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

RE: Horizon Home Health & Hospice, Provider #131520

Dear Mr. Higby:

Based on the survey completed at Horizon Home Health & Hospice, on September 10, 2014, by
our staff, we have determined Horizon Home Health & Hospice is out of compliance with the
Medicare Hospice Conditions of Participation of Initial & Comprehensive Assessment of
Patient (42 CFR 418.54), IDG, Care Planning, Coordination of Services (42 CFR 418.56),
Quality Assessement & Performance Improvement (42 CFR 418.58), Hospice Aide &
Homemaker Services (42 CFR 418.76) and Clinical Records (42 CFR 418,104), To
participate as a provider of services in the Medicare Program, a hospice agency must meet all of
. the Conditions of Participation established by the Secretary of Heaith and Human Services,

The deficiencies, which cansed these conditions to be unmet, substantially limit the capacity of
Horizon Home Health & Hospice, to furnish services of an adequate level or quality. The
deficiencics 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 Cotrection contains the following elements:

¢ 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;
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* The plan must include the procedure for implementing the aceeptable plan of correction
for each deficiency cited;

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

»  Monitoring and fracking procedures to ensure the PoC is effective in bringing the hospice
agency into compliance, and that the hospice agency remains 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

¢ 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, hefore October
25,2014, 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 October 15, 2014.

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
October 14, 2014,

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 vou fail to notify us, we
will assume you have not corrected.

We urge you to begin correction immediately.

If you have any gquestions regarding this letter or the enclosed reports, please conlact me at (208)
334-6626.

A

SUSAN COSTA NICOLE WI

Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/pmt

Enclosures

ec: Debra Ransom, R.N., RH.LT., Bureau Chiel
Kate Mitchell, CMS Region X Office




Horizon Home Health and Hospice
Trevor Higbhy, Administrator

Amanda Corn RN, Director of Nursing
63 W, Willowbrook Dr.

Meridian, 1D 83646

208-888-7877

Attn: Nicole Wisenor
3232 Elder Street

PO Box 83720

Boise, 1D 83720-0009

R e
October 14, 2014 RECEIVED
| OCT 15 2014
Bureau of Facility Standards FACILITY STANDARDS

Re: CREDIBLE ALLEGATION OF COMPLIANCE/PLAN OF CORRECTION

Dear Ms. Wisenor,

Pursuant to the survey conducted at Horizon Home Health and Hospice on September10,
2014, please find the comipleted Statement of Deficiencies/Plan of Cotrection
(CMS2567) attached. ‘

As evidenced in the Plan of Correction, we will continue to conduct full staff education in
cach of the deficiencies cited and will continue to correct the deficiencies and to maintain
evidence of compliance through chart andits and supervisory visits.

In the event that you nced additional information, please do not hesitate to contact me at
888-7877 or by email at amcorn@horizonhh.com.

Please express our appreciation for the courtesy demonstrated by Nancy Bax, RN, Laura
Thompson, RN, and Susan Costa RN during the conduction of our survey. We appicciate
the opportunity to continue to refine our processes.

Sincerely,

Ol s

Amanda Corn RN, CHPFN
Director of Nursing
Horizon Home Health and Hospice

cc. files
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L. 00

INITIAL COMMENTS

The foliowing deficiencles were cited during the
Medicare recerfification survey of your hospice
agency conductad from 9/02H4 through 91014,
Surveyors conducting the survey were:

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

Acronyms used In this report Include:

ALF - Assisted Living Facility

AFTT - Aduit Faiture to Thrive

CEO - Ghief Executive Officer

CHF - Congestive Hearl Failure

CM - Case Meanager

CMS - Centers for Medicare and Medicaid
COPD - Ghronle Obstructive Pulimonary Diserse
DME - Durabte Medical Equipiment

DON -~ Director of NUrsing

EMR - Electronic Madical Record

FTF - Face to Facs

HA - Hospice Alde

HTN - Hypertension

DG - Interdisciplinary Group

LPN- Licensed Practical Nurse

MD - Medical Doctor

MSW - Meadical Social Werker

NHPCO - National Hospice and Pafiiative Care
Organization

NOMNC - Naotice of Medicare Non-Coverage
NOS - Not otherwise speciiied

PIP - Performance Improveitient Plan

POA - Power of Attomey

POG - Plan of Care

PPD - Pay per Day

PRN - As needed

L 080

RECENED
OCT 15 aom

FPACHITY 5 Tadtarps

wmj%mum HEPREJENTATIVE'S steumsmj

(X6} DATE

9 Ly seny, 211

Any deficlency statement ending with an asterisk {*) dencles & deficiency which the Wstitution may helefcused from corrabiifly providing it is delerminad that
othor safeguards provide suffictant profeciion {o the pallents, {Sea instructions,) Except for nuzzing hamas, the findings stefed above are disclosabie B0 days
following the data of survey whether or not & plan of cotraction is provitled. For nursing homes, the above fidings and plans of corroction are disclosahio 14
days fallowsing the date these docunients aro rade avaliate to the faclily. If doficiencles aro cifed, an approved plan of correction is requisite fo continued

program pariicipation,

FORM CHIS-2507{02-88) Prevfous Verslons Obsoluto
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. L1502~ 412.52 {a] {1) Notice of Rights
L 00Q] Continued From page 1 L: 600} and Responsibilities '
PT - Patient
QAP] - Qualily Assurance Performance Education to be provided to admiting
lmprovement staff regarding obtaining informed
RN - Registered Nurse 5 E Informe
RTP - Return fo Provider consent, providing notice of rights and
S0G - Slart of Care responsibiliti obtaini
SN - SKilled Nurse P es and obtaining
SNF - Skilled Nursing Fachity accurate and dated signed consents,
SW - Spcial Worker in addition to obtaining verbal
L. 502 | 418,52{a)() NOTICE OF RIGHTS AND L 502

RESPONSIBILITIES

(1) During the initial assessment visitin advance
of furnishing care the hospice must provide the
patient or representative with verbal (meaning
spoken) and wrilten notice of the pallent’s rights
and responsthifities In & language and manner
that tho patient understands.

This STANDARD is not mol as evidenced by:
Based on staff interviews, record review, and
review of admission documents, it was
determined the agency falted to provide the
patient representative with verbai and written
notice of the patient's rights and responsibiiitios
prior fo furnishing care for 1 of 13 current patients
(Patlent 143} whose records were reviewed, This
falfure had the polential to result in a lack of
advocacy due to insufficlent information baing
readily available to the patient's rapresentalives.
Findings include:

Patlent #3 was an 87 year old female admiited to
the agency on 5/24/14 with a diagnosis of
dementla. Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF CARE" for the
certification periods of 5/24/14 to 8/21/14 and
8/22M14 to 10/20/14, was reviewed.

consent when the patient is unakhle to
sign for own seif and POA is
unavailabie at time for immediate
signature.

Policy 1.00.1 informed

- | Consent/Refusal of Treatment

revised to include the process of
obtaining signatures form the
Patient’s POA when it s determined
the patient suffers from a disease
process that affects their cognitive
ability to understand and respond
appropriately.

Policy 2-023 Admission Criteria and
Process to be reviewed by all
admission staff,

FORM CMS-2587{02-90) Previcus Vesalons Dlisolels
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T SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAM OF CORRECTION oisy
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FLLL PREFIX {EACH CORREGTIVE ACTION SHOULD BE CUNPLETION
e REGULATORY OR LSC IDENTIFVING INFORIATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
Office staff will track the consents that
1. 6027 Continued From page 2* L. 502} are sent to POA for signature and thie
Patient #3's record included a form titled date returned,
"HORIZON HOSFICE INFORMED CONSENT &
TREATMENT AUTHORIZATION,” The form Responsible: Director of Nursing or
included sections related to authorization for designee will review 100% of
{reatmenti, financial agreement, patient righis and . .
responsibifities, and notice of privacy practices. admission consents upon receiving
The "HORIZON HESPFICE INFORMED initial admissfon paperwork and
e |
CONSENT & TREATMENT AUTHORIZATION® through the EMR workflow process.
also included a section ilified Variances will be addressed with the
ACKNOWLEDGEMENT” which Siatﬂd, ] affmitting nurse and may include
acknowtedge and agree fo the terms and . )
conditions described in the following documents: further one-on-one education and/for
nformed Congent and Trealment Authorizatlan, counseling.
Medicare/Medicaid Hospice Benefit Elaction, - )
Financial Agreement, Advance Direclives, Pt's o, .
Righls & Responsibiiitics, Notice of Privacy 10% of the ave r age daily census will be
Practices." audited on a quarterly hasis.
Indicators of 85% or less will i
Thae form documented Patient #£3 was unable to eorie ‘?”g require
sign due to dementia. The fine titted “Name & an action plan for corrections and
Signalure of legally authorized represontativa {if - findings will be reported to the Pt -
applicablp)” contained the sighature of Patlent : .
£3's sister, who was her FOA. The fine lifled commitiee and governing hody ona
"Hospice Staff Signature/Disclpline," contained guarterly basis.
tha signature of Patiant #3's RN Case Manager.
Both signalures wero dated 5/24/14, which was Completion: 10-15-14
Patient #3's SOC daim.
Howaover, a "Visit Note Report," dated 8/03/14
and signed by Paffent #3's RN Case Manager,
included documenlation stating, "CONSENTS
SIGNED BY POA Y
During an interview on 9/04/14 at 3:45 PM, the
RN Gase Manager confirmad the "HORIZON
HOSPICE INFORMED GONSENT & .
TREATMENT AUTHORIZATION" was sfgned by
FOTM CMS-2507{(2-08) Previous Versions Obsolofe | Evend ID:MRIE Faclily iD: 31520 If continuallon shast Page 3 of 137
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Ky D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EAGH DEFICIENCY #MUSY BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD DE COMPLETION
TAG RECULATORY OR L.SG IDERTIFYING INFORMATION) TG CROSS REFERENCED TQ THE APFROPRIATE DATE
DEFICIENCY) i
i 1520 — 418.54 Initial &

L 502} Gontinued From page 3 L802| comprehensive As  of
Patlent #3's siater on 6/03/14. She stated Patient P sessment o
#3's sister ivad In another slate and was unabie Patient
{o be present at the E0C visit on 5/24/14, so she
signed the forms when she was in fown on Agency wilf ensure a comprehensive
6/03/14, The RN Case Manager confirmed she .
and Patient #3's sister signed the form on assessment is completed for each
6{03{14, and dated the sighatures 5/24/14, {o patient admitted to service which is
malch the SOC date. The RN Case Managar atient specit : ;
canfirmed she did not document receipt of verbal i pecific and :ncfud%s an fniﬁia!
consent or confirmation of understanding of rights bereavement assessment, is reviewed
and responsibilities from Patient #3's sister prior by the {DG and which adequately
to furnishing care. assesses the patient and family neads
Palient #3 racelved hespice services before her at the time of admission and that
POAwas given notice of her rights and contributes to the ov
regponsibilities on B/03(4. Visits accurrad as to the overalf plan of care
follows: for each patient with development of

y specific interventions The

- SN vl on 8241, 527114, an 82844 interventions will corrct the
- MSW visit on 5/28/14 - following standards: L522, L531, and
- HA visits on §/27/14, 6/29/14, 6/30/14, and L533.
5102114 ‘
Patlent #3's sister, who was her POA, was not Responsible: Director of Nursing is
pr?‘\.;ided C\l.viih varb@é_?gd wriftenl noticei of hsr_ responsible for the overall correction
rights and responsibilities prior lo services baing .
provided, of this condition.

L 5201 415.54 INIT|AL & COMPREHENSIVE L 520 .
ASSESSMENT OF PATIENT Completion: 10-15-14
This CONDITION is not met as evidenced by:

Based on record review, review of agency

policies, and staff interview, It was determined the
agency faffed fo ensure a comprehensive
assessment was completed for each palient that
was patlent specHflc, and included a bereavement

FORM GME-2507{02-90} Pravious Varsiens Olisolele

" Event ;M1

Facliity {0 191670
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PREFIX
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SUMMAITY STATEMENT OF DEFICIENCIES
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TAG
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L 520

L 822

Continued From page 4-

assessment that contrbuted to the developinent
of ife plan of care for each patient, This faillure
resufted In the inability of the 1DG to fully
understand the patient needs and develop a plan
fo meet those needs, Findings include:

1. Refer to L5622 as it relales {o the fallure of the
agency to complete a comprehensiva
assassment which included information criffcal fo
ehsure a patient received adequate care.

2. Refer to L6531 as it relaios {o the fallure of the
agency to perform an initial boreavement
assessment of each patient/famity unit that would
be used in the development of a bereavement
pian of care.

3. Rafer to 1533 as it relates o the failure of the
agancy 1o update the patien! plan of care lo
include hereavoment need assessment.

The cumusative effect of these deficiencies
resulted [n the Inability of the agency to

_| adequately assess pafient and famlly needs and

develop patient specific interventions,
418,54(2) INITIAL ASSESSMENT

The hospice registered nurse must complete an
Initial assessment within 48 hours after the
election of hospice care in accordance with
§418.24 is complete (untess the physiclan,
patient, or representative requests that tha initlal
assessment be completed in less than 48 hours.)

This STANDARD is not met as evidencad by:
Based on record review and staff interview, it
was determined the agency failed lo conduct a
patient specific camprehensive assessment that

. L5620

L 522

L522 ~ 418,52 (a} Initial Assessment

In-service education to be provided ta
haspice admission staff by the
Director of Nursing or designee by 10-
15-14, which will include review of
Policy 2-0239.1 Initial Assessment and
Policy 2-030.1 Comprehensive

FORM CMS-2507(D2-08} Previous Verslons Obsofete Event ID;MAHH

Faclifty 1D: 134520 If continuatlon sheel Page 5 of 137
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HORIZON HOME HEALTH & HOSPICE
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jdeniified unique patient needs jor 1 of 13 aclive
paifents (Palient #10) whose records were
reviewed. This resulted in the agency not having
comprehensive information critical to ensure a
patienl recelved adequale care. Findings include:

Patlent ¥#10 was an 86 year old fermale admilted
to the agency on 8/26/14, far sarvices refated to
necrotizing fascilis {a serious bacterlal infection
that spreads rapldly and destroys the hody's soft
tissue). She recelved SN, HA, and MSW
senvices. Her record, including the POC for the
cariification perfod 8/26/14 to 11/23/14, was
reviewed. . :

Patlent #10's SOC assessment was completed
by the RN Case Manager on 8/268/14. The
assessiment noted the presence of a wound and
erythema (redness of the soft tissus). The
assessment did not include documentaiion of the
focation or size of the wound, The location of the
ervihema was indicated as "ABD jabdomen]
FROM PERINEUM." However, the assessment
did not include a descrlption of the erythema, to
indicale appearance or size.

During an intarview on 9f08/14 at 4:30 PM, the
RN Case Manager stated Pationt #10 was
recaiving hospice care for pailiation and
mianagement of necrofizing fasciilis, which
caused her wound and erythema, She confirmed
she did not measure Patlent #10's wound or
erytheama, and her SOG assessment did not
include a desctiplion of her wound or erythemna.
The RN Gase Manager confirmed this resulted in
difficully assessing the progresslon of Pallent
#10's necrotizing fasciltls.

Patient #10's comprehensive assessment at SOC

on completion of the hospice initfal
assessment within 48 hours after the
patient has efected the hospice
benefit, Education to inciude
instruction on gathering critica
information necessary to treat the
patient/families immediate care
needs, physical, psychosocial,
emotional and spiritual needs refated
to the terminal #fness and related
conditions. Additional areas to be
covered include: obtaining and
following or orders, assessment and
documentation of wounds and wound
care, rocognizing infections, potential
infections, and completion of the
infection control form, and review of
the forms and occurrence forms
located within the electronic
documentation system.

Responsible: Director of Nursing or
designee will review 100% of initial
admisslan assessments/evaluations,
Ongoing the DON or designee will
perform a record review of 10%
average dally census on a quarterly

TH D SUMMARY STATEMENY OF DEFICIENCIES n PROVIDER'S PLAN OF GORREGTION (o453
PREFIX {EACH DEFICIENCY HUST DE PRECEDED BY FUILL - PREFIX {FACH CORRECTIVE ACTION SHOULD BE COKPLETION
TAG REBULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE nate
DEFGIENCY) :
) . Assessment. Staff will be instructed
L 522 Continued From page 5 o L 522 - ;

FORM CMS-2667{02-989) Frevious Vaislans Obsolela
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Faciifly D 131630

I continuation shest Page 5 of 137
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ASSESSMENT

[The comprehensive assessment musi fake into
cansideration the following faclors:]

(7) Bereavement. An initial bereavement K
assessmaent of the needs of the patient’s family
and ofher individuals focusing on the sociai,
spiritaal, and culturai faclors that may impact their
abifily to cope with the patient's death.
Information gathered from the inilial bereavement
assessment must be incorporated info the plan of
care and conskdered in tho bereavement plan of
care.

This STANDARD s not met as evidenced by;
Based on record review, agency policy review
and staff inlorview, it was determined the agency
falled to a bereavement risk assessment was
completed 1 of 13 active palients (Patient #11)
whose records were reviewed. This failure
resulted in the potantial for delayed identification
of grief and loss issues in patients and their
families, and impeded early interventions and
senvices. Findings include!

1. Patient#11°s record slated she was a 50 ysar
old female adrmiited to the agency on 8/11/14, for
hospice services relaled to Malignant Neopiasm
of the Brain.

Patisnt #11's record included documentation of
concems with family dynamics in a physician’s
progress note, dated 7/08/14, a month priar to her
eleclion of hospice services. The physician noled

governing body on a quarterly basis,
Completion: 10-15-14

L531 418.54 {c} (7) Content of the
Comprehensive Assessment

Director of Nursing or designee will
provide staff education on the content
of the comprehensive assessment at
the start of care and all subsequent
evaluations, including bereavement
assessment and review of Policy 2-
005.1 Hospice Nursing Care, 2-030.1
Comprehensive Assessment, 2-034,1
Functional Assessment, 2-035.1
Psychosocial Assessment, 2-037,1
Eereavement Assessment, 2-044.1
{the Plan of Care. Education wii be
provided to the RN Case Managers,
Admitting Nurses, Chaplains, and
social Workers on completing the
Bereavement Assessiment at the Start
of Care or as soon as possible after
the S0C, Education will also include a
review of the EMR asssssment

K410 SUMMAITY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN QF GORREGTION s
FREFX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREF)X {EACH CORRECTIVE ACTION SHOULD DE COMPLETICH
TG REGULATORY DR LSC IDENTIFYING IMFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE,
DEFICIENCY)
basis. Indicators with less than 85%
L 522t Continged Frotn page 6 - L 522 compliance will requi cti uf ’
did not include a detalled assessment of her p . i q ré.an action pian.
tarminal #iness and wounss, Al Cifn:ca§ review fmd?ngs wil be
L 531} 418.64{c){7} CONTENT OF COMPREHENSIVE L 531 reported to the QAP! committee and

FORM CMS -2567{02-88) Pravipls Vesslona Obsolale

Event ID: MR
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ASSESSMENT
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{¥4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
‘ . guestions which capture the needs of
L 631} Confinued From page 7 -- L 531 . - : ‘
v . . . the patient, family members,
..there were muliiple complicated social issues . - L
with regards to family members concerns for caregivers, or other individuals and
substance abuse, the patient feeling poorly focus on the social, spiritual, and
overall, and some clear despondence on the part ltural f h :
of the patient with regards to her clinicat culturai factors that may impact the
situation.” individuals-ability to cope with the
However, Patient#11's Initial comprehensive patient's fkfa_th' lnformation.gatl_]ered
assessment, dated 8/11/14, completed by the RN from the initial/comprehensive
Case Manager, noled no bereavement risks were assessment and subsequent
identified. The nurse also noted there were no luati .
abnormal social or spiritual issues identified, and assessments/evaluations will be-
funeral arrangements were not finalized. incorporated into the plan of care and
Further, a nursing visit note dated 8/21/14, the be consldered in the bereavement
RN documented "No bereavement risks plan of care thereby avoiding delay in
. identified." Howsver, she noted the caregiver meeting the needs of the
appeared to be emotionally unstable. There was . ver/fami .
no further documentation to clarify tive statement patient/caregiver/family and other
made about the caregiver by the RN. individuals,
As of 9/08/14, Patieni#11 did not have a social Responsible: Di ;
work assessment, or chaplain visit, The POC did p I. : zr(.ector of Nurs‘lnfg,.or .
not include interventions to the bereavement . [designee will review 100% of initial
needs of Patient #11 and her family. admission assessments/evaluations,
During an interview on 9/09/14 beginning at 11:30 Ongoing the DON or designee will
AM, the DON reviewed Patient #11's record and nerform a record review of 10%
confirmed a bereavement needs assessment ;
was not performed. She confirmed the ave.rage d'aliy CEnS%IS on a quarterly
identification of family social concems that were basis. Indicators with less than 85%
identified by Patient #11’s physician were not compliance will require an action plan
addressed by the hosplce staff. p . . q : . pian.
All clinical review findings will be
The agency failed fo to ensure Patlent #11's eported to the QAP! committee and
bereavements needs were assessed, . .
L 533 | 448.54(d) UPDATE OF COMPREHENSIVE | 533 FOVerning body on a quarterly basts.
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The update of the cornprehensive assessment
must bo accomplished by the hospice
Intardisclptinary group {in coilaboration with ths
individual's attending physician, if any) and must
consider changes that have taken place since the
initlal assessment. 1t must include information on
the patient's progress foward desired outcomes,
as well as a reassessment of the pafisnt's
response fo care. The assessment tipdale must
be accomplished as frequently as the condition of
the patient requires, but nc less frequently than
every 15 days.

This STANDARD “is hat met as evidenced by:
Based on staff interview, policy review and
review of medicat records it was determined the
hospice falled to ensure the comprohansive
assessment was tpdaled i response fo patient
and family changes for 5 of 13 active patients {#2,
43, #4, #5, and #7) whose records were
reviewed, This failure restilted in the potentiaf for
patient and family needs fo be unmet. Findings
include;

1. Paliant 4 was an 84 year cid female admitied
to the agency on 10/27/11, with a diagnosis of
Breast Cancar. She recelved SN, SW, and HA
services, Her record, Including the POC, was
reviewed for the certification pariod of 7/9/14 to
9/ai14.

Patient #4's record included documentation
ragarding changes in her conditlon as follows:

a. A"HOSPICE RECERT VISIT daled 7/08/14
and signed by the RN Case Manager, included a

reference to a flat affect. However, no other

Care, 2-046.1 Verification of

(4} 1D SUMMARY STATEMENT OF UEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8}
PREFIX (EACH DEF{CIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
Director of Nursing is responsibie for
L5331 Continued From page 8 L5333 : g

the overall correction af this standard.’

Completion: 10-15-14

L533 418.54 {d) Update of
Comprehensive Assessment

Director of Nursing or desighee will
provide staff education including
review of Policy 2.044.1 The Plan of

Physician Orders: Addendum 2.046.A
Organization Specific Elements for
Orders, 2.049.1 interdisciplinary ,
Group Coordination of Care, 2-053.1
Monitoring Patient’s
Response/Reporting to Physician,
and 2-051.1 Patient Notification of
Changes in Care. Instruction on the
required update of the
comprehensive assessment fram the
SOC and ali subsequent evaluations,
including the bereaverment
assessment at each patient with
identification of changes and

FORM CiAS-25a7{02-80) Pravious Verstons Obsalele
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oy i SUMMARY STATEHENT OF DEFIGICRCIES s PROMIDER'S PLAN OF CORHECTION - o8
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-NEFERENCED TO THE APPROPRIATE Duie
BEFICIENGY) :
reparting these findings to the
L, 633 { Continued From page L 533 :

alterations in mood or emotion were identified,

b, An SN visit note, daled 7M11/14 and signed by
the RN Case Manager, nofed a flat affact.
Howevar, no other alterations in mood or emotion
were idenfified,

. An SN visit note, dated 7/18/14 and signed by
tha RN Case Manager, notad Patient #4 had
been sticking her finger in her mouth to make
horself throw up and was observed fo have
emesis, However, there ware no abnormat
findings dosumenied far gastrointestinai or

-t'psychosocial assessiments,

' d. An DG coordination nota on 711014

documented she was exhibling periods of anxiely
and increased confusion. Hawever the POC was
not updated to refiact changes thal ware

fdentifiad during visits or discussed at the IDG
meetings. '

a. An SN visit note, daled 7/23/14 and signed by
tha RN Case Manager, noied Patient 714
continved to have episodes of nausea and was
witnessed by caragiver attsmpting lo make
herself throw up. The note dogumented
medications were reviawed and changed.

Patien] #4's record did not include decurneniation
{hat her assessment had baen updated to inciude
informalion related to the care and tnanagement
of gastrointestinal problems or psychogoctal
heaith. There was no indication Palient #4's
gastrointestinal and psychosocial needs had been
comprehensively reassessed.

During an interviow with the RN Case Manager
ott 9/8/14 at 8:40 AM, the record was reviewad,

lidentified. Instruction will include

primary MD or Medical Director,”

1DG Team Members will aiso be
educated on obtaining new orders or
referrals, documenting of updates to
the patients plan of care at each IDG
meeting, at a minimum of every 15
days and more often if a specific
patient need {s unmet and/or

documentation requirements if the
patient experiences changes such as;
behaviors, wound care, new wounds,
decrease in ADL/IADL functions that
negatively affects the patient or
caregiver’s abilily to perform needed
cares, and any other specific care
needs or“assistance, needs for
additional equipment and/or status
change in caregiver/family
bereavement needs.

Director of Nursing is responsible for
the overall correction of this standard.

Compietion: 10-15-14
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She stated during her visits to Patient #4 she had
consistently assessed the need for changes to
Patlent #4's Interventions and goals. The RN
Case Manager confiried that Patient #4's
interventions and goals had not been changed or
updated in the record since 2013,

Patient #4's comprehensive assessment was not
updated In response to changes in her status.

2. Patient #3 was an 87 year old female admitted
to the agency on 5/24/14, with a diagnosis of
dementia. Her record, including the "HOSPICE -
CERTIFICATION AND PLAN OF CARE" for the
cerfification periods of 5/24/14 to 8/21/14, and
822714 to 10/20/14, was reviewed.

‘Patient #3's record included documentation

regarding changes in her condition as follows:

a. AY"HOSFICE RECERT VISIT," dated 8f11/14
and signed by the RN Case Manager, included a
referance to skin breakdown. However, it did not
describe the breakdown,

b. An HAvisit note, daled 8/11/14 and signed by
the HA, noted a skin tear on Patient #3's right
forearm.

<. An SN visit note, dated 8/21/14 and signed by

the RN Case Manager, noted Pallent #3 had a
small open area on her perineum,

d. An SN visk note, daled 8/25/14, and signed by
the RN Case Manager, noted Patient #3 had a
reddened area on her left outer knee and the RN
applied a protective dressing.

e. An SN visit note, dated 9/01/14, and signed by

{X4) 1D SUMMARY STATEKMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY OR LSC IDENTIFYING INFORMATION) . - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L. 533 | Continued From page 10 . .533
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the RN Case Manager, noted 2 new skin tears on
her back. The note stated physiclan orders were
recelved and wound care was completed.

Patlent #£3's record did not include documentation
that her assessment had been updated to include
information relaled to the care and management
of her skin issues. There was no indication
Patient #3's skin and wound care needs had been
comprehensively reassessed.

During an interview on 9/04/14 at 3:45 PM, the
RN confirmed the Patient #3's comprshensive
assessment had not been updated to reflect her
skin and.wound care needs.

Palient #3's comprehensive assessment was not
updated to reflect changes in her condition since
her initial assessment.

3. Patlent #2 was an 82 year old male admitted to
the agency on 1/11/14, for hospice services
refated to Senile Degeneration of the Brain. He
and his wife, who was also on hospice services,
lived in an ALF.

Avisit was conducted at the ALF on 9/04/14 at
7:00 AM, to observe the HA providing care for
Patient #2. During the visit it was noted that
Patient #2 had difficuity standing up from his chalr
and getting up from his bed. Patient #2 was a tall
man, and he was noted to perform several
rocking back and forth movements to get
momentum to stand.

The HA stated Patient #2 needed to rock when he
attempted to stand up, and encouraged him to
grab the walker for assistance.

oA ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x6)
PREF} {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
L 533 {-Continued From page 11- - L 533
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L 533! Confinued From page 12 - - L6533

{n the recertification comprehensive assessment,
dated 7/08/14, the RN noted Patientil2 required
an assistive device-for ambuialion, and no
probiems were identified when she performed the
musculoskeletal sysiem assessment. The
recetlification assessment noted Patient #12 was
ihcontinent, but did not dascribe issues related fo
saturating the bedding at night.

During an intarview on 9/0G/44 beginning at B:20
AM, the RN canfirmed the comprehensive
assessmeni did not include his rocking
movements to sfand, and agreed it couid also be
addressed on the FOC,

The agency failed 1o ensure Fatient #2's
assessimont had been updated fo reflect his
current status and needs.

4, Apolicy "BEREAVEMENT ASSESSMENT"
revised March 2014, siated "On admission, the
sdcial workdr or hospice redistered nurse will
coinplefe a bereavement tisk assessment that
wili be given to tha Bereavement Coordinator,”
The policy further stated bereavameant needs
wotlld be reassessed with each patient contact,

However, palient records did not demonstrate the
policy was impiementad, as foliows;

a. Patient#7 was a 73 year oid male admitted to
the agency on 8/20#42 for hospice services
related to "Adult Faliure to Thrive.* No further
diagnoses were included,

Pallent #7's initial comprehensive assessment,
dated 9/20/12, complsted by the RN Casso
Manager, notad no barsavement risks were

FORM CMS-2667(02-00} Provious Voiskns Obsolele ) Evant ID:MRI{11 Faclfty 1I: 131620 # confinuation sheet Page 13 of 137
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L 633

Continued From page. 13

identified, The nurse also noted no abnormal
social or spiritual issues were idenlified,
However, the nurse noted Palient #7's spititual
preferences were unknown, as were his funeral
arrangements.

On the most recent recertification/comprehensive
assessment dated 7/08/14, under the query of
"Indicate patient's cusrent soclalf gpititual status,"
the RN Case Manager noted "no change." There
was no entry related to a bereavement
assessment on the form.

The "Hospice POC Report” included
bereavement goals dated 11/21/13. There was
no indication the hereavement needs of Patient
#7 and his family were assessed on an ongoing
hasis.

Durling an interview on 8/04/14 beginning at 10:30
AM, the Branch Manager reviewed Pafient #7°s
record and confirmed the comprehensive
assessment did not inclitde a bereavement
assessimeni updates. He was unable fo
determine what an enfry of "No Change” on the
comprehensive assessment would indicate, and
stated the nurse should have included a more
descriptive statement.

The agency failed fo ensure ongoing
bereavement assessinent and updates occurred
for Patlent #7.

b, Patient #2 was an 82 year old male admittad to
the agency on 1/11/14, for hospice services
related to senile degeneration of the brain. He
and his wife, who was also on hospice services,
lived in an ALF.

L 633
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Conlinued From page 14

Palient #2's initial comprehensive assessment,
dated 1/11/14, completed by the RN Case
Manager, noted no bereavement risks were
identifled. The nurse also noted no abnormai
soclal or spiritual issues were identified, and it
was inknown if funeral arrangemenis weare
finalized.

On the most recent recertification/comprehensive |

assessmen( dated 7/08/14, there was no entry in
the record related to social, spirituai needs, or of
an updated bereavement assessment.

The "Hospice POC Reportl” included
bereavement goals dated 1/17/14, There was no

| indication the bereavement needs of Patient #2

and his family were assessed on an ongoing
basis, :

Puring an interview on 9/08/14 beginning at 8:20
AM, the RN Case Manager reviewed Patient #2's
record and confirmed the most recent
comprehensive dssessment did not inciude a
bereavement assessment update.

