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October 3, 2013

Cory Castagneto, Administrator

Accent Hospice Care ) \\{
1857 South Millennium Way, Suite 100 {fl? @ 28

Meridian, ID 83646-6349 A
RE: Accent Hospice Care, Provider #131554

Dear Mr. Castagneto:

Based on the survey completed at Accent Hospice Care, on September 13, 2013, by our staff, we
have determined Accent Hospice Care is out of compliance with the Medicare Hospice
Conditions of Participation of Patients' Rights (42 CFR 418.52), Care Planning,
Coordination of Services (42 CFR 418.56), Quality Assessment & Performance
Improvement (42 CFR 418.58), Infection Control (42 CFR 418.60), Phyical, Occupional
Therapy & Speech-Language Pathology (42 CFR 418.72), Organizational Environment (42
CFR 418,100), Medical Director (42 CFR 418.102), Clinical Records (42 CFR 418.104). To
participate as a provider of services in the Medicare Program, a Hospice must meet all of the

Conditions of Participation established-by the Secretary of Health-and Human.Services.

The deficiencies which caused these conditions to be unmet, substantially limit the capacity of
Accent Hospice Care, to furnish services of an adequate level or quality. The deficiencies are
described on the enclosed Statement of Deficiencies/Plan of Correction (CMS-2567).

non-compliance with the Condition of Participation referenced above by submitting a written
Credible Allegation of Compliance/Plan of Correction.

An abceptable Plan of Correction contains the following elements:




Cory Castagneto, Administrator
October 3, 2013
Page 2 of 2

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

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

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

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

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

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

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

Such corrections must be achieved and compliance verified by this office, before October
28, 2013. 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 16,2013 '

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
October 16, 2013.

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

We urge you fo begin correction immediately.

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

Sincerely,

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

Enclosures

ec: Debra Ransom, R.N., R.H.L.T., Bureau Chief
Kate Mitchell, CMS Region X Office




ACCENT

October 16, 2013

Gary Guiles
Health Facility Surveyor

Nicole Wisenor
Supervisor

Non-Long Term Care

Bureau of Facility Standards

Idaho Department of Heaith & Welfare
P.O. Box 83720

Roise, idaho 83720-0009

Re: Plan of Correction

Dear Mr. Guiles and Ms. Wisenor:

Attached to this letter you will find our Plan of Correciion from the survey completed on September 13,
2013. Our Pian of Carrection includes rebuttafls, which are inserted behind the corresponding Condition
of Participation.

During a phone conversation with Mr. Guiles on Octaber 10, 2013, at 1330, we asked him to clarify the
time frame for completion of the corrections that will bring us into complianice. Mr. Guiles stated that
there is a general understanding that in-services are on-going and “they would work with us as it relates
to these dates.” We appreciate this couriesy as you will observe that our Plan of Correction includes in-

services that are scheduled after October 16,2013,

In addition, as suggested during our phone conversation with Mr. Guiles on October 10, 2013 at 1330,
when appropriate, we have facused on “systems” that are now in piace to correct our noted
deficiencies, verses responding to each individual example.

if you have any questions, please don’t hesitate to phone me at 208-854-7036.

1257 5. M#iannium Way, Suite 100 info@accenthospice.net
Meridian idaho, 83642
Phane; 208-854-7036 Fax: 208-854-7126




Best regards [\

] LU e |

Nikki DeVinney
Administrator
Accent Hospice Care, LLC

Attached: Plan of Correction with Signature on page 1 of the Administrative Director

1857 5. Miflennium Way, Suite 100
Meridian ldaho, 83642
Phone: 208-854-7036 Fax: 208-854-7126

info@accenthospice.net
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L 000

INITIAL COMMENTS

The following deficiencles were cited during the
Medlcare recerfification survey of your hospice
agency on 9/09/13 through 8/13/13. Surveyors
conducting the recartiflcation were:

Gary Guiles, RN, HFS, Team Leader
Libby Doane, RN BSN HFS
Susan Costa, RN, HFS

Acronyms used in this ;eport inciude:

ADL - activity of daily iiving

cg- caregiver

CMS - Centers for Medicare and Medicaid
Services

CNA - Cortified Nurse Aide

CPR - Cardiopulmonary Resuscitation

COPD - Ghronic Obstructive F’ulmonary Disease

DIC'd - Discontinued

DCS/5W « Director of Clinfca! Services/Social
Worker

DME - Durable Medacal Equiprment

d/t - due to

ED ~ Emergency DEpartment

EMR - Electronic Medicai Record

HAI - Healthcare Associated infecfion

e~

DG - Thierdisciplinary Groupr

L. 060

MSW -~ Masters of Social Work
OT - Qccupations} Therapy
PCG - Paid Care Glver

PCS - Personal Care Seivices
FQT - Plan of Treatment
PRN - As needed

pt - patient

PT - Physical Therapy

QAP! - Quality Assessment Performance

!mpm?emgnt

xb";ﬁ RATO

'S @R PROVIDERISY)

