessments and IDG
discusgsions. No changes were made to his POC,

b. Nursing visit notes 8/05/15 at 4:20 PM, stated
"BIP 92/48,.Pt is hypotensive today...Pt denies
any pain...Pt was only up for one meal, he ate
about 1/4 of his breakfast today."

IDG notes dated 8/05/15 by the RN Case
Mznager, stated "Pt has lost more weight per
HHA repart, Ptis eating 3 littie better than he has

appropriateness  of

director will review the plan of cate at
the interdisciplinary team meetings to:
ensute their appropriateness of the
plan of care for the each patient.

The interdisciplinary team will%
conduct monthly peer reviews of]

selected re~certification:
comprehensive  assessments,  The'
quality  assurance  performance:

improvement staff will conduct audits;
of 100% of all hospice admissionsi
within 14 days to  ensure'
comptehensive!
plan of care based on findings ofJ;
comprehensive assessment, ;
The administrator is responsible to’
make sure the comprehensive plan of!
care inservice is completed in each.
office prior to October __, 2015, The!
administrator will also supervise the|
peer rteview audits overseeing the
selection of records to be audited and
the compilation of the poer
suggestions and follow through by
interdisciplinary staff with any plan of
care updates to be completed,

October 30, 2015
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previously but not much, Pt has been found on
the floot several mes in the mornings and has
some hruising on his arms.”

Patient #4's POC remained unchanged. His
hypotension, decreased appetlile, weight loss,
and falls were not addressed and additfonal
interventions were net implemented.

c. Nursing visit notes dated 8/12/15 at 8:40 AM,
stated “B/P 92/60, Pt is hypotensive,..Pl denies
having any pain at time of visit. Patient did not
edt any of breakfast.”

Nursing visit notes dated 8/19/5 at12:17 PM,
stated "B/P 92/48, Pt denies having any pain,
facility staff reports that he apparently had 2 falls
on Tuesday last week that were just reporied o
this nurse. Facility has not got an accurate
waitht on him. He went from 711 to 1581 to 200."

{DG nofes dated 8/18/15, did not include changes
fo his POC. However, Patient #4's hypotension,
decreased appelite and falls were not addressed
and additional inferventions wera not
implemented. Additionaily, Patient #4's nursing
notes indicated his pain was minimal, he was
hypotensive, and those detalls were not
addressed duting the DG,

d. Nursing vistt notes dated 8/24/15 at 3:40 AM,
documented "B/F 100/56, Pt has no pain.
Notified of fall and treatment. SN arrived to find
pt in bed and staff cleaning floor where he had
crawled off of maifress and across carpst
creating abrasions."

Nursing visit notes dated 8/25/15 at 946 AM,
stated "B/P 120/60, no falls since Sunday. no

L. 545
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Cantinued From page 12

s/sx [signs or symptoms] of pain...Ptis in bed,
stated that he was tired of all of this and was
ready to die. Pt has muitiple skin tears, abrasion,
and bruises {o arms and legs."

IDG notes dated 9/02/15, documented "Pt pain
meds were d/c [discontinued] and now are PRN
per family request. Pt did have pain In his
abdomen. Pt has been falling out of bed and has
wounds on his BIL [bilateral] legs from falls,”

Patient #4's POC remained unchanged, the IDG
notes did not include discussion related to his
frequent falls, or implement interventions to
prevent further falls. Additionally, the 1DG notfes
did not include wotnd oare. His pain medications
were changed to prn, however, Pafient #4
continued on the Fentanyl patch, The JDG notes
did not indlcate I his family was aware he
continued with the Fentanyl patch.

e, An incident report dated 9/12/15, stated "[Staff]
cams info the pt room to check on him and found
him on the floor." A second incident report dated
9/13/15, stated "When they [staff] went by his
room he was lying In the floor on his L side.”

IDG notes dated 9/16/15, did not refarence to the
fall incidents on 9/12/15 and 9/13/15. The
problem list with identified problems of fall risk
and chronic pain were not updated ot refiective of
his changing needs. Additionally, the IDG POG
did not include wound care orders for the wounds
he developed as a result of the fali on 8/24/15,

As of the 9/16/15 IDG, Patient#4 was oh hospice
services for @ weeks, and had 5 {DG conferences
documentsad. However, his problem fist, goals,
and interventions remained unchanged from the

L 545
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Continued From page 13

original POC which was implemented the day he
started on hospice services.

During a phone interview interview on 8/17/16
beginning at 9:15 AM, the RN Case Manager
reviewed Palient #4's record and confirmed the
frequency of his falls. She stated he had a fall
mat and a low bed was ordered, but he did not
have it yet. The RN Case Manager was asked
about a bed or chair alarm, and she stated she
did not think about that, but it was a good idea.
The RN Case Manader stated the facllity kept
Patlent #4 In bed all day and she thought that
maybe If he was up out of bed more frequently,
he would have less falls and probably would rest
better when he was in bed. The RN Case
Manager was asked about the pain medication
Paflent #4 was on. She stated his family did not
want him on so much pain medications and the
hydrocodone was changed from 4 times dally to
prn. She confirmed he contihued o have the
Fentanyl patch for chronic pain. The RN Case
Manager confirmed Patlent #4's record did not
Inciude documentation of chronic pain and stated
he was on a Fentanyt patch when he was
admitted to hospice services. She confirmed
Patisnt #4's POC did nof Include wound care
orders for cleaning and dressing his wounds that
he had developed on 8/24/15 after falling out of
bed. When asked about Patient #4's
documsnted hypotenslon, the RN Case Manager
confirmed she did not consider his paln
medications to be a factor and did not discuss
hypotension during the IDG meetings. She
confinmed he was still receiving anti-hypertensive
medications.

