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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 Medicare survey of Access Hospice Care, which was
conducted on July 14, 2016.

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. It is important that your Plan of Correction address each deficiency in the following
manner:

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

e 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;

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;

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

e The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and
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e The administrator’s signature and the date signed on page 1 of the Form CMS-2567.

After you have completed your Plan of Correction, return the original to this office by August 9,
2016, and keep a copy for your records.

Thank you for the courtesies extended to us during the survey. If you have any questions,
comments or concerns, please contact Dennis Kelly, RN or Nicole Wisenor, Co-Supervisors,
Non-Long Term Care at (208) 334-6626, option 4.

Sincerely,

NICOLE WISENOR

Co-Supervisor
Non-Long Term Care

NW/pmt
Enclosures
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Veluntesra must provide day-to-day adminlstrative
andlor direct patient care services in an amount
fhat, at & minfrmurm, equals 5§ pereant of the tatal
patient eare hours of all paid hospice employess
and contract staff. The hospice must maintair
recards on the use of volunieers for patient care
and administrative services, including the type of
senvices and time warked.

This STANDARD ¢ het inet as evidenced by:
Based on record review and interview, the facility
failed to ansure volunteers provided day-to-day
adminlstrative and/or direct patient cate sarvices
i an amount that at & rinimum eduaeled 6% of
the total patient care hours of all paid hospice
smploysss and contract staff, for af least i
months, from July 2016 through June 2018. This
fallurs had the potential to impact all patients

1 recaiving hospice services in the 11 month

period, inclitding 47 of 47 patients (Patients # -
#47), who were recelving hospics aervicas at the
time of the survey, This resulfed In the potenilal
for patient nesds not being met, Flndings
include: -

Areview of the faciliy voluntaer percentage
records from July 2015 through June 2016

In-service with Hospice Managers and
Volunteer Coordinator from all
locations conducted on August 2™ by
Administrator regarding volunteer
regulations, guidelines and agency
deficiencies, Follow up in-service and
training to be held on August 25" with
clinical and support service staff,
including social workers/valutiteer
coordinators, Chaplains, and Clinical
Managers to discuss recruitment,
retention and volunteer use including
trends In direct patient care

hautrs/volunteer need for each location. ‘

Since the time of survey we have made
the following improvements: We
currently have 5 active volunteers in the|
Pocatello office, 2 active volunteers in
the Preston office with 1 in training and
1 potential, and 1 volunteer in training
in the Blackfoot office with 1 additional
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indicated the following:

- July 2015: the volunteer to direct patient care
percent was documented at 0.4% with a cost
savings of $75.00.

- August 2018; the volunteer to direct patient care
percent was documented at 2.9% with cost
savings of $75.00.

- September 2015; the volunteer to direct patient
care percent was documented at 2,8% with a cost

savings of $75.00.

- Qctober 2015: the volunteer to direct patient
care percent was dacumented at 3.9% with a cost
savings of $135.00.

~ November 2015; the valunteer to direct patient
care percent was documented at 5.9% with a cost

savings of $240.00.

- Decamber 2015: the volunteer to direct pafient
care percent was documented at 2.2% with a cost
savings of $30.00.

- January 2016: the volunteer to direct patient
care percent was documented at 2.2% with a cost
savings of $435.00.

- February 2016: the volunteer to direct care
percent was documented at 2,7% with a cost
savings of $540.00.

- March 2016: the volunteer to direct pafient care
percent was documented at 3.6% with a cost
savings of $675,00.

- April 2016: the volunteer to direct patient care

active Social Worker/Volunteer
Coordinator. IDG discussions will
include volunteer activity report with
opportunity for staff to identify
potential volunteer needs,

We will continue to trend volunteer
activity monthly, including total direct
patient care hours, hours needed, and
actual hours. The monthly volunteer
report will be reviewed by each
volunteer coordinator and Clinical

| Manager, with written plan to ingrease
volunteer utilization due to
Administrator by the 10* of each
month if 5% requirement is not met.

Administrator will oversee the
implementation of the stated plan of
correction. Agency will demonstrate
compliance with the stated plan of
correction by August 25
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percent was documented at 4.8% with a cost
savings of $750.00.

- May 2016 the volunteer to direct patient care
percent was documented af 2,6% with a cost
savings of $485.00,

- June 2016: the volunteer to direct patient care
percent was documented at 1.5% with a cost
savings of $300.00.

During an interview with the Volunteer
Coordinatar (VG) at 2:45 p.m. on 7/13/16, the VC
stated she was aware of the low percentage of |
direct patient care in refation to the hospics ;
requlation, The VC stated she had been with the
hospice since August 2015 and was trying to
recruit volunteers using newspaper ads and flyers
in churches and hospitals. She stated there had
been no time when a patient needed a volunteer
and one could not be provided, The VC stated the
hospice currently had 5 active valunteers, 2 of
which performed administrative duties, and 3 that
provided direct patient care.

During an interview with the Administrator at 1;30
p.m. on 7/14/16, the Administrator was aware of
the low percentage of direct patient care in
relation {0 the required 5% accarding to
regulations. The Administrator stated the problem
was identified and discussed at the first quarter
2016 QAP meeting on 4/18/16. The
Administrator stated the VG was involved in
recruitment efforts such as newspaper ads,
flyars, and approaching church groups, The
Administrator stated that an additional Social
Warker had heen hived for one of the branch
offices to oversee the volunteer recruitment at
that branch, which she stated tends to run a low

"
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percentage. The Administrator stated that as of

the day of survey, the percentagas were stil!
below the 5% level.
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