The agency falled to enstire ongoing
hereavement assessment and updates occurred
for Patient #2,

c. Patient #5 was an 87 year old female admitted
to the agency on §/02/13, for hospice services
related to Senile Dementia. Additional diagnoses
included Aduit Fallure to Thrive.

Patient #5's recertification/comprehensive
assessment, dated 8/21/14, under the query of
“Indicate patient's current social/ spiritual status,"
the RM Case Manager nated "ne change."
There was no entry related fo a bereavement

L 533
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Continued From page 15
assessment on the form.

The "Hospice POC Report” included
bereavement goals daled 5/14/14. There was no
indication {he bereavement neads of Patient #2
and her family were assessed on an ongoing
basis.

During an interview on 9/09/14 at 11:30 AM, the
DON reviewed Patient #5's record and confirmed
the recent comprehensive assessment did not
include documentation-of an updated
bereavement needs assessment.

The agency failed to ensure ongoing
bereavement assessment and updates occurred
for Patient #5.

The agency did not ensure comprehensive
assessments were updated every 15 days and as
the palients' needs changed.

418.66 1DG, CARE PLANNING, COORDINATION
OF SERVICES :

This CONDITION is not met as evidenced hy:
Based on record review, review of agency
policies, observation, and staff intarview, it was
determined the agency failed {0 ensure
patient-specific plans of care, contalhing
measUrable outcomes, were developed, rovised,
and followed for each patient. This faflure
resulted in plans of care being developed without
addressing all periinent patient Issues, and
without a process in place to determine If patients
were recelving services as needed to reach
established goals. Findings include:

L 533
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L 536 | Continued From page 16 - L5361
1. Refer to 1.543 as it related to the agency's
failure to follow the patient's individualized POC.
2. Refer to L6545 as it relates to the-agency's
failure o develop an individualized POC for each
palient.
3. Refer to L550 as it relates to the agency's
failure to include all services, medical equipment,
and supplies in the POC necessary lo meet the
needs of the patient.
4. Refer to L5653 as it relates to the agency's
failure to revise the Individualized plan of care as
patient needs changed. L536 418.56 {DG, Care Planning,
5, Refer to L5854 as it relates lo the agency's Coordination of Services
failure Lo ensure communication and of patient . ) )
needs coordination with alf disciplines. Alf Hospice patients admitted to the
agency will have an individual Plan of
6. Refer to LB57 as it relales to the agency's sency )
fallure to ensure communication between all Care established by the IDG team
disciplines regarding patient care concerns. members at the Start of Care. The
The cumulative effect of these deficiencies Plan Of (?are will be reviewed/updated
resulted In the Inability of the agency to at a minimum of every 15 days or
adequalely meet patient needs. more frequently as necessary, in
l. 543 | 418.56(b) PLAN OF CARE L 643 , . .
collaboration with the patient and/or
All hospice care and services furnished to family/caregiver and in accordance
patients and their familles must follow an . . ;
Individualized written plan of care established by with the identified needs.
the hospice interdisciplinary grotp in collaboration . ) o
with the attending physician (if any}, the patient or Responsible: Director of Nursing is
representative, and the primary caregiver In responsible for the overall correction
accordance with the patient's nesds if any of .
thern so desire. of this condition,
Completion: 10-15-14
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This STANDARD is not met as evidenced by;
Based on record review, a home visit, and staif
interviews it was determined the agency failed to
ensure an individualized written plan of care was
followed by the hospice interdisciplinary group in
collaboration with the aftending physician for 1 of

13 patients (#4) whose records were reviewed.
Failure to follow the Individualized plan of care
had the potential to interfere with hospice staft
meeting the current medical needs of the patient.
Findings inclitde:

T Patient #4 was an 84 year old female admitted to

the agency on 10/27/11, with a diagnosis of
Breast Cancer. She received SN, SW, and HA
services, Patlent #4 resided in a skilled nursing

"I facility. Her record, including the POC, was

reviewed for the certification period of 7/9/14 to
9/6/14,

Patlent #4's record included a "HOSPICE
RECERTIFICATION AND PLAN OF CARE" for
the cerfification period of 7/9/14 to 9/6/14,
completed hy the Intake Nurse on 6/26/14, and
signed by the Medical Director on 6/26/14. The
section "Previously Crdered and Approved
Medications" documented she was to have blood
giucose tests completed daily., Howsver, visit
notes complated by the SN documented Patlent
#4 blood giucose levels were test three limes
weekly by the skilied nursing facility staff, rather
than daily as ordered.

During a vislt to the skilled nursing facility on
9/4/14 at 10:00 AM, an interview was conducted
with the RN responsible for {Patlent #4's
medications and blood glucose tests. The skilled
nursing facility RN stated Patient #4's blood

L543 418.56 (b) Plan of Care

Director of Nursing or designee will
provide staff education review of
Policy 2.044 The Plan of Care, 2,046
Verification of Physician’s Orders, 2-
046.A Addendum: Organizational
Specific Elements for Orders.
Instruction will include formulation of
the patient’s plan of care in
conjunction with the patient,
caregiver/family with each plan of
care to be individualized with specific
interventions/measurable goals to
meet the overall needs of the patient
and family unit, Education provided
will also include obtaining specific MD
orders for required interventions at
the Start of Care and ongoing to meet
the needs of the hospice patients such
as blood glucose readings, wound care

{Xd3ID SUMMARY STATEMENT OF DEFICIENCIES Io PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY}
l. 5437} Continued From page 17 L 543
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| The hospice must develop an individualized

written plan of care for each patient. The plan of
care must reflect patient and family goals and
interventions based on the problems identified in
the inilial, comprehensive, and updated
cotmprehensive assessments. The plan of care
must include all services necessary for the
palfiation and management of the terminaf illness
and related conditions, including ihe following:

This STANDARD is not met as evidenced by:
Based on record review and slaff interview, it
was determined the agency failed to ensure an
individualized POC, which reflacted patient goals
and contained intarventions hased on
comprehensive assessments, was developed for
1 of 13 aclive patients (Palient #10) whose
records were reviewed, Failure {o develop
individualized plans of care had the potential to
interfere with the ability of hospice staff-to meet

L 845 will be reported to the QAPI
cammittee and governing body ona
riuarterly basis.

Responsible: Director of Nursing is
responsible for the overall correction
of this standard.,

Completion: 10-15-14

545 418.56 {c) Content of the Plan of
Cara

410 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (5}
PREFIX {EACH DEFICIENCY MUST BE PRECEOEO BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
and updating the plan of care wi
L 543 | Continued From page 18 - L 543 chan b - tg_ ¢ b ; ith )
glucose was being tested three times a week and ge? zn. reatment, interventions,
she was not aware that the tests had been or medications.
ordered daily, ‘
Bul | t ] it the RN Gase M Director of Nursing or designee will
uring an interview with the ase Manager X ‘e .
on 9/8/14 at 8:40 AM, the record was reviewed. review 100% of Initial admission
She confirmed that she had documented the assessments/evaluations. Ongoing the
blood glucose tests as completed three times DON- ; ;
weekly. The RN Case Manager stated she was ) or designee will p erffarm a record
unaware the order stated the tests to be review of 10% average daily census on
completed daily, per Patient #4's POC. a quarterly basis, Indicators with less
Patient #4's POC was not followed per the than 85% compliance will require an
aitending physician's orders. action plan. All clinical review findings
L5451} 418.56(c) CONTENT OF PLAN OF CARE
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each patient's current needs. Findings include:

1. Patlent #10 was an 86 year old female
admitted to the agency on 8/26/14, for services
related to necrolizing fasciitis (a serious bacterial
infection that spreads rapidly and destroys the
hody's soft lisstie). She received SN, HA and SW
services. Her record, Including the POC, for the
certification perlotl 8/26/14 fo 11/23/14, was
reviewed.

Patient #10's record included a "HOSPICE
CERTIFICATION AND PLAN OF CARE" .
completed by the RN Case Manager on 8/26/14,
and signed by Patient #10's physician on
8/28/14. Her POC was not comprehensive {o
include all-services necessary for her care, as

7 follows: )

a. Pallent #10's SOC assessment was completed
by the RN Case Manager on 8/26/14. The
assessment noted the presence of a wound or

| wounds, and erythema {rednass of the soft

tissus). However, Patient #10's POC did not
contain orders for SN interventions related to
wound care, including cleansing of her wounds,
or management of wound drainage.

Patient #10's record included an SN visit note,
dated 8/28/14, and signed by the RN Case
Manager. It decumented wound drainage, an
increase in the number of wounds and an
increase in the area of erythema, 1t also
documented wound care was provided.

Buring an interview on 9/08/14 at 4:30 PM, the
RN Case Manager stated Patient #10's wounds
had increased from 1 wound to 3 wounds since
her SOC on 8/28/14, She siated she had

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x6)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG" REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE pATE
. - DEFICIENCY)
| eas . : Director of Nursing or designee will
Continued From page 19 . N .
ntin pag 1545 provide staff education on the contént

of the patient’s plan of care.
Instruction will include review of
Policy 2.044 The Plan of Care, which is
to be completed in conjunction with
the patient and/or family/caregiver.
Each plan of care will be individualized
with specific interventions and
measurable goals to meet the overall
needs of the patient. Education
provided will also include obtaining
specific orders and following MD
orders as written at the start of-care
and throughout the episode of care to
meet the identified needs of the
patient. Specific education will be
provided regarding wound care
orders, documentation according to
the specific orders, recognizing new
wounds, reporting new wounds to the
MD and obtaining specific wound care
orders. Instruction will also include
required order elements for urinary
catheters such as size of the catheter,
balloon size, how often the catheter is
to be changed, who is responsible for
catheter care/perineal care. Specific
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elements will be included in the
L 545 | Continued From page 20 . ‘L 545 orders and interv ti
provided wound care which included cleansing andnterventions.
the wounds with an antimicrobial agent, and . . .
applying a disposable brief lo manage the wound Director of Nursing or designee will
drainage. The RN Case Manager confirmed review 100% of initial admission
Palient #10's POC did nof include interventions . .
related to wound care, assessments/evaluations. Ongoing the
: DON or designee will perform a record
b. Patient #10's SOC assessmenl, completed by review of 102 ‘
the RN Case Manager on 8/26/14, noted the v of 10% ?vera%e daily C(.ensuson
presence of an indwelling urinary catheler. a quarterly basis. indicators with less
However, Patient #1{'s-POC did not contain than 85% compliance will require an
orders for SN Interventions related to her urinary action plan. All clinical revi "
catheter, including catheter care and cleansing, fon pian. AR clinical review findings
-| frequency-of catheter changes, or type and size will be reported to the QAPI
of eatheter io be used. committee and goverhing hody on a
'During an interview on 9/08/14 al 4:30 PM, ihe quarterly basis.
RN Case Manager confimed Patient #10 had an .
‘indv;e!ling lllnrinaryt(;ﬁlgetgr(.) éi\c:id(ljtlon?i!iy,lsge Responsible: Director of Nursing is
confirmed Patien 's id not include et ,
orders for catheler care. responsible for the overali correction
of this standard.
Pallent #10's POC did not Include all :
interventions necessary for her freatment. Completion; 10-15-14
L 550| 418.56(c)(5) CONTENT OF PLAN OF CARE L 550

{The ptan of care must include all services
necessary for the palliation and management of
the terminat itiness and related conditions,
including the following:)

(5) Medical supplies and appilances hecessary to
meaet the needs of the patient.

This STANDARD Is not met as evidenced hy;
Based on recard review, review of agency
policies, observation during home visits and staff
interview, it was determined the agency falled to

.550 418.56 (c) (5) Content of the
Plan of Care

Director of Nursing or designee will
provide staff education on the content
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ensure all DME and supplies necessary for
patient care were ideniiied on patient POCs for 1
of 13 active patients (Pailent #3) whose records
were reviewed. This had the potential to Interfere
with the thoroughness and conslstency of patient
care. Findings include:

A policy tiled "DURABLE MEDICAL EQUAPMENT
AND SUPPLIES,” revised March 2014, siated "All
durabie medical equipment and supplies provided
by hospice, as appropriate, will have an arder
from the patient's physician {or ather authorized
licensad independent praciitioner) and be
included in the hospice plan of care.”

Patient #3¥'s record did not demonstrate the policy
was impiemented, as follows;

Patient #3 was an §7 year old fermale admitted to
the agency on 5/24/14, with a diagnosis of
dementia. Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF CARE" for the
certification periods of 524/44 to 8/21/14, and
812214 to 10/20/14, was reviewed,

Patient #3's racard did not include documentation |

of DME In accordance with her Identified neads,
as follows:

The "DME and Supplies” section of Patient #3's
POC, dated 5§/24/14 to 8/2-/14, was documenled
"NONE." However, the "Ordet” seclicn of the
POC inciuded oxyden per nasal eannula for
respiratory distress. Additionally, an SN visit
note, dated 8/10/14, and signed by the RN Case
Manager noted "self tuming bed implemented.”

A visit was made o Palient #£3's ALF on 9/03/14
at 8:30 AM, to observe an SN visit. Patient #3's

the caregiver/family as appropriate,
with each plan of care Individualized
with specific interventions and
measureable goals to meet the overall
needs of the patient. Education will be
provided to incfude obtaining specific
orders and foliowing MD orders as
written at the start of care and
throughout the episode of care to
meet the identified needs of the
patient. ) ’

Staff instructlon will include review of
policy 2-044 The Plan of Care, 2-045%
Interdisciplinary Group Plan of Care
and will include medical
equipment/supplies required and
documentation of education
provided. Medical equipment and
supplies will be identified on the initial
plan of care and ongoing will be
updated with any changes identified.
The plan of care is to be updated to
reflect the changes. Specific
instruction will include documentation
of the patient’s use of oxygen,
including the rate of flow In liters/min,
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_ NoW often oxygen is used: continuous
L 650 | Continued From page'22 . L 550{cr intermittent, and education
bed was equipped with an alternating pressure provided to the patient and/or
maltress, to decrease the risk of skin breakdown, caregiver/family. In additi
An oxygen concentrator was present in her room. giver/iamily. in addition, oxygen
During the visit, it was noted Patient #3 also ts to be documented and included on
required disposable briefs due to Inconlinence. — — .
Further, the RN utilized gloves and skin cleanser. the patient’s medication profile. Any
updates to the patient’s use of oxygen
The RN Case Manager was interviewed on will be made on the plan of care
9/04/14 starting at 3:456 PM. She confirmed including th o L
Patient #3's POC did not include documentation including the medication profile.
of DME and supplies used for her care. The RN
staled Patient #3's POG should have included the
use of gloves, skin cleanser, the oxygen
concentrator and supples, the alternating Director of Nursing or designee will
pressure maltiress and incontinence hijefs under . (O f ot .
the DME section. review 100% of initial admission
ted assessments/evaluations, Ongoing the
The agency failed fo enstire Patient #3's DME : .
was accuralely reflected on her POG, DON or designee will perff)rm a record
. 563 | 418.56(d) REVIEW OF THE PLAN OF CARE L 553 feview of 10% average daily censuson
_ ) . a quarterly basis. Indicators with less
A revised plan of care must include information than 85% i i .
from the patient's updated comprehensive an -+ compliance wili requtre an
assessment and must note the patisnt's progress action plan. All clinical review findings
mzi}g otitcomnes and goals specified in the plan will be reported to the QAP
' committee and governing body on a
] tuarterly basis.
This STANDARD is not met as evidenced by.

Based on observation, patient and staff interview, - . -
review of agency policles, and record review it Responsible: Director of Nursing is
was determined the agency failed to ensure responsible for the overall correction
revised plans of care included all information from gfthis standard
the patient's updated comprehensive '
assessment, and documentation of the palient's | .
progress toward outcome and goals specified in Completion: 10-15-14
the plan of care for 5 of 13 current patients §H,

14, #7, #8, and #9) whose records were
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reviewed. The failure o revise plans of care
ptaced ihe patients at risk to have unmet needs.
Findings include:

1. Palient #4 was an 84 vear old female admitted
to the agency on 10/27/11, with a diagnosis of
Breast Cancer. She received SN, SW, and BA
services. Her record, including the POC, was
reviewed for the certification period of 7/09/14 to
9/06/14.

Patient #4's POC included goals and
interventions, The most recent entry on the POG
for skilled nursing was dated 1/16/13. Nursing
interventions included "palient verbalizes
talerance to pulse oximelry procedure,” "instruct
on palient/caregiver causes of decrease in level
of consciousness, patient tolerates assessment
of sensory/neurological status."

Areceriificalion comprehansive assessment was

-| conducted on 7/08/14. The RN described Palient

#4 as having a flat affect, confused, having no

I meaningful verbal communication, and chair

bound.

Additionally, Patient #4's IDG coordination note
on 7/10/14, documented she was exhibiling
periods of amdety and increased confusion. The
IDG coordination note on 7/23/14, documented
Patient #4 was self-inducing vomiting.

However, Patient #4's PQC dated 1/15/13, was
not updated 1o reflect her most recently assessed
needs,

During an interview with the RN Case Manager
on 9/08/14 at 8:40 AM, the record was reviewed.

She stated during her visits to Patient #4 she had

Director of Nursing or designee will
provide staff education on the content
of the patient’s plan of care and
ongoing updates to the plan_of care.
The plan of care will be completed in
conjunction with the patient and/or
family/caregiver. Each plan of care will
be individualized with specific
interventions and measureable goals
to meet the overall needs of the
patient.

Staff instruction will include review of
Policy 2-044 The Plan of Care, 2-045
Interdisciplinary Group Plan of Care,
2-049 Interdisciplinary Group
Coordination of Care, and 2-050
Interdisciplinary Group Meeting.
Education will include review and
updating of the plan of care at a
minimum of every 15 days and more
often as necessary. The review and
Lpdate will reflect any and all changes
since the previous IDG meeting,
ncluding changes in level of care
heeds, medical equipment supplies,
medication changes, caregiver

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX . {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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L553 418.56 (d} Review of the Plan of
L 563} Coniinued From page 23 - L 553 Care : :
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- changes, new psychosocial issues,
1. 653§ Gontinued From page 24

cansistently assessed the need for changes to
Paiient #4's inforveniions and goals. The RN
Case Manager confirmed that Patient ##4's skilled
nursing Interventions and goals had not been
changad or updated in the record since 2013,

Patlent #4's POC was not updated to include
interventipns based on to her current assessment
and changing needs.

2, Palient #8 was a 64 year old female admitied
to the agency on 12/30/13, with a diagnosis of
COPD, She received SN, SW, HA, and Chaplain
semvices. Her record was reviewed for the
cerliflcation periods of 7/01/14 to 8/29/14 and
8/30/14 to 10/2aM14,

Patient #8% POG included goals and
interventions, howasver, the most recent entry on
the POC was 1/07/44. The POC included dates
from 1/02H 4 to 1/07/14, and interventions
inchided "patient verbatizes lolerance to pulse
oximstry procedure,” "patient's canstipation is
controlled related lo oploid usage, patient's
remains free from-diarrhea.”

A rocertificalion comprehensive assessment was
conducied on 8/29/14. The RN described Patient
#1 as needing supervision for all financial fasks,
at high risk for falis, and having abdominal pain
which Interfered with her abiiity to enjoy activities,
Addittonaily, Patlent #8's IDG repart daled
872014 indicated she was having stomach pain
and was unable o perform ADL's independentiy.

Patient #8's POC was daled 1/07/14, and did not
include Information which indlcated she was at
high risk for falls, gastrointestinat problems, or
required suppost for her ability o manage

L 563} falls, etc, Each plan of care is to reflect
new or changed goals specific to the
individual patient as necessary to
accurately reflect the patient's needs,

Director of Nursing or designee will
review 100% of initial admission
assessments/evafuations. Ongoing the
DON or designee will perform a record
review of 10% average daily censuson
a quarterly basis. Indicators with less
than 85% compliance will require an
action plan. All clinical review findings
will be repbrted to the QAPI
committee and governing body ana
quarterly hasis.

iResponsible: Director of Nursing is
responsible for the ovarall correction
of this standard.

Completion: 10-15-14
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finances,

During an interview with the MSW on 9/04/14 at
3:35 PM, the record was reviewed. She.
confirmed that Patient #8's interventions and
goals had not been changed or updated in the
record since January 2014 becatse her needs
had not changed.

During an interview over the phone with the RN
Case Manager on 9/08/14 at 8:20 AM, the record
was reviewed. She confirmed the linterventions
and goals had not been updated on the reporfin
the last eight months,

Patient #8's POC was not updated to include new
Interventions and goals according fo her current
needs based on the most recent comprehensive

assessment.

3. Patient #9 was a 71 year old male admiited to
the agency on 9/09/13 with a diagnosis of CHF,

'He received SN, SW, and Chaplain services. His

record, inciuding the POC, was reviewed for the
certification period of 7/16/14 to 9/13M14,

Palient #9's POC included interventions and
goals, however, the most recent entry on the
POC was dated 9/24/13. The POG included
dates from 9/19/13 to 9/24/13, and included
interventions such as "patient's constipation is
controlled related to opicld usage, patient
remains free from diarrhea, patient/caregiver
verbalize avallablity of 24-hour on call nurse.”

A recertification comprehensive assessment was
cenducted on 7/10M4, and described Patient #£9
as being fearful that narcolics would hasten his
death, he had a fear of respiratory depression,
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and he had 1-2 falls in the last three months.
Additionally, an IDG report on 7/16/14
documented Patient #9 had two recent fall in the
last two weeks, che on 6/26/14, and again on
712114,

Patlent ##9's POC was nof updated to include
information which was reflective of his risk for
falls or of his fears refated to medicine an
respiralory slatus.

During a phone interview with the RN Case-
Manager on 9/08/14 at 4:25 PM, the RN Case
Manager reviewed Patlent #9's record. She
confirmed the interventions and goals had not
heen changed or updated in the record since
2013, and stated that she is new to the agency
.and slill learning all the charting for the electronic
medical record.

Patient #9's POC was not updated to include new
interventions and goals according to his current
needs based on the most recent comprehensive
assessment.

The agency.did not ensure updated
comprehenslve assessments that ldentliled the
patients' changing needs were incorporated into
the POC. :

4. Patient #1 was a 77 vear old female admifted
to the agency on 8/18/M12, for hospice services
related to Alzheimers Disease.

a. Patient #1's POC included nursing goals and
interventions.. The most recent entry on the POC
was dafed 12/17/13. The POC included dates
from 8/21/12 to 12/1713, and included such
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interventions as "patient verbalizes tolerance to
pulse oximetry procedure,” “instrucl on safety
measures, skilled teaching of nutrition and
hydration."

A racettification comprehensive assessment
conducled on 8/07/14, described Pallent ##1 as
being disoriented, and using 6 words or less with
her speech. It was aiso noted that Patient #1
required assistance with standing. The
assessment noled she did not have paln, and she
was recelving anlibictics prophylacticly for
prevention of urinary infections.

The POC did not include information which was
refleclive of Patient #1's updated comprehensive
assessment refated to her ambulation,
discrientation, decreased speaking abilily, or use
of anfiblotics.

b.Patient #1’s initial comprehensive assessment,
dated 8/18/12, completed by the RN Case
Manager, noted no bereavement risks were
identified. The nurse also noled there were no
abnormal social or spiritual Issues ldentified.

Palient #1°s most recent recettification
comprehensive assessment, dated 8/07/14, the
RN Case Manager noled Palient #1's survivor
was frall, elderly and dependent. The POC did
not include interventions related to the caregiver
heeds, and inlerventions lo ensure Patient #1
was adsqualely cared for.

The most recent date on the POC related to
bereavement was on 12/17/13, and included such
interventions as; *...assist for integration of
lerminal illness and toss of joved one into
meaningful experience, explore issties of
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forgiveness, invite patlent to share life story, and
- w-w | eneourage verbalization of grief issues.”

On 9/02/14 at 2:00 PM, the DON provided a
printed copy of Patient #1's record. If included a
form titled “Hospice POC Report” The DON
stated the report included all current problems,
interventions, and goais. She confirmed many of
the dates were from 2012, and stated the Plan of
Care had hbeen updated and the interventions
were current.

The POC was not updaled fo reflect changes in
Patient #1's needs based on the comprehensive
assessment.

5. Patient #7 was a 73 year old maie admilted to
the agency on 9/09/12, for hospice services.
related to Cerebral Artery Occlusion. Patient #7's
record and POC were reviewed, as well as, all
visit notes for the cerlification period 7/42/14 to
9/9/14,

Patient {£7's POC included goals and
Interventions, however, the most recent entry on
the POC was dated 11/21/13. The POC was not
updated to reflect his current status and needs,
as follows:

a. The POC Included Interventions for physical
therapy, Initiated on 10/03/12. The therapy
section included such interventions as "establish
and Instruct patient in home exercise program to
restore functional ahilily, instruct patient in
ambulation methods with/without use of devices
to enter and or exit home, Instruct patient in safe
and proper use of wheelchair retative lo
propelling, breaking and tusning.”
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However, his most recent comprehensive
assessment, dated 7/08/14, noted Patient #7 was
‘bed-bound and not able to ambulate, use the
wheelchalr, or participate in a home exercise
program. The POG did not reflect the decline in
his functional abliity and adjustment of his goals
accordingly.

b. The Inilial POC, dated 82012, included
generic standing orders for stage | and stage !l
pressure ulcers and orders to consult with the
physician or a wound care nurse for stage {li or IV
ulcers.

Patient #7's record visit notes for the certification
period 7/12/14 to 9/9/14 were reviewed. The visit
notes identified wounds on each of Patient #7's
feet and a draining abscass on his jeft neck area.
Additionally, Patient #7's most recent
comprehensive assessment, dated 7/08/14,
included noles regarding a wound cn his left foot.

However, his 8/20/12 POC did not include
updafed specific wound care orders,

¢. The Initial comprehensive assessment, dated
9/20/12, noted Patient #7 was incontinent and
was using diapers and under pads. The most
recent comprehensive assessment, dated
7/08/14, noted Patient #7 had a foley catheter
and indicated the date it was due o be changed.

However, his 8/20/14 POC did hot include
interventions for catheter care or indicate when it
was to be changed.

During an interview on 9/08/14 beginning at 10:30
A, the Branch Manager reviewed Patient #7's
record and confirmed the POC was not updated
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since 2013. He stated the POC was reviewed by
the RN Case Manager and at the |DG meetings.
The'Branch Manager further stated the physical 1544 418.56 (e) (1) Coordination of
therapy interventions should have been Servi
discontinued or updated, and the POC should ervices
have included wound and catheter cara, - -
The agency will ensure that care and
Patient #7's POC was not updated based on his services are provided in accordance
changing needs as as were noted in his , .
comprehensive assessment. with the plan of care. Instruction to be
Th did ot b0G dated provided to staff with review of Policy
e agency did nof ensure 's were ypdate i s s
and current to meet the changing needs of each 2-049.1 Interdisciplinary Group
hospice patient, Coordination of Care, and 2-005

The hospice must develop and maintain a system
of communication and integration, in accordance
with the hospice's own policies and procedures,

| to-

{1) Ensure that the interdisciplinary group
maintains responsibliity for directing, coordinating,
and supervising the care and services provided.

This STANDARD is not met as evidenced by:
Based on record review and staff inferview, it
was determined the agency failed to ensure care
was coordinated and supervised for 3 of 13 active
patients (#3, #7, and #10) whose records were
reviewed, This resulted in missed opporlunities
to aiter the POC in response to patient needs,
Findings include:

1. A policy, titled "HOSPICE NURSING CARE,"
revised 3/2014, delineated the responsibilities of
the RN Case Manager. The responsibilities
Included ensuring comrnunicatlon between the

include the formulation of the Hospice
Aide plan of care, including RN
coordination of care with the hospice
aide responding and follow-up on
reported hospice aide concerns and
documentation of follow-up. Hospice
aide supervislon with supervisory
visits will occur at a minimum of every
14 days and will be documented
within the clinical record, LPN
supervision by the RN will occur at a
minimum of every 30 days and the
clinical record will include
documentation pertaihing to the RN’s
review of the LPN’s documentation,
ndherence to the Plan of Care, and
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L 554 ‘Cnpi@gd From page 31 : ‘ L 54| communication and collaboration
| care providers and supervision of the LPN and with the RN and IDG team
LHA '
8. Pationt #3 was an 87 year afd femate admilted The RN will be scheduled at a
to the agency on 524,14, with a dfagnosis of minimum of every 14 days to perform
dementia, Her record, including the "HOSPIGE an on-site . ;
GERTIFICATION AND PLAN OF CARE" for the N on-site supeivisory visit to the
cerlification perlods of 5/24/14 io 8/21/14, and patient’s hame or those patients
8/22/14 10 10720114, was reviewed. receiving hospice aide services with
Patient #3's record included a Visit Note Report, documentation ta be completed by
dated 8/11/14, and skgned by the HA. The note the RN and contained within the
stated "Moled skin tear on right forearm. CM and! clinical. Scheduli M af
facility notified...” nical. acneduling witi also ensure
that supervisory visits are scheduled
Patient #3's record did not include documentalion for th
of acticn taken by the Case Manager or the o ¢ LPN every 39 day:s ata
"agency related to the reportad skin fear. : minimuin. These visits will not be

moved uniess the RN and scheduler
Additionally, there was no documentation of a d ine that th .
skin toar on Patient #3's right arm during SN vistt etermine that the new visit date will
notes, signed by the LPN on 8/14/14 and 8/18/14, ~ ystill be in compliance for supervisory
Further, a subsequent SN visit note, signed by

the RN Case Manager on 8£21/14 documented visits.

an open atea on Patient #3's perineum.

Howevar, it did not include documentation of a The statement within the Efectronic
skin fear an her right arm. The SN visit notes did Medical Record Plan of Care

nct Indicate an acknowledgement of the right arm it ion “There i ,

skin tear as ducumented by the HA an 8/11/14, Aervention "There is no willing or

§ 0104114 af 3:30 PM. ahie caregiver to provide hygiene
Dusing an interview on 4 at 3.3 e "

RN Case Manager stated she did not remember services” has been removed from the
-being contacted by the HA regarding a skin fear agency electronic medical record

on Patient #3's arm, and she was not aware of system.

the skin tear documented in the HA visit note,
She stated the visits on 8/14/14 and 8/18/14, DON or des] E
were campleled by the LPN because she was out r designee wilt perform a record
af town, review of 10% average daily census an
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a quarterly basis, indicators with less

L 554 | Continued.From page 32 . ' " L 554{than 85% comipliance will require an

.During an interview on 9/08/14 at 9:40 AM, (he ti ini lew findi

| LPN Stated he did not recall being notified by the ction plan. All cinical review findings
‘RN Case Manager or the HA of a skin tear on will be reported to the QAPI

Patient #3's arm. committee and governing body ona

The agency faifed fo ensure sufficient quarterly basis.
communication and coordination occurred for

Patient #3. Responsible: Director of Nursing is

responsibie for th i
b. Patient #10 was an 86 year old female P or the overall correction

admitted to the agency on 8/26/14, for services of this standard.
related to necrotizing fasciitis {a serious bacterial
infeclion that spreads rapidly and destroys the Completion: 10-15-14

body's soft tissue). She raceived SN, HA and
MSW services. Her record, including the
"HOSPICE CERTIFICATION AND PLAN OF
CARE," for the certificalion period 8/26/14 to
11/23/14, was reviewed.

Patient #10's "HOSPICE CERTIFICATION AND
PLAN OF CARE," for the certification period
8/26/14 to 11/23/14, included an order for HA
services 2 times a week for 9 weeks and staled,
"Home Heaith Aide service for assistance witi
personal care and ADL's {Activities of Daily Living]
secondary to functional limitations, which prevent
self care. There is no willing or able carégiver to
provide for hygiene needs."