The IDG faifed fo implement interventions and
update the POG as Patient #4's needs changed.

L 545
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diagnosis was Hunlington's Disgase. She was

‘beginning to have skin hreakdown.

Continued From page 14

2. Patient #1 was a 69 year old female who was
admitted for hospice services on 8/19/16. She
was cared for by her daughter. Her terminat

currently a patiant as of 9/16/15.

An H&P, dated 8/17/15, stated Patient #1 was not
able 1o eat any lyps of solid food but-could drink a
little bit of thickened fiuids. The document stated
she was losing weight rapidly, The document
stated she was not able to get out of bed and was

A SOC assessment by the RN, dated 8/19/15,
slated Patient#1 "...is now bed bound and
dependent for all ADLs and alf cares. Pt has
involuntary jerking ot writhing movements,
fnuscle problems, such as rigldity and muscle
confraclures and muscle spasms. Ptis non
verbal at this time, unahle to make any of her
needs know. Pt is very thin with her bones ,
profruding, she is likely to weigh around 80 fbs. Pt
is not able to take in any solid foods, now only
able to take thickened fiquids and Is choking on
them. Pt family states that she Is rapidly losing
weight and not able to sleep for more then about
2 hours at a time dit her disease, muscle spasms
and coniractures. Pt Is quite emaciated, all care
including oral cares are very difficult d/t
choreiform [jerky involuntary] movements. Pt's
family states that she is not safe anywhere but in
her bed."

Tha SOC assessment stated Patient #1 was a
high fall risk. The DPS for the mulfiple focation,
interviewed on 9/15/1b beginning at 3:25 PM,
stated Patient ##1 had frequent involuntary muscla
movements which could cause a fall from the

L 545
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bed. She stated Patlent #1 had a hospital bed
with side rails and the famlly placed blankets ever
the rails to protect her from bruises. Also, the
DP3 stated Patient ##1 and her family only spoke
Spanish.

The POC, dated 8/23/15 and sfili current,
inciuded problems of "Malnutrition™ and
"Dysphagia.” Interventions for both problems
stated "Intervention Type: Diet/Fluids as toleratad,
Teach oral hygiens, Teach comfort/sympiom
conitrol, Other," Falls was not listed as a problem.
No plans addressed the involuntary movements,
side ralls, or side rail padding. No plans
addressed how staff would communicate with the
Patient #1 and her family.

The DPS for the muitiple location was interviewed
on 8/16M5 beginning at 3:25 PM. She confirmed
the POC did not address the ahove iteins.

Patient#1's POC was not comprehensive.

3, Patlent #7 was a 97 year old female who was
admilted for hospice services on 1/31/15. She
lived in an ALF. Her terminal diagnosis was a
fractured hip. She was currently a patient as of
9/18/15.

A physician note from an local Emergency
Department, stated Patlent #7 was diagnosed
with the fracture an 1/30/15 at 12:40 AM. Patient
#7 was kept af the hospital for a day and was
discharged back to the ALF on 1/31/15, Hospice
care also began on 1/31/15,

A B0C assessment by the RN Case Manager,
dated 1/31/15 but not timed, stated Patient #7
had a fractured femur. The assessment stated
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Patient #7's family had dsclded not to surgically
correct the fracture. The assessment stated "Pt
is being treated with Bactrim for the next b days
for UTL. Pt has been losing weight steadjly over
several years. Family reports she was at one time
14{ |bs, but is now 96 Ibs...Pt is now an 5 L [liters]
oxygen via mask and oxygen sats are 86%, pt is
lethargic and oriented to person and self only.
Family reports she did nhot eat yesterday, but has
eaten junch foday...ls now non-ambulatory and
nan-weight bearing due to hip fracture. Will be
total cares in bed. Cannot folerate silting at this
fime. Has Foley [cathster] ordeted for camfort.”

Patient #7's POG included problems of left hip
fracture, hip pain, bed bound, and hypoxemia.
The POC for hip fracture stated “Intervention
Type: Other: Non-operative, comfort measures,
Teach aides palliative care of hip fracture.” The
POG for hip pain stated "ComfortPak for pain,
Assess pain evary visit, Teach med regimen,
Other" The POC for bed bound status stated
"Intervention Type: Prevent skin breakdown,
Other.” The POGC for hypoxemia siated
"Intervention Type: Oxygen, Comfort and
symptom control, Educated on care of DMEs,
QOther." Specific plans of care, including specific
direction to staif to address Patient #7's care
needs, were not documented.

Pafient #7's RN Case Manager was interviewad
on 91715 beginning at 9;55 AM. She confirmed
POCs with specific direction to staff caring for
Patient #7 were not developed.

Patient #7's POC was not comprehensive.

4, Patient #8 was a 79 year old female admitted
for hospice setvices on 6/12/15. Her terminal

L 545
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Pain Reason: ldentified: 09/09/2015 Resolved:

Continuad From pags 17

diagnosis was Alzhelmer's Disease. She lived in
an ALF, a facility without licensed caregivers.

She fall on 9/09/15 and sulfered fractures of her
faft shoulder and left hip. Following a visif to a
local Emergency Deparlment, she retumed fo the
ALF on the evening of 9/09/15 without surgicat
intervention or reduction of the fractures, She
died on 9/11/15.

An "RN Certification” assessmenf, dated 8/09/15
but not timed, stated Patient #8 had severe pain
from the fractures.