R REPRESENTATIVE'S SIGNATURE

\

Tl%&

(X8 DATE

W3

Any déficlency statement ending with an. asterisit (*} donotas a deficlency which the institufion may be sxcused from comecting providing i is deterriined that
othar safeiguards pravide sufficlent profection to {he patlents. (See Instructions,) Except for nursing homes, the findings stated above are disclosable 80 days
foflawing the dale of survey whether or not a plan of correction is provided. For nursing homas, the ebove findinge and plans of correction are disclosable 14
days foltowing the dats these documents are made available {o the facillty, If daflclanclas are ¢ltsd, an approved plon of corsaction is requisits to contlnued

progzam participation.

FOH.M CMS5-2667{02-00}) F'ievlnua Verslons Obsaiote

Event 1D: Lo 11

Facillly D: 131554 If continuation sh

est Page 1 of 128
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, $TATE, 2IP CODE
1867 QOUTH MILLENNIUM WAY, SUITE 100
ACCENT HOSPICE CARE MERIDIAN, (D 63546
X4 1D SUMMARY STATEMENT OF BEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EACH LEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULU BE GOMPLETION
TAG REGULATORY OR L5C [DENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
.00 | Continued From page 1 . 000
RN - Registerod Nurse
ROM - Range of Motion
S0C - Start Of Care
SLP - Speech Language Pathology
SN - Skifled Nursing
SW - Sccial Work
Note: immediaie Jeopardy was identified ai 42
CFR Part 418,56 {L538; Plan of Care) and {he
agency was nofified on 9/12/13 at 5:00 PM. The
agency submitted an immediate Plan of
Correction dated 9113113, On sife verification of
the plan's implementation was completed on
9/13/13 at 4:00 PM and the tmmediate Jeopardy
was ahated.
L. 600 418.52 PATIENTS' RIGHTS L 500

This CONDITION is not met as evidenced by:
Based on record review and staff inferview, it
was detormined the agency failed to ensure
patients were informed of their rights and that
patient rights were upheld and promotad. This
faiture resuited in patiant rights being violated and
a potential lack of advocacy due to insufficlent
information being readlly avaitable to patients and
their representatives, Findings include:

Please see L 501, L517 and L 518
to address this deficiency.

1. Réfer o L50Tag itrelatesto-the-agensy's
fallure to ensure patients were being informed of
their rights and that patient rights were being

profected,

2, Refer to L617 as it relates to the agency's
failure to ensure patlents were free from

“istreatment; neglect-and-misappropriation of.
property.

N -

A ot b y

FORM CME-2567{02-90) Provicus Verslana Obadlale

Evant 1D; L0211

Facility 1£: 131554

If continuailon shest Page 2 of 128
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PREFIX
TAG

{EFACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC {DENTIFYING INFORMATION}

TAG

ACGENT HOSPICE CARE MERIDIAN, 1D 83646
{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION s)
PREFIX {FAGH CORRECTIVE AGTION SHOULD BE COMPLETON

GROS8-REFERERCED TO THE AFFROPRIATE
DEFIGIENCY)

DATE

L 500

Continved From page 2

3. Refer to L518 as il refates to the agency's
failure to ensure patients received comprehénsive
information about the services covered uncler the
hospice beneiit.

The cumuiative effectiva of these systemic
practices resulted in the agency's inabiiily to
ensure patients were protected and their rights
were upheld.

418.52 PATIENTS' RIGHTS

The patient has the right to be informed of his or
her rights, and the hospice must protect and
promote the exercise of these rights.

Thijs STANDARD g nof met as evidenced by,
Based on record review, interview, and review of
admission docurments, it was determined the
hospice falled to ensure patlents were being
informed of ther rights and that righis were being
protected far afl patients receiving care from the
agency. This resulted in the potential for patfents
to be unaware of thelr rights and actions to take
should patient rights be violaled, Findings
include:

The hozpice failed to ensure patients were being
informed of thalr rights as follows:

L 600

L 501

The hospice admission packet was reviewed,
including an Election of Hospice Benefitinformed
Coneent form. The form included a seclion that
stated by signing the form, the patient
acknowiedges thal "Literafure has been
presented and expialned to me about hospice

i

+-A-S8pa rate-pelicy- was-developed-on-10/15

the form stated information for the Grievance
Policy of Accant Hospice Care as well as

- In-service training and education wag
conducted on 9/18/13 and 10/16/13

at the IDG meeting regarding the new
policy and procedure on "Patient

Rights." Attendance was taken and 100
% of the staff ware educated. In-service
training and education was conducted on

16/23/13 regarding the new policy on safa

use and disposal of controlled drugs in th
patients home. A policy fitle "Unsafe Pati
Situations or Conditions” was developed

on 10/15/13. The policy addresses that th
patient has the right to be free from mis-

treatment,neglect,or verbal, mental sexya
physical abuse, including injuries of unknd
source,and misappropriation of patient prd

in accordance with 418.106 (e} (2) addres

use and Disposal of Coptrolied Drugs
in the Patient's Home.