Patlent#10's record included an "Aide Gare Plan
Reaport® for the cerlification period 8/26/14 lo
11/23/14, completed and signhed by the RN Case
Manager. The Care Plan included instructions for
the HA to bathe Patient #10 two times per week,

Patient #10's record included 2 documents titled
"Vislt Note Report" completed and signed by the
HA on 8/28/14 and 9/02/14. The reporls

indicated hathing was not completed, with a note
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_Cbniipued From page 33

stafing. "not needed onh this visit" The report
dated 8/02/14 included a note in the harrative
section stating, "We don't give shower, just visit,
turn.”

During an interview on 9/08/14 at 12:45 PM, the
DON reviewed Patient #10's record and
explained the statement, "There s no willing or
abla caregiver to provide for hygiene needs” was
automatically popuiated on the "HOSPICE
CERTIFICATION AND PLAN OF CARE"
whenever an HA was ordered, The DON stated
the HA did not bathe Patient #10 because the
staff at the faciilty where she lived provided baths.
The DON confirmed the RN Case Manager and
fhe HA did not communicate regarding the
discrepancy hetween the HA assignment and
Patient #10's needs.

The agency falled to ensure sufticten|
commtinication and coordination occtirred for
Patient #10.

c. Patlent #7 was a 73 year old male admitted to
the agency on 9/19/12, for hospice services
related to Cerebral Artery Occlusion, Additicnal
diagnoses Included diabetes and HTN. His
records for the certification period 7/12/14 1o
9/09/14 were reviewed, including hospice aide
visit notes,

On 9/08/14 at 10:40 AM, the DON provided an
"Aide Gare Plan Report." The report included
printed documentation it was developed by the
RN Case Manager, and also noted the effeclive
date of the "Current Aide Care Plan” was 8/28/13,
The DON stated it was a current HA POC, and
confirmed the dates.
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The HA docimented In a visit note dated 8/08/14
that Pallent #7's bottom was very red and she
had applied Vaseline to his back and hottom.
The note did not include documentation of
notification to the RN Case Manager and the
PQOC did not include orders for the HA to apply
Vaseline,

Additionally, the HA docuimented in a visit note
dated 8/18/14 that Paflent #7 had a very red area
on his bottom, She doctmented she appiied
"calamide [slc)." There was no documentation of
nolification to the RN Case Manager. -
Additionally, the POC did not include orders for
the HA to apply medications to his skin,

During an interview on 9/08/14 beginning at 11:30
AM, the Branch Manager reviewed Patient #7's
record and confirmed the HA dutias on the HA
POC and confirmed there were no orders on the
HA POC to apply topical medications.

The agency falled to ensure suificlent -
communication and coordination occurred for
Patient #7.

418.56(e)(4) COORDINATION OF SERVICES

[The hospice must develop and maintain a
system of communication and integration, in
accordance with the hospice’s own policies and
procedures, to-}

{4) Provide for and ensure the ongoing sharing of
information between all disciplines providing care
and services in all settings, whether the care and
services are provided directly or under
arrangement.

L 557 Bervices

44 Plan of Care and 2-046
Yerification of Physician Orders.

nedical record IT support team to

| 557 418.56 (e) (4} Coordination of

Agency will educate staff on Policy 2-

Agency will work with the electronic

dentify any changes that can be made
to rectify the agency issue of system
generated “physician verbal orders”
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. which are required to make changes
L 657 F Gontinued From page 35 L 567 |within each disciplines schedule, add /
This STANDARD is not met as evidenced by: correct supplies/DME, and make
Based on policy review, record review and staff . .. ;
interview, it was determined the agency faited to corrections to the medication profile.
Mmaintain a system of communication and Physician Verbal Orders with the “Do
coordinalion of information belween alf disciplines P .
providing services for 2 of 13 aclive palients (14 I\!Ot Send” designation of the
and #8) whose records were reviewed. This signature line must be utilized to
failure resulted In a lack of coordinalion of care. make these changes within the EMR
Findings include:
per the system manufacturers
1. The policy "Plan of Care,"” revised March 2014, operating platform,
stated the plan of care will be provided to bath the
attending physician and the hospice Medical : . .
Director for approval of verbal orders and Agency ‘fv'” con.tmue to work with the
cerlification of the terminal iness. However, the electronic medical record IT support
policy was not consistently implemented, as team to identify and request system
follows: :
) changes from the manufacturer,
a. Patient #4 was an 84 year old female adimitted Changes will be made and
to the agency on 10/27/11, with a diagnosis of . .-
breast cancer. The POC was reviewed for (he implemented when manufacturer is
cerlification perlod of 7/09/14 to 9/06/14. able to change the operating
: ' platform. '
The record contained the form "PHYSICIAN ’
VERBAL ORDER" ont which an order was written bi £ R , .
for re-certification of her terminal diagnosis and Irector of Nursing or designee will
service changes by all disciplines involved with review 100% of initial admission
Patient #4's care for the 80 day certification . :
period. The Attending Physictan for Patient #4 pssessments/evaluations. Ongoing the
was named on the form and a line underneath the DON or designee will perform a record
name and address stated "Send to Physician: review of 10% average daily cen
No." The hottom of the form was signed hy the ° ) g Y ? suson
Medical Director. On the line for the Attending p quarterly basis. Indicators with less
Physiclan's signature, "DO NOT SEND" was than 85% compliance will require an
printed. action plan. All clinical review findings
During an interview oh 9/04/14 beginning at 11:00 will be reported to the QAPI
AM, the Branch Manager reviewed Patient #4's
record and confirmed the order sheet indicated it
FORM CMS.2567({02-09) Previous Verslons Obsolete Event ID:MRU 11
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= committee and governing hody ona
- L 857 Continued From pege 36 L L &571quarterly basis, o

was noi fo be sent to the attending physician. He
slated the orders would be signed during the IDG

Responsible: D ing i
meetings by the Medicat Direcior. d : Director of Nuysing is

responsible for the overall correction
Communication and coardination with Fatient of this standard.,

#4's attending physician did nol cccur as
specified in the agency's policy. Completion: 10-15-14
b. Patient #8 was a 64 year oid female adritled
to the agency on 12/30/13, with'a diagnosis of
COPD. Her POCSs were reviewed for the
cartfication periods of 7/01/14 to 8/29/14 and
/30114 to 10/28/14.

The POC for the period 7/01/14 o 8/29/14
contained the form *PHYSICIAN VERBAL
ORDER" on which an order was-written for
recertification of har terminal diagnosis and
service changes by ali discipiines involved with
Patlent #8's care; for that 80 day cerlification
period. The Attending Physician for Patient #8
was named on the form, and a line underneath
their nanve and address stated "Send {o
Physician: No." At the holtom, the form was
sighed by the Medical Director, bt next to the
Attending Physiclan Signature it stated "DO NOT
SEND.

The POC for the period 8/30/14 to 10/28/14
conhtalned the form "PHYSICIAN VERBAL
OROER* ¢n which an order was wrilten for
recettificaltion of her terminal diaghosis and
service changes by all disciplines invoived with
[Patient #8's care, for that 60 day cerlification
period, The Attending Physiclan for Patient #8
was named on tha form, and g fine underneath
thelr name and address stated "Send lo
Physician: No," At the bottom, the form was
signed by the Medical Diractor, but next fo the

FORM CMS-2667(02:99) Provicus Verskons Obselste - Fvent I MRHTY Fogiily iD: 131520 if continuation sheest Page 37 of 137




PRINTED: 09/29/2014
FORM APPROVED
OMB NG, 9938-0381

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

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
131520 B. WiNG 09/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZtP CODE
900 N LINDER RD
HORIZON HOME HEALT.H & HOSPICGE MERIDIAN, (D 83642
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN OF CORRECTION 6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ONE
DEFICIENCY)
L 557§ Continued From page 37 : L5867}
 Attending Physician Signalure it stated "DO NOT
‘SEND."
During an interview on 9/04/14 beginning at 11:00
AM, the Branch Manager reviewed Palient #8's
record and confirmed the order sheet indicated it
was not {o be sent to the aftending physician. He
stated the orders would be signed during the IDG
meetings by the Medical Director.
Communication and coordination with Patient
#8's attending physician did not occur as
specified in the agency’s policy.
L 559} 418.68 QUALITY ASSESSMENT & L 559 .
 PERFORMANCE IMPROVEMENT 559 418.58 Quality Assessment &
- - Performance Improvement
Lb} The Quality Assessment and
This CONDITION is not met as evidenced by: Performance Improvement Program
Based on staff interview and review of agency QAPI) has been revised to objectively
policies, and QAP} documents, it was detennined d . .
the hospice failed lo ensure a QAP| program was snd systematically monitor and
fully developed, implemented, and maintained. evaluate the quality of care and
This resulted in the agency's inahility fo monitor . . . -
its services and improve the quality of patient jervices provided for pa'tlents/ famifies
care based on relevant data. Findings include: through the collection of data and
then the analyzing and itori
1. Refer to L6574 as It relates to the faflure of the yzing and monitoring of
Goveming Body lo ensure that an ongoing, that data to evaluate patient
data-driven QAP program, that reflected the outcomes and agency processes,
scope of services and compiexity of the agency,
was developed, implemented, and maintalned.
L 560 | 418.58 QUALITY ASSESSMENT & L 560
PERFORMANCE IMPROVEMENT
L560 418.56 Quality Assessment &
The hospice must develop, implement, and Berformance Improvement
maintain an effective, ongoing, hospice-wids
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L 560 Conﬁnued From page 38 .

data-driven qualily assessment and perrormance
improvement program.

The haspice's governing body must ensure that
the program: refiects the complexity of its
organization and services; involves all hospica
services {including those services furnished
under contract or arrangement); focuses on
indicators refaled to improved palllative
oufcomes; and takes aclions to demonstrate
Improvement in hospice performance. The
hospice must maintain documentary evidence of
its qualily assessment and performance
improvement program-and be able lo
deimonstrate its operation to CMS.

This STANDARD is not met as evidenced by:
Based on slaff interview and review of policies
and quaiity documents, It was defermined Lhe
- hospice falled to ensure a comprehensive QAP)
program had been developed, imptemented and
maintained. This restiled in the inability of the
hospice to evaluate its processes and
significantly impeded the agency's abilily fo
improve care. Findings Include:

1. The agency's improving Organizational
Performance policy, revised 3/2014, stated the
purpose of the policy was "To establish a
performance improvement framework which

integrates activities o Improve organization
“1'performance, improve patient safely, reduce the
risks for acquisition and transmission of infections
and improve palliative care outcomes and
sevices."

The agency was asked, via email on 9116/14 at
12:01 PN, for information refated to the QAP]
program. The agency responded via email from

The QAPT Program has been revised to
L 560 |objectively and systematically monitor
and evaluate the quality of
care/services provided for patients/
families through the collection of data
and then the analyzing and
monitoring of that data to evaluate
patient outcomes and agency
processes, Revisions to the QAP!
Program include: a written plan,
Clinical Audit Tool, Aqﬁon Plan,
Quarterly QAPl Meeting template,
follow up audits for specific
accurrence reports such as a falf risk
audit review, infection control, and
compiaint tracking, HR/Personnel
record audit took, and Volunteer HR
record audit tool.-

Agency is to establish new QAP]
committee to include Executive
Director, Director of Nursing, RN,
Chaplain, Medical Records, Medical
Director and Governing Body
fnember, Instruction to new
committee members on the QAPI
Program to include participation in
[RAPI, attendance at quarterly
rnee'tings, and quarterly reviews and
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ihe agency's Counsel, with a cc {o the agency's
Administrator, on %1714 at 8:26 AM. The email
Included a letier and additional QAF}
documentalion as an altachment. The aftached
lelter siated the agency's former Adminisirator
had developed only a limited QAP program,
However, a newr Administrator had been
appointed on 9/16M3. The letier siated on
2124/44 the agency provided QAP training to the
clinical staff and subsaquently qualily indicators
were established as foilows:

indicators estabiished on 3/13/14 included the
foliowing:
- Pharmacy management

- Pafient dizgnoses

Indicators establishedl in 4/2014 included the
following:

- Complalnts and resolutions

- Infections and controt

- Hospilallzalions

- Pain management

The agency was asked, via email on 9/17/14 at
335 PM, if it was the agency's position that lhe
current indicators were sufficiant, given the scope
and compiexity of the services the agency
provided. The agency responded via erail from
the: agency's Counsel, with a cc to the agency's
Administrator, on 817114 at 4:46 PM. The email
stalad "yes."

However, the facliity's Scope of Services poficy,
revised March 2014, slated the lacility provided
sarvices to 17 counties, Further, the agency's
CM&E-417 and CMS-643 forms, compisied at the
time of the survey, documented the agency had 6
muftiple tocafions and offered services which

Governing Body for approval, Through
monitering and evaluating, the QAP
committee will determine whether
the care/service defivered is in
accordance with the predetermined
Indicators of care/service as well as
the specific criterfa identified. When
the care/service delivered does not
match the predetermined
indicators/specific criteria, the
discrepancy will be identified as a
problem and methods of resolving the
nroblem will be determined.

Responsible: Director of Nursing has
ltimate responsibility for the'
correction action for overall and on-
roing completion,

QAPI Meetings for each quarter are to
he completed by the following dates
with documentation of each meeting
|ncluding attendees, title or discipline
ind then presented to the Governing
Body by the Executive Director.

(XG1D SUMMARY STATEMENT OF DERIGIENGIES 0 FROVIDER'S PLAN OF CORREGTION (05
PREFIK {FACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIK {EAGH CORRECTIVE ACTION SHOULD RE GUHPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG - CROSSHAFEFERENCED TC THE APPROFRIATE . DATE .
. _ DEFICIENGY)
ffindings review. Quarterly review and
- L5860} -Continued From-page 39 L 560 ffindings will be submitted to the
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included physician services, nursing setvices,
medical social services, counseling services,
physical therapy, cccupationat therapy,
speech-language pathology, hospice aide
services, homemaker services, and medical
supplies. The agency had a current census of
124 patients. '

Additionally, the agency's letler and additional
QAP] documentation, received via email froin the
agency's Cotinsel, with a cc to the agency
Administrator, on /1714 at 8:26 AM, included
documentation that on 9/02/14, the DON had led
a review of hospice reporting data for the first and
second quarter of 2014, However, during an
interview on 9/09/14 beginning at 9:00 AM, the
DON stated the Hospice QAPI meeling,
scheduled for 9/02/14, was canceled due fo the
arrival of the survey team. She stated the
document she provided to the survey team was
an agenda for the mesting, not minutes of a
meeting.

Corresponding ¢ata, found in email's
attachmenits, related to the 9/02/14 meeting
agenda, documented bar and Iine graph
information for the first, second and third quarters
of 2014. The data included information refated to
anxlety, depression, dyspnea, nausea, "Oh Call,"
opiold medication and advanced directives.

However, the corresponding 9/02/14 "Hospice
PIP/QAP! - 1st and 2nd quarter® Meeting agenda
did not include inforrnation explaining what the
data meant (e.g. was the downward trend
demonstrated in the anxiely line graph an
improvement or regression), analysis of the data
was noi present (e.g. what had caused there fo
be a downward frend demonstrated in the
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QAPI Meeting Schedule;

o 1% Quarter: by May 5"

o 2" Quarter: by August 5

e 3" Quarter: by November 5%
e 4™ Quarter: by February 5 .

Responsible: Director of Nursing is
responsible for the overalt correction.
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agency's depression line graph) and information
related lo how the meastres were incorporated
into the agency's QAP plan was not present,

The agency was asked, via email on 17/14 at
12:07 PM, when the agency had hegun fracking
the measures. The agency responded via email
from the agency's Counsel, with a cc to the
agency's Adminisirator, on 9/17/14 at 2:11 PM.
The email stated the data was available from
"HomeCare HomeBase," hut they were not
necessarily all being tracked,

The agency was asked, via emaill on 9/17/14 at
2:47 PM, for confirmation that the quality
indicators of anxiety, depression, dyspnea,
nausea, "On Call," opioid medications and
advanced directives, had not yet been
incorporated inta the agency's QAP program,
The agency confirmed they had not, via email
from the agency's Counsel, with a cc to the
agency's Administrator, on 9117114 at 2:58 PM.

The agency's docuimentation did not demonstrate
the anxiely, depression, dyspnea, nausea, "On
Cali,”* oploid medications and advanced divectives
data was not relevant to the agency's QAP]
program. Additionally, the agency's
documentation did not demonsirate that the 6
eslablished quality ihdicators (pharmacy
management, patient diagnoses, complaints and
resolutions, infections and control,
hospllalizations and paih management) were
sufficient given the scope and complexity of the
services the agency provided.

Futther, the agency could not demonstrate data
was used appropriately to demonstrate
measurabte Improvement In care for 4 of the 6
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established quality indicators. Sufiicient data was
not collected for one of the quality indicators
{pharmacy managernent), dala analysis was not
dernonstrated for 2 of the indicators
{hospitalizations and pain management 48 hours
after admission) and identifiable interventions
could not be dernonstrated for the quality
indicator of infection control. Additionally, the
agency could not dernonstrate that adverse
patient events had been incorporated into the
agency's QAPI program or that action had heen
taken In response to adverse patient events,

The agency's documentation did not demonstrate
that an effective, ongoing, hospice-wide
data-driven QAP} program had been developed,
implemented, and maintained,

2. Refer to LE562 as it felates {o agency's failure to
ensurs adverse events were monitored and
| qualily indicator data was analyzed,

3. Refer to L563 as it relates to agency's failure to
ensure the QAP] program Included all relevant
data.

4. Refer to L5665 as it relates o the agency's
failure to ensure the Governing Body approved
the frequency and delail of QAP data collection.

5. Refer fo L566 as it relates to the agency's
fallure to ensure the QAP! program demonstrated
a focus on high-risk, high volume, or problem
prone areas, :

6. Refer o L567 as it relates to the agency's
fafiure to ensure the QAPI program dernonstrated
consideratlon of incidence, prevalence, and
severlty of problems In the deslgn of its program,
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7. Refer to L5369 as it relates to the agency's
failure to ensure adverse palieni events were
analyzed and preventalive measures were
implementad.
8. Refer ta 1570 as It refates fo the agency’s
fature to ensure petforimance improvemeni
aclions were faken in repose lo qualily indicator
data analysis. L562 418.58 (a} (2} Program Scope
9. Refer io 1572 as if relates to the agenc‘,f's The QAP program has heen revised to
failure to ensure FIPs reflected the scope and h . owi
coinpiexily of the agencles services and ensure the agency is reviewing and
operations. ". imonitoring adverse events and all
10. Refer to L673 as it relates to the agency's quality ;ndicato_r data cbtained from
failure to ensure PIPs reflected measurable the clinical audits will be analyzed for
progiess, all patients receiving care and to
L 562 | 418.58(a)(2} PROGRAM SCOPE f. 662 establish the agency’s ability to
(2} The hospice must measure, analyze, and fmprove patient outcomes.
track qualily indicators, including adverse patient ’
evenls, and other aspacts of performance that Revision to Policies 4-015/1
enable the hosplce to assess procosses of care,
hospice sarvices, and operations. Addendum 4-015C and Addendum 4-
015 D was completed on 9/24/14 to
This STANDARD is not met gs evidenced by: reflect undates
Based on record review and interview, it was P :
determined the agency failed to ensure adverse o . )
events were monitored and quality indicatar data Agency will utilize the Clinical Audit
was analyzed for alt patients recelving care from too! to perform clinical audits of
the agency. This resulted in a fack of information . :
retated to adverse events and Impedad the established clinical indicators for
agency's abilily to ensure safoly and identify way accuracy for the following items:
to improve patient outcomes. Findings inciude:
1, The agency's QAP documents were reviewed.
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1 The documentation included the agency's

undated *Annuat Agency Evaluation." The
Evaluation included data in the form of graphs
and charts. The graphs and charts were related
to adverse events including falls, adverse drug
reactions, and medication errors. The report
documented the dnia was refaled to the fourth
quarter of 2013,

Addiflonal data for the first quarter of 2014,
submitted via emait on 911714 at 8:26 AM,
reflected adverse event data refated fo fails. No
other adverse event dala was submiifad for 2014.

Tha agency was asked, via email on 8/17M4 at
3:35 PM, about the fali data. The agency
responded via email from the agency's Counssj,
with a cc to the agency Administrator, on 9/17/14
at 4:46 PM, which slated falls were not yet being
monitored bul a program was being developed,

The agency failed lo ensiire adverse events were

_incorporaled into the QAPI program,

2. The agency's Improving Organizational
Parformance policy stated, in the “Procedures™
section, that {the agency would "Adopt & scientific,
problem-solving, data driven approach fo quality
assessment and performance improvement
(QAPI).Y

The agency was asKked, via einall an 9/16/14 at
12:01 PM, for information related to the agency's
QAP! prograny. The faciiity responded via email
from the agency's Counsel, with a cc lo the
agancy's Adminisirator, on 8/17/14 at 8:26 AM.
The emai! included a letler and additlonal QAP!
documentaiion as an aftachment. The altached
Iotter stated the facility's QAPI measures included

RE SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION fis}
PREFIX {EACH OEFICIENCY MUST DE PRECEDED BY FILL PREFIX . {EACH CORRECTIVEACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENCY)
: o Eiection Statement and
L.662 | Continued Fram page 44 L 562 Consent Form completion

e [nitfal Certifications for
terminat iliness

o Initiai Plan of Care

e Verbal/Suppiemental orders

¢ Recertification orders

= Face to Face compliance

e Clinical Record
Documentation accuracy

e Timely Filing of Clinical
Records and Eniries

e Medication Reconciliation

e Pain/Symptom Management

«  Wound Care

e IV Theraples

@ Professional Management:

" Continuous Care, Respite, GIP

¢ Coardination of Care

¢ Discipline specific
assessments/interventions/go
als

e Bersavement Services:
assessment, Plan of Care, and
documentation

e Volunteer Services: Plan of
Care

o  Discharges:

FORK CMS-2667(02-9%) Provious Vemsions Chsalete
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L 562 | Gentinued From page 45 . L&52} Revocation
the following: *  Death Discharge

indicafors esiablished on 3/13/14 inciuded the ® Medication Destruction

foliowing: .

- Pharmacy management 1c} Clinical record raview for the

- Patient diagnoses agency will be 10% of the average
indicators established in 4/2014 included the daily census on a quarterly basis.
{oliowing; Reviews will be performed by the

- Gomplaints and resojutions ;

- infections and control Director 01:‘ N.ursmg ot designee each
- Hospitalizations quartar utilizing the clinical audit tool
- Pain management with indicators identified., Audit

The agency was asked, via email on 918714 at record findings will be compiled and
9:13 AM, for documentation of data analysis for + ithose indicators that meet less than

tha agency’s ideniified qualily indicators. The

agency responded via email from the agency's an 85% compliance rate will he placed

Counsel, with a cc {o the agency's Administrator, on an action plan for correction to be
on 9/18/14 at 3:49 PM. The email inciuded an written and pl’esented to the QAP}
aftachrnent. The atlachment was tiled "Home ,

Heaith Quafily Assessment and Performance committee on a quarterly basls.
Improvement Plan,* and was dated "July 2014." Correction action will be implemented

However, the information included in the Pian
was related to the hospice agency and was and iiocumented. The agency wil
reflective of a 9/16/14 QAPI meeting, & days after continue to audit the specific indicator

the survey exit conference. until 85% compliance Is achieved,

The agency's documentation did not demonsfrate

that qualily indicator data refated to Responsible: Director of Nursing is
hospitatizations or pain management had been responsible for the overall correction,
analyzed at the lime of the survey,

L 563 | 418.58(h)(1} PROGRAM DATA [ 663

{1) The program must use qualily indicator data,
including patient care, and other relevant data, in
the design of its program.

L5632 418,58 (b} (1) Program Data
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This STANDARD is nol met as evidenced by:
Based an staff interview and review of quality
documents, it was determined e hospice falled
to ensure the QAP program inciuded all relevant
data. This resulted in the polenfial for
oppartunities to iImprove to be unidenéifiad.
Findings Include:

1. The agency's Improving Organizational
Performance policy, revised 3/2014, staled the
purpose of the policy was “To estaklish a
perfurmance improvement framewark which
intagrates aclivities to Improve organization
perfarmance, improve pallent safely, reduce (he
risks for acquisilion and transmission of infeclions
and improve palfiative care oulcomes and
services,”

The agancy was asked, via email on 8/16/14 at -
12:01 PM, for informaticn reiated o the QAP
program. The agency responded via ematl from
the agency's Counsel, with a ot to the agency's
Administralor, on 9/17/14 al 8:26 AM. The emali
included a lsfter and additional QAF!
documentation as an altachment, The atiached
tetler staled the agency's former Administraior
had developed oniy a limited QAP! program.
However, a new Administrator had heen
appointed on 9/16/13, The letler staled on
2{24/14 the agency provided QAP] training i the
clinical staff and subsequently qualily indicators
were established as follows:

indicatars established an 3/13/14 included the
following:

- Pharmacy manageiment

- Patient diagnosas

Indicators established In 4/2014 included the

agency will he 10% of the average
daily census on a quarterly basis.
Reviews will be performed by the
Director of Nursing or designee each
quarter utilizing the clinical audit tool
with indicators identified, Audit
record findings will be compiled and
those indicators that meet less than
an 85% compliance rate will be piaced
oh an action plan for correction to be
written and presented to the QAPI
committee on a quarterly hasis.
Correction action will be impfemented
and documented. The agency will
continue to audit the specific indicator
wuntil 85% comptliance is achieved.

Responsible: Director of Nursing is ‘
responsible-for the averall correction.

563 418,58 {b} (1) Program Data

Agency will utilize the Clinical Audit
tool to perform clinical audits of
established clinica indicators for
recuracy for the following items:

3 D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S LAY DF GORREGTION (x5)
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETIGN
TAG REGLULATORY OR LSC IDENTIFYING INFORMATION} TAG CROS8.REFERENCED TO THE AFPROFRIATE DATE
DEFICIERCY)
1c} Clinical record review for the
L 663  Gontinued From page 46 L 563
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following:

- Complaints and resolutions
- Infections and control

- Hospitalizations

- Pain management

Additlonally, the agency's letier and additional
QAP! documentation, received via email from the
agency's Counsel, with a ¢c to the agency
Administrator, on 9/17/14 at 8:26 AM, Included
documentation that on 9/02/14, the DON had led
a review of hospice reporting data for the first and
second quarter of 2014. However, during an
interview on 8/08/14 beginning at 9:00 AM, the
DON stated the Hospice QAP meeting .
scheduled for 8/02/14, was canceled due to the
arrival of the survey team. She stated the
document she provided the suvey team was an
agenda for the meeting, not minutes of a
meeting.

Corresponding data, found in email's
altachments, related to the 8/02/14 meeting
agenda, documented bar and fine graph
Information for the first, second and third quarters
of 2014. The data included information related to
anxiety, depression, dyspnea, nausea, "On Call,"
oploid medication, and advanced directives. The
data included, but was not fimited to, the
following;

a, Achart titled "Treatment Analysis: Anxlaly
Affect Patient” included bar graph and line graph
information. The line graph documented the
following:

- First quarter: 68%
-~ Second quarter: 66%

- Third quarter. 49%

o) lo SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULE BE COMPLETION
YAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
. e Election Statement and
L. 663 | Continued From page 47 L 583

© e Medication Reconciliation

Consent Form completion
e Initial Certifications for
terminai illness
o Initial Plan of Care
) Verba!/SuppIementa[ orders
¢ Recertification orders
® Face to Face compliance
¢ Clinical Record
Documentation accuracy
e Timely Filing of Clinical
Records and Entries

¢ Pain/Symptom Management

¢  Wound Care

® IV Therapies

¢ Professional Management;
Continuous Care, Respite, GIP

o Coordination of Care

e Discipline specific
assessments/interventions/go
als

¢ Bereavement Services;
assessment, Plan of Care, and
documentation

o Volunteer Services: Plan of
Care

e Discharges:
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The bar graph documenled the following;

- First quarter: 36%
- Sscond quarter; 31%
- Third quarter: 42%

b. Achart titled "Treatment Analysis: Depression
Affect Patient” Included bar graph and line graph -
information. Theline graph decumented the
following: '

- First quarter: 58%

- Second quarter; 37%

- Third quarter: 28%
The bar graph documented the following:

~ Flrst quarter: 34%
- Second quarter; 21%
~ Third quarier: 28%

Howaver, the corrasponding /02114 “*Hospice
PIP/QAP] - 1st and 2nd quarier” Meeting agenda
did not include Information explaining what the
data meant {e.g. was the downward trend
demonstrated in the anxiely iine graph an
improvement or regression), analysks of the dafa
was not present {(e.g. what had caused there {o
be a downward trend demonsiraied in the
agency's depression line graph) and information
relaied to how the measures were incorporated
inlo the agency’s QAPI plan was not present,

The agency was asked, via emait on 9/17/14 at
12:07 PM, when the agency had begun tracking
lhe measures. The agency responded via emall
from the agency's Counsel, with a ¢t o the
agency's Administrator, on 8/17/14 al 2:11 PM.

= Death Discharge
= Medication Destruction

1c} Clinical record review for the
agency will be 10% of the average
daily census on a quarterly basis,
Reviews will be performed by the
Director of Mursing or designee each
quarter utilizing the clinicai audit tool
with indicators identified. Audit
record findings will be compilad and
those indicators that meet less than
lan B5% comphiance rate will be placed
on an action pfan for correction to be
written and presented to the QAP
cammittee on a quarterly basis,
Correction action will be implemented
and documented, The agency will
icontinue to audit the specific indicator
until 85% compliance is achieved.

Responsible: Director of Nursing Is
responsibie for the overall correction.
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The email stated the data was avallable from
"HomeaGare HomeBase," but they were not
necessarily all being tracked.

The agency was asked, via emall on 8/17/14 at
2:47 PM, for confirmation that the guality
indicators of anxiely, depression, dyspnea,
nausea, *On Call," opiold medications and
advanced directives, had not yat been
incorporated info the agency's QAP program.
The agency conflrmed they had not, via emat
from the agency's Counsel, with a cc fo the
agency's Administrator, on 9/17/14 at 2:66 PM,

The agency's documentation did not demonstrate
the indlcator data of anxiety, deprassion,
dyspnea, nausea, "Cn Gall,” oploid medicaiions
and advanced direclives, waro not relevant in the
design of the agency's QAP program,

The agency fajled to ensure ali relevant data was
- { used In the design of tha QAP prograrn.
L 565 | 418.58(b)}(3) PROGRAM DATA

{3) The frequency and detail of the dala coliection
must be approvad by the hospice's governing
body.