Patient #8's POG, dated 9/09/18, included
problems of pain, risk of skin brealcdown, rigk of
falls, anticipatory grief, uncontroited pain, and
hypoxemia,

The plan Tor pain stated "Problern: Name: Pain
Description: Pt is In intermitfent pain as
demonsirated by grimacing and tenseness. Goal,
Patlent's pain will be managed effectively through
cert Problem: Pain Reason: ldentified:
06/12/2015

Resolved: Intervention Type: Assess pain every
visit, Teach rmed regimen, Other [sicl."

The plan for unconfrolled pain stated "Problem:
Mame: Ungontrolled pain Description:
Continuous care for uncontrofled pain dft muitiple
injuries from recent fall, Goal: Patient's pain will
be managed effectively through cert Problem;

Intervention Type: Othar: Contihuous cars fo
manage paln and other symploms {sicl."

The plan for risk of skin breakdown stated
"Problem: Name: Risk for skin breakciown
Description: Pt is at high risk for skin breakdown

L 545
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dft imimaobility and incontinence. Goal: Any sfs of
skin breakdown will be reported through cert Pt
will be free from skin breakdown through next
cert. Problem: Skin Reason: ldentified:
08/12/2015 Resolved: Intervention Type: Teach
comfort and symptom confral, Prevent skin
breakdown, Other: SN to teach staff to reposition
pt frequently t» prevent skin breakdown as
needed [sic}”

The POC did hot provide spacific direction to staff
regarding how to care for & patient with 2 new
unfreated fractures or how to manage her pain
and meet her ADL needs.

Even though the POC stated Patient #8 would
recelve continuous care beginning 9/09/15,
nursing progress notes showed hospice staff 1eft
Patient #8 in the sole care of the ALF from 9:20
PM on 9/09/15 to 9:30 AM on 9/10/15. After that,
hospice nurses provided care for Patient #8. The
POCG did not address how hosplce staff would
monifor and stupervise care provided by ALF sfaif.

The RN Case Manager for Patient #8 was
interviewed on 9/16/15 beginning at 2:05 PM.
She confirmed the POC did not specifically
address interventions to contro! pain and to
provide care to meet Patlent #8's ADL needs.

Patient #8's POC was not comprehensive.
418.58(c){(2) PROGRAM ACTIVITIES

(2} Performance improvement activities must
track adverse patient events, analyze their
causes, and implement preventive actions and
mechanisms that include feedback and learning
throughout the hospice.

L 545

L 569

Hospice will ensure the quality
assyrance performance improvement
program activities of the company:
track all adverse events and analyze:
their causes for the implementation of
preventative action,
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This STANDARD is not met as evidenced by,
Based on staff interview and review of medical
tecords and incident reports, it was determined
the hespice falled to ensure the causes of
adverse patlent events were analyzed and
preventive actions were implemented fo prevent
future adverse pafient events. This directly
affected the care of 2 ¢f 2 patients {#4 and #8)
who fell while on hospice and whosae records
were reviewed, Thls prevented the hospice from
developing plans fo prevent further injuries and to
ensure approptiate care was provided. Findings
include:

1. Patient #8 was a 78 vear old female admitted
for hospice services oh 6/12/18. Her terminal
diagnosls was Alzhelmer's Disease. She fell in
the ALF where she llved on 9/02/15 and fractured
her left hip and left shoulder. She died on

The RN Case Manager conducted a visit {o
Patient #8 on 9/09/15. Her progress note, dated
9/00/15, stated the visit was conducted on
9/09/15 from 3;30 PM to 9:20 PM. The note
stated Patient #8 "...was sitting in recliner whan
SN first arrived. On arrival pt looled comfortable,
no s/ of pain. SN began assessment of pf.
When measuring pt's [arm circumference], SN
noticed a latge bruise on pt's 1. bicep. SN and
HHA were going to take pt fo the other huilding to
get a current weight on pt. VWhen SN and HHA
stood pt to transfer her to WG, pt began
grimacing a lot and was shaking and became
diaphoretle. Pt was placed in WG and wheeled
into bathroom to {oilst and further assess pt. -
Upon further assessment, SN found a golf ball
sized lump below pt's L. elhow. The lump was

medical record for the documentation,
and tracking of all incidents or adverse-
events. Any incident or adverse event;
witnessed by or reported to hospice!
staff will be documented in the
patient’s clinical record as well as the!
hospice’s incident tracking. ;

Quality  assurance  performance;
improvement chart audits, as well as!
monthly peer review audits completed;
as part of the hospice’s QAPT prograin,
will monitor for any unplanned:
outcomes which may be atiributable to
an unreported incident, fall or other
adverse events, Any findings of such
outcomes will trigger the incident,
tracking process and documentation.

Hospice will track such incidents:
including but  not limited to;
infections, complainis, grievances,
other incidents and specifically falls,
Incident documentation will include
atry precipitating events, cavsal factors
as well as fromediate assessment and
interventions for patient comfort and
safety.
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soft but protruding. Af this time, SN called ancther
nurse from hospice to come asslist with further
assessment. HHA and facllity siaff, [name],
began to undress pt o shower before welghing.
After removing pt's shirt, it was noticed that pt's L
shoulder was very large and swollen. D/t pt being
very sweaty, HHA and ALF staff, quickly cleanad
pt up and placed a nightgown on pt to make It
easier to put on and remove. [The second] RN
arrived from hospice to assist SN with
assessment, On further transfers, it was noted
that pt was not hearing weight on L leg, no
noticeable biuising on leg but pt does appear to
be turned in slightly. it was determined after
discussing with facility administrator [the hospice]
RN and pt's family, that pt would be transported
fo the hospital for xrays and physician
assessment. SN and HHA went to hospital with pt
and family to assist with transferring and io give
physician a report of what was thought to have
happeéned at approx 16:50. SN and HHA
assisted lab.tech to transfer pt from WG to x-ray
table at approx 17;40...Xrays were completed at
approx 18:20 and it was determined that pt had a
tfractured] proximal humerus and a ffractured]
fermur. SN reviewed xrays with physician and
discussed the options before having discussion
with family. Based oh pt's VS obtained at the
hospital, of a BP of 70's/40' and HR in the 40's,
physician determined that pt was not a candidate
for surgery. Physician and SN discussed this with
farily and datermined that the options were o
keep pt in the hospital for pain management or to
oblain IV access and to send pt back to ALF with
scheduled pain medications and to maintain pain
control there via hospice, until pt passed away.
Pt's family made the decision to return ptte [the
ALF] so she could be in a more comforiable
environment and to provide pain contro! there. SN

reviewed every 14 days as part of the
interdisciplinary meeting process, The

clinical  director will track any:
trending of incidents such as
infections, falls, ete, The
Interdisciplinaty team, under the!

direction of the clinical director will
also assess the appropriateness of
primary intervention and plan of care
updates related to each incident:
documentation. The interdisciplinary
team will address and assess causative-
factors with comprehensive plan of!
care updates for any patient or patients:
effected by the trending.
!
}
Hospice will ensure that all clinical
staff are re-educated to the process!
and components of proper incident or
adverse evenl ftracking through a
mandatory inservice to occur in the
patent location, as well as each of the
two multiple locations. The inservice
will address the necessity of
documenting each incident or adverse’
event, with specific direction as to the

‘components of the documentation.

The inservices will be complefed in
each location prior to October 30,
2015. :
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assisted hospital RN...fo place a shoulder
imrnobilizer on pt. Ptwas frahsferred back to the
facility via ambulance and strefcher at approx
18:30, Ptis placed on sirict bed rest, with oral
pain medication scheduled every 2 hours with the
option of providing IV pain medication every 30
minutes as needed to maintain pain control. SN
instructed facility staff on scheduled pain
medication and prefilled syringes so scheduled
pain medication could be given by ALF staff. SN
instructed staff that if this wasn't enough to
maintain pain conirol for pt, fo call hospice on call
and we could provide additional pain medications
if needed, including PRN oral and [V medication.
Staff [verbalized understanding]. SN also
instructed staff that if pt was able to swallow and
tolerate oral ligulds and hydration well, to offer
them, as well as pt's regularly scheduled
medications but if at any time, pt had difficuity
swallowing or tolerating them, to just provide'
comfort aral care frequently. Staff [verbalized
understanding]. Pfwas given an ensure after
arrival back to ALF facility, Pt was able to drink
that through a straw and swallow if well, SN
assisted HHA fo turn and change pt's depends In
bed. Pt administered 2 mg of IV morphine at
20:00 dft increased pt grimacing and shaling
after turning and repositioning. When SN left pt,
pt appeared comfortable, o grimacing hoted. SN
reinforced teaching to staff and Instructed them to
call if at any fime pt's pain increased and they
needed additional pain rmedication...Pain 8/10.
throbbing, continuous."

The progress note stated the RN left at 8:20 PM.
The next progress note by hospice nursing staff
was dated 9/10/15 beginning at 8;30 am. Patient
#8 was left in the exclusive care of the ALF. The
ALF was staffed by non-professlonal petsonngl,

L 589| the plan of correction, hospice director:

(%) ID SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORRECTION )
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DEFIGIENCY}
To ensure ongoing compliance with
1. 669 | Continued From page 21

will conduct interdisciplinary team
meetings at intervals no less
frequently than every 14 days, and
more frequently as mneeded. The
hospice director and medical directot:
will review all incident documentation,
at the inferdisciplinary fesm meetings!
to ensure the appropriateness of the:
causal assessment, primary:
interventions and determine if any;
further intervention is needed.
The administrator is responsible to°
make sure the incident reporting
inservice is completed in each office
prior to October _ , 2015. The!
administrator will ensure that all
incident  tracking is logged and
submitted to the director of quality,
assurance performence improvement
not less that quarterly. The director of,
quality  assufance  performance.
improvement will compile all incident
tracking and provide additional
assessment and trending of data for'
reporting to the professional advisory
committee and governing body.
Professional Advisory Corumittes will
utilize data to create the performance
improvement plan related to the
findings for the following quarter,
October 30, 20135
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18716115 beginning at 2;:05 PM. She stated Patient

Conflnued From page 22

The 9/09/15 progtess note did not include an
assessment of the number of ALF staff on duty or
their ability to care for a pafient with 2 new
fractures. The 9/09/16 progress note stated
Patient #8 was grimacing and shaking after
turning and repositioning. The assessment
stafed Patient #8 was incontinent. The
assessment did not include information related to
the ability of staff to comforlably turn and position
Patient 48 or keep her clean, Specific ALF staff
training and a specific plan for ALF staff to care
for Patient #8 were not documented.

The 8/09/15 progress note stated a second RN
examined Patient #8 for injuries. The second RN
did not document his findings.

The 9/08/15 progress note slated Patlent #8 was
physically transferred saveral imes by hospice
personnel. if was not clear how many times
Patient #8 was physically transfarred afier a
fracture was suspected.

The RN Case Manager, who accompanied
Patient #8 to the hospilal, was interviewed on

#8 was taken from the ALF to the hospital via
wheelchair in the ALF van. An assessment of the
safest mode of transfer was nof documented.

Patient #8's pain was poorly conirolled. Nursing
notes by RNs documented the following:

9/10/15 from 9:30 - 10:30 AM. "Pt was moaning
and lifting right leg, gave morphine at 0930 to.
help with pain. Pt continued to be agitated, SN
gave 0.25 mi of lorazepam for agitation at 1015."