This STANDARD Is not met as evidenced by;
Based on staff interview and teviow of policles
and quatity documents, it was determined the
hospice faited to ensure the Governing Bady
approved the frequency and detall of QAP data
coltection. This resultad In the potential fack of
direction being provided to the agency's QAP]
committes members. Findings include:

1565 418.58 (b) (3) Program Data

Revision to the QAP! Program to he
presented to the Governing Body
which embraces the concept that the
agency will strive to provide the
highest quaiity of patient care and
services and does in fact require the
agency to maintain a comprehensive
and integrated Quality Assessment
and Improvement Program. As the
Governing Body will maintain ultimate
authority and responsibility for the
QAPI program and this authority and
responsibility for the overall
implementation and management of
the QAP! program is delegated to the
Executive Director,

L 565
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x ’ Clinical chart audits and QAPI
L 585 | Continued From page 50 L 565 activities will be competed quarterly,
1. The agency's improving Organizational with the action plan i 1 d
Periormancea policy, revised 372014, stated in the plan if require ind
*Procedures” section that ihe agency would QAPI meetings for each quarter is to
"Adopt a scientific, problem-solving, dala driven be completed by the following dates
approach to quatily assessment and pefformance : .
Improvement (QAPI). The scientific, with documgntatmn of each meeting
problem-solving approach will include minimatly: including attendees and title or
1. Fianr]ing fo.r performance improvement with disciplines, then presented to the
Integration of information from other relevant ) L
activities that focus on high risk, high volume, Governing Body by the Executive
problem prone areas and CMS mandatory Directar,
reporiing ltems..."
st , th
The agency was asked, via emaii on $/16/14 at ° 17 Quarter: by May 5
12:01 PM, for information ralated to the QAP] e 2" Quarter: by August 5®
program, The agency responded viz emall from «d T th
the agency's Counsel, with a cc {o the agency's ) 3& Quarter: bY Novemher:
Administrator, on 9/17/14 at 8:26 AM. The emalf « 4" Quarter: by February 5°
included a letter and additionat GAP}
documentation as an attachment. The aftached Responsihle: Executive Director and
lailer staled the agency's former Administrator bi ¢ ; .
had developed only a limited QAP program. rector of Nursing have ultimate
Howevor, a naw Administralor had been responsibifity for the corrective action
appointed on 9/18/13. The letier stated on . \
2/24/14 the agency provided QAP training to the for overall and ongoing completion.
ciinieal staff and subsequently guailly indicators
wara established as follows:
indicators established on 3/13/14 inciuded the
foliowing:
- Pharmacy managaement
- Patient diagnoses
indicalors established in 4/2014 inciuded the
foliowing: :
- Complaints and resolutions
- Infections and control
- Hospitalizations
- Pain management
FORA GMB-2637{02-99) Pravious Verslons Obsclels Event ID:MRAIEH Facity Im: 134820 - f continuation sheet Page &1 of 137
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1L 565 Continued From page 51 - L 565

The agency was asked, via email on 9/17/14 al
3:35 PM, for information refated fo the frequency
and detail of data collection for the identified
qualily indicators. The agency provided the
requested information via ematt fromn the agency's
Counsel, with a cc to the agency Administrator,
oh 917114 at 4:48 PM,

The agency was asked, via email on 911714 at
5:05 PM, for agency documentation refated to the
uality Indicator data collection and rationale,

The agency responded via emall from the
agency's Counsel, with a cc to the agency's
Administrator, on 8/18/14 at 3:49 PM. The email
Inciuded an aftachment. The attachment was
{ifled "Home Health Qualily Assessment and
Petformance [mprovement Plan,” and was dated
"July 2014." However, the information Included in
the Plan was related to the hospice agency and
was reflective of a 9/16/14 QAPI meeting, held 6
days after the survey exit conference,

The agency's documentation did not deronstrate
that the frequency and detall of the data colleclion
had been present at the time of the survey and it .

could not be established when the agency's L566 418.58 {c) (1) (i) Program
Governing Body had approved the data collection Activities
methods,
L. 566 | 418.58(c)(1)() PROGRAM ACTIVITIES I 566 | Agency will utilize the Clinical Audit

(1) The hospice's performance improvement tool to perform ciinical audits of
aclivities must: established clinical indicators for
gzolﬁ%ﬁ?p?gngi%?;i\ssk' high volume, or accuracy for the following items which
are high risk, high volume, and may be
problem prone areas and CMS
mandatory reporting items. Agency

FORM CMS-2567(02-09) Previous Versions Obsolete Evant 10: MR Faclily ID: 131520 i continuation sheet Page 52 of 137
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This STANDARD is nol met as evidencad hy:
Based on staff interview and review of policles
sid qualily documents, it was determined the
hospice faifed to ensure the QAP program
demonstrated a focus on high-risk, high volume,
or prtoblem prore areas. This resulfed in the
potential for a lack of performance improvement
opporiunilies being missed in area mostiy likely to
impact patient oufcomes. Findings include:

1. The agency’s improving Organizational
Performance poficy, revised 3i2014, stated in the
"Procedures” sgciion that the agency would

1 “Adopt a scienlific, probleme-solving, dala driven
‘approach to qualily assessmenl and performance |

improvement (QAP1). The scientific,
problem-solving approach will include minimaliy:

‘| 1. Planning for performances improvement with

in{egration of Information from other relevant
achivilias that focus on high-rigk, high volume,
problem prone areas and CMS mandatory
reporiing items..."

The agency was asked, via emait on 9/16/14 at
12:01 PM, for information related to the QAP}
program. The agency responded via email from
the agency's Caunsal, with a cc lo the agency's
Adminisirator, on 9/17/14 al 8:26 AM. Tha email
included a lettor and additional GAP!
documentation as an attachment, The attached
lettor stated the agency's former Administrator
had developed oily a limited QAPI program,
However, a new Administrater had been
appoinied on 84613, The letler stated on
2/24M14 the agency provided QAP fraining {o the
clinical slalf and subsequantly quality indicatars
were established as follows:

Indicators established on 3113/14 included the
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collection of data will be a systemalic,
L 566 ; Continued From page 52 L 566

problem solving, data driven approach
te quality assessment and
performance improvement,

Election Statement and
Consent Form completion
Initial Certifications for
terrinal Hiness

Initial Plan of Care
Verbal/Suppfemental orders
Recertification orders

Face to Face compliance
Clinical Record
Documentation accuracy
Timely Filing of Clinical
Records and Entries
Medication Recanciliation
Pain/Symptom Management
Waound Care

IV Therapies

Professional Management:
Continuous Care, Respite, GIP
Cootdination of Care
Discipline specific
assessments/interventions/go
als
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¢ Bereavement Services:
L 666 Continued From page 53 - L 566

following:

- Pharmacy management documentation _
- Palient diagnoses e Volunteer Services; Plan of
Care

Indicators géstablished in 4/2014 Included the
following:

- Complaints and resolutions

- Infections and control

- Hospitalizations

- Pain management

The agency was asked, via emali on 9/17/14 at
3:35 PM, for informatipn related to the agency's
rationale for monitoring the indicators, focusing
on high risk; high volume, or problem-prone
areas. The agency provided the requested
information via emall from the agency's Counsel,
with a cc fo the agency Administrator, on 9/17/14
at 4:46 PM.

The agency was asked, via email on 9/17/14 at
5:05 PM, for agency documentalion relfated to the
quality indicator rationale. The agency responded
via emall from the agency's Counsel, with a cc to
the agency's Administrator, on 9/18/14 at 3:49
PM. The email included an atiachment. The
attachment was titled "Home Healih Quallty
Assessment and Performance Improvement
Plan," and was dated "July 2014." However, the
Information included in the Plan was related fo
the hospice agency and was refleclive of a
971614 QAPI meeling, held six days after the
sutvey exit conference.

The agency's documentation did not demonstrate
that rationale for montforing the indicators,
focusing on high risk, high volume, or
problem-prone areas had been present at the
time of the survey or when the indicators were

assessment, Plan of Care, and

e Discharges:
* Live Discharges and
Revocation
= Death Discharge
* Medication Destruction

1c} Clinical record review for the
agency will be 10% of the average -
daily census on a quarterly basis.
Reviews will be performed by-the
Director of Nursing or designee each
quarter utilizing the clinical audit tool
with indicators identified. Audit
record findings will be compiled and
those indicators that meet less than
an 85% compliance rate will be placed
on an actlon plan for correction to be
written and presented to the QAP
commitiee on a quarterly basis.
Correction action will be impiemented
and documented. The agency will
continue to audit the specific indicator
until 85% compliance is achieved.
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[The hospice's performance improvement
activities must}

(i) Conslder incidence, prevalence, and severity
of problems in those areas.

This STANDARD s not mef as evidenced by:
Based on staff interview and review of policies
and quallty documents, it was determined the
hospice failed to ensure the QAP} program
demanstirated conslderation of incidence,
prevalence, and severily of problems in the
design of its program. This resulted in the
potential for a lack of performance improvement
opporiunities being missed in areas mostly likely
to impact patient outcomes. Findings include:

1. The agency's Improving Organizational
Performance policy, revised 3/2014, stated in the
"Procedures" section that the agency would
"Adopt a scientific, problem-solving, data driven
approach to quallly assessment and performance
impravement (QAP1). The scientific,
problem-solving approach will Include minimatly;
1. Planning for perfarmance improvement with
integration of information from other relevant
activities that focus on high risk, high valume,
problem prone areas and CMS3 mandatory
reporting items..."

The agency was asked, via email on 9/16/14 at
12:01 PM, for information relaied to the QAP!
program, The agency responded via email from
the agency's Counsel, with a cc o the agency's
Administrator, on 9/17/14 at 8:26 AM. The emalii

L567 418,58 (c) (1) {ii) Program
Activities

Agency wil utilize the Clinical Audit
tool to perform clinical audits of
established clinical indicators for
accuracy for the following items:

e Election. Statement and
Consent Form completion

s initial Certifications for
terminal illness

o Initial Plan of Care

» Verbal/Supplemental orders

e Recertification orders

¢ Face to Face compiiance

e (Clinical Record
Documentation accuracy

o Timely Filing of Clinical
Records and Entries

e Medication Reconciliation

s Pain/Symptom Management

¢  Wound Care

o |V Therapies

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
434620 B. WING 09/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
900 N LINDER RD
HORIZON HOME HEALTH & HOSPICE
H MERIDIAN, ID 83642
{43 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENGED TO THE APPROPRIATE DATE
’ DEFICIENCY)
568 Responsible: Director of Nursing is
Conlinued From page 54 L. 566} responsible for the overall correction.
established on 3/13/14 and in 4/2014.
L 567 | 418.58(c)(1)(f) PROGRAM ACTIVITIES L. 567
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included a ielier and additional QAF!
documentation as an altachment. The aftached
lzfler slated the agency's former Adminisirator
had devalopedt only a limited QAP! program.
However, a new Administrator had hesen
appointad on 8M16/13. The letter stated on
2/24{14 the agency provided QAP fraining to the
clinical staff and subseyuently quallty indicators
were established as follows:

Indicators esiahlished on 3113/14 included the
following:

- Pharmacy management

- Pattent diagnoses

Indicators e€stablished in 472014 {ncluded th
following; - . :
- Comptaints and resoltions

- Infections and contro

- Hospltalizations

~ Pain management

The agency was asked, via email on 9/17/14 at
3:36 PM, for information refated W the agency's
rationale for moniloring the indicators,
consldering incidence, prevalence, and saverily of
problemns in those areas. The agency provided
the requesied informalion via emall from ihe
agency's Counsel, with a cc to the agency
Administrator, on 8/17/14 at 4:46 PM.

The agency was asked, via emall on 9/17/14 at
6:08 PM, for agency documeniation refaied o the
quality indicator rationale, The agency responded
via email from the agency's Counsel, wilha cc to
the agency's Adminisirator, on 9/18/14 at 3:49
PM. The emall included an attachment, The
attachment was litled "Home Health GQuality
Assassment and Performance Improvemen(

Continuous Care, Respite; G{P
»  Coardination of Care
e Discipline specific
assessments/interventions/go
als
= Bereavement Services:
assessment, Plan of Care, and
documentation
e Volunteer Services: Plan of
Care
o Discharges: .
5 live Discharges and
Revocation
»  Death Discharge
e Medication Destruction

1c} Clinical record review for the
agency will be 10% of the average
daily census an a guarterly basis.
Reviews will be parformed by the
Director of Mursing or designee each
guarter utilizing the clinical audit too!
with indicators identified. Audit
record findings will be compiled and
those indicators that meet fess than

an 85% compliance rate witl be placed

on an action plan for correction to be
written and presented to the QAP

STATEMENT OF DEFICIENCIES (X3} PROVIDERISUPPLIER/TLIA {X2} MULFEPLE CONSTRUCTION {43) DATE SURVEY
AND FLAN OF CORRFCTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
131520 B WING . 08He2014
NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, ZIP CODE
900 N LINDER RD
HORIZON HOME HEALTH & HOSPICE
’ ME HEALTH & HOSPI MERIDIAN, ID 83842
i3I0 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORREGTION {x5)
PTEFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULIL, PREFIX . {EACH CORRECTIME ACTION SHOULD BE COMPLETION
T TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPRCGPRIATE OATE
DEFICIENCY)
e Professional Management;
L 5G7 | Continued From page 55 | 6867
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(2) Perforinance Improvament activities must
track adverse patient events, analyze their
causes, and implement preventive actions and
mechanisms that include feedback and leaming
throughout the hospice.

This STANDARD Is not met as evidenced by;
Based on record review and interview, it was
determined the agency Tailed to ensure adverse -
patient events were analyzed and preventative
measures were imptemented. This resulted in a
potential lack of appropriate interventions
designed to minimize patient risk. Findings
include:

1, The agency's Improving Organizational
Performance pollcy stated, in the "Procedurss”
seclion, that the agency would “Adopt a scientific,
problem-solving, data driven approach to quality
assessment and performance improvement
{QAP1). The scientific, problem-sclving approach
will include, minimally....2. Selling priarities for
improvement and adjusting priorities in response
to unusual or urgent events..."

{4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC{DENTHYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
) committee on a.quarterly basis,
L 867.| Continued From page 56 ) ' . 567 Correction action will be impl ted
Plan,” and was dated "July 2014." However, the emp errjen €
inforniation included in the Plan was refated to and documented. The agency will
the hospice agency and was reflective of a continue to audit the specific indicator
9/16/14 QAP! meeting, held 6 days after the il 859 i . .
survey exit conference. unti % compliance is achieved.
The agency's documentation did not demonsirate Responsible: Director of Nursing is
that raffonale for monitoring the indicators, responsible for the overall correction,
considering Incidence, prevalence, and sevetlly of
problems in those areas had been present at the
time of the survey or when the indicators were
eslablished on 3/13/14 and in 4/2014,
L. 569 | 418.58(c)(2) PROGRAM ACTIVITIES 1569|1569 418.58 (¢} (2} Program Activities

Director of Nursing or designee will
complete a 100% review of all
occurrence/infection reports and
complaint reports and will ensure
follow up with resolution,
Documentation will occur on
occurrence reparts, infection reports,
and coemplaint logs monthl?, tracking
and trending will occur quarterly
through the QAP! Program with
reporting of quarterly findings and
action plans submitted to the QAP
Committee quarterly. A paper form to
track and trend employee infections
to be implemented.

Final review of adverse patient events
will be submitted to the Governing

FORM CMS-2667(02-89) Previous Verslons Obsoleta
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(%4310 SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION £XE}
FREF {EACH DEFICIENCY MUST BE PRECEDEG BY FYILL PREFIX {EACH CORRECTIVE ALTION SHOWLD BE COMPLETION
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DEFICIENGY)
‘ Body for recommendations for
L 869 | Continued From page 57 - l. 669

The agesncy's undated "Annuvat Agency
Evaluation® included data in the form of graphs
and charis. The graphs and charls were related
to adverse svenls Including Falls, adverse drug
reactions, and medicallon errors. The repart
documented the data was refated o the fourth
guarter of 2013.

Additional dala for the first quarier of 2014,
submitted via email on 8717714 at §:26 AM,
rofleciad adverse event data refated fo falls.

The agency was asked, via email on 9/18/14 at

343 AM, if analysis into the reported adverse

evenis had heen conducted, The agency
responded via email from the agency's Counsel,

"I with a cc to the agency's Administrator, on

9/18/14 at 3:49 PM. The emall included an
alfachment. The attachent was Gitled "Home
Health Quality Assessment and Periormance
Improvement Plan,” and was dated "July 2014."
However, the information included in the Plan
was relaled {o tha hospice agency and was
reflective of a 9/16/14 QAP! meeting, held 8 days
after the survey exit conference.

The Plan included a seclion Hiled *Adverse
Events,” The seclion stated “This information
was prasented within a graph for the agency
lzaders. We are currently not warking on a PIP
for Adverse Events, Falls, Drug Reactlons,
Medication Errors [sic). These areas will he a
focus during upcoming quarters, Falls wiif be
monitored in upcoming quarters also, Cuwrrently
{name] is developing a Agehey fsic] wide Fafi
pragsam with PIP. Horizon plans to review and
adopt this PIF when program and monitoring data
points are completed.”

| of Nursing or designee with

improvement to agency programs.

Director of Nursing or designee will
review 100% occurrence reports,
infection reports, and patient
compiaint reports as per agency policy
and procedure. 100% of occurrence,
infection, or patient complaint reports
submitted wiil require a clinical chart
audit and investigation by the Director

development of an action plan if
applicable, Findings wil be tracked
and trended through the QAP!
Program with quarterly findings and
plans of action submitted to the QAPI
Committee and then to the Governing
Body for recommendations for
improvement to agency programs,

Responsible: Director of Nursing has
ultimate responsibility for the
corrective action for overall and
ongoing completion.

FORM CMS-2607{02-08) Pravious Varstons Obsolele

Evant 1D MRHH

Fachity {0: 131620

i continuatfon sheet Page 58 of 137




PRINTED: 09/29/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUERICLLA, 42} MULTIPLE CONSTRUGCTION {X3} DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
134520 B, WING 09102014

NAME OF PROVIDER QR SUPPLIER

HORIZON HOME HEALTH & HOSPICE

STREETADDRESS, CITY, STATE, ZIP CODE
800 N LINDER RD
MERIDIAN, ID 83842

{3) The hospice must take actions aimed at
performance improvement and, after
implementing those actions, the hospice must
measute its success and track performance to
ensure that improvements are sustained.

This STANDARD Is not met as evidenced by:
Rased on record review and interview, it was
determined the agency failed to ensure
performance improvement actions were taken in
response o qualily indicator data analysis., This
resulted in the potential for missed opporiunities
to Improve patlent care. Findings include:

1. The agency was asked, via email on 9/16/14 at
12:01 PM, for information related to the QAPI
program. The agency responded via email from
the agency's Counsel, with a cc to the agency's
Administrator, on 9/17/14 at 8:26 AM. The email
included a lelter and additfonal QAP]
documentation as an aitachment. The atlached
letter stated lhe agency's former Administrator
had developed only a limited QAFP! program.
However, a new Administrator had been
appointed on 9/16/13. The lelter stated on
2124714 the agency provided QAP fraining to the
clinicai staff and subsetjuently qurality indicators
were established, including a qualily indicator
related to Infections and control established in
4120114,

The letter stated that on 9/02/14, tha DON had

L570 418.58 (c) (3} Program Activities

Agency will utilize the Clinical Audit
tool to perform clinical audits of
established clinical indicators for
accuracy for the following items:

(%43 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {45}
PREFIX {EACH DEFIGIENCY MUST DE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L. 5689 Gonfinued From page 68 - L 569
The agency's documentation did not demonsirate
thal adverse events were analyzed and
preventalive measures were implemented.
L 870 418.58(c)(3) PROGRAM ACTIVITIES L 570

Election Statement and
Consent Form completion
Initial Certifications for
terminal iliness

Initial Plan of Care
Verhal/Supplemental orders
Recertification orders
Face to Face compliance
Clinical Record
Documentation accuracy
Timely Filing of Clinical
Records and Entries
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ted a review of hospice repotting data for the first
and second quariar of 2014. However, during an
nterview on 9/09/14 baginning at 9:00 AM, the
[DON stated tha Hospice QAPI meeting,
scheduled for 9/02/14, was canceled due to the
arrival of the survey team. She stated the
document she provided to the survey team was
an agenda for the meeting, not minutes of a
meeting.

The Gorresponding 9/02/14 meeting agenda
documented infection daia had been reviswed
and analyzed from 1/2014 - 6/2014. The agenda
documanted 23 total infections and categorized
tham into areas of Infaction (e.g. skin, eye, oral,
efe.) and identified If each infection was present
at the patient's siart of care, However, no
additional information ralated to what intervention
had been conslderad In response to the data
analysis was present.

The agency was asked, via amail on 9/18/14 at
9:13 AM, if any additionat analysis into fhe
infection data had bsen conducted, The agency
responded via amail (rom the agency’s Counset,
with a cc to the agency's Administrator, on
0/18/14 at 3:49 PM. The emall included an
altachment. The altachment wae titled "Home
Health Quality Assessment and Performance
Improvement Plan,” and was dated "July 2014.%
However, the informatlion included in the Plan
was related lo the hospice agency and was
reflective of a 811614 QAP! meeting, held six
days afler the survey exit conferance,

The Plan includad a section itled "infoctions.”
The section Included the same data refiect in the
9/02/14 meating agenda., However, no additional
information related to interventions taken in

X410 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION [
FREFIX {EACH DEFICIENCY MUST BE PREGEDED DY FULL PREFIX {EACH CORRECTIVE ACTIDN SHOULD DE COMPLETION
TAG - REGULATORY ORLEC IDENTIFYING INFORMATION; . - TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENTY)
o IMedication Reconciliation
L. 570 Confinued From page-59 L &70

Pain/Symptom Management
s Wound Care
e N Therapias
s Prafessional Management;
Continuous Care, Respite, GIP
e  Coordination of Care
e Discipline specific
assessments/interventions/go
ais
e Bereavement Services:
assessment, Plan of Care, and
documentation
»  Vaolunteer Services: Plan of
Care
s Discharges:
3 Llive Discharges and
Revocation
= Death Discharge

Medication Destruction

1c} Clinical record review for the
agency will be 10% of the average
daily census on a quarterly basis,
Reviews will be performed by the
Director of Nursing or designee each
quarier utifizing the clinical audit tool
with indicators identified. Audit
record findings will be compiled and
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PROJECTS

{1) The number and scope of distinct
petforinance improvement projects conducted
annually, based on the needs of the hospice's
population and internal organizational needs,
must reflect the scope, complexily, and past
performance of the hospice's services and
operations.

This STANDARD is not met as evidenced by:
Based on record review and Interview, it was
determined the agsncy failed to ensure PIPs
reflected the scope and complexity of the
agency's services and operations for all pallents
receiving services from the agency. This resutted
in the agency's ability to Improve patient
outcomes being impeded. The findings include:

1. The agency's Scope of Services policy, revised
March 2014, stated the facilily provided services
to 17 countles. Additionally, the agency's
CMS-417 and CMS-643 forms, completed at the
time of the survey, documented the agency had 6
multiple locations and offered offered services
which Included physlclan services, nursing
services, medical social services, counseling
services, physical therapy, occupational therapy,
speech-language pathotogy, hospice alde
services, homewmaker services, and medical

"|L572 418.58 {d) (1) Performance

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D’ PROVIDER'S PLAN OF GORRECTION X5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED O THE APPROPRIATE DATE
DEFICIENCY)
_ those indicators that meet less than
L 5704 Conlinued From page 60 . 570 o g . .
. ) an 85% compliance rate will be placad
respense fo the dala analysis was submitted for .
raview. on an action plan for correction to be
‘ written and presented to the QAP!
The agency's documentation did not demonstrate committ v basi
that performance improvement actions were itiee on a quarterly basis.
taken it repose to qualily indicator data analysis. Correction action will be implemented
L 572} 418.58(d)(1) PERFORMANCE IMPROVEMENT L572|and documented. The agency will

continue to audit the specific indicator
until 85% compliance is achieved.

Responsible: Director of Nursing is
responsible for the overall correction.

Improvement Projects

Agency will utilize the Clinical Audit
tool to perform clinical audits of
established clinical indicators for
accuracy for the following items:

¢ Election Statement and
Consent Form completion

¢ Inltial Certifications for
terminal iliness

+ Initial Plan of Care

e VerbaifSupplemental orders

¢ Recertification orders

e Face to Face compliance
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. » Clinical Record
L 572 Continued From page 61 - L572

supplies. The agency had a current census of
124 palients.

During an interview on 9/09/14 beginning at 9:00
AM, the DON stated the QAP! commitiee was
currently addressing 2 PiPs, which were related
to the hospice formulary and hospice diagnosis.
Additionatly, she stated the agency continued to
monitor patients* level of pain 48 hours after
admission, which was related to a previous PIP,

The agency's PIPs were reviewed. The PP titled
"Review of Hospice Formulary' initiated 3/2014
stated In the "Statement of the problem and
supporting data" section that "It has been
ldentified throughout Horizon that the use of a
hospice formufary would Increase patient care by
providing a structured list of medications that the
hosplce pharmacy would always carry thus
decreasing fime spent in waiting for the
medication to be delivered to the patient, and fo
decrease PPD. Current PPD is $12.23, with a
goal of $8.00 (stilf above the national standard of
$6.50) by the end of October."

The second PP titled "Determination of
Appropriate Hospice Diagnosis for AFTT, Debility,
and NOS Damentia” inffiated 6/2014 stated in the
"Statement of the problem and supporting data”
secfion stated "By Oclober 1, 2014, CMS will RTP
any claim that is submitted with AFTT, Dementia
NOS, or Debility listed as the primary diagnosis.
Currenlly there are 17 patients listed with these
dlagnoses as tha primary.”

The agency's documentation did not demonstrate
the PIPs reflacted the scope and complexity of
the agency's services and operatlons,

Docurnentation accuracy

e Timely Fiiling of Clinical
Records and Entries

« Medication Reconciliation

e Pain/Symptom Management

e Wound Care

e |V Therapies

s Professional Management:
Continuous Care, Respite, GIP

e Coordination of Care

. Discipline specific
assessments/interventions/go
als

® Beréavement Services;
assessment, Plan of Care, and
documentation

e VYolunteer Services: Plan of
Care

o Discharges:
» live Discharges and

Revacation

= Death Discharge

Medication Dastruction

1c) Clinical record review for the
agency will be 10% of the average
daily census on a quarterly basis.
Reviews will be performed by the
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PROJECTS

{2)The hosplce must document what
performance improveinent projects are being
conducted, the reasons for conducting these
projects, and the measurable progress achieved
on these projects.

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the agency failed to ensure PIPs
reflected measurable progress. This resulted in
the potential for the agency to be unable to
ensure the effectiveness of their interventions.
Findings include:” . - ’

1. The agency's Improving Organizational
Performance policy, revised 3/2014, staled the
purpose of the policy was "To establish a
performance improvemeit frameworl which
integrates activities to improve organization
petformance, improve patient safety, reduce the
risks for acquisition and transmission of infections
and improve palllative care outcotmes and
services.”

The agency's records included 2 PIPs. The PIP
titled "Review of Hospice Formulary," initiated
312014, stated in the "Statement of the problem
and supporting data" section that "it has been
identified throughout Horizon that the use af a
hospice formulary would increase patient care by
providing a siruclired list of medications that the
hospice pharmacy would always carry thus
decreasing time spent In walting for the
medication to be delivered to the patient, and fo
decrease PPD, Current PPD is $12.23, with a
gaoal of $8.00 (still ahove the nalional standard of

with indicators identified. Audit
record findings will he compiled and
those indicators that meet less than
an 85% compliance rate will be placed
on an action plan for correction to be
written, performance improvement
plan to he developed, and presented
to the QAPI committee on a quarterly
basis. Correction action will be
implemented and documented. The
agency will continue to audit the
specific Indicator until 85%.
compliance is achieved.

Responsible: Director of Nursing Is
responsible for the overall correction.

L573 418.58 (d) (2) Performance
Improvement Projects

Agency will utilize the Clinical Audit
tool to perform clinical audits of
established clinical indicators for
accuracy for the following items:

e FElection Statement and
Consent Form completion

{x4} ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 1)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMFLETION

TAG REGULATORY OR LSC IDENTIFYING SNFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)
) Director of Nursing or designee each
573 | Conlinued Fro - . L5 . , .
ont From page 62 L573) g uarter utilizing the clinical audit tool
L 573 418.68({d)(2) PERFORMANGCE IMPROVEMENT L5673
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$6.60) by the end of October."

The PIP did not include additional information or
quality indicator data refated to how the problemns
of patients waiting for medications were identified.
Addittonally, while specific data refated to current
average costs and {he agency's cost goals were
present, the PIP did not include information
related to the average amount of lime patienis
were waiting for medications or measurable
agency goals to decrease the wait time.

The agency's Hospice PIP/QAPI first and saecond
guarter meeting agenda, dated 9/02/14, _
documented data related to pitarmacy hospice
cosls per day during the January 2014 - June
2014 time period. However, no data related fo
the "decreased time spent in wailing for the
medications o be delivered to the patient” could
be found.

The agency was asked, via emall on 911814 at ~
7:16 PM, if data had been caplured related to -
patient wait imes. The agency responded via
emall from the agency's Counsel, with a cc to the
agency's Administrator, on 9/18/14 at 3:49 PM.
The email stated data had been capiured in the
form of complaints.

The agency's Hospice PIPIQAP! first and second
quarter meeting agenda, dated 9/02/14,
documented complaint data from 1/2014 -
612014, The meeting agenda documented 2
complaints related to medication wait times had
been investigated and addressed. One complaint
was refated to the pharmacy's inability to deliver
medications due lo a patiant moving and the

431D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORREGTION ey
PREFIX (EACH DEFICIENCY }UST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
- s Initial Certifications for
L 5731 Continued From page-63

- L 573

terminal iliness

e Initial Plan of Care

e Verbal/Supplemental orders

e Recertification orders

¢ Face to Face compliance

o Clinical Record
Documentation accuracy

¢ Timely Filing of Clinical
Records and Entries

.® Medication Reconciliation

e Pain/Symptom Management

e Wound Care

s IV Therapies

e Professlonal Management;
Continuous Care, Respite, GiP

e Coordination of Care

¢ Discipline specific
assessments/interventions/go
als

¢ Bereavement Services:
assessment, Plan of Care, and
documentation

e Volunteer Services: Plan of
Care

e Discharges:

a  Live Discharges and

pharmacy failing to updale the patient's address, Revocation
The second complaint was relaled to the
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The hospice’s governing body is responsible for
ensuring the following: '
{1)That an ongoing program for quality
improvement and patient safely is defined,
implemented, and maintained, and Is evaluated
annually.

This STANDARD is not met as avidenced hy:
Based on record review and staff interview, it
was determined the Governing Body failed to
ensure the agency's QAPI program was
adequately developed, implemented and
maintained. This resulted in a lack of adequate,
on-going quality Improvement activities and the
potential for performance improvement
opportunitles to be unidentified. Findings include:

Correction action will be implemented
and documented. The agency will
continue to audit the specific indicator
until 85% compliance is achieved.

Responsible: Director of Nursing is
responsible for the overall correction.

L574 418,58 (e) (1) Executive
Responsibilities

Revision to the QAP Program with
revised clinical audit tools, acticn

0} ID SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION 6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACT|ON SHOULD BE COMPLETION
TAG - -REGULATORY OR LSC IDENTIFYING INFORMATION) -TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. = Death Discharge
L 573 Continued From page 64 L5673 o Medication Destructi
pharmacy being unable {o deliver medications n Destruction
due to a large snow storm. The agency's . .
corresponding complaint reporting data ic) Clinical record review for the
documented the incidents occurred on 2/04/14 agency will be 10% of the average
{refated fo the snow storin) and 3/13/14 (related . .
to the palient move). daity census on a quarterly basis.
Reviews will be performed by the
it could not be established thal the 2 reported Director of Nursing or designee each
complaints for medicalion delivery delays were " . .
related to the agency's PIP Inferventions. No quarter utilizing the clinical audit tool
other data related to the amount of time patients with indicators identified. Audit
were wailing for their medications or " . \
documentation fo support the hospice formulary record findings will be compiled and
was effective in reducing the wait time was those indicators that meet less than
submitted for review. an 85% compliance rate will be placed
The agency's documentation did not demonstrate on an action plan for correction to be
measurable progress had been achieved related written and presented to the QAP
to palfent wait limes. committee on a quarterly basi
L 674 | 418.58(e)}(1) EXECUTIVE RESPONSIBILITIES | 574 quarterly basis.
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1. Tha agency's undated "Company Informatlion”
manuat staled in the "Governing Body" section
that the Goveming Body was comprised of 4
maombers inctuding the President/CEQ, Legal
Coursel, the Nexus Clster Leader, and the
Executive DirectorfAdministrator.

The agency's "Leadership” policy, revised March
2014, staled the ™...senlor management will
maintain written mechanism for participation In
policy decislons affecling the organization.” The
procedures section of the poficy stated the
"Senilor management will meet monthly o discuss
any of the folfowing, as pertinent, bul not iimited
lo: A Quality assassment and performance
improvement program/activities, including
measiirss, ovtcomes, resuits, and performance
improvement team activiies and the
effectiveness of staff communication.,.”