9/10/15 from 11;00 AM - 1:20 PM. "Ptis bed

L 569
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bound, heeds extensiva 2 person assist with
turning and reposltioning d/t paln. Pt frequently
kicks and moves right leg resulfing in leg faliing
out of hed and movement of left leg. Ptwas very
restiess through most of visit, kicking R leg ouf of
bed. Pt became extremely grimaced, moaning
and crying when SN and ALF staff turned pt. [sic]
SN administered pain medicatlons, ihciuding
PRN's during vigit.., SN adminjstered PRN pain
medications before and after turning and
changing pt to get in control of paln and to make
pt comfortable. Pt-continued to kick her R feg up
and down and move it untl] it would fall off the
side of the-hed. SN and ALF staff...positioned a
pool neodle beneath the right side of mattress to
prevent pt from kieking her leg out of bed."

SN 9/M10£15 from 7:05 ~ 11:59 PM. "Pt lcosenad
gfip of hands slightly but remained with leg
movement and restlessness evident. 1936 haldol
0.25 m [administered under the fongue] for
restlessness, Pt visibly decreased clenching
within 10 minutes. 1960: MS 0.25 mi SL per MAR
for episode of extrems pain with clenching and
screaming. Relaxed by 2000, HR 100. 201G
lorazepam 0.5 ml SL per MAR dt [heart rate]
increased to 110 and pt clenching and crying and
wringing hands. Pt heart rate 98 and respiration
12 and deep but breakthrough pain spasms
evident every 5-10 minutes. 2030 0.25 mi MS SL
glven for breakthrough pain. 2050: haldol 0.25 ml
SL for restlessness and gashing for air. Gagping
respirations ceased but pt stilf clenching hands
and tension assessed in Hgidity of body.
Lorazepam per MAR 0.25 ml SL at 2120 for
agitation with hand clenching. MS 0.26 ml SL at
2210 for pain management with bed bath,
Inserted Tylenol suppository per MAR for temp of
100 during bed bath at 2235, Pt tolerated well,
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Haldol per MAR 0.25 mi SL given for restiessness
at 22485, Breakthrough pain at 2325 MS 0.25 ml
SL given per MAR...SN reassessed al 2320 and
noted apnea episodes up to 15 seconds with
respirations ranging from 10-16 per minute. Pt
HR down ta 72 but pt arching right leg and
moaning irtermittently with breakthrough pain
spasms. Lungs diminished and apneic episodes
increased to 30 second-episodes.”

81115 from 12:00 - 8:00 AM. "SN assessed at
0000 apneic episodes increasing with diminished
lung sounds, HR 86 pedal pulses faintly paipable,
Breakthrough pain assessed with arching right
leg and moaning with spasms, MS per MAR.
Agftation and restless movement continued,.
Haldof per MAR at 0030, Oral cares completed.
Medications per MAR [hourly] or more for pain
and restlessness from 0056-0745. SN
reassessed at 0065 with temp 97.6, lungs
diminished, apical pulse decreased to 68, pulses
palpabie, [oxygen saturation level] 71% RA froom
air]. SN reassessed 0155 [oxyaen saturation
fevel] 69% RA, Apical pulse 58. Grimacing,
grasping, clenching present. Meds per MAR.
Apnea persists with respirations 8, SN
reassessed at 0200 and pt warm and clammy
with temperature of 98.2, Rinsed with coal cloth.
Meds per MAR. Resplrations 8 with Cheyne
stokes evident. Aphea 20 second intervais.
Respirations remain symmetrical but gasping air
hunger noted, Haldol per MAR, Repositioned to
back with HOB [head of bed] slightly clevated. Pt
rested. SN reassessed at 0260 apleal heart rate
54 respirations 8. Breakthrough pain spasms
evident and pt recelved MS per MAR.
Repositionad 0300 with pillows: pt with increased
restlessnass after repositioning and received
lorazepam 0.5 ml SL. P rested. Pt with

L 569
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breakthrough pain and MS administered at 0355.
Restlessness increased and pt given lorazepam
per MAR at 0415, Pt with increased gasping and
alr hunger. Haldo| per MAR at 0425, Removed
pillows to reposition legs 0430. Glammy skin
noted. Cool Cloth to exiremities/face at 0445,
Breakthrough pain with movement noted. Pt
recelved MS per MAR at 0450, SN reassessed
pt. Respirations atonal, ineffective. Lungs
diminished severely. Apical heart rate 45 with
respirations of 8. [Oxygen saturation fevel] not
reading. Skin gray. Gasping for air. Haldol per
MAR for air hunger at 0520. Removed pillows o
reposition. Tolerated well...SN reassessed at
0600, Pt remains apneic with 30 second intervals
and respitations of 8, gasping returned. Haldol
per MAR at 0620 for restlessness and alr hunger.
Premedicated with MS for pain management
during bed hath at 0840, Aide assisted with bed
bath and Tyienol suppository inserted by SN
during pericare and -attend change for low grade
fever, warm, moist skin at 0700. Répositiohed
after bad bath, Pt with increased agitation after
cares, Apical heart rate 72, respirations 10 with
apneic episode of 30 seconds, Received
forazepam per MAR at 0710, Pt apical rate
persisted at 72 and breakthrough pain noted at
0745 and pt received additional MS per MAR. Pt
resting at 0800." ;

An assessment to determine whether Patient #8’s
restiessness was caused by pain or other facfors
wazs not documented. She was medicated with
Lorazepam, an antlanxiafy medication, and
Haldol, an antipsyshotic medication, from hospice
standing orders, dated 6/12/15. Pafient #8 had
Morphine ordered IV or sublingual from the
hospital for breakthrough pain, After §:00 PM on
9/09/15, the IV Morphine was not documented as
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given, even though this was a more effective and
reliable rouie of administration. The reason the
Morphine was given sublingually was not
documented. A specific plan to control Patient
#8's paln was not documented.