The agency was askad, via emall on 9/16/14 at
12:01 PM, for information refated to the GAP]
program. The agency responded via emal! from
the agancy's Counsel, with a cc 1o the agency's
Adminisirator, on 9/17/14 af 8:268 AM. Tha email
included a letter and additional QAP
documentation as an atachmant, The attached
fetler stated the agency's former Adminisirator
had developed only a limited QAP program,
Howavar, a new Administrator had been
appointed on §/16/13 and was designated as the
leader responsibie for oversight of the agency's
QYAPI program. The lelter stated the
Administrator's responsibilitias included *. .the
rasponsibifity to define, imptament, and maintain
the QAP! program, determine priorities for
tracking and evaluating data, use those programs
to evaluale and design programs and activities to

X4y 10 SUNMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION {15}
PREFIX {EACH DEFICIENCY MUST BE PRECEDRED OY FULL PREFIX {(FACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE GATE
DEFIGIENCY)
§ pians, QAPI Meeting template, with
L 574§ Continued From page 65 - L574

expectations on use of forms and the °
number of clinical audits to be
completed each quarter by the
Director of Nursing or designee, The
Director of Nursing or designee will
complete 100% review of ail
occurrence/infection and complaint
reports and follow through with
resolution and documentation is
completed monthly, Tracking and
trending will occur quarterly through
the QAPI Program and reporting of
quarterly findings and action plans wilf’
be submitted to the QAP! Committee
quarterly and then to the Governing
Body.

Clinical record review for the agency
will be 10% of the average daily
census on a quarterly basis. Reviews
will be performed by the Director of
Nursing or designee each quarter
utilizing the clinical audit tool with
indicators identified. Audit record
findings will be compited and thase
indicators that meet less than an 85%
compliance rate will be placed on an
pction plan for correction to be

FORM CM5-2607(02-09) Provipus Versions Dbschlo

Event il MRI1L

Facfity ICn 131620

if continuation sheat Page 00 of 137




PRINTED: 09/29/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMBER: A BUILDING COMPLETED
131520 B. WING 69/40/2014

NAME OF PROVIDER OR SUPPLIER

HORIZON HOME HEALTH & HOSPICE

STREET ADDRESS, GITY, STATE, ZIP CODE
900 N LINDER RD
MERIDIAN, ID 83642

X4y 1D SUMMARY STATEMENT OF GEFICIENCIES iD PROVIDER'S PLAN OF GORRECTION 8

PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR:LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)

574 written and presented to the QAPI
Gontinued From page 66 - L5741 committee on'a quarterly hasis.
improve outcomes, and to report on QAP] efforls . . . i
at least annually. In so doing, Horizon's Correction action will be implemented
Governing Body met its obligations under the and documented. The agency will
sule. _ continue to audit the specific indicator
No additional information related to Governing until 85% compliance is achieved,
Body's manitoring and oversight of the QAPI
program, under the new Administrator's Responsible: Executive Director and
feadership was submitied for review. . . .

Director of Nursing have ultimate
The agency's documentation did not demonstrate responsibility for the overall
the Governing Body provided sufficient oversight . . ;
and monitoring necessary to ensure an effective correction and ongoing completion.
on-going QAPI program was developed,
Implemented and maintained.
2. Refer fo L5660 as it relates lo the failure of the
agency to ensiure an effective, ongolng,
hospice-wide data-driven guality assessment and
performance improvement prograin had been
developed, implemented, and maintained.

L 584 | 418.62(a) LICENSED PROFESSIONAL L 584
SERVICES
Licensed professional services provided direcily
or under arrangement must be authorized, L584 418.62 (a) Licensed Professional
delivered, and supervised only by health care servl
professionals who meet the appropriate ervices
qualifications specified under §418.114 and who
practice under the hospice's policies and Director of Nursing or designee will
procedures. provide education to RN's on Policy 4-

008 Responsibilities / Supetvision of
Clinical Services and Addendum
This STANDARD Is not met as evidenced by: -008.A LPN Supervision
Based on record review, policy review and staff equirements. LPN supervision by the
interviews, It was determined the agency falled to N will occur at a minimum of every
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ensure SN services provided by the LPN were
supervised by an RN for 2 of 5 aclive patients (#3
and #9) who received LPN nursing visits. This
had the potential to result in unmet patlent needs.
Findings include:

1. A policy "RESPONSIBILITIES/SUPERVISION
OF CLINICAL SERVICES," revised March 2014
stated the LPN/LVN will be supervised by an RN
at least every 30 days as direcled by the State
Practice Act. Additionally, it slated the RN wilf
review the POG and the setvices provided by the
LLPN every 2 weeks and document the review in
the patient's clinical record, MHowever, the policy
was not consistently implemented, as follows:

a. Palient #3 was an 87 year old famale admitted
to the agency on 5/24/14, with a diagnosis of
dementia. Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF CARE" for the
cerlification perinds of 5/24/14 to 8/21/14, and
8/22/14 to 10/20/14, was reviewed.

Patient #3's SN vislts were provided by an LPN
on 6/27/14, 8/14/14 and 8/18/14, Patient#3's
record did not include documentation of
communication between the LPN and the RN,
Additionally, her record did notinclude
documentation of RN supervision of the LPN.

During an interview on 9/04/14 at 3:45 PM, the
RN Case Manager stated she was out of fown on
the days the LPN completed Patient #3's SN
visits. She stated she read the LPN visit notes
but did not communicate with the LPN or
document supervision of the LPN.

Patient #3's SN visits completed by the LPN were
not supervised by the RN.

include documéntation pertaining to
the RN’s review of the LPN’s
documentation, adherence to the Plan
of Care, and LPN’s documentation of
communication and collaboration
with the RN and DG team.

The RN wilt be scheduled at a
minimum of every 30 days to perform
an on-site supervisory visit to the
patient’s home or those patients
receiving LPN services, either with or
without the LPN present and
documentation by the RN will be
included within the clinical record
regarding the supervisory functions.

supervisory visits are scheduled for
the RN every 30 days at a minimum.
These visits will not be moved unless
the RN and scheduler determine that
the new visit date will still be in
compliance for supervisory visits.

Clinical record review for the agency
will be 10% of the average daily
census on a quarterly basis. Reviews
will be performed by the Director of
Nursing or designee each quarter

Scheduling will also ensure that these
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. 30 days and the clinical record will
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_ utilizing the clinical audit tool with

L 584 Continued From page &8 1584 | indicators identified. Audit record
b. Patient #9 was a 71 year old male admitted to findings will be compiled and those
the agency on 9/09/13 with a terminal diagnosis indicators that meet less than an 85%
of CHF. His record, including the "HOSPICE ; ;
CERTIFIGATION AND PLAN OF CARE" for the compliance rate will be placed onan
certification period of 7/16/14 to 9/13/14, was action plan for correction to be
reviewed. written and presented to the QAPI
Patient #9's SN visils were provided by an LPN committee on a guarterly basis.
on 7/22/14, 8/18/14 anccii 8/25/14. Patienl #9's Correction action will be implemented
record did not inclide documentation of : . .
commutinication between the LPN and the RN, and fiocumentEfi. The agency wil
Additionaily, his record did not iinclude continue to audit the specific indicator
documentaion of RN supervision of the LEN. untif 85% compliance is achieved.
During a phone interview with the RN Case . .
Manager on 9/08/14 at 4:26 PM, the record was Responsible: Director of Nursing has
reviewed. She confirmed that visils were done on ultimate responsibility for the overall
the above dates by the LPN and that no RN correction and ongoing completion.
supervisary visits were completed,
Patient #9's SN visits completed by the LPN were |- Completion: 10-15-14
not supervised by the RN. '

L 596 | 418.64(d){1) COUNSELING SERVICES L 596
Counseling services must include, but are not
limited to, the following:
(1) Bereavement counseling. The hospice must; .
(i} Have an organized program for the provision of 1596 418.64 (d) (1) Counseling
bereavement services furnished under the Services :
supervision of a qualified professional with
Egﬂﬁggg:g or education in grief or loss Agency has designated a Bereavement
(i} Make bereavement services available to the Coordinator who has the overall
family and other Individuals in the bereavement responsibility for the bereavement
plan of care up to 1 year following the death of the Director of Nursi .
patient. Bereaverment counseling also extends lo program. Director of Nursing wil
residants of a SNF/NF or {CF/MR when instruct the staff on Policy 2-010
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COMPLEVION

appropriate and identified in the bereavernent
plan of care.

() Ensure that bereavernent services reflect the
needs of the hereaved, -
{iv) Develop a bereavement plan of care that
notes the kind of bereavement services {o he
offered and the freguiency of service defivery. A
special coverage provision for bereavement
counseling is specified In §418.204(c).

This STANDARD s not mel as evidenced by:
Based on record review, policy review and staff
Interview, it was determined the agency failed ta
ensure bereavement needs were identiled and
services were provided to the hereaved for 12 of
84 pattents (#24 ~#28 and #31 - #37) who had
died in the last 12 months. This resulted in the
potential for needs of the hereaved to be unimet,
Findings includs:

1. A policy tited "BEREAVEMENT SERVICES
revised March 204, stated “A bereavement risk
assessment will be compietad by the hospice
sociat warker or Registered Nurse if social
services are refused by the patlont, at the fime of
admission to hospice, informatian gathered will
be Incorporated into the plan of care and
considered in the bereavement plan of
cara...Alter the hereavement risk assessment is
completed, a plan will be developed to address
bereavement/gricf issues and will ba
implemented and updaled as nseded.”

Additionally, the "BEREAVEMENT
ASSESSMENT" policy, revisod March 2014,
slated after the social worker or hospice
registered nurse completed the bereavement risk
assessment if was to be given to the

2-010A Bereavement Phases of
Haspice Care, and 2-037
Bereavement Assessment . Agency
will complete a bereavement
assessment initially at the start of care
or as soon after as {s appropriate.
Ongoing review and updating of the
hereavement assessment will occur as
needed to meet the patient and
caregiver/family needs. The
Bereavement Coordinator will revise
the current program to meet the
policy as written with specific
mailings, follow-up with famities
and/oy caregivers, and document the
actlvitles per policy,

Director of Nursing, Bereavement
Coordinator or designee will review
{100% of active Bereavement records
by 10-31-14 ta ensure that ail
activities have been or are being
performed as required by evidence of
documentaiion by the assigned
Chaplain, Social Worker, or
Bereavement Coordinator as
scheduled. Variances will be tracked
and trended, action plans developed if

PREFIX {EACH DEFICIENCY MUST DE PRECEQED BY FULL PREFIX {EACH CURRECTIVE ACTIGN SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
‘ _ Bereavement Services, Addendum
L. 586G | Confinued From page 69 L 596
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"Bereavement Coordinator.” The policy stated
"Within three to five weeks after the patient's
death, a bareavement assessment will be
completed by the bereavement counselot
following the famliy/caregiver. This assessment
will identify grief issues, The bereavsment
counselor wili render a professional judgment as
to whether the bereaved is experiencing normal
grief, moderate grief, or a severe grief reaction.”

Upon surveyor request, the Bereavement
Coordinator provided a "Bereavemant Activily
Report." The report included a list of deceased
patients for tha last 12 months and identified a
bereavement contact for each of the deceased
patients. The risk levels were documented as
“LOW," "STANDARD," "MODERATE," or "HIGH"
to indicate the tevel of grief, per facility policy.

However, a hereavement risk level was not
identified for ail patieni contacts. The
"Bereavement Activity Reporl” documented an
"UNKNOWN?" risk level for the conlacts of Pafient
#31 (deceased 4/5/2014), Patlent #32 (deceased
on 6/20/14}, Patient #33 (deceased 4/29/14),
Patient #34 (deceased 5/1/2014), Patlent #35
(deceased 4/15/2014), Patlent #36 (deceased
511712014}, and Palient #37 (deceased 2/7/2014).

During an interview with the Bereavement
Coordinator on 9/03/14 at 1:30 PM, the records
warg reviewed. He confirmed that no
bereavement assessments were done as outlined
in the Bereavement palicy for the contact of each
patient's family members,

The agency falled to perform a bereavement
assessment for patients' contacts, per facility
policy.

committée quarterly until 85%
compliance is achieved.

Responsible: Bereavement
Coordinator and Director of Nursing
have ultimate responsibility for the
overall correction and ongoing
completion.
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2. The "BEREAVEMENT SERVICES™ policy
shaled:

- "{\ithin bwo weels after the death of a padiend, a
sympadiny card Wil be sant fo the bereaved”

~"Aiter Swes wesls, a hoesvement letivrwill be
send to tha bereaved, offering support and
Quffindng the hospive beseavemend sovices.”

cormselor wiE rendet a professional jdgmernd as
o whelher the bereaved ks experiencing nonmal

gred, oderale ghef, of a sevare grief reacion™

~ "in addiion 1o the serdoes oullined chove,
parsans deemed In be experiencing modeale or
sevwre grief wil be folimeed by the bereavement
progga: wilh increased servines and condact
offered &t inlervels defined in Ge plan of care”

| Ench record included a fom "Bereavement

Sesvices Pian of Care,” wikdch detaled the
procedire far intervenfons. "AE Rk | evwds”
ncEuded every heremverment case would recelve
these services. Each sk level wouid then ba
supplemented wih addonal Indesventions as
deterined by Be besesneennant coordinator.

Al Risk Levels”

- Inifiad Condoience Coll

~ Bereavemant Rish Assesswoont (due 1stiDG
afer death)

- Sympathy CandilLefler (due T working days after
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death)
- Altend Mematial or Funerad
- Inilla) Bereavement Packet (4 weeks afler
death)
~ G0 day phone c2f (optional)
-nghu

- Ofter 7-14 day visit & Re-evalsale Risk Leve!
~ Offer 30 day visit & Re-evaluate Risk Level
~ Offer 80 day visit & Re-evaluale Risk Lavel

Upon request, the Bereavement Coonlmator
provided a "Beseavement Activily Report” The
report included a Bst of deceased pafients for he
last 12 mondhs, and identilied a bereavement
contact for each of the deceased palients. Arisk
level was assipeed (o each contact. The risk
levels were, "LOW " "STANDARD,”
WODERATE” or "HIGH" Arandom selection of
patient reconds (£24, §25, 826, #27, #28), whose
famiy members zocepled hereavement senvices
and had a designaled risk for beveavement as
"High,” were reviewed. The agency's reconds did
not demonshrade Berventions were provided to
the high risk bereaved, as foflowrs:

a Patient 824 vas a 79 vear old male admiiled to
the agency on 7/22/3. His record docienesnted
hem«l?mm4 His record fd not nclisde

WWMa?«M@ywﬂmﬂ
re-cyalucing B rick beved of e bereaved,
effering a 30 dagy visl and re-evaliraling the nisk
mammmm&uamwymﬁ

e § e misk koved of the bereaved)
i , pex agency policy.
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b. Patient #26 was a 64 year old male admilfed fo
the agency on 10/156F13. His record documented
he died on 11/26/13. His record did not include
documentation fhiat his high dsk Bereavement
POC interventions (including aftending the
memorial or funeral, offering a 30 day visit and
re-evaluating the risk leve! of the bereaved, and
offering a 60 day visit and re-evaluating the risk
level of the bereaved) had been implemented, per
agency policy.

c. Patient #26 was a 75 year old male admilled to
the agency on 1/17/14. His record documented
he died on 1/30/14, His record did not include
documentalion that his high risk Bereavement
POC interventions (including sending a sympathy
card or letter, aftending the memotial or funeral,
offering a 7-14 day visit and re-evaluating the risk
level of the bersaved, offering a 30 day visit and
re-evalualing the risk level of the bereaved, and
offering a 90 day visit and re-evalitating the risk
level of the hereaved) had been implemented, per

agency policy.

d. Palient #£27 was a 68 year old female admitted
to the agency on 11/06/13. Herrecord
documented she died on 1/02/14. Her record did
not Include documentation that her high risk
Bereavement POC interventions {inclwding

| offering a 7-14 day visit and re-evaluating the risk

level of the bereaved, offering a 30 day visit and
re-evaluating the risk leve! of the bereaved, and
offering a 90 day visit and re-evaluating the risk
level of the bereaved) had been implemented, per
agency policy.

&. Patient #28 was a 75 year old male admilted o
the agency on 8/06/13. His record documented
he died on 2/13/14. His record did not include
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decumentation that his high risk Bereavement
POC interventions (including cfiering a 7-14 day
visil and re-evaluating the sk levet of the
bereaved, offering a 30 day visit and

re-avalyating the rlsk level of the bereaved, and
offering a 90 day visit and re-evaluating the risk
level of the bereaved) had been implemented, per
agency policy.

During an ilerview with the Bereavement
Coordinator on 9/03/14 at 1:30 PM, tha records
were reviewed. He conflrmed that not alf of the
interventionz were done as outfined in the
Bersavement POC for each pationt,

The agency failed fo follow Up on the needs of the
bereaved as defined In their policy and outlined in
‘ patient POCs. :

L 607 ; 418.76 HOSPICE AIDE AND HOMEMAKER
SERVICES

This CONDITION is not mat as evidenced by:
Based on observation, medical racord review,
paticy review and interview, it was determined the
agency failed to ensure hosplce aide services
were sufficient {o meet palient needs. Failure to
ensure that hospice aldes had an appropriate
POG avaitable {o fcllow, provided care in
accordance with that POC, were adequalely
supervised, and communicated changes in
patient slatus to an RN had ths potential to
negatively irapact patient care. Findings include:

1. Refer to L6165 as it refales to tha agency's
fallure to ensure hospice aides successfully
completed competency evaluations prior to

L 566

1607 418.76 Hospice Alde and

Homemaker Services

L 607 Agency will complete a plan of care
for those ﬁatéentss receiving hospice
aide services prior to the
implementation of-the services, Aides
are to be supervised every 14 days
and instructed on how to
communicate changes in the patient’s
status as required and to meet the
Conditions of Participation standards:
L625, L626, LA28, 1629, and L633.

Responsible: Director of Nursing is
responsible for the overall correction
of this Candition,
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- L 667 | Coniinued From page 75
Iniliating patient care.

2. Refer fo L625 as it relates fo the agency's
faillure 10 ensure written patient care instructions
for the hospice alde prepared by an RN were
complete and updated when required by hospice
policy or changes in patient condition.

3. Refer to L6826 as it relates fo the agency's
faillure fo ensure hospice aides provided care in
accordance with the patient-speclfic POC

4. Refer to 1628 as it relates to the agency's
failure to ensure hospice aides reported
signifficant changes to an RN.

5. Refer to LG29 as It relates to the agency's
failure to ensure RN supervisory visilts of the
hospice aide was conducted on siie every 14
days. '

6. Refer to L633 as it relates to the agency's
failure to ensure supervising nurses adequately
evaluated the care delivered by hospice aldes.

The cumulative effective of these systemic
praciices resulted in the polential to negatively
impact quality and coordination of hospice alde
care. .

L 616 418.76(c)(1) COMPETENCY EVALUATION

An individual may furnish hospice aide services
oh behalf of a hosplca only after that Individual
has successfully completed a comnpetency
evaluation program as described in this section.
{1} The competency evaluation must address
each of the subjects listed In paragraph (b)(3) of

generated by the RN. -1 -

L 607

L615 418.76 (c) (1) Competency
Evaluation

All hospice aides hired by the agency
will have an evaluation of their
performance of the tasks as outlined
per the Hospice Aide Skills Checklist,
which requires the Hospice aide to
demonstrate competency prior to
providing patient care.
Documentation of completion of this
evaluation is to be placed in the
Hospice Alde's Personnel record.

Director of Nursing or designee will
review 100% active hospice aide
personnel files to ensure that ali
required demonstrated competencies
have been completed before
providing patient care. Incompletes
will require the hospice aide to

L615
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. . complete the competency prior to
615 Contlnue.:d From page 76 _ L 615 hroviding any further patient care.
this section. Subject areas specified under Oneoi | . )
paragraphs (b)(3)(), (D)3, (b)), (P)(B)(x) ngoing all new hospice aides wil
aEd (b)(3)(x) Otf this section must bfe |?\fa!uall(teduﬁy meet with an RN Preceptor, review
observing an alde’s performance of the task w y . .
a patient. The remaining subject areas may be and comp!e:tc.e all competencies prior
evaluated through written examination, oral to the provision of care. The agency
examination, or after observation of a hospice had recognized this problem in
aide with a patient.
P February of 2014 and had made a
correction and reached 100%
This STANDARD is not met as evidenced by: . .
Based on staff interview and review of personnel completion of hospice aide
records, it was determined the hospice failed to competencies as required by the
ensure HAs successiully completed compstency "|conditions of Participation. Ongoing
evaiuafions prior to iniliating patlent care for 4 of . K )
30 aldes (Staff H, S, V, W) whose employee fites the agency will continue the process
Weret[eviie\i‘!ed- -{it]r'f hacfi t{';e pt(:jtenli'.;l[ to f catint put in place at that time to ensure
negatively impact the safely and qualily of patien : .
care. Findings inlude: 100% compitance. continues,
1. Parsonne! files of HAs were reviewed. The Variances of less than 100% will be
records did not include competency evaluaiions tracked and trended, action plans
for HA S (hired on 10/31/11), HAV (hired develoned if ired. and ' i
3/21/13), or HAW (hired 12/11/12). Addltionally, bpea irrequired, and reporting
A Hwas hired c;n 7H18M3. However, the — to the QAPI Committee guarterly until
competency evaluation was completed on o ‘ . s
(7 months after hire), 100% compliance is achieved.
During an interview on 8/5/14 beginning at 3:00 Responsible: Director of Nursing is
PM, the Human Resources Assistant confirmed responsible for the overall correction
the HA's records did not include competency p , .
evaluations completed before they provided and ongoing completion.
hospice patient care duliss.
Completion: 10-15-14
The hosplce failed o ensure hospice aides
successfully completed cornpatency evaluations
prior to providing patlent care.
L 625 418.76{g)(1) HOSPICE AIDE ASSIGNMENTS L 6256
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AND DUTIES

{1) Hospice aldes are assigned lo a specific
patient by a registered nurse that is a member of
the interdisciplinary group. Wiritien patjent care
instructions for a hosplce alde must be prepared .
by a registered nurse whao is responsible for the
supervision of a hospice alde as specified under
paragraph (h) of this section.

This STANDARD is not met as evidenced hy:
Based on patient record review and staff
interview, it was defermined the agency failed to
ensure complete wrilten patient care instructions
were provided to the HA for 1 of 8 active patients
(#3) who received hospice aide services. This
had the potential to Interfere with the quality and
completeness of HA services, Findings include;

1. Patiant #3 was an 87 year old female admilted
to the agency on 5/24/14, with a diagnosis of
dementia. Her record, inciuding the "AIDE CARE
PLAN REPORT" for the certification periods of
524114 to 8/21/14, and 8/22/14 to 10/20/14, was
reviewed.

A"Visit Note Report" dated 8/07/14, and signed
by the RN Case Manager on 8/08/14, stated the
HAwas fatight how lo apply Ducderm {an opague
dressing that adheres to the skin) to pressure
points on Patlent #3's outer knees and upper
back. However, Palient #3's "AIDE CARE PLAN
REPORT" was not updated lo include instructions
for ihe HA to apply Duoderm.

During an interview on 9/04/14 at 3:45 PM, the
RN Case Manager stated she completed Pallent
#3's "AIDE CARE PLAN REPORT* which
included the written instructions for the HA. She

{%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
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L625 418.76 (g) (1) Hospice Aide
1. 625 | Goritinued From page 77 - L.625 Co

Assighments

Director of Nursing or designee will
educate the RN’s on how to formulate
the Hospice Alde Plan of Care and RN
Coordination of Care with the hospice
aide responding and follow up on
reported hospice aide concerns and
documentation of follow up.

The Director of Nursing or designee
will review 100% of Hospice Alde
P!éns of Care reviewing the plans for
accuracy and ensuring that
instructions or tasks assigned are not
outside the scope of practice for the
hospice aides. Variances indicated will
be immediately corrected and
communicated directly to the Hospice
aide until 100% compliance is
demonstrated.

Clinical record review for the agency
will be 10% of the average daily
census on a guarterly basis. Reviews
will be performed by the Director of
Nursing or designee each quarter
Litilizing the clinical audit tool with
ndicators identified. Audit record
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(2) A hospice aide provides services that are:

(i) Crdered by lhe Interdiscipiinary group.

(i) Included in the plan of care. -

(it) Permiited to be performed under State law by
such hospice aide.

(v} Consistent with the hospice aide training.

This STANBARD is not met as evidenced by:
Based on record raview and stalf interview, it
was determined the agency failed to enstre the
HA followed the POC for 2 of 8 active patients (#6
and #7) who recelved HA services. This resuiled
in the HA not performing the tasks assigned by
the RN Case Manager. Findings include:

1. Patient #!6 was an 81 year old male admitted to
the agency on 8/02/13 for a terminal diaghosis of
Pementia. His record was reviewad for the
certification period of 7/28/14 to 9/26/14 and
documented he was fo recelve HA visits two
{imes a week for ning weeks,

(4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {%5)
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) findings will be compiled and those
1:625/ Gonlinued From page 78 L:625/ indicators that meet less than an 85%
confirmed the HA was taught how to apply I te will b
Puoderm to Patient #3's outer knees and upper compliance rate will be placed on an
back on 8/07/14, and had been applying it since action plan for correction to be
that dale. Additionally, she confirmed Patient ;
#3's "AIDE CARE PLAN REPORT" was not written and presented to the QAPI
updated to include the application of Duoderm, committee on a quarterly basis.
The RN Case Manager stated the electronic Correction action will be implemented
medical record system did not allow updates to dd . i
the "AIDE CARE PLAN REPORT" an ocumented. The dgency will
_ continue to audit the specific indicator
Written instructions for Patient #3's HA were not il g ; : :
complete lo include all dutles provided by the HA. until 85% compliance is achieved.
L 626 | 418.76({g)(2) HOSPICE AIDE ASSIGNMENTS L6286

Responsible: Director of Nursing has
ultimate responsibility for the overall
correction and ongoing completion.

Completion: 10-15-14

1626 418.76 (g) (2} Hospice Aide
Assignments and Duties

Director of Nursing or designee will
educate RN’s on how to formulate the
Hospice Alde Plan of Care, including
the handout “Job Aide: Hospice Aide
Plan of Care.” Education will include
coordination with the hospice aide.
responding and follow-up on reported-
Hospice Aide concerns and
documentation of follow-up,
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Patient /8's record included a "Aide Care Plan
Reporl” which documented skin care and
transfers from the bed to a chair and from the
chair to the hed, were to be completed during
every HA visit, However, her Visit Note Reports
documetied skin care was not compleled for 11
of 13 visils during the 7/28/14 to 9/25/14 time
pertod. Additionally, her Visit Note Reporls
documented the HA did not complete the bed to
the chair, chair to fhe bed {ransfers dusing 13 of
13 visits in the time period of 7/28/14 to 9/25/14,

During a phone interview with the HA on 9/05/14
at 4:30 PM, the record was reviewed. The HA
conflrmed that he had not done transfers with
every visit becatise Patient #6 did not need {o be
transferred, he siated he was usually out of hed
and in a chair when he atrived. He also
confirmed that skin care was not done at every
visil becalise Patient #6 did not want it done,

The HA POC was not followed for Patient #6.

2, Palient #7 was a 73 year old male admitted to
the agency on 9/19/12, for hospice services
related to Cerebral Artery Occlusion. Additional
diagnoses Included diabetes and HTM. His
records for the certification period /1214 to
9/09/14 were reviewed, including hospice aide
visit notes.

On 9/08/14 at 10:40 AM, the DON provided an
"Aide Care Plan Report" The report included
printed documentatlon it was developed by the
RN Case Manager, and also noted the effective
date of the "Current Aide Care Plan" was 8/28/13.
The DON staled it was a current HAPOC, and
confirmed tha dates. The HA POC documented
he was {o receive HA visits 2 fimes a week for 8

will review 100% of current Hospice *
aide plans of care, reviewing the plans
for accuracy and ensuring that
instructions or tasks that are assigned
are not outside the scope of practice
for the hospice aide. Variances
indicated will be corrected and
communicated directly to the hospice
aide until 100% compifance is
demonstrated. Ongoing, through
clinica record review the Director of
Nursing or designee will review 10% of
the average daily census on a
quarterly basis. Indicators of less than
85% compliance wili require an action
pian. Findings will be reported to the
QAPI committee quarterly and then to
the Governing Body quarterly.

Responsible: Director of Nursing has
ultimate responsibility for the
corrective action for overall and
ongoing completion.

iCompletion: 10-15-14
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weeks.

a, The HA FOC incltided vital sign parameters
and listed the HA semvices fo be provided. The
POC lncluded bed o chair transfers, chair to bed
{ransfers, bathing, catheter care, shaving, nail
care, and dressing. Tha POC noled the HA was
lo use an eleciric shaver, as Patlent if7 was
diabetic. However, nail care was also ordered,
which was condraindicated for dizbetic patients
and must be provided by a licensed nurse or
podiatrist,

The HA POC included HA carae which was not
permitted.

b. The HA documented in a visl{ hota dated
B/08/14 that Patient #7's botlorn was very red and
she had applied Vaseline to his back and bottom.
The note did not include documenlation of
notification to the RN Gase Manager and the
POC did not Include orders for the HA to apply
Vasefine,

Additionally, the HA documented in a visit nole
dated 8/18/14 that Patient##7 had a very red area
oh his bottom. She documenied she applied
"calamide {sici” There was no documentation of
nolification io the RN Case Manager.
Additionally, the POG did nat include orders for
the Alde to apply medications to his skin.

The HA provided interventions which were hot on
Patient #7's HAPOC,

c. No vilal signs were documented in the HA Visit
Mote Reports for the current cerfification period of
7112{14 through 9/09/14.

L 626
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Continued From page 81

The HA falled to provide interventions as
indicated on Patient #7's HA POC,

During an interview on 9/08/14 beginning at 11:30
AM, the Branch Manager reviewed Patlent #7's
record and confirmed the Alde dutles on the Aide
POC. He noted the vital sign parameters on the
list, and staled he would expect the Alde {o take
vital signs with each visit.. Additionally, he
confirmed there were no orders on the HA POC
to apply lopical medications. The Branch
Manager confirmed there were orders for naii .
care, and stated he did not know why the RN
listed nail ¢are for a diabetic patient. ’
418,76{g)(4) HOSPICE AIDE ASSIGNMENTS
AND DUTIES

(4) Hosplce aldes must report changes in the
palient's medical, nursing, rehabilitative, and
social needs to a registered nurse, as the
changes relate fo the plan of care and quality
assessment and improvement aclivities. Hospice
aides must also complete appropiiate records in
compliance with the hospice's policies and
procedures.

This STANDARD is not met as evidenced by:
Based on staff interview and revlew of patient
records, it was deterinined the hospice failed (o
enstire the HA reported changes in patient needs
to the RN for 1 of 8 active patients (#2) who
recelved HA setvices, This had the potential to
interfere with patients’ needs being metin a
timely manner. Findings Include:

The "HOSPICE AIDE SERVICES" poligy, revised
3/ 2014, staled "Hospice aide duties may include,

L 626

L 628

L628 418.76 (g} (4) Hospice Alde
Assignments

Director of Nursing or designee will
educate RN’s on how to formulate the
Hospice Aide Plan of Care, including
the handout “}oh Aide: Hospice Aide
Plan of Care,” and review of Policy 2~
006.1 Hospice Aide Services, and 4-
008 RN Coordination of Care.
Education will include coordination
with the hospice aide responding and
follow-up on reported Hospice Aide
concerns and documentation of
follow-up.

The Director of Nursing or designee
will review 100% of current Hospice
aide plans of care, reviewing the plans
for accuracy and ensuring that
instructions or tasks that are assigned
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418.76(h){"1){h SUPERVISION OF HOSPICE
Al

(i} Aregistered nurse must inake an on-site visit

Hospice Aldes

()i SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION {5}
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are not outside the scope of practice
L 828 Continued Iiroi’n page 82 16281 for the hospice aide. Variances
hut are not imited (o ... Reporiing changes in the indicated wil
patient's condition and needs fo ihe RN Case indicated wili be corrected and
Manager.® communicated directly to the haspice
However, Pallent #2 was an 82 year old male dide untii 100% com;?!;ance s
admitted to the agency on 1/11/14, for hospice demonstrated. Ongoing, through
services relatad to Senile Degeneration of the clinical record review the Director of
Brain. He and his wife, who was also on hospice Nursi . . .
services, fived in an ALF, ursing or designee wiil review 10% of
the average daily census on a
Avisit was conducted at the ALF on 8/04/14 at ; N
7:00 AM, ta observe the HA providing care for quarterly basls. indﬁlcators‘ of fess than
Patient #2. During the visit ha and his wife stated 85% compliance will require an action
that the ALF staff did not change the badding lan. Findings will be reported to t
durng the night if it was wet and soiled. They P g P o the
stated the sheets were wet and cold, and they QAP! committee quarterly and then to
would have o wail untit the HA came In {o change the Governing Body guarterfy.
the sheets,
He ibie: Di i
HA visit noles were reviewed from 7/10/14 isponszbie Dir?c‘n.:r of Nursing has
through 8/28/14, there was no documentation the ultimate responsibility for the
HA reported (o the RN Case Manager that Patleni corrective action for overali and
##2 was found in a wei or sojled bed. . L
ongoing completion.
During an interview on 9/08/14 beginning at 8:20
AN, the RN Gase Manager reviewed Patient #2's Completion: 10-15-14
record and staled she was not aware of Pafient
##2 and his wife remainitig in a wet bed, and
stated she would speak with the ALF stalf where
they resided.
The HA did not ensure the RN Gase Manager
was informed far Palient #2's Incontinence
concerns and needs.
L 628 L 6281629 418,76 {h} (1) (i) Supervision of
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Director of Nursing or designee will
L 629 ; Continued From page 83

to tha patient's home:

{{) No less frequentiy than every 14 days lo
assess the qualily of care and services provided
hy the hospice aide and 1o ensure that services
ordered by the hospice interdisciplinary group
meet the patient's needs. The hospice alde does
not have fo be present during this visit,

This STANDARD is not met as evidenced hy:
Based on record review and siaff interview, it
was determined the hospice failed to enstre RNs
compleled supervisory visis for HAs atleast
every 14 days for 1 of 8 aclive patlents {#3) who
received hospice afde services, This fallire
allowed hospice aides to provide care without
adatjuate oversight from a RN. Findings include:

1. Pallent #3 was an 87 year old female admitled
to the agency on 5/24/14, with a diagnosis of
dementia. Her record, including the "HOSF{CE
CERTIFICATION AND PLAN OF CARE" for the
cerlification periods of 5/24/14 to 8/21/14, and
8/22/14 to 10/20/14, was reviewed. Her POC
included an order for HA visils 3 fimes a week for
10 weeks.

The agancy utiized a Visii Mote Report to
document HA visits and SN visits, including RN
Supervisory visits, All Visit Note Reports were
reviewed and documented HA vislts were
conducted 3 times a week belween 5/27/14 and
8/21/14. However, Patlent #3's SN Visit Note
Reports did not inciude documentation that RN
Supervisory visits had heen conducted,

An interview was conducted with the RN on
8/04/14 starting at 3:45 PM. At that lime, itve RN
staled she had completed RN Supervisory visits

L 829 educate RN’s on Policy 4-008 RN
Coordination of Care to epsure that
supervision is maintained per policy.
Aide Supervision with supervisory
visits every 14 days and documented
within the clinical record by the
assigned RN. Al hospice alde
supervisory visits are to be scheduled
within the electronic scheduling
console with the appropriate service
code. Direct hosplce aide supervisary
visits will be made upon hire and
=very 12 months,

The Director of Nursing or designee
will review 100% of current Hospice
aide plans of care, reviewing the p!ans
for accuracy and ensuring that
nstructions or tasks that are assigned
Lﬁfé not outside the scope of practice
for the hospice aide and ensuring
supervisory visits are made according
bo policy. Varlances indicated will be
covrected and communicated directly
Ly the hospice alde until 100%
rompliance is dernonstrated. Ongoing,
Ehrough clinical record review the
Director of Nursing or designee will
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SUMMARY STATENMENT OF DEFICIENCIES

AIDES

(3) The supervising nurse must assess an alde's
abilily to demonstrate initial and continued
salisfactory performance in meeting otfcome
criteria that include, but is not limited to--

(1} Following the patient's plan of care for
complelion of tasks assigned to the hospice aide
by the registered nurse.

(It} Creating successful Interpersonal relationships
with the patient and family.

(iil) Demonstrating competency with assigned
tasks. ‘

(v} Complying with infection control policies and
procedures.

(v) Repotting changes in the patient's condition.

This STANDARD is not met as svidenced by:
Based on slaff Intervlew, patlent record review
and review of personhel records, it was
determined the hospice failed to ensure RNs
provided sufficient supervison and oversight for 2

(X4} 1D D PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFERENCED TO THE APPROPRIATE DRIE. -
DEFIGIENCY)
to policy. Variances indicated will be
'L 629 Continued F;om pdage 814 have lo1 ! + L629) corrected and communicated directly
2 . . .
?gfgds'wee § and would have 1o locate the to the hospice aide until 100%
. compliance is demonstrated. Ongoing,
A subsequent Intervlew with the DON was through clini :
conducted on 9/08/14 starting at 11:30 AM. The ough clinicai record review the
DON confirmed no RN Supervisory vislts had Director of Nursing or designee will
been completed from 5/24/14 to 8/24/14. She review 10% of the average daily
stated the RN utilized the wrong form, which did c terly basi .
not prompt her to complete the supervisory ensus on a quarterly basis. Indicators
review, of less than 85% compliance will
Patient #3's HA was not supervised by the RN require an action plan. Flnde‘ngs will be
during the certification period of 5/24/14 to reported to the QAPI committee
: 8214/14, quarterly and then to the Governing
L 633 ] 418.76(h)(3) SUPERVISION OF HOSPICE L 833 :

Body quarterly.

Responsible: Director of Nursing has -
ultimate responsibility for the
corrective action for overalf and
ongoing completion.

Completion: 10-15-14

L633 418.76 (h) (3) Supervision of
Hospice Aldes

Director of Nursing or designee will
educate RN’s on Policy 4-008 RN
Coordination of Care to ensure that
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of 13 active patients (#3 and #10). This resulted
in a lack of adequate communication and
oversight between HAs and RN Case Managers,
necessary to ensure patfent needs were
accurately identified and addressed. Findings
include;

1, A policy, titled "HOSPICE NURSING CARE,"
revised 3/2014, delineated the responsibilities of
the RN Case Manager. The responsibilities
included ensuring communication between the
care providers and supervision of the LPN and
HA.

Policy was not imiplemented, as follows:

a. Patient #3 was an 87 year old female admitled
to the agency on 5/24/14, with a diagnhosis of
dementia, Her record, inciuding the "HOSPICE
CERTIFICATION AND PLAN QF CARE" for the
certification periods of 5/24/14 to 8/21/14, and
8/22/14 to 10/20/14, was reviewed,

Patient #3's record included a Visit Note Report,
dated 8/11/14, and signed by the HA. The note
stated "Noted skin tear on right forearm. CiM and
facilily notified..."

Pattent #3's record did not Include documentation
of action taken by the Case Manager or the
agency related to the reported skin tear.

Additionalfy, there was no documentation of a
skin tear on Patient #3's right arm during SN visit
notes, signed by the LPN on 8/14/14 and 8/18/14.
Further, a subsequent SN visit note, signed by
the RN Case Manager on 8/21/14, documented
an open area on Palient #3's perineum.
However, it did not include documentation of a

L 833} Aide Supervision with supervisory
visits every 14 days and docurnented
within the clinical record by the
assigned RN. All hospice aide
supetrvisory visits are to be scheduled
within the electronic scheduling
console with the appropriate service
code. Direct hospice aide supervisory
visits will be made upon hire and
every 12 months.

The Director of Nursing or designee
will review 100% of current Hospice
aide plans of care, reviewing the plans
for accuracy and ensuring that
instructions or tasks that are assigned
are not outside the scope of practice
for the hospice aide and ensuring
supervisory visits are made according
to policy. Variances indicated will be
corrected and communicated directly
to the hospice aide until 100%
compliance is demonstrated. Ongoing,
through clinical record review the
Director of Nursing or designee will
review 10% of the average daily
Census on a quarterly basis. Indicators
of less than 85% compliance will

(X410 SUMIMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORREGTION {
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supervision is maintained per policy.
L 633 Coniihued From page 85
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require an action plan. Findings will be
L 633 C}S”*;'“‘ed Fiom farﬁe 86 " : (e SN v "t 1833} reported to the QAPI committee
skin tear on her right arm, None of the SN visi .
notes included information to acknowledge an quarterly and then to the Governing
assessment of the right arm skin fear as Body quarterly.

documented by the HA on 8/11/14. .
) ) ) Responsible: Director of Nursing has
During an interview on 9704714 at 3:30 PM, the it o
RN Case Manager stated she did not remember ultimate responsibility for the
being contacted by the HAregarding a skin tear corrective action for overall and
on Patient #3's arm, or reading documentation of
a skin tear in the HA visit note. She stated the
visits on 8/14/14 and 8/18/14, were completed by . :
the LPN because she was out of town, Completion: October 15, 2014

ongoing completion.

During an Interview on 9/08/14 at 9:40 AM, the
PN stated he did not recall being notified by the
RN Case Manager or the HA of a skin tear on
Pallent #3's arm.

The agency failed to ensure Patient #3's care was
coordinated and supervised.

b. Patient#110 was an 86 year old female
admitted to the agency on 8/26/14, for services
related to necrotizing fasclitls (a setlous bacterial
infection that spreads rapldly and destroys the
body's soft tissue). She received SN, HA and
MSW services. Her record, including the
"HOSPICE CERTIFICATION AND PLAN OF
CARE," for the certification perind 8/26/14 to
11/23/14, was reviewed.

Patient #10's "HOSPICE CERTIFICATION AND
PLAN OF CARE," for the cetlilication period
8/26/14 to 11/23/14, included an order for HA
services 2 times a week for 9 weeks and stated,
"Home Health Aide service for assistance with
personal care and ADL's {Aclivities of Daily Living}
secondary fo functional limitations, which prevent
self care, There is no willing or able caregiver to

FORM CMS-2567(02-09) Provious Verslons Obsolato Event [D:MRIIH Facllity D: 131620 I continuation sheat Page 87 of 137




PRINTED: 09/29/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
131520 8. WING 081012014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
900 N LINDER RD

HORIZON HOME HEALTH & HOSPIGE MERIDIAN, ID 83642

(X4} D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | - REGULATORY OR LSG IDENTIFYING INFORMATION) - - TAB CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
L. 633! Continued From page 87 - T - 1L.633

provide for hygiene needs.”

‘Patient #10's record included an "Aide Care Plan
Report" for the certification pariod 8/26/14 to

11/23/4, completed and signed by the RN Case
Manager. The Care Plan included instructions for}
the HA to balhe Patlent #10 two times per week.

Patient #10's record included 2 documents tittled
"Visit Note Report® completed and signed by the
HA on 8/29/14 and 9/0214. The reports
indicated bathing was not completed, with a note
staling "not needed on this visit." The report
dated 9/02/14 included a note in the narative
section stating, "We don't give shower, just visit,
urn.”

During an interview on 9/08/14 at 12:45 PM, the
DON reviewed Patient #10's record and stated
the statement, “There is no willing or able
caregive to provide for hygiene needs” was
automatically populated on the "HOSPICE
CERTIFICATION AND PLAN OF CARE"
whenever an HA was ordered, The DON stated
tha HA did not bathe Patient #10 because the
staff at the facility where she lived provided baths,

The DON confirmed the RN Case Manager and 1662 418.100 (g) (1) Training

the HA did not communicate regarding the X

discrepancy between the HA assignment and Ali new employees will be assigned an
Patient #10's needs. ' - lorientation program upon hire, tobe
Patient #10's RN Case Manager and HA did not monitored by the Director of Nursing
maintain communication regarding the duties - prdesignee, as per policy and

required and performied by the HA,

procedure manual which will include
not inclusive list}: Mission,

(1) A hospice must provide orientation about the Policies/Procedures, Competency
hospice philosophy to all employees and

L 661 | 418.100(g)(1) TRAINING L 661

festing, orientation specific to the
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“ hospice philosophy of care, pain
L €81 Continuad From page 88 L. 661 :

coniracted staff who have patient and family
1 confact,

This STANDARD is not met as evidenced by:
Based on slaff Interview and review of personne}
records, it was determined the hospice failed to
ensure orlentation ahout the hospice philosaphy
wag provided 1o 9 of 49 slaff ¢, J, L, M, N, O, R,
T, and V) whose employee Tlas were reviewed,
This had the poleniial for slaff {o lack the
understanding of hospice philosophy necessary
fo care for hospice patients, Findings include:

Personnel fies were reviewed and did not include
documentad svidence of orlontation {o the
haspice philosophy for each employes, as
follows:

~ RN Lwas hired 3/26/13 and did not attend
orientation untif 672013,

- RN O was hired 506/ 3 and did not atiend
orlentation untd 7/7/13.

~ MSW M was hired 6/27/13 and did not attend
orlentation uniil 8/2013,

- HA J was hired 3/08/13 and did nof aitend
orientation untif 6/19/13,

- HAV was hired 3/21/13 and did not attend
ofientation unli! 6/6/13,

~ HA R was hired 3/21/13 and did not attend
ariantation untii 612013,

- HA{ was hired 4/09/13 and did not atiend
orientation until 6/4/14.

management, infection control,
HIPAA, Compliance, etc. The agency
will utilize the Competency Checkiist
and Orientation schedule from the
policy and procedure manual, On-site
supervisory forms to be utilized to
perform a supervisory visit with the
new employee prior to independent
practice by the Director of Nursing or
designes. Hospice staff will have an
Jannual competency skills reviewed
along with performance evajuations
with on-site supervisory visit. The HR
department will utilize a tracking
system to track current employees for
the return of the competency forms
{all staff to be completed by 12-31-
14}, completion of educational
programs with return of attestation
statemnents/post tests. All current
staff will complete the self-study
orogram “Hospice and Palliative Care”
py 11-10-14 with completion of the
sost test and have a passing score of
100%. Employees with less than 100%
it be required to review the course
ith the Director of Nursing or
esignee and retake the post-test.
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The agency had recognized this
L6861 Gﬁ;ﬁ';\‘;‘e‘i Fh"?mdfﬁggﬁj'  did mot aftend L6611 problem in February of 2014 and hadl
;rientat‘iléistlniiel!4:’2014. an not aten made a correction and reached 100%
completion of new employee
Additionally, HA T was hired 1/03/12. HA T's ori . . ;
record did not contain any documentation of rientation as requived by policy.
orfentation training. . \
Ongoing, the Director of Nursing or
During an Interview on 9/05/14 beginning at 3:00 designee will review 25% of alf
P, the Human Resource Assistant reviewed the .
employee files reference above and confirmed personnel educational records for
the employees did not receive orientation about completeness with personnel and
the hospice philosophy prior to having contact educational audit tool. varian i
with patients and family. Additionally, she stated » variances wil
{he agency had Implemented an online staff be tracked and trended, and less than
aducation program in June of 2013, Employees 895% compliance will be reported to
who were hired in the spring of 2013 did not . ,
recalve orientation until the new system was the QAP Committee and Governing
available. Body quarterly. -
The hospice failed to ensure all employees Responsible: Director of Nursing has
received orlentation to the hospice phitosophy It apags
prior to having contact with patients and family. ultimate responsibility for the
L 668 { 418.102(c) RECERTIFICATION OF THE L 668|corrective action for overall and
TERMINAL ILLNESS ) ongoing completion.
Before the recerfification period for each patient, \
as deseribed in §418.21(a), the medical director Completion: 10-15-14
or physiclan designea must review the patient's
clinical information.
This STANDARD is not met as avidenced by:
Rased on record review and staff interview, it
was determined that the agency faifed to ensure
timely Face to Face attestations for 2 of 2 L668 418.102 {c) Recertification of
patients (#20 and #22), who were discharged as .
a result of the delay. This resulted in patients the Terminal liiness
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heing discharged from the agency unhecessarily.
Findings include:

1. Patient #22 was a 69 year old female admilted
to the agency on 12/13/12, for hospice care
related to liver cancer. A"Discharge-Transfer
Summary Reporl," undated, documented Patient
#22 was discharged to home or self care die to a
move out of the agency service area on 3/05/13.

Patlent #22 was admitted to hospice 3/07/13, and
revoked her hospice benefit on 7/05/13. The
DON stated on 9/08/14 beginning at 4:30 PM,
Patient #22 did not have the FTF as required by
Medicare, so she was discharged and readmitted,
She stated it was a "desk discharge," and patient
care was not intefrupted.

Patient #22 was admitted to hospice on 7/06/13,
and revoked on 11/18/13. The DON did not
explain the circumstances related to the
revocation,

Patient #22 was again admitted to hospice on
11/21/18.

The agency was not able to provide further
documentation related to the additional
admissions and revocations for Palient ##22
despite multiple requests,

The physician failed to perform a timely FTF
assessment and resulted in Patient #22 belng
discharged,

2. Patient #20 was a 73 year old female admilted
to the agency on 10/18/13, for hospice care
related to obstructive chronic bronchitis with
aciite exacerbation.

provide education to office staffon
using the Efectronic Medical Record to
assist with tracking of benefit datesto
ensure that Face to Face encounters
occur timely and per policy and
regulations. Office staff wiil monitor
each patient’s benefit period and will
review the patient’s electronic
eligibiiity report from CMS to ensure
that the patient is admitted into the
correct benefit period to ensure a

- |timely face to face encounter occur
and to reduce the chance of the
patient being placed into the incorrect
benefit period in the EMR.

agency will be 10% of the average
daily census on a quarterly basis.
Reviews will be performed by the
Director of Nursing or designee each
quarter utilizing the clinical-audit tool
with indicators identified. Audit
record findings will be compiled and
thase indicators that meet less than
an 85% compliance rate will require
an action plan. Findings will be
reported to the QAPI committee

Ongoing, clinical record review for the

{4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (6]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENCY)
Director of Nursing or designee will
L.668 | Continued From page 90 - 1.668
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quarterly and then fo the Governing

L. 668 | Continued From page 91 : o 1.668pody quarterly.
a. Her record included a visit note report dated

2/09/14, that indicalted no patient visit was made, Responsible: Director of Nursing has

and the note was "for data collection oniy." The ultimate responsibility for the
note documented Patient #20 was discharged corrective action for overall and
from the agency as the physician completed the ] .

FTF late. ongoing completion.

in a visit note dated 2/11/14 at 11:07 AM, the SW ‘ Completion: 10-15-14

documented she educated Patient #20 regarding
the agency having to discharge her because the
physician did not perform the FTF within the
imeline required by Medicarse. The SW
documented i was explained to Patient #20 that
she would be readmitled to hospice once the
physician completed the FTF visit.

Two visii notes, both dated 2/19/14, one identified
as the "RN Visit" at 11:38 AM, and the other as
"Hosplce RN Start of Care” at 10:37 PM,
indicated Patient #20 was readmitted to hospice
care, Copies of her sighed consents were
inciuded in her record.

b. Patfent #20's record also included a visit nole
report dated 5/08/14, that indicaled no patient
visit was madle, and the note was “for data
collection ondy." The nole docuinented Patient
#20 was discharged on 4/18/14 from the agency
as the physician completed the FTF late.

Her record did not include information that she
was advised of her discharge related to a late
FTF, as when she was informed by the SW on
2141114,

The RN indicated on a visit nole report, dated
4722114, that a slarl of care assessment was
performed. Consents for hospice treatmsnt were

FORM CMS-2567{02-99) Previous Varslons Gbsolele Event ID:MRIM _ Fadliity ID: 131520 If continuation shee! Page 92 of 137




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

PRINTED: 00/29/2014
FORM APPROVED

OMB NG, 0938-0381+ .~

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

131520

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING COMPLETED
B WING 09/10/2014

MNAME OF PROVIDER OR SUPPUER

HORIZON HOME HEALTH & HOSPIGE

STREET ADDRESS, CITY, STATE, ZIP CODE
200 N LINDER RD
MERIDIAN, ID 83642

RESPONSIBILITY

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

This STANDARD s not met as evidenced hy:
Based on record review and interview, it was
determined the Medical Director faited to ensure
sufficient oversight was provided meet the needs
of 7 of 13 patienls (#1, #3, #4, #7, #8, 319, and
#10) whose active records were reviewed, and 2
of 2 patlents (#20 and #22), whose discharge
records were reviewed, This failure resuiied in
plans of care that were not patient specific, not

benefit perlod in the EMR. All Hoépice
patients wiil be reviewed during iDG
meetings for required upcoming Face
to Face encounters and deadlines for
such. The Medical Directors will be
notified by each branch office staff at
least 15 days prior to the end of the
patient’s episode to ensure a timely
face to face encounter occurs.

Refer to response for L536 and L668

X4} I SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (¥s)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG " REGULATORY OR LSC IDENTIFYING INFORMATION) - CTIAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENCY)
L6693 418,102 {d) Medical Director
L. 668 | Continued From page 92 'L 668 Responsibility ‘
signed and dated 4/22/14.
_ Director of Nursing or designee will
In an inferview on 9/08/14 at 4:36 PM, the DON i . )
reviewed Patient #20's record and slated the provide education to office staff on
physician did not complete the FTF as reguired using the Electronic Medical Record to
by Medicare, so she was discharged and A . .
readmitted. She confirmed this occurred on both assist with tracking of benefit dates to
2109114 and 5/08/14 due lo the FTF not heing ensure that Face to Face encounters
completed on time. The DON stated the patient occur timelv and i
was nof affected by the "discharge,” It was oniy . Y an. per polsc.y and .
on paper, aid care was provided to her during regulations. Office staff will monitor
the time belween the "discharge” and the readmit each patient’s benefit period and will
an each occasion. review the patient’s electronic
Patient #20's record did not include . eligibility report from CMS to ensure
documentation of why the FTF was delayed that the patient is admitted into the
resulting in a discharge on each occaslon. . .
. correct benefit period to ensure a
The physici?n fii!ed t?t p;:zfornll a Eir:nely FTZ timely face to face encounter occur
assessment and resulted in a discharge an
readmission on two occasions. and. to reduce the chance of the
L 689 418.102(d) MEDICAL DIRECTOR L 669|patient being placed into the incorrect
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' Ongoing, clinical record review for the
L 669 Cor;titnl;ed Fc:om;p;g_e 9f3 lowed - tent 1699 | agenicy will be 10% of thé avérage
updated, and not being followed for each patlent, ; R
and a lack of timely Face {o Face attestalions. da‘IY census on a quarterly basis.
Findings include; Reviews will be performed by the
‘ ) _ ) . Director of Nursing or design f
1. During an interview on 9/05/14 beginning at . g L § ee.eam
4:00 PM, the DON stated the agency had a total quarter utilizing the clinical audit tool
of 7 Medical Directors, and 2 Nurse Praclitionsis. with indicators. Audit findings will be
She stated there was a Primary Medical Director, , . s
but he did not go to some of the multiple compiled and indicators that meet
locations, and the other Medical Directors less than 85% compliance rate will
coverad them. She confirmed the Primary require an acti 1ot ;
Medical Director was responsible for the 4 action plan. Findings wil be
oversight of the entire agency. reported to the QAP! committee and
_ o the Governing Body quarterly.
a. Refer lo 1536 Condition of Parlicipation: )
Interdisciplinary Group, Care Planning, and . \
Coordination of Services and related standard RetsponSIbie. Dsr?cf?r of Nursing has
level deficiencies as they relate fo the Medical uitimate responsibility for the
Director's failure to ensure patlent-specific plans corrective action for overall and
of care, containing measurable outcomes, were . .
developed, revised, and followed for each patient. ongoing completion.
b. Refer to L668 as it refate io the faillure of the Completion: 10-15-14
Medical Director to provide oversight and to
ensure thmely Face to Face assessments were L670 418.104 Clinical Records
performed.
L 6701 418.104 CLINICAL RECORDS L 670 The agency will ensure that
‘ documentation is submitted timely
This CONDITION is not met as evidenced by: and accurately into the electronic
Based on record review and interview, it was ; )
determined the tacility faited to ensure clinical medical record of the patient to meet
records were complete and included the Conditions of Participation
comprehensive fimely information which was
readily available. This faflure resulted in a lack of standards 1671, 1673, L674, 1679,
information being avallable on which to base care L682, and L683. Reports generated
decisions. Findings include: Within the EMR will be monitored to
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A clinical record conlaining past and current
findings Is maintained for each hospice patient.
Tho clinical record must contain correct clintcal
informatién that is avaitable fo the patlent's
altending physiclan and hesplee staff, The
rinical record mnay be maintained alecironically,

This STANDARD s not inet as evidenced by:

Completion: 10-15-14
1.671 418.104 Clinicat Records

Director of Mursing or designee will
brovide education to afl staff
regarding updating, accurate entries,
and maintaining clinical records In
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DEFICIENCY)
ensure compliance with the agencies
L&70} Continuad From page 94 L 679! policy and procedures of timely
1. Refer fo L6714 as it rejates to the agency's submission of d i '
failure lo ensure records were current, accurate, n of zocumentation.
and complete. Ongoing, clinical record review for the
' agency wi 9
2. Refer to L6873 as it relates to the agency’s E‘ y will be 10% of the averajge
failure to ensure admission documents were daily census on a quarterly basis.
signed and dated af the time the hospice benefit Reviews will be perfarmed by the
was glected. . .
Director of Nursing or designee each
3, Refer to L679 as it relates to the agency's quarter utilizing the clinical audit tooi
fatture to ensure Umely authentication of patient with Indicaters. Audit findings wilt be
record eniries, \ )
compiled and those indicators that
4. Refer to L682 as it relates to the agensy's meet less than 85% compliance rate
fafiure to ensura franefer summaries wers sent to will requi . i -
receiving agencies for those patients whe \ equire an action pian. Findings
‘transfered. will be reported to the QAPI
committee quarter
5, Refer to L6B3 as il relates {o the agency's ) quarterly and then to the
fallure to ensure patient's physicians were Governing Body quarterly.
provided with a discharge summary at the time of '
transfer or revocation of care. Respansible: Director of Nursing has
The cumulative affect of these dofiglent practices ‘!itimatfi responsibility for the
resulted in the inability of the agency {o ensurs corrective action for overall and
compiehensive pationl information was avaliable bneoing compiet
and that patient needs were being mat, going completion.
L 671} 418,104 CLINICAL RECORDS L 671
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Based on record review, home vistt, and staff
intandiew, it was determined the agency failed to
maintain a current clinical record which conlained
correct clinlcal information for 4 of 13 active
patienis (#3, #4, #8 and #10) whose records were
reviewed. This resulled in incorrect and
incomplete docurnentation In the clinical record,
Findings Include:

1 1. Patient i was an 84 year ofd female admiited

to the agency on 10/27/11, with a diagnosis of
breast cancer. Her record, including the POC,
was aviewed for the cerlification period of 7/9/14
{0 DG4,

In the “CLIENT COORDINATION NOTE
REPORT" dated 7/10/4, the RN Case Manager
had documented Palient #4's nild-arm
chreumference (a measurement used to indicate
body fat when unable to weigh a patient) was
30.8 cin which decreased from 33 cm, On a
stubsequent "CLIENT COORDINATIOM NOTE
REPORT" dated Bf20/14, the RN Casa Manager
had documented Patienl #4's mid-arm
circumference was 33 cm, increased from 30,8
cm.

During an interviaw with the RN Case Manager
on 978114 at 8:40 AM, the record was reviewed.
The RN Case Manager confirmed she
documented an incorrect measuramenti of the
mid-arm circumference on the note dated
7110/14. She slaled that she did not document
{hat the measurement was incorrect in the
medical record.

The medical recard did not contain ¢arrect clinical
information for Patient 4.

[y o SUMMARY STATEHENT OF GEF(CIENCIES 10 PROVIDER'S PLAN OF GORRECTION o5
PREFIX {EACH DEFICIENCY MUST LIE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR'LSC [DENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE | - DATE
DEFIGIENGY)
addition to review of Policy 5-005.1
LE71 | Continued From page 95 L671]Entries into the Clinical Record.’ All

staff will complete electronic
documentation and submit eleciranic
documentation via the EMR and/or
paper based documentatian per
policy. Policy 5-006.1 updated for
accuracy. '

Ongoing, clinical record review for the
agency will be 10% of the average
daily census on a quarterly basis,
Reviews will be perfarmed by the
Director of Nursing or designee each
quarter utllizing the clinical audit tool
with indicators. Audit findings will be
compiled and those indicators that
meet less than 85% compliance rate
will require an action plan. Findings
will be reported to the QAP
commiiiee quarterly and then to the
Governing Body quarterly.

Responsible: Director of Nursing has
ultimate responsibility for the
Corrective action for overall and
pngoing completion,

Completion: 10-15-14
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2. Patient #3 was an 87 year old female admitted
to the agency on 5/24/14, with a diagnosis of
dementia. Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF CARE" for the
cerlification pericds of 5/24/14 to 8/21/14, and
8/22/14 to 10/20/14, was reviewed.

Patient #3's "Client Medication Repaort” 9/02/14
documented she was lo recieve Hydrocodone
and Morphine Concentrate for pain. The
medications were alse on the medication list ihat
was received from the ALF where Patient #3
resided,

Howevaer, a Physician Verbal Order dated 8/21/14
and signed by the physician and RN, documented
the Hydrocodone 57325 half tab every six hours,
Hydrocodene 5/325 half tab every 4 hours and
PRN, and Morphine 20 mg/ml| 0.258 ml every six
hours were to be discontinued.

During a home visit on 9/04/14 at 9:45 AM, the
record was reviewed with the RN atthe ALF. The
RN confirmed that all medications on the
medication record were current and she was not
aware of the order to discontinue the pain
medications.

During an inferview on 9/04/14 at 3:45 PM, the
RN Case Manager reviewed Patient #3's record
and confirmed thai the medication report was not
updated.

Patient #3's medication report did not accurately
reflect her meddication orders.

3. Patient #8 was a 64 year old fernale admitted
to the agency on 12/30/13, with a diagnosls of
COPD. She received SN, SW, HA, and Chaplain

L7
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sernvices, Mer record was reviewad for the
cerification periad of 7/1/14 to 8/29/14 and
B/30M14 to 10.’28/1«_1.

Patient #8's "Client Medication Repoi#” daled
9/02/14, did nol includa Oxyfast 20 mg/mi,
Fentanyl Liquid 50 mog/mi, and Oxybutin 5mg.

However, a slgned verbal order, dated 8/25/14 at
11:37 AM, included Oxyfast 20 mg/ml 6.5mi every
eight hours. O 8/26/14 another slgned verhal
order, included Fantanyl Liguid 50 mog/mi for use
in a nehulizer respiraloty reatment as part of an
air hunger cockiail, and Gxybutin 5 ing, two
tablets by mouth every day for wrinary frequoncy,

During an interview on 9/08/14 at 8,25 AM, the
RN Case Managst reviewed the record and
confirmad the medications were not on the
medijcation report. She staled she was unsure if
Pallent #8 had received the medicalions and was
using them as orderad. On 9/8/14 at 8;25, the
DON called the pharmacy to conflrm the’
medication orders had been Mled. She also
confirmed the medications were not on the
currant medication report.