A MAR for medications administered to Pafient #8
by hospice staff was not implemented. This
made it impossible fo know which medications
were administered by hospice staff, The RN
Case Manager, interviewed on 8/16/15 beginning
at 2:05 PM, stated she failed to document at least
1 medication she administered.

Acausal analysis of the fall and the staff
response te it was not documented. A hospice
incident report, dated 9/10/15, stated Patient #8
fell in the ALF about 11:30 AM on 9/09/15. ‘The
incident report stated ALF staff put Patient #8
back In her wheelchair. The incldent report
stated Patient #8 showed signs of injury and was
transported.to a hospital. Under the heading
"Corrective action," the incident report stated
"Taught ALF stalff fo report any falls or incidents
as soon as they occur.” The incident report
stated, after the fall, a hospice nurse identified
injuries during the recertification visit. The
incident repoit did nof mention any actioh or care
provided by hospice staff to Patient #8.

A document titled "Incldent Investigation
Documentation,” written 9/16/15, stated ALF staff
did not report Patient #8's fall to hospice staff.
The document stated the physician "stahilized the
patient's comfort level and discharged the patient
hack to [the ALF] under the care of the hospice
team, who iniiated continuous care level of care
to appropriately treaf patient's pain and meef
other needs.” The investigation document
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concluded "Through our investigation in
interviewing of staff including the hospice diractor,
hospice RN Case Manager and hosplce aide, as
well as facility administration, we believe that
Access staff took appropriate and timely action In
assessment and intervention of the patient's
needs..." The investigation focused on the
delayed notification by the ALF, but did not
include Information related to the care provided
by hospice staff,

Tha investigation document stated hospice
provided continuous care untif Patient #8's death
on the evening of 9/11/15, The document did not
say hospice staff provided no direct care for 12
hours following Patient #8's return frotn the
Emergency Department. Instead, continuous
care was not started until approximately 10:00
AN on 8/10/15 and Patient #8 was left in the
exclusive care of ALF staff for over 12 hours.
The document did not assess why the
implementation of continuous care was delayed
or whether this was appropriate.

The investigation document.did not state why the
hosplce RN allowed Patient #8 to be taken to the
Emergency Department in a wheelchair in the
ALF van instead of baing transported by
ambulance.

The investigation document did not assess

whether acfions by hospice staff, including the
multiple transfers following the identification of
injuries and the method of transpott, may have
caused increased injury and pain to Patient #8.

The Director of Administrative Services called the
state survey agency on &/14/15 at 10:52 AM fo
report the incident regarding Patlent#8. He
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provided the “Incident Investigation
Documentation” on 9/16/15.

The Director of Administrative Services was
interviewad on 9/24/15 beginning at 10:00 AM.
He stated he spoke with employees from the ALF
and hospice regarding Patient #8. He stated the
hospice did not have a defined procedure to
invastigate incidents. He stated the hospice met
the definition of "continuous care" provided to
Patient #8 but he did not know if the hospice care
was continual. He stated he did not know if
hospice staff assessed the ability of the ALF to
care for Patient #8. He stated Patient #8 did not
have a specific plan for pain control. He stated
he was not aware If all medications given by
hospice staff were documented.

The hospice did not tharoughly investigata Patient
#B's adverse patient event and did not ahalyze
the care provided by hospice siaff. :

2. Patient #4 was an 85 year old male who was
admitted to hospice on 7/14/15, with a terminal
diagnosis of Alzheimer's disease, Additional
diagnoses included Type Hl Diabetes,
Hypertension, and Osteoarthritis. Patient #4
resided in an ALF. ,

His SOC assessment dated 7/14/15, included a
fali risk assessment, with a score of 8. The fall
risk agsessment noted a score of 4 or greater
was considered “at risk" for falling. The RN
documented he required a 2 person assist for
transfers.

Patient #4's POC dated 7/18/15, included a
problem [ist that noted “At high risk for falls." The
section "Goals," included "Patient's safely will be
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maintained through cert. Pt will be free from falls
through cert. Falls will be reported to hospice
through cert.” The section "Interventions,"
included "Teach pt and staif safety measures as
needed. Ptrequires 2 person assistance with
fransfers, ambulation and showers."

Patiant #4's record documented 8 falls in the 9
weeks he was on hospice, howaver, the agency
did not demonstrate analysis of why he was
falling, interventions, and rmeasures {o prevent
further falls from oceurring. Patient #4's record
documented the following:

7122115 at 6:00 PM, Nursing visit notos stated
GG staff reports that pt was found on floor this
morning, he has no injuries. Ptis weak and
reguires a 2 person assist with all transfers. Pt
denies any pain at this ime." The nursing visit
note documented Paflent #4 was up for only 1
meal that day, and remained in bed the rest of the
day. There was no incident report initiated after
the fail.

7/22/15 |DG notes did nof include analysis of his
recent falls, and interventions were not
implemented fo prevent further falls, No changes
were made to his POC,

8/05/15 IDG notes, submitiad 8/05/15 by the RN
Case Manager, stated "Pt has been found on the
floor several times in the mothings atid has some
bruising an his arms." The IDG notes did not
include an analysis of why he was falling, or
interventions to prevent falls from occurring.
There were no incldent raports to document his
falls,

Patient #4's POC remained unchanged. His falls
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were not addressed and additional interventions
were not implemented.

8/19/16 at 12:17 PM, Nursing visit notes stated |
"BIP 92748, Pt dehies having any pain, facility
staff reports that he apparently had 2 falls on
Tuesday last week that were just reported 1o this
hurse," There were no incident reports to
document his falis.