Patient #8's medicalion report was nol accurate
with current medications,

4. Palient #10 was an 86 year old femals
admitted to the agency on 8/26/14, for services
related lo necrotizing fasciills (a serious bacterial
infection that spreads rapidly and destroys the
body's soft tissue), She recaived SN, HA and SW
services, Her record, including the POC, lor the
carlification period 8/26/14 to 11/23M4, was
reviewed. Palient #10's record did not inciude
accurata inforrnation, as lollows;
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a. Patlent #10's record included a physician order
dated 8/27/4, and signed by her physician on
8/27/14. The order listed Patienl #10's current
medications as:

-Ativan

-Zofran

-Tylenc! fablets

~Tramadol

-Lidocaine

-Morphine Suifate

~Haldol

-Alropine

-Tylenol suppository

-Compazine

Patient #10's record included a "Client Medication
Report® dated 9/02/14. {tincluded the
medications listed above. Additionally, it included
the following medications:

-Albuterol Sulfate Inhalation

-Armour Thyroid

-Coreg '

-Lasix

-Ondansetron

-Potassium Chiloride

-Protonix

-Prozac

Patlent #10's record did not include orders for the
addilional medications.

During an interview on 9/08/14 af 12:45 PM, the
DON reviewed Patient #10's record and
confirmed the "Client Medication Report" dated
9/02/14, included meadications that were not
ordered hy her physician,

Patient #10's medication report included

FORM CIS-2657(02-99) Previous Verstons Obsolelo Event 1D: MRIE Facility ID: §31620 ¥ continuation shest Page 98 of 137




PRINTED:- 09/26/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUGHON {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTHICATION NUMBER: A BUILDING COMPLETED
131520 B. WING 09/10/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CHTY, STATE, ZIP CODE
900 N LINDER RD

Z
HORIZON HOME HEALTH & HOSFPICE MERIDIAN, D 83842

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORREGTION *5)
PREFIX | = {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) * © TAG CROSS-REFERENGED TO THE APPROPRIATE - DATE
DEFIGIENGY)
L671! Continuad From page 99 - ' - © LB71
medications that were not ordered by her
physician.

b. Patient #+10’s "HOSPICE CERTIFICATION
AND PLAN OF CARE", for the certification period
8126114 {o 11/23/14, Included an order for HA
services 2 limes a week for 9 wesks and stated,
"Hotne Health Aide service for assistance with
personat care and ADL's [Activities of Dally Living]
secondary to functional limitations, which prevent
self care. There is no wilking or able caregiver to
provide for hygiene needs."

Patlent #10's record included an "Aide Gare Plan
Report" for the certification period 8/26/14 to
11/23/14, completed and signed by the RN Case
Manager. The Care Plan included instructions for
the HA to bathe Pattent #10 two times per week.
However, Patient #10's record inciuded 2
documents {ifled *Visit Note Report" completed
and signed by the HA on 8{29/14 and 9/2/14. The
reporls indicated bathing was not completed, with
a note stating "not needed on this visit.” The’
repott dated 9/02/14 included a note in the
nartrafive section stating, "We don't give shower,
just visit, turn.”

During an inlerview on 9/08/14 at 12:45 PM, the
DON reviewed Patient #10's record and stated
the HA did not bathe Patient #10 becauss the
staff at the facllily where she lived provided haths,
Additionally, the DON explained the statement,
*There is no willing or able caregiver to provide
for hygiene needs" was automatically populated
on the "HOSPICE CERTIFICATION AND PLAN
OF CARE" whenever a HA was ordered.

Patient ##10's medical record contained
inaccurate information related to the availability of
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a caregiver. Education to be provided to admitting
L 673 418.104(a)(2) CONTENT L 673| staff regarding obtaining informed

[Each patllent's record must inclde the following:]
(2) Signad coples of the notice of patient rights in
accordance with §418,52 and efaction statement

in accordanco with §418.24,

This STANDARD s not met as evidenced by:
Based on record review and interview, it was
determined the agency falied to ensure the
clinical record contained a copy of the notice of
patient rights and respansibififies with an accurale
date of signature obtained for 1 of 13 current
patienis (Fafient #3) whose records wore
reviewed. This resulied in inaccurate Infarmation
in the glinicat record. Findings include:

Pattent #3 was an 87 year old fermale admitied lo
the agency on 5/24{14, with a diagnosis of
dementia. Her record, incliding the "HOSPICE
CERTIFICATION AND FLAN OF CARE" for the
cerlification poriods of 5/24/14 {o 8/21/14, and
8122114 to 10/20/14, was reviewed.

Patient #3's record included a form titted
"HORIZON HOSPICE INFORMED CONSENT &
TREATMENT AUTHORIZATION", The form
Included sectons titled, *Trealrent
Authorizatlon”, "Financial Agresment”,
*MEDICAREMEDICAID HOSPICE BENEFIT
ELECTION®, "HOSPICE SERVICES", "PATIENT
RIGHTS AND RESPONSIBILITIES®, "ADVANCE
DIRECTIVES", "RELEASE OF PATIENT
RECORDS", "RECEIRT OF INFORMATION®, and
*ACKNOWLEDGEMENT,”

consent,.providing natice of rights and
responsibilities, and obtaining
accurate and dated signed consents,
in addition to obtaining verbal
consent when the patient is unable to
sign for own self and POA s
unavailable at time for immediate
signature,

Policy 1,00.1 Informed
Consent/Refusal of Treatment
revised ta include the process of
obtaining signatures form the
jPatient’s POA when it is determined
' {the patient suffers from a disease
process that affects their cognitive
ahility to understand and respond
appropriately.

Policy 2-023 Admission Criteria and
Process to be reviewed by all
admission staff,

Office staff will track the consents that
are sent to POA for signature and the
date returned.
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The section litled "ACKNOWLEDGEMENT"
stated, "l acknowledge and agree to the terms
and conditions described in the following
documents: Informed Consent and Treatment
Authorization, Medicare/Medicald Hospice Benefit
Election, Financial Agreement, Advance
Directivess, Pl's Rights & Responsibilities, Notice
of Privacy Practices.”

The form docuimented Patient #3 was unable {o
sign due to dementia. The line titled "Name &
Signature of legally authorized representative (if
applicable)” contained the signalure of Patient
##3's sister, who was her Power of Altorney. The
line tiiled, "Hospice Staff Signature/Biscipline”
contained the signature of Pattent #3's RN Case
Manager. Buoth signatures were dated 5/24/14,
which was the date Paffent #3 elected the
hospice bensfit.

A visit note report datad 6/03/14, and signed by
Patient #3's RN Case Manager, included
documentation stating, "CONSENTS SIGNED BY
POA",

During an interview on 9/04/14 at 3:45 PM, the
RN Case Manager confirmed the "HORIZON
HOSPICE iNFORMED CONSENT &
TREATMENT AUTHORIZATION" was signed by
Patient #3's sister on 6/03/14. She stated Patlent
#3's sister lived in another state and was unable
to be prasent at the initial visit on 5/24/14, so she
signed the forms when she was in town on
6/03/14. The RN Case Manager corifirmed she
and Patient #3's sister signed the form on
6/03/14, and dated the signaiures 5/24/14, to
match the election of hospice benefils date.

Patient #3's consent for hospice benefits election
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Director of Nursing or designee will
L 673 Continued From page 101 L 673|review 100% of admission consents

upon receiving initial admission
paperwork and through the EMR
workflow process. Variances will be
addressed with the admitting nurse
and may include further one-on-one
education dnd/or counseling.

Ongoing, 10% of the average daily
census will be audited on a quarterly
basis. Indicators of 85% or Jess will
require an action plan for corrections
and findings will be reported to the Pl
committee and governing body ona
cuarterly basis.

Responsible: Director of Nursing has
ultimate responsibility for the
corrective action for overall and
ongoing completion.

Completion: 10-15-14
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L679 418,104 (b} Authentication

"L 673 Continued From page 102 - T - 1673
and notice of patient rights were pre-dated by the Director of Nursing or designee will
admitling RN 10 days before the POA reviewed provide education to all staff
and signed the forms. ] e
1.679 | 418.104(b) AUTHENTICATION 1 g79|regarding submitting timely entries to

the patient’s clinical records in

All entries must be legible, clear, complete, and addition to review of Policy 5-006.1

appropriately authenticated and dated In

accordance with hosplce policy and currently Entries into the Clinical Record. All
accepted standards of practice. staff will complete electronic

This STANDARD is not met as evidenced by: documentation and submit electronic
Based on record review, policy review and staff documentation via the EMR and/or

interview, it was determined the facllily fafled to

ensure patient record entries were timely and In paper based documentation per

accordance with policy for 9 of 13 aclive palients policy. Policy 5-006.1 revised to
(#1, #2, #3, #14, #6, #7, #8, {H 0, and #13) whose update timeframes for completion
records were reviewed. This resuited in the e .

potential for a lack of comprehensive information and submission of clinical record
being available to the IDG on which fo base POC entries.

decisions. Findings include:

1. The Entries info Clinlcal Records policy, Responsible: Director of Nursing or

revised March 2014, stated "Entries into the designee will review 100% of
clinical record will be made on the day care is admission consents upon receiving
provided {o the patient. All documentation will be . .

turned In to the office at the end of the workday." initial admission paperwork and

through the EMR workflow process.

Additlonally, the policy stated "Late entries and Variances will be addressed with the

amendments will be dociimented, stating 'late

entry or amendment for visit of (date and time of | admitting nurse and may include
vislt)' and include:” further one-on- -

- "The date the entry is made {month, day, year)" f) e-on-one education and/or
-"The date and documentation that was originally counseling.

omitted or amended"” . :

- "The signature and title of the staff member Ongoing, 10% of the average daily
making the late entry census will be audited on a quarterly
However, patient clinical records did not basis. Indicators of 85% or less will
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L6791 Continued From page 103

demonstrate clinical entries were completed on
the day service was provided, and did not identify
late entries as directed by the facllity's policy, as
follows:

a. Patfent #3 was an 87 year old female admitted
fo the agency on 5/24/14, with a diagnosis of
dementia. Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF GARE" for the
ceartification periods of 5/24/14 fo 8/21/14, and
8/22114 1o 10/20/14, was reviewed.

Patient #3's POC for the certiflcation period

5/24{14 to 8/21/14, documented she was {o
recelve care which Included SN visils once a
week for the first week, then twice a week for 13
weeks. Her record did not consistently include

-evidence of timely or accurately labeled entrfes.

Examples included, bul were not limited to, the
following:

- A visit note report doctimented an RN visit was
made on 5/24/14 at 7:43 PM. The documaeritation
was not initiated until 5/26/14 at 1:27 PM, not
cornpleted untlf 5/26/14 at 8:20 PM, and not
documented as a late eniry,

- Avisit note report documented an RN visit was
made on 6/12/14 at 12:51 PM, The
documentation was not initlated until 6/14/14 at
6:52 PM, and was not documented as a late
antry.

- Avvisit note report documented an RN visit was
made on 6/17/14 at 3:03 PM. The documentation
was not initiated untit 6/20/14 at 11:44 AM, was
not completed untii 6/20/14 at 6:04 PM, and was
not documented as a late entry.

L 679 and findings will be reported t¢ the PI

committee and governing body ona
quarterly basis.

Responsible: Director of Nursing has
ultimate responsibiiit;f for the
corrective action for overall and
ongoing completion.

Completion:; 10-15-14
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- A vislt note report documented an RN visil was
made on 7/03/14 at 11:30 AM. The
documentation was not initiated untit 7/05/14 at
1:07 PM, and was not documented as a late
eniry.

- Avisit note report documented an RN visit was
made on 7/29/14 at 11:22 AM, The
documentation was not initiated until 7/31/14 at
9:54 PM, and was nct documented as a lale
entry.

- Avislt note reporf documented an RM vislt was
made on 8/25/14 at 11:09 AM. The
documentation was not initiated until 8/26/14 at
7:26 PM, and was not documented as a late
entry.

- Avislt nole report documented an LPN visit was
mads on 8/29/14 at 8:29 AM. The documentation
was nol inittated unti 9/01/14 at 7:47 AM, and
was hot documented as a [ate entry.

- Avisit note report documented an RN visit was
made on 9/01/14 at 4:47 PM. The documentation
was initiated on 9/01/14 at 65:04 PM, and then
labeled as “Incomplete” at 5:11 PM. The
documentation was "Resumed"” on 9/02/14 at
7:10 PM, and not completad until 9/03/14 at 8:50
AM. None of the eniries were documented as
lale sniries.

Patient #3's visit note reporls were not completed
and submitted in accordance with agency policy.

b. Patient #10 was an 86 year old female
adimitted to the agency on 8/26/14, for services
Telated to necrotizing fasciitis {a serious baclerial
infection that spreads rapidiy and destroys the
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hody's soft tissue). She received SN, HA and SW
servicas. Her record, including the POC, for the
certification period 8/26/14 to 11/23/14, was
reviewed.

Patient #10's 7/9/14 POGC documented she was
fo raceive care which included SN visits twice a
week for 13 weeks and MSW services once a
week for 12 weeks. Her record did not
consistently include evidence of timely or
accurafely labeled entries, Examples included,
but were not fimited 1o, the following:

-~ Avisit note report documented an RN 50C visit
was made 7/09/14 at 3:23 PM. The
documentation was inijtliated 7/08/14 at 5:05 PM, -
and then labeled as "incomplete” at 5:17 PM and
not completed untll 7/10/14 at 10:55 PM. The
enlry was not documented as a late entry.

- Avisit note report documented a SW visit was
made 7M4/14 al 1:42 PM. The documentation
was not Initiated until 7/15/14 at 8:47 AM, and
was not documented as a late entry.

~ A visit note report documented an RN visit was
made on 7M7/14 at 10:31 AM. The
documentation was not inltiated untll 7/48/14 at
8:62 PM, and was not completed until 7/19/14 at
3:19 AM. The eniries were not documented as
late entries.

Patient #10's visit note reports were not
completed and subrnitted in accordance with
agency policy,

3. Patlent#4 was an 84 year old female admilted
to the agency on 10/27/11, with a diagnosis of
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breast cancar. Her recard, inciuding tha
"HOSPICE CERTIFICATION AND PLAN OF
GARE" {or the cerlification periods of 7/09/14 to
9/06/14 was reviewed.

Patient ##4's POG for the period 7/9/14 io 9/6/14,
documanted stie received care which inciuded
5N vigits once a week for the first week, twice a
week far six weeks, thros a week for one week,
the four 2 waek for one waek. Her recard did nat
consistently include evidence of timely or
accuzately labsled enfries, Examples included,
but were nof imlied to, the following:

- Avisit note report docinnanted an RN visit was
made on 7/25/14 and documentalion starled at
11:01 AM. Documentation was then resumed on
712814 at 9:25 AM and was completed on

1712014 at 9:31 AM. {twas not documended as a

late entry,

- A visit note report documented an RN visit was
made on 8/06{14 and documentation started at
6:24 PM. Documentation was then resumed on
8/08/14 at 11:19 AM and was completed on
8/06/14 at 11:31 AM. It was not documented as a
jate entry.

- A visit note report doeumented an RN visit was
made on 8/08/14 and documentation statted at
1:09 PM. Documentalion was then resumed on
8/12/14 at 11:09 PM and was completed on
8/12114 at 11:18 PM. It was not documented as a
late aniry.

- Avisit note report documented an RN visit was
mada on 8/29/14 and documeniation staried at

5:02 PM, Documentation was then resumed on
8/31/14 al 4:62 PM and was completed on

{XH D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION M8}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTWE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION} TAG * CROSS-REFERENCED TO THE APPROFRIATE DATE |
DEFICIENGY)
" L679{ Gantinuad From page 106 " L8&79

FORM CMWB-2507{02-35) Provious Vaesicns Oheolete

Event ID:MRU

Faclfity 1D: 131520

if conlinuation sheet Page 107 of 137,




PRINTED: 08/29/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO, 0035-0381
STATEMENT OF DEFICIENCIES {41} PROVIDERISUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION [¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A BUILDING COMPLETED
1314520 0. WING 0911012014
NAME OF PROVIDER OR SUPPLIER STREETAUDRESS, LITY, STATE, ZIF CODE
900 N LINDER RD
ORiZ c
HORIZON HOME HEALTH & HOSPICE NMERIDIAN, 1D 83642
(431D SUMMARY BTATEMENT OF OEFIGIERGIES D PROVIDER'S PLAN OF CORREGTION {485
. PREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX. (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TG REGULATORY OR LSG IDENTIFYING JNFORMATION) TAG CROSS-REFERENGED TO THE APPROFRINTE BATE
DEFICIENCY)
L 679 ConEnited Fyom page 107 ‘ - ' L678
8/31/14 at 5:26 PM. Hwas not docuimenled asa
lafe entry.

Pt#4's vislt notes were not completed and
submitted in accordance with agency policy.

4, Pationt #G wasg an 81 year old male admitted to
the agency on 8/02/13, wih a diagnosis of
Dementia. Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF GARE" for the
cerfification perlods of 7/09/14 to 8/06/14 was
reviewsd.

Fallent #6's POC for the period 7/28/14 to
9/25/14, docuimented he recelved care which
inciuded SN vislis twice a week for elght weeks,
then one visit a waek for cne wesk. His recard
did not consistently include evidence of timely or
accurately labeled enlries. Examples included,
buf wera not imited fo, the following:

~ Avisit nole report documented an RN visit was
tnade on 8/13/14, and documentation started at
3:02 PM. Docurnentiation was then resumed.on
8/16/14 at 11:57 AM and was compieted on
8/15/14 at 1211 PM. It was notdocurnented as a
late entry.

- A visit nofe report documenied an RM visi was
made on 8/15/14, and documentation starled ai
4:58 PM. Documentation was thet resuined on
8/18/14 at 7:24 AM and was compieted on
818114 at 7:53 AM. ltwas not documenied as a
lale entry.

~ Avisit nole report documented an RN visil was
made on 8/26/14, and documentation started at
3:.00 PM. Documentallon was then resumed on
8/26/14 at 1:58 AM and was complated on
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8/26/14 at 9:08 AM. It was not documented as a -
iate entry.

Patient #6's visit notes were not completed and
subiniiled in accordance with agency pollcy. -

5. Patient #8 was a 64 year old female admitted
to the agency on 12/30/13, with a diagnosis of
COPD. Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF CARE" for the
cerlification periods of 7/01/14 to 8/29/14 was
reviewed.,

Pallent #8's POC for the period 7/01/14 to
8/29/14, documented she received care which
included SN visits twice a week for seven weeks,
four visits a week for one week, and three visits
for one week. Her record did not consistently
include evidence of imely or accurately labeled
anirles, Examples included, but were not limited
to, the following:

- Avislt note repott documented an LPN visit was
made on 7/08/14 and documentation started at
3:46 PM. Documentation was then resumed on
7110714 at 8;13 PM and was completed on
7110114 at 8:28 PM. 1t was not documented as a
late entry.

~ Avisit note report documented an LPN visit was
made on 7/25/14 and documentation started at
3:15 PM. Documeantallon was then resumed on
7/27114 at 9:49 PM and was complefed on
7127114 at 10:10 PM. it was not documented as a
late entry,

- Avisit note report documented an RN visit was
made on 8/01/14 and documentation started at
4:37 PM. Documentation was then resumed oh
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8/04114 at 12:02 PM and was completed on -
8/04/14 at 12:17 PM. 1t was not documented as a
late enlry.

~Avislt note report documented an LPN visit was
made on 8/22/14 and documeniation started at
4:26 PM. Documentation was then resumed on
8/24114 at 10:48 PM and was completed on
8/22f14 at 11:00 PM. }t was not documented as a
late entry,

-A visit note report documented an RN visit was
made on 8/29/14 and documentation started at
3:49 PM. Documentalion was then resumed on
9/02/14 at 7:36 AM and was completed on
8/02/14 at 7:49 AM. It was not documented as a
late entry.

Patient #8's visit notes were not completed and
submitted in accordance with agency poiicy.

6. Pafient #13 was a 59 year old male admitted to
the agency on 10/03/13, with a diagnosis of
COPD. His record, including the "HOSPICE
CERTIFICATION AND PLAN OF CARE" for the
cetiification patiods of 7/30/14 to 9/27/14 was
reviewed,

Patlent #13's POC for the perlod 7/30/14-
9/27/14, docuimented he recelvad care which
included SN vislis once a week for one week,
then twice a week for eight weeks. His record
did not consistently include evidence of timely or
accurately labeled entrdes. Examples included,
hut were not fimited to, the following:

- Avisit note report documented an RN visi was
made on 8/14/14 and documentation started at
10:22 AM. Documentation was then resumed on
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8/16/14 at 4:49 PM and was completed on
8/16/14 at 5:12 PM. [t was not documented as a
late entry.

~ A visit note report documented an RN visit was
made on 8/28/14 and documentation started at
11:42 AM. Documentafion was then resumed on
8/30/14 at 8:39 AM and was completed on
8/30/14 at 3:45 AM. it was nhot documented as a
late enlry.

Patient #13's visit notes were not completed and
submitted in accordance with agency policy.

7. Patient #7 wa's an 87 year ald male admilted io
the agency on 9/19/12 for hospice services
related to Cerebral Artery Occlusion. His record
for the certification period 7/12/14 {0 9/09/14, was
reviewed.

Patient #7's POC documented he was fo recelve
nursing services twice weekly for 9 weeks, His
record did not include evidence of imely entries.
Examples included, but were not limited to, the
followlng:

- Avvisit note report documented the nitial
comprehensive visit was made 9/20/12 at 2:19
PM. The documentation was initiated 9/20/12 at
2:24 PM and labeled as "Incomplete” at 3:03 PM.
It was not completed until 9/24/14 at 11:51 AM.
The entry was not documented as a late entry.

~ Avisit note report documented an RN visit was
made 7/08/14 at 3:42 PM. The dogumentation
was initiated 7/08/14 at 3:42 PM and labeled as
"Incomplete” at 4:12 PM. It was not completed
untit 7112/14 at 10:48 AM. The enlry was not
documented as a late entry.
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- Avisit hole report documentsd an RN visit was
made 7/28/14 at 3:53 PM. The documentation
was inltiated 7/29/14 at 3:53 PM, and laheled as
“Incomplete” at 4:18 PM. It was not completed
untit 7/31/14 at 9:17 AM. The enfry was not
documented as a late eniry.

- Avisit note report documented an RN visit was
made 8/01/14 at 3:06 PM. The documentation
was initiated 8/01/14 at 3:06 PM and labeled as
“Incomplete” at 3:37 PM. [t was not completed
untit 8/04/14 at 11:34 PM. The enfry was not
documented as a late sniry. .

- A visil note report documented an RN visit was
made 8/22/14 af 3:41 PM. The documentation
was Initialed 8/22/14 at 3:41 PM, and labeled as
"Incomplete” at 4:10 PM, it was not completed
untit 8/25/14 at 10:05 PM. The enfry was not
documented as a late entry.

- Avisit note report documented an RN visit was
made 8/29M14 at 12:02 PM. The documentation
was initiated 8/29/14 at 12:02 PM, and {abeled as
“fncomplete” at 12:28 PM, {t was not completed
untit 8/01/14 at 8:41 AM. The eniry was not
documented as a late eniry.

8. Patient #2 was a 72 year old male admitted to
the agency on 1/11/14 for hospice services
refated to Senile Degeneration. His record for the
certification period 7/10/14 to 9/07/14, was
reviewed,

Palient #2's PQGC documented he was to recsive
nursing services twice weekly for 9 weeks, His
record did not include evidence of timely entries.
Examples included, but were nof limited to, the
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folfowin:

- Avisit note report doctimented an RN visil was
made B/01/14 at 3:06 PM. The documentation
was fhitiated 8/01/14 at 3:06 PM and labeled as
"Incomplete” at 3:22 PM. it was not completed
untit 8/04/14 at 8:03 AM. The enlry was not
documented as a {ais entry.

- A visit note report documented an RN visit was
made 8/08/14 af 1:18 PM. The documentation
was Inftialed 8/08/14 at 1:19 PM and labeled as
“Incomplete” at 1:35 PM. 1 was not completed
untif 8/12/14 at 11:04 AM. The entry was not
documented as a late eniry,

- Avisit note report documented an RN visit was
made 8/12{14 at 1:38 PM, The docwimentalion
was Initlatad 8412114 at 1:38 PM and labeled as
“Incomplete” at 1:53 PM. #t was not completed
untit 814114 at 5:31 PM. The enkry was nol
documented as a lats enlry.

- Avisit note report documented an RN visit was
made 8/16/14 at 12:564 PM. The documenialion
was Initiated 6/15/14 at 12:54 PM and labeled as
"Incomplete” at 1:14 PM. 1t was not completed
untif 6/18/14 at 6:56 AM. The enlry was not
dociimentet as a lats entry,

- Avisit note raport documented an RN visit was
made 8/22/14 at 1:468 PM. The documentation
was infliated 8/22/14 af 1:46 PM and labeled as
“ncomplete” at 2:01 PM. 1t was not complaled
until 8/25/14 at 12:42 PM. The entry was not
documented as a late entry.

9. Patient#1 was a 77 year old female admitted
to the agency on 1/18/12 for hospice servicas
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refated o Alzheimers Diseasa. Her record from .
8/18/14 to 9/18i14, was reviewed. Director of Nursing to pl'Cl'VidE
Patient#1's POC documentod sha was fo receive] education to office and clinical staff
nursing services twice weekly for 9 weeks. Her regarding discharge and transfer of

record did not include evidence of timely entries. c includi tad
Examples included, but were not limited to, the are, Inciuding require
following: documentation and review of Policy

- . 2-068 Revocati i
- Avisit note report documented an RN visit was vocation of Hospice Benefit

made 8/07/14 at 3;24 PM. The documentation Election, 2-069 Change of Designated
was inftiated 8/07/14 at 3:24 PM and lahsled as ' Hospice, 2-070 Transfer information,
“Incomplete” at 3:56 PM. #t was not completed 2071 Disci fro .

untit 8411/14 at 10:31 PM. The entry was not -071 Discharge from Hospice
documented as a late entry. Program, and 2-072 Discharge

] .
- Avisit note report documented an RN visit was ummary. Agency to work with

made B/18/14 at 9:30 PM. The documentation Electronlc Medical Record IT Support
was Inifialed 8/18/14 al 9:30 PM and labeled as Team to repair agencies electronic
"Incomplete” at 9:32 PM. 1t was nol complelad h :

until 8/20/14 al 12:30 PM. The entry was not Pischarge Summary to meet
documentad as a fate enlry. Conditions of Participation L682.

During an interview with the hosplce manager on Office staff to monitor that afl

940814 al 10:30 AM the records were reviewed, A required pieces of the

He confirmed the documentation on the patient discharge/transfer process are

records were not done according to agency

policy. completed and on record,

The agency did not ensure documentation of Ongoing, 10% of the average daily

patient visils was completad on the day of A b

service. census Wt'if be-audited on a qu‘art.eriy
L 682 | 418.104(e)(1) DISCHARGE OR TRANSFER OF | L g82|basis. Indicators of 85% or less will

CARE reditire an action plan for corrections

(1) if the cara of a patient is lransferred to another and findings will be reported to the P!
Medicare/Medicaid-certified facility, the hospice commitiee and governing body ana
mus{ forward, o the receiving facility, a copy of- quarterly basis.
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Responsible: Director of Nursing has
ultimate responsibility for the
corrective action for overaf} and
ongoing completion,

L 682 Continued From page 114 T L 682

(1 The hosplce discharge summary; and
(i) The patient's clinical record, if requested,

This STANDARD is not met as evidenced by: Cofmpletion: 10-15-14
Based on review of patient records, agency
policies, and staff inferview, it was determined the
hospice failed to ensure that receiving facilities
were provided a copy of the patient discharge
summary upon transfer for & of 6 patienis {#18,
#1419, #21, #24, and #25) who ransferred to
another hospice agency, and whose records were
reviewed, This failure had the potential to result
1in an interruption in the provision of adequate
patlient care. Findings Inciude:

1. An agency policy "CHANGE OF DESIGNATED
HOSPICE," revised March 2014, stated "The
Case Manager will notify the altending physician
of the need to change hospice providers." The
policy noled the RN Case Manager was lo
complete a fransfer form, and the aftending
physician would sign a transfer order.
Additlonally, the RN Case Manager or Clinical
Supervisor was to provide relevant information to
the arganization to which the palient was fo be
transferred to. The policy concluded that the RN
Gase Manager or Clinical Supervisor was to
contact the recelving hosplce {o provide a full
report on the patient and family/caregiver care
needs and fo facliitate a smooth transition for the
patlent.

Another policy "TRANSFER INFORMATION,"
revised March 2014, included the requirements
for documentation of patients {ransferred fo
another hospice organization. The policy slated
alf patients transferred from hospice will have a
transfer summary completed and filed in the-
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clinical record.  The transfer summary was {o be
cornpieted within 48 hours of transfer. The
completed transfer summary would be sent fo the
receiving organization within 72 hours of transfer
and the original would be fited in the patient
clinical record. Additfonally, the {ransfarring
clinfcian was to provide a verhal report to the
receiving organization and this was to be
docimented In the ¢linical record.

Upon raquest, the agency provided the surveyors
wilh a copy of alt non-death discharges. The list
included revocations, discharges and transfers. A
random selection of patient records who were
transferred to anaother hospics agency were
reviewed for documentation of retjuired activilies
as detalfed In the policy. The activities included
documentation of physiclan notification, a
discharge summary sent to the recelving agercy,
and the verbat report to ihe agency by the
transferring cliniclan, The hospice did nat provide
transfer information to the accepting hospice
agency or document verbat raports were given as
follows:

a. Patient #24 was an 89 year ofd male admitted
on 9/28/12 for hespice care related to unspeciled
heatt disease,

A'Discharge-Transfer Summary Report,”
undated, indicated Patient #24 transferred to
another hospice agency. His record included a
"CHANGE OF HOSPICE FROVIDERS" form,
dated 8/02/13.

The dischargeftransfer summary documented his
SOC of /2012 and = last visit date of 8/02/13.

Patiant #24's record did not inclura
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documentation that a verbal or wrilten report was
provided io the receiving organization as
indicated in the agency policy.

During an interview on 9/08/14 at 4:30 PN, the
DON reviewed Patisnt #24's record and
confirmed the record did not include
documentation of a verbat report to the receiving
agency.

The hospice did not provide patient information to
-| Patient #24's recelving agency.

b. Patlent #25 was a 90 year old female admitted
to the agency on 3/10/14 for hospice care related
to failure to thrive.

A "Discharge-Transfer Summary Report,”
undated, indicated Patient #25 {ransferred to
another hospice agency. The summary report
noted her last hospice visit date was b/22{14.
However, her record included a *CHANGE OF
HOSPICE PROVIDERS" form, signed and dated
5/16/14 and included a visit note report dated
5/13/14,

Curing an interview on 9/08/14 at 4:00 PM, the
DON reviewed Patient #25's record and stated
the last visit was on 5/13/14. She was unable to
provide documentation that a verhal or written
report was provided to the recelving agency.

Patient #25's record did not include
decumentation that a verbhal or wrilten report was
provided to the recelving organization as
indicated in the agency policy.

3. Patient #19 was a 68 year old female admitled
to the agency on 11/19/13 for hospice care
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related to colon cancer.

Her record included a *CHANGE OF HOSPICE
PROVIDERS® form, signed and dated 4/14/14, A
"Discharge-Transfer Summary Repott,” undated,
indicated Patient #19 transferred to another
hospice agency. Patient #19's record did not
Include documentation that a verbal or written
report was provided to the accepting agency or to
her physician,

During an interview on 9/08/14 beginning at 4:20
P, the DON reviewed Patient #19's record, She
was unable {o provide a copy of the discharge
repoit that would have been provided to the
accepling agency and to Patient #19's physician.

Patient #19's record did not include
documentation ihal a verbal or wrilten report was
provided fo the receiving organization as
indicated In the agency policy.