81915 DG notes were reviewed. The notes did
not include analysis of the falls and no changes
were made to his POC.

824115 at 3:40 AM, Nursing visit nofes stated
"B/P 100/56, Pt has no pain. Notified of fall and
treatment. SN arrived to find ptin hed and staff
cleaning floor where he had crawled off of
mailress and across carpet creating abrasions.”
There was no incident report initiated after the
fall.

8/25M15 at 9:45 AM, Nursing visit notes,
documented "B/P 120/60, no falls since Sunday.
No s/sx [signs or symptorns] of pain...Ptis In bed,
stated that he was tired of all of this and was
ready to die, Pt has multiple skin tears, abrasion,
and bruises to arms and legs.”

/02715 IDG notes stated “Pt pain meds were dic
[discontinued] and now are PRM per family
request. Pt did have pain In his abdomen. Pt has
been falling out of bed and has wounds on his BIL
[bilateral] legs from falls." Pafient #d's POC
remained unchanged. The IDG notfes did hot
include discussion related to his frequent fails or
potential interventions to prevent furiher falls.

An Incident Report dated 9/12/15, stated "[Staff]
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camne into the pt room fo check on him and found
him on the fioor” and an incident Report dated
9/13/15, stated "When they [staff] went by his
room he was lyihg in the floor on his L side."

9/16/15 1DG notes were reviewed. The nofes
stated thera were no changas and information
refated to the fall Incidents on 9/12/15 and
9/13/15 was not present in the notes. The
probiem list with identified problems of fall risk
was not Updated or adapted to his changing
needs.

During & phone interview on 9/17/15 beginning at
9:15 AN, the RN Case Manager reviewed Patlent
#4's record and confirmed the frequency of his.
falls. She stated he had.a fall mat, and she had
just ordered a low bed, but he did nof have it yet.
The RN Case Manager was asked about a bed or
chairalarm, and she stated she did not think
about that, but it was a good idea. The RN Gase
Manager stated the facility kept Patient #4 in bed
all day, and she thought that maybe if he was up
out of bad more frequently, he would have less
falis and probably would rest belter when he was
in bed.

The hospice did nof track patient falls, analyze
their cause, and limplement Interventions for
prevention as patients naeds changed.
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October 6, 2015

Chad Mangum, Administrator
Access Hospice Care

240 West Burnside Avenue, Suite B
Chubbuck, ID 83202

Provider #131552
Dear Mr. Mangum:

An unannounced on-site complaint investigation was conducted from September 15, 2015 to-
September 17, 2015 at Access Hospice Care. The complaint allegations, ﬁndmgs and
conclusions are as follows:

Complaint #ID00006397

Allegation #1: The Hospice Medical Director did not attend Interdisciplinary Group (IDG)
conferences.

Findings #1: During the investigation, 9 records of patients who were receiving hospice
services, from 12/01/13 to 9/17/15, were reviewed and staff members from the main office and 2
multiple locations wete interviewed.

Nine records were reviewed for meeting minutes and documentatiou of staff attendance at the
IDG meetings. The records all included evidence of physician participation at all IDG meetings
either in-person or via conference call, as well as attending physician communication. .

For example, 1 record reviewed was that of a patient who was admitted to hospice services
12/01/13. The patient resided at an Assisted Living Facility. IDG meeting minutes were
reviewed for the 20 month period the patient was on hospice services. The electronic medical
record included documentation of physician oversight for each of the IDG meetings.
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During a phone interview on 9/17/15 beginning at 9:15 AM, the Registered Nurse (RN) Case
Manager stated the IDG meetings included a physician medical director. She stated they were
held every two weeks, and each office had their own medical director assigned.

It could not be determined that the Medical Divector failed to provide oversight to hospice
patients. Therefore, the allegation was unsubstantiated and no deficient practice was identified.

Conclusion #1: Unsubstantiated. Lack of sufﬁcient evidence.
Allegation #2: The hospice agency did not acknowledge dietician recommendations.

Findings #2: During the investigation, 9 records of patients who were receiving hospice
services, from 12/01/13 to 9/17/15, were reviewed and staff members from the main office and 2
multiple locations were interviewed.

Of the nine records reviewed, one included a dietician consult. The record documented a patient
who was admitted to hospice services 12/01/13. The patient resided at an Assisted Living
Facility. An 1IDG meeting note in the record included a nursing note which stated "Pt {patient} is
not eating well and staff is not assisting her with her meals and she is gluten free, so they are not
feeding her right." An order was written the day of the IDG which stated "Dietician consult to
teach gluten free diet." ,

.The medical record included a narrative note on a form titled "Nutrition Risk," dated 2/07/14, Tt
‘was written by the dietician before an on-site consultation occurred. The note stated a phone
conversation between the dietician and the facility Ticensed Practical Nurse (LPN) occured, and
the LPN stated the patient was not on a gluten free diet, but a lJow gluten diet. The LPN told the
dietician a sample menu would be sent for her review.

The dietician performed an on-site consultation on 2/25/14 and documented her visit on a form
titled "Nutrition Risk." She included in her consultation report that the facility was not
following a gluten free diet plan for the patient. The consulfation also included 5
recommendations, as follows:

- "Clarify diet order to strict Gluten Free secondary to the patlent's inability to vocalize
dlscomfort "

- "Provide 1 can of nutritional supplement with lunch and dinner daily secondary to history of
low/poor meal intake."

- "Follow up with the physmlan for possible Levothyroxme dose changes secondary to elevated
TSH to improve energy."
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- "Obtain and chart monthly weights.”
- "Encourage facility staff to follow provided sample Gluten-Free menu."

The record included a form which documented IDG plan of care updates dated 3/05/14. The
form documented the patient was on a gluten free diet and stated supplements between meals
were to be encouraged. Additionally, physician orders, dated 3/10/14, included orders for a TSH
level to be drawn and stated the patient was to be on a gluten free diet.

Review of the patient's medical record included documentation she remained on a gluten free diet
with nutritional supplementation. Labs were drawn for the TSH, her medication dosage was not
changed, and labs were drawn which confirmed the diagnosis of gluten intolerance.

A narrative note on a form titled "Case Communication," dated 3/18/14, written by the hospice
social worker, described a phone conversation with the facility LPN. She stated the patient had a
confirmed diagnosis of Celiac Disease, and the facility was hoping to consult with the dietician
for menu planning and the patient's specific needs. The patient's record did not include
documentation further visits by the dietician occurred.

Additionally, a "Case Communication" documented a meeting on 6/07/14 with the Hospice RN, -
Social Worker, and ALF facility representatives. The note documented the patient's needs were
being closely monitored. The note did not further describe what needs, or how they were
monitored. '

During a phone interview on 9/17/15 beginning at 9:15 AM, the Registered Nurse (RN) Case
Manager stated the Assisted Living Facility staff recorded patient weights monthly and the
hospice agency recorded patient weights weekly. The hospice weights were recorded in the
record.

~ It could not be determined that the agency failed to follow dietary recommendations. However, 3
of the 9 patient records reviewed did not include comprehensive assessment and plan of care
interventions related to the 3' patieiits’ dietetic needs, as follows:

One patient's record documented a 69 year old female who was admitted for hospice services on
8/19/15. The patient's history and physical examination stated she was not able to eat any type of
solid food but could drink a little bit of thickened fluids. The document stated she was losing
weight rapidly.

A Start of Care (SOC) assessment by the RN, dated 8/19/15, stated the patient was "... very thin
with her bones protruding, she is likely to weigh around 80 1bs." The assessment stated the
patient was not able to take in any solid foods, would choke on thickened liquids, and her family
reported she was losing weight rapidly.
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The assessment did not include a complete nutritional assessment. It did not describe what the
patient ate or which food consistency and patient positioning worked best to prevent choking. A
nutritional assessment was not conducted and a speech therapy evaluation was not conducted.

The Director of Professional Services for the multiple location was interviewed on 9/15/15
beginning at 3:25 PM. She confirined the assessment did not include the above items.

A second patient's records documented a 97 year old female who was admitted for hospice
services on 1/31/15.

A SOC assessment by the RN Case Manager, dated 1/31/15 but not timed, stated the patient had
a fractured femur. The assessment stated the patient had been losing weight steadily over several
years and currently weighed 96 pounds. However, the assessment did not include a specific
nutritional assessment.

The patient's RN Case Manager was interviewed on 9/17/15 beginning at 9:55 AM. She
confirmed the assessment did not include a specific nutritional assessinent.

A third patient's record documented an 85 year old male who was admitted to hospice on
7/14/15. His record included a history and physical examination, dated 7/03/15, frown a brief
hospitalization just prior to his hospice admission. The patient's physician documented a recent
decline in appetite, without nausea or vomiting, or other specific pains.

The patient's SOC assessment, dated 7/14/15, stated his appetite was poor, and he was able to
swallow some solid foods. His corresponding Plan of Care (POC), dated 7/14/15, included on
his problem list, "Risk for deficient nutrition.” Interventions included "Diet/fluids as tolerated,
Teach oral hygiene, Teach comfort/symptom control, Other."

The patient's record documented multiple meal refusals and weight loss while he was receiving
hospice care. Examples included, but were not limited to, the following:

- Nursing visit notes dated 7/22/15 at 6:00 PM, stated the patient was up for only 1 meal that day
and remained in bed the rest of the day.

- IDG notes dated 7/22/15 by the RN Case Manager, stated the patient's "...appetite is very poor"
and he "rarely eats meals.” The RN documented the patient spent most of his time in his room in
bed and had "...lost more than 10 pounds over the past month.”

- Nursing visit notes dated 8/05/15 at 4:20 PM, stated the patient was only up for one meal and
that he ate about 1/4 of his breakfast..

- IDG notes dated 8/05/15 by the RN Case Manager, stated the patient had lost more weight, but
was eating "...a little better than he has previously but not much.”
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- Nursing visit notes dated 8/12/15 at 8:40 AM, stated "Patient did not eat any of breakfast.”

As of'the 9/16/15, the patient was on hospice services for 9 weeks, and had 5 IDG conferences
documented. However, his problem list, goals, and interventions remained unchanged from the
original POC which was implemented the day he started on hospice services. Updates to the
patient's POC, including additional interventions to address his ongoing meal refusals and weight
loss, could not be found.

During a phone interview interview on 9/17/15 beginning at 9:15 AM, the RN Case Manager
reviewed the patient's record and confirmed his weight loss, and stated as he was on hospice, she
expected his appetite and ability to eat to decrease as part of the dying process.

It could not be determined that the agency failed to follow dietary recommendations. Therefore,
the allegations was unsubstantiated. However, the agency failure to ensure each patient's dietary
status was comprehensively assessed and re-assessed and that plans of care included adequate
interventions based on each patient's assessed needs. Therefore, deficient practice was identified
and cited at CFR 418.54(c) and 418.56(c). '

Conclusion #2: Unsubstantiated. Lack of sufficient evidencé. :

As none of the allegations were substantiated, no response is necessary. Thank you for the
courtesics and assistance extended to us during our visit.

Sincerely,

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

SC/pmt