4. Patient #118 was a 90 year old female admilted
to the agency on 12/1113 for hospice care
related {o senile demeniia. A "Discharge-Transfer
Summary Repori," undated, documented Patient
#18 was discharged to a hospital on 1/04/14,

after a fali in which she broke her hip.

The dischargeftransfer summary that was
provided did not have a date as to when it was
prepared, and did not include the name of the
Individual who prepared the dogument. The
summary indicated Patient #18's last visit date
was 1/06/14, however, the summary also noted
Patient #18 was admitted fo a hospital on
1/04/14. The discharge/transfer summary also
included information related to a home heatth
admission from 9/06/13 to 9/22/13, with SN and
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OT semvicas, -~

During an interviaw on §/08/14 baginning at 4:40
PM, the DON reviewed Palient #18's record and
confirmed the information: in the
discharge/transfer summary inciuded home
health information. She staled she was unsure
why that information was populated into the
repotf, The DON stated Patient #18 was not
discharged, and not a revocation, She stated
Patient #18 fractured her hip and required
hospilalization and elected to receive Medicare
Part A hehefils for rehabilitation, so she was
discharged. M was unclear o the surveyor i
Patient #18 was discharged, {ransferred, or
revoked her hospice beneflf, as specific
lerminology was not usad.

The DON provided a “Client Coordination Note
Report,” dated 9/07/14, with the following
statement; “Upon review cf chari, it was identlified
that RN documenied that "pt revoked to seek
aggressive freatment.” The note written by the
DON aiso stated the patfent and her famlly chose
to go lo a skillad rehabilitation faciity for
aggressive treatment. After their decision,
Patient #18 was discharged to allow access la
the Medicare Part Arehab days, -

Palient #18's record did nol include evidence that |
a dischargeflransfer report was sent lo her
attending physician or lo the receiving faclifty at
the time of her discharge.

&. Pallent #21 was a 67 year old lemale admitied
to the agency on §/15/13 for hospice care related
to an autoimmune disorder affecling the nerve
cells in the spinal cond and optic nerves. A
"“Discharge-Transfer Summary Report,” undated,
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documented Patient #21 was transferred on
7/29/13 to a facilily for aggressive freatment.

A nursing visit note dated 10/22/13 at 10:27 Al,
the RN documented Patient #21 had a blood
pressure of 80/50, and she was in early aclive
dying. The visit note included documentation that
Patient ##21 revoked services, contacled 911 to
be transported to the hospital, and the RN gave a
verbal report to the paramedics. The record did
not include documentation the hospital was
contacted to give repott, or thata
dischargeftransfer summary was sent to the
facliity or to her aftending physician.

During an interview on 9/08/14 heginhing at 5:10
M, the DON reviewed Patlent #21°s record and
confirmed she ravoked her hospice benefit on
7/24{13 to pursue aggressiva freatment, and a
fransfer summary was not provided.

Patient #21's record did not include a transfer
summary that represented Pallent#21's hospice
activities and current stalus at the time of the
transfer.

The hospice did not ensure that accepting
agencies were provided with current, accurate
information, both verbally and wrilten, to facilitate
a smooth transition when changing hosplice
providers,

L 683 ] 418.104(e)(2) DISCHARGE OR TRANSFER OF L 683
CARE

{2} If a patient revokes the election of hospice
care, or Is discharged from hospice in accordance 683 418.104 (e) (2) Discharge or
with §418.26, the hospice must forward to the I'ransfer of Care

patient's attending physician, a copy of-
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{1} The hospice discharge summary; and
{fi) The patient’s dlinical record, if requasted.

This STANDARD 1s not inef as evidenced by:
Rased on review of palient records, agency
poficies, and staff interview, it was determined the
hospice falled fo ensure that the aliending
physicians wers provided a copy of the patient
discharge summary for 8 of 8 palienis (#15-18,
and #20-23} who weare dischargod from the
agency or who revoked their hospice henefit.

- | This failure had the polentiat to result in an

interruption in the provislon of adequate pafient
care, Findings include:

An agency policy titled "REVOCATION OF
HOSPICE BENEFIT ELECTION," revised March
2014, that noted a revocation of election of
hospine care statement must be signed and filed
in the patient's clinical record. The paolicy also
stated tho record was lo include documentation
that a discharge summary was sent lo fhe
aitending physician.

An agency policy litted "DISCHARGE FROM
HOSPICE PROGRAM," revised March 2014,
noted that the Medical Director andfor the
attending physician would determine the patfent
was nol hosplice appropriate. The IDG was lo
develop a discharge plan, which included
counseling, education or other services prior fo
discharge. The NOMNC form and lransfer or
revocation form, and dischiarge summary was fo
be completed and placed in the record within 72
hours of dischargefrevocation,

Upon reguest, the agency provided surveyors
with a copy of ali non-death discharges. The lisl
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Director of Nursing to provide
L. 683 | Continued From page 120 - L. 683

education to office and clinical staff
regarding discharge and transfer of
care, including required
documentation and review of Policy
2-068 Revocation of Hospice Benefit
Efection, 2-069 Change of Designated
Hospice, 2-070 Transfer infarmation,
2-071 Discharge from Hospice
Program, and 2-072 Discharge
Summary. Agency to work with
Efectronic Medical Record IT Suppart
Team to repair agencies electranic
Discharge Summary to meet
Conditions of Participation L682.
Office staff to monitor that all
required pieces of the
discharge/transfer praocess are
completed and on record.

Ongoing, 10% of the avei‘age dally
census will be audited on a quarterly
hasis. Indicators of 85% or less will
require an action plan for corrections
and findings will be reported to the Pl
committee and governing body on a
quarterly basis.

Responsible; Director of Nursing has
ultimate responsibility for the
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corrective action for overall and

L 683 | Continued From page 121 - : 1. 683i. . "
) ongoing completion.

included revocalions, discharges and transfers, A
random seleciion of patient records who were
discharged or revoked their hospice benelits were Completion: 10-15-14
reviewed for documeniation of required activities
as detailed in each policy. The activities included
documentation of physician nofification and a
discharge sununary sent to the aitending
physician. Patient records did not incitide
documentalion that the policles were
implemented as {oliows;

a, Patient #22 was a 649 year old female admitied
lo the agency on 12/13/12 for hosplca care
refated to liver cancer, A"Discharge-Transfer

1 Summary Report,* undated, documented Patient
#£22 was discharged to hoine of self care due fo a
move ot of the agency service area. Her §asi
visit date was noted as 3/05M3.

The discharge/transfer summary thal was
provided did not have a date as to when i was
prepared and did not include the nama of the
individual who prepared the document. The
summary indicated Patlent #22's last visit dale
was 3/05/13, However, the summary included
interventions and goals as recent as 11/27/13.

Patient #22s record did nof Inchide evidence that
a dischargeftransier roport was sent to her
attending physician at the time of her discharge
and there was no documentation of a physician
order or a discharge plan.

During an Interview on 9/08/14, beginning at 4:35
PM, the DON reviewed Patlent #22's record and
confirmed the dischargeftransfer summary
included dates of activilics 9 months after her
discharge. The DON stated the
dischargeftransfer document was generated
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when a discharge occours in the EMR. She slaled
the information In the summary was pulled from
muitiple sources. She was unable {o explain why
the dates after ihe discharge appeared in the
suiynnary, She siated Patiend #22 was admiited
to the hospice agancy muitiple times. The DON
reviewed the record and confirmed the following:

- Pafient #22 was initially admiited to hospice on
12/13412, and was discharged on 3/05M1 3,

-~ Patient #22 was admilted to hospice 3/07/13,
and revoked her huspice benefit on 7/08/13. The
DON slated Pallent#22 did not have the FTF as
required] by Medicare, she was discharged and
readmitied, She slaled it was a "desk dischargs,”
and paiienf care was not interrupted,

- Palisnt #22 was admitted to hospice on 7/06/13,
and revoked on 11/18/13. The DON did not
explain the chcumstances refated to the
revocation.

- The record indicated Patient #22 was again
admilted o hospice on 1121713,

The agancy was nol able o provide {urlher
documentation refated to the additional
adrnissions and revocations for Patlent #22
despite rmultiple requests,

Patient #22's record did not include physiclan's
orders for discharge, or discharge sumaries
that accurately represented her current status at
the fime of the discharges.

b. Patient #18 was a 90 year old female admilted
to the agency on 1271113 for hospice care
refated to senite dementia. A "Discharge-Transfer
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Summary Repon,” undated, documented Patient
#18 was discharged (o a hospifal on 1/04H 4,
alter a fall in which she broks her hip.

The dlschargeftransfer summary that was
provided did not have a dale as to when {fwas
praparad, and did not inclide the name of the
individual who prepared the document. The
summary indicated Patient #18's last vielt dale
was 1/06/14. However, the summary also noted
FPalient #18 was admilted {0 a hospitat an
1/04H14. The dischargeftransfer summary also
inciuded information relatad to a home health
admission frarm 9/05/13 o 9/22/13, with SN and
OT services, ‘

During an inlerview on 9/08/14 beginning at 4:40
PM, the DON reviewed Patient #18's record and
confimed the information in the
dischargeftransfer summary Included home
heaith information, She slated she was unsure
why thal information was populaled Into the
raporl, The DON stated [Patient #18 was not
discharged, and not a revocation, She siated
Palisnt 7418 fractured her hip and required
hospitalizatlon and alected to receive Medicare
*arl A benefils for rehabililation, so she was
discharged. it was unclear if Patieni #18 was
discharged, lransferred, or revaked her hosplce
benefit, as specific terminology was nol used,

The DON provided a "Client Coordination Note
Report,” dated 9/07/14, with the following
statement: “Upon review of charl, it was identified
that RN documented that “pt revoked lo seek
aggressive (reatmenl.” The note wrilten by the
DON alea staled the patient and her family chose
to go to a skilled rehabilitation facility for
aggressive freatmant. After their desision,
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Patlent #18 was discharged {o allow access {o
tha Medicare Part A rehabititation days,

Patient #18% record did not include evidence that
a discharge report was sent to her altending’
physician at the time of her discharge.

c. Patlent #23 was a 78 year old male admilted fo
the agency on 4/01/13 far hospice care ralated to
lung cancer. A’Discharge-Transfer Sumrmary
Reporl,” undated, documented Palient #23 was
discharged per client request on 12/04/13. A
"REVOCATION OF ELECTION STATEMENT OF
HOSPICE CARE,” dated 12/04/13 inciuded the
reason for revocation as "seeking furthar curative
treatment.”

The discharge/transfer summary that was
provided did not have a date as to when it was
prepared, and included documentation and goals
as recent as 61114,

Pattant #23's record did not include evidance that
a dischargeftransfer raport was sent to his
attending physician at the #me of his revocalion,

During an interview on 208/14, beginning at 3:45
PM, the DON roviewad Patient #23's record and
confirmed the discharge/transfer summary
included dates of activitios 6 months aller his
discharge. The DON stated the
discharga/transfer document is ganerated when a
discharge occurs in the EMR, She stated the
inforrnation In the sumrnary is pulfed from muitiple
sources, She was Unable to expiain why the
dates after the discharge appeared i the
summary, she stated Patient #23 was admitted to
the hospice agency muitipte times, The DON
reviewed the record and confimed the folffowing:

L 683!
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- Patient #23 was admiited {o hospice services on
4101113, and revoked her benefits on 12/04/13.

- She was adtnitted on 12/31/13, and revaked
31114 (o pursue aggressive treaiment,

~ Patlent #23 was admilied an 3/20/14, and
presently stilf remains on hospice.

The agency was not abie {o provide further
documeniation refated {o the additional
admissions and revocations for Patient #23
despite muiliple requests.

Patient #23s record did not include physician's
crders for discharge or discharge stirnmaries that
accurately represented Patlent #23's current
status at the fime of the discharges.

d. Patient #21 was a 67 year old female admitled
to the agency on 5/16/13 for hospice care related
to an autoimmune disorder afigcting the nerve
cells in the spinal cord and optic nerves, A
"Discharge-Transfer Summary Report,” undated,
documented Palient #21 was fransferred on
712913 to a facilily for aggressive treatment. A
"REVOCATION OF ELECTION STATEMENT OF
HOSPICE CARE,” was dated 10/22/13,
Addifionally, the summary included
documentation of home health orders for wound
care, therapy services and catheter care from
2/29/08 through 5/11/13.

Additionally, the RN documented on a nursing
visit note dated 10/22/13 at 10:27 AM, Patient
#21 had a blood pressure of 80/60, and she was
in early active dying. The visit note included
dacumentation that Palient #21 revoked services,
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coniacted 911 to be transported to the hospital,
and the RN gave a verba! repatt to the

-1 paramedics, The record did not include

documentation {he hospifal was ceniacted to give
report, or to her eltehding physician.

During an interview oh 9/08/14 beglnning at 5:10
PM, the DON reviewed Pafienl #21's record and
confirmed the dischargefiransfer summary that
was provided to the suirveyors indicated Patient
#21 was discharged on 7/29/13. The DON was
unabile {o explain why the summary included
information from her home health visits befors the
eleclion of hospice benefits occurred. The DON
stated Patient #21 was admitted to the hosplca
multipie times. The DON reviewed the record
and confirmed the following:

- Patient #21 was admiited on 5/15/13, and
revoked her hospice benefit en 7/24/13 to persue
aggressive realment.

- Patient #21 was admiifed to hospice on 7/29/13,
and revoked her banefit on 10/22/13,

. She was admitled on 10/25/13 and remained on
hospice services untll 12/12/13 when she expired.

The agency did not provide furiher documentalion
related to the additional admissions and
revocations far Patient#21 dospite muitiple
requests,

1 Patient#21's record did not Include physician's

orders for discharge, or discharge summarigs
that accurately reprasented Patient #21's hospive
activities and curront status at the time of the
discharges.
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e, Patient #18 was an 88 year old femalo
admiited to the agency on 4/11/14 for hospice
care related to CHFF. A"Discharge-Transfer
Summary Report," undated, documented Patient
##16 was discharged on 7/14/14 due lo no longer
meeting hosplce terminal lilness criterla.

On a form lilled "Face to Face Encounter,” dated
7/03/14, the hospice Medical Director wrote
*...Cannot confirm that pt. [patient] is end-stage.
Rec: frecommend] Discharge from hospice after
arrangements complete, & pt's doctor will
re-assume care.”

Patient #16's recard included a form fitled
*Advance Beneficiary Notice of Noncoverage,”
dated 6/09/14, The form indicated Patient ##16
and her guardian were informed that she no
fonger met criteria for hospice. The Guardlan
wrote an the form "Disagree, | am appealing your
decision & getting [Patlent #16] evaluated by
another Hospice MD."

Palient #16's record did not include
documentation of discharge planning, a discharge
arder, or evidence that her physiclan would
re-assume her care. Additionaily, herrecord did
not document if a discharge summary was
provided lo her accepling physician.

During an interview on 9/08/14 beginning at 3:45
P, the DON reviewed Patient #16's record and

1 confirmed she was discharged on 7/14/14.
Initially, the DON stated the FTF document, dated
7/03/14, served as an order of discharge from the
hospice. However she confirmed it was a
recommendation and not an order. The DON
was not able {o provide documentation of a
discharge order, evidence of discharge planning
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with Pafient #16 and her family/guardian, or that
she had a physician that would assume her care,
Tha DON cenfirmed that the record did not
indicate a discharge summary was provided to
her accepting physician.

The hospice did not provide a discharge
summary to the altending physiclan following
Patient #16's revocation,

f. Patient #17 was a 55 year old female admitted
to the agency on 1/1.7/14 for haspice care related
to chranfc alrway obskruction, A
“Discharge-Transfar Summary Report,” undated,
documented Patient#17 revcked her haspice
benefit on 4/16/14 to pursue curative freatment.

The discharge/transfer summary that was
provided did not have a date as fo when i was
prepared, and did not include e name of the
individual who prepared the decument, The
summary indicated Patlent #17's last visit dale
was 4/16/14, However, a visit note on 4/16/14
from 8:05 PM to 8:10 PM indicated no visit was
made to the paflent, Addifionally, the summary
included interventions and gaals as recent as
8M2M4. The summary also included 485
infarnration and orders from 12/19/13 and 1/01/14
which was home heaith information and orders,
not hospice reiated.

The record included a dgcument #itlad
"Evani-Stages Histary Repaort,” that indicated
Patient #17 revoked her hospics benefit on
418114 and her primary physlcian was notifled on
4121114, which was 5 days after the revocation.
The agency policy specified the
dischargeftransfer form was o be compleled
williin 72 hours.
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During an interview on 9/08/14 beginning at 3:55
PM, the DON reviewed Patientif17's record and
confirmed the visi note was not an actual home
visit to Palient #17 and she was not able to
provide documentation when the fast visit to
Patient #17 occurred. The DON stated Paifent
#17 was admitled back on hospice sarvices on
B/09/14, and was a current patient. She stated
the home health information and the hospics
information on the discharge swramary did not
provide accurate informalion regarding Patient
#17's hospice cares thal were provided. She
stated it was a software issue and was nat sure
how the information appeared on the surnmary.

The hospice did not provide a discharge
summary o the attending physician following
Patient #17's revogation.

8. Patient #15 was an 85 year old female
admitted fo the hosplce on 3/05/14 for hesplee
care related to pancrealic cancer.

Her recotd included a *Discharge-Transfer
Summary Report," undated, that docimented
Patiant #15 revoked her hospite bensfit on
3/17/14 to pursue curative treatment.

The dischargeftransfer summary did nof have a
date as ic when it was prepared, and did not
Inciucla the name of the individual who prepared
the document, The summary indicated Patlent
#15's last vislt date was 3/17/14, However, there
were interventicns and goals as recent as
A13/14.

Her record also Included a *Discharge-Transfer
Summary Report,” undated, that documented
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Palient #15 was admilted to hospice on 4!1 1714,
and revoked her hospice benefit on 5M8/44 to
maove back to her country of arigin.

The dischargeflransfer sutnmary did not have a
date as fo when il was prepared and did not
Include the name of the Individual who prepared
the documenl, The summary inciuded
documentation of orders and interventions from
her Iniial hospice admisslon 3/05/14, as well as
her home heailh admission from 3/21/14 ta
4110414,

During an interview on 8/0814 beginning at 4:10
PM, the DON reviewed Patient #15's record and
confimed the dacumenlation was not clear and
spacific fo her separaie episodes of hospice

She was nat able to provide documentation fo
indicaie the discharge summary was sent {o
Patient #15's physician after revoking her hospice
henelit on 3/17/14. She slaled lhere was no
nead to send a discharge summary afier the final
revdcalion, as she was going out of country.

The hosplce did not provide a discharge
summary lo the atlending physician following
Palient ##15's revocation.

h. Falienl #120 was a 73 year old female admitted
fo the agency on 10/18/13 for hospice care
reiated 1o obstructive chronic bronchitls with
acute exacerbation, «

Her record included a visit note report dated
2/09/14, that indicated na patient visit wae made,
and the note was "for dala coltaclion only.” The
note documented Patient #20 was discharged
from tha agency as the physician completed the
FTF late.
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in a visit note dated 2/11/14 at 11:07 AM, the SW
documented she educated Patient #20 regarding
the agency having to discharge her because the
physician did not perform the FTF within the
timeline required by Medicare. The SW
documented.it was explained o the patienl that
she will he readmitted to hospice once the
physician completed the FTF visit.

Two visit notes dated 2/19/14, one identifled as
the "RN Visit" at 11:38 AM, the other as a
“Hospice RN Statt of Care” at 10:37 PM,
indicated Patlent #20 was readmitted to hospice
care. Copies of her signed consents were
included In her record. : :

Patient #20's record also included a vislt note
report dated 5/08/14, that indicated no patient
visit was made and the note was "for data
collection only." The note documentad Patlent
#20 was discharged on 41814 from the agency
as the physician completed the FTF late,

Her record did not include information that sha
was advised of her discharge rolated {o a late
+TF, as when she was informed by the social
worker on 2/11/14.,

In a visit note report, dated 4/22/14, the RN
indicated a start of care assessment was
performed. Consents for hospice treatment were
signed and dated 4/22/14,

Patient #20's record did not include
documentation of a discharge summary or other
information to the attending physician to indicate
she was discharged.
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In an interview on 9/08/14 at 4:35 PM, the DON
reviewed Palient #20's record and stated the
physician did not complete the FTF as required
by Medicare, so Patient #20 was discharged and
readmilted, She confirmed this occurred on both
210914 and 5/08/14 due to the FTF not heing
completed on time. The DON stated the patient
was not affected by the "dischargs,” it was only
on paper, and care was provided to her during
the time between the "discharge” and the readmit
on each occasion. She was not abte fo provide a
policy related to what documents were required
for a "desk discharge” related to delayed FTF,

The hospice did not provide a discharge
summary to the altending physician followling
Patient #20's discharges.

The agency did not ensure their policy was.
followed after discharging patients for revocation
and discharges.

418.112(d)(1) HOSPICE PLAN OF GARE

The hospice plan of care must idenfify the care
and services thal are needed and specifically
identify which provider is responsible for
performing the respective functions that have
been agreed upon and included in the hosplce
ptan of care,

This STANDARD is not met as avidenced by:
Based on review of medical records and staff
interview, it was determined the hospice failed to
ansure the hospice POCs for 1 of 2 patients (#10)
who resided in a SNF and whose records were
reviewed, identifled which provider was
responsible for performing the specific functions

L.683

L774

L774 418.112 {d) {1} Hospice Plan of
Care

The agency will ensure that care and
services are provided in accordance
with the plan of care and that the
provision of care to patients residing
in facilities is clearly delineated.
Instruction to be provided to staff
with review of Policy 2-059.1
Provision of Care to Resident’s of
SNF/NF or ICF/MR, and 2-005
Hospice Nursing Care.

Education to include the formulation
of the collaborative Plan of Care,
delineation of services to be provided
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needed {o care for those patients. This resuiled
in a lack of direction to hospice and SNF staff
defining each party's roles in patient care.
Findings include:

Pafient #10 was an 86 year old female admilted
to the agency on 8/26/14, for services related to
necrolizing fasciitis (a serlous bacterial infeclion
that spreads rapidly and destroys the body's soft
tissue). She received SN, HA and MSW
services, Her record, including the "HOSPICE
CERTIFICATION AND PLAN OF CARE," for the
cerification period 8/26/14 to 11/23/14, was
reviewed.

Patlient #10°'s "HOSPICE CERTIFICATION AND
PLAN OF CARE," for the certification period
8/26/14 to 11/23/14, included an order for HA
services 2 times a week for 9 weeks and stated,
"Home Health Alde service for assistance with
personal care and ADL's {Activities of Dally Living]
secondary to functional limitations, which prevent
self care. There is no willing or able caregiver to
provide for hygiene needs.”

Patient #10's record included an "Alde Care Plan
Report" for the cerlification period 8/26/14 to
11/23/14, completed and slgned by the RN Case
Manager. The Care Plan included instructions for
the HA to hathe Patfent #10 fwo times per week,

Pattent ##10's record included 2 documents titled
visit note report completed and signed by the HA
on 8/29/14 and 9/02/14. The reports indicated
hathing was not completed, with a note stating
“not needed on this visit." The report dated
9/02/14 included a note in the narrative section
stating, *We don't give shower, just visif, turn."
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using the Facility/Hospice Checklist,

communication and coordination of

care, documentation to support this,
and creating the hospice aide plan of
care for facility patients.

The statement within the Electronic
Medical Record Plan of Care
Intervention “There is no willing or
able caregiver to provide hygiene
services” has been removed from the
agency electronic medicai record
system

Director of Nursing or designee will
review 100% of facHlity hospice
patients for evidence of completion of
the Facllity/Hospice Checklist.
Variances of less than 100% will
require an action plan for correction
with results provided to the QAPI
Committee quarterly and then to the
Governing Body on a quarterly basis,

Ongoing, the Director of Nursing or
designee will perform a record review
of 10% average dally census on a
quarterly basis. Indicators with less
than 85% compliance will require an
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CHECKS

The hospice must obtaln a ciiminal background
check on all hasplee employees who have direct
patient contact or access o palient records.
Hospics contracts must require that all contracted
enlitias oblain criminal background checks on
coniracted eniployees who have direct patient
contact ar access o patient records.

This STANDARD is not met as evidenced by:
Based on review of personnel records and
interviews with siaff, i was determined the
hospice failed to snsurs criminal background
checks had been conducted for 7 of 7 physicians
{Stalf A~ B)ywho had direct patient contact or
access to patient records, This had ths potential
to allow persons with unknown criminal clearance
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During an interview on 908114 at 12:45 PM the will be reported to the QAP
DON reviewed Patient #10's record and siated committee and governing hody on a
the statement, "There is no willing or able
caregive to prov;de for hygleno ngeds was quarterly hasis,
automatically populated on the "HOSPICE . .
CERTIFICATION AND PLAN OF CARE" Responsibfe: Director of Nursing is
whenever an HAwas ordered. The DON staled responsibie for the overafl correction
the HA did not bathe Patient #10 because the S thi dard
staff at the SNF where she lived provided baths, ol this standara.
The DON confitmed the RN Case Managor did
not communicate with the SNF staif al the SOG
to determine who was responsible for providing
bathing services o Patient 10,
Patient #10's RN Cass Manager did not
communicate with the SNF s{aff to determine
which provider was responsible for providing
pathing services.
L 795 418.114(d}{(1} CRIMINAL BACKGROLUND L 796

1795 418,114 (d) (1) Criminal
Backaround Checks

The Agency will ensure that all
employees wiil have criminal
background checks performed,
cleared, and on file In'the employee’s
ipersonnel file. The HR department will
audit employee’s files per Policy 1-
004.1 Selection and Hiring of
tPersonnel to ensure that the
hackground checks are completed and
on file prior to the employee
providing patient care or accessing
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L 795 | Continued From page 135 L 795|Patient files. The HR department wil
" information access to patients and/for thalr utilize a fracking system to track’
cqp{ﬁdengai medical records. Findings include: current and future employees for the
Hospice personne! records wers raviswed ot completion and clearance of
8/38/14 baginning at B:15 AM. Each of the background checks to meet the
physﬁ%cians records were missing evidence of requirements of the Conditions of
criminal background checks as foliows: )
Participation.
Stalf A - The agency's Primary Modical Director,
whose hire dale was 9/9/13, Ongoing, the Director of Nursing or
Staff B - A Medical Director, whose hire date designee will review 25% of all .
could not be determined by the agency, personnel educational records for
i .
Staff C - AMedical Director, who was hired on compte‘ eness with p ersonf\ei and
6116114, A " teducational audit tooi, variances wil -
i o , be tracked and trended, and [ess than
?};g % - A Madical Director, who was hired on 95% compliance will be reparted to
the QAPI Committee and Governirig
Staff E - A Medjcal Director, who was hired on Body quarterly.
8/1/14,
Staff F - AMedical Director, whose hire date Responsible: Director of Nursing is
couid not be datermined by the agency, responsible for the overall and
Staff G - A Medical Director, who was hired on ongaing porrec,ticm.
41114,
Completion: Review 10-15-14, Due to
During an interview on 9/05/14 beginning at 3:00 time constraints with scheduling
PM, the Human Resource Assistant stated .
criminal background checks were not raquired for through H&W and obtaining the
ths Medical Directors, and theraforg, had not tleared background checks, the
been obtained. agency will have the required
During an interview on 9/06/14 beginning at 11:30 background checks on file for the
AM, the Adminisirator oonﬂn:nf;d the physicians' seven Medical Directors by 11-05-14,
petsannal recards facked criminal background
checks. He stated the physiclans provided direct
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L 795] Continued From page 136 ) L7956
contact with palients and had access o all patient
records.

The hospica did not oblain criminat background
checks on all hospice empioyess who had direct
patient contact or access ko pallent records.
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

DEBRA RANSOM, RN, R.HLT., Chief
BUREAU OF FACILITY STANDARDS
3232 Eider Street

P.O. Box 83720

Boise, D §3720-0008

PHONE 208-334.8626

FAX 208-364-1888

C.L."BUTCH" OTTER - Gavemar
RICHARD M. ARMSTRONG - Director

December 16, 2014

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

Provider #131520

Dear Mr. Higby:

On September 10, 2014, a complaint survey was conducted at Horizon Home Health & Hospice.
The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00006476

Allegation #1: The agency did not ensure nursing and other disciplines provided patient visits as
ordered by the physician and the plan of care,

Findings #1: An unannounced, on site complaint investigation was conducted from 9/02/14 to
9/10/14. Twenty five patient records were reviewed, facility policies were reviewed, and patient
and staff interviews were conducted.

Both open and closed patient records were reviewed for nursing and other agency services
completing home visits and patient care as ordered on the plan of care. The records contained
evidence that the nursing, therapy, and social work staff provided patient visits as ordered by
their physician and according to their plan of care. ‘

However, one record included a social worker note that was described as a phone call and not a
visit to the patient home. During an interview, the Social Worker stated many times she was able
to speak with family members on the phone, and especially when dealing with multiple family
members, she found it easier o meet with them on the phone rather than trying to schedule a face
to face meeting. The social worker stated she would always meet w1th the patient and family for
the first assessment visit in the patient's home.




Trevor Higby, Administrator
December 16, 2014
Page 2 of 3

During the six home visits that were conducied, patients and families verbalized satisfaction with
the services that were provided, and there were no concerns regarding missed visits,

1t could not be established that the agency did not provide visits as ordered by the physician and
the plan of care. Therefare, the allegation was unsubstantiated,

Conclusion #1: Unsubstantiated. Lack of sufficient evidence.
Allegation #2: The agency did not ensure accurate initial skin assessments were completed.

Findings #2; An unannounced complaint investigation was conducted fror 9/02/14 through
9/10/14. Twenty five records of current and discharged patients were reviewed for evidence of
accuracy of wound and skin assessments, nursing notes, and care provided.

Twenty four of the twenty five records reviewed included accurate decumentation of skin
assessments. However, one patient record was that of a patient that was admitted to hospice
services on 8/26/14 for services related to a terminal condition that involved a bacterial infection
that spread rapidly. The nursing admission assessment identificd the wound, but the
documentation did not include location or size of the wound. The Registered Nurse did not
include a description of the appearance of the wound. No measurements were performed at the

time of the assessment,

During an interview on 9/08/14 at 4:30 PM, the Case Manager who completed the Start of Care
assessment confirmed she did not measure the wound and she did not include a description of the
wound. The agency failed to ensure that patient specific comprehensive assessments were
completed that identified their unmique patient needs.

The allegation that the nursing staff did not complete accurate assessments was substantiated,
and a standard level deficiency was cited at 418.54(a) Initial Assessment.

Conclusion #2: Substantiated. Federal deficiencies related to the allegation are cited.

Allegation #3: The agency accepted paiients that did not have an available care giver resulting
in the patients being required to self administer medication.

Findings #3: An unannounced complaint investigation was conducted from 9/02/14 to 9/10/14.
Ten records of current patients that lived at homne were reviewed for evidence of care giver
availability for provision of care and administration of medications if needed.
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During an interview on 9/04/14 beginning at 3;:00 PM, the Director of Nursing (DON) discussed
how the agency determined if a patient met hospice criteria. She stated when patients remained
in their home, if they lived alone, a caregiver had (o be identified, and confirm they would be
able to provide for the needs of the patient around the clock, The DON stated if a patient did not
have a care giver, they would not be safe and the agency could not admit them for services.

Additionally, the records of 10 current patients included documentation that each patient had a
caregiver that was able and willing to administer medications if needed.

It could not be established that the apency accepted patients that did not have an available care
giver to assist them with medication administration as needed. Therefore, the allegation was
unsubstantiated.

Conclusion #3: Unsubstantiated. Lack of sufficient evidence,

Based on the findings of the complaint investipation, deficiencies were cited and included on the
survey report, No response is necessary to this complaint report, as it was 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.

7, / M
SUSANCOSTA NICOLE WISENOR

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

SC/pmt
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