Novernber 15
2013,

75

*3

2l
2

, and
wn
perty,
1 L —
sing the Safe

FORM CMIS-2567(02-00) Proviaus Vatslons Obaaleln

Event {D; LIDB{4

Facllity jD: 131554

if continuation aheat
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES {x1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AMD FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
131554 B. WiNG - 0811312013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, OITY, STATE, 2P CODE
1857 SOUTH MILLENNIUM WAY, SUITE 100
AGCENT HOSPICE GARE MERIDIAN, iD 83848
X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC iDENTIFYING IHFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE pATE
DEFICIENCY)
L 501 Continued From pago 3 L5o1| 2 Allofthess actions made
approved Privacy Practices and disclosure of are to improve the process by educating knd
protected health information was also included in informing patients of their rights and giving them
the admission packel, The form sfated that by recourse for reporting any concerns or vielations
signing, the paftent acknowiedges "1 have aiso of said rights. Additianally, the hospice staff and |
received information on how to report abuse." company as a whol a pice siait an l
Howaver, there was no literatura related to patient Fthelr i ote, are to inform patients J
rights, grievance policios, or information on 0 th'?” rights, protect and promote the exkrcise ,
reporting abuse In the admission packet, of said rights, and ensure patients and safe and |
free from neglect or abuse. 3.As of 10/15413 all |
RN Staff F was interviewed on 9/10/13 at admissio ; i
approximateiy 2:00 PM. She staled she was Rights anr; psa::( eltj contain %he documenty Patients
unaware patient rights was not included in the © Use and Disposal of Confrolled Drugks in
admission packet. She staled she was still the Home, and all patients are required tafsign that thiy
having patients sign the Election of Hospice have received such information. The docyments are left
Benefitinformed Consent form, but confirmed with the patient while the signatures of acknowied {
she was nol actually looking in the packet and are kept as part of the patients ch gmgn
ensuring patientz were recelving the patient rights completion dat , p nis chart. 4. See
inforrnation. e as indicated above: 11/18/2013.
5. The Administrative Assistant will insure that all
Tha DCS/SW reviewed the admission packet and admission packets are completed, specifidally the
was interviewed on 9/11/13 at 10:50 AM, He "Release of Information® form contains th
canfirmed the admission packet did not contain patients, or their legal re tati i
patient rights, grievance policles or information on where ”; ) > feprasen atives, signature
reporting abuse. He stated that due to a change ) ey.w:!; cedify, *I......acknowledge that ! have
in secretarial staffing, patient rights were no reviewed this Notice of Privacy practices, 4nd oraj
longer baing included in the admission packet. summary along with a written copy of i i
He stated that he did not know how long this had and information on Safe Use andpéios Z:afj?g Ront.
been going on, and was not aware of the problem Drugs in the Home.” The Glin P ntrolled
untir SUTVeyoTs Ienidiscovered-it-He-stated - he — 1. el i v e inical Registerpd Nurse
was unaware how many patlents had not raimator (CRNCYor DCS/SW will rontiiy visit————-
received patient rights information. He confirmed 100% of the agencies patients asking to review the
staff were still allowing patlents to sign the patients admission packet to insure it contains the si ned
Election of Hosplee Benefitinformed Consent Patienis Rights and Safe Use and Dis T
aven though they had nof received the patient Controfled Drugs in th posaj of
rights information. - g e Home forms. in the case of
B S ; - _|missing forms, the CRNC Or DCS will insurg that they
Fatiants were not informed of their rights. are completed.” Unsighed forms wil 58 Teviswed and |
L 617 | 418.52(c)(6) RIGHTS OF THE PATIENT [ 517 immediately signed on site. 6. The Administrative
Assistant will insure th 1
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DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROMIDER/SUFPLIERICLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE. SURVEY
AND PLAK OF CORRECTION IDENTIFICATION NUMBER: A DUILDING COMPLFTED
131554 B. WING 09/13/2013
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1067 SOUTH MILLENNIUM WaY, SUITE 100
ACCENT HOSPICE CARE MERIDIAN, ID 83646
oD SUMALARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION (X5}
PREFD {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REBULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-R EFERENCE&E?J g%EAPPHDanE LATE
DEF!
L. 817 | Continued From page 4 L 517/ ©ontain the documents as indicated above land the
CRNC Or DCS/SW will insure that 100% of al!
{The palient has a right to the following:] patient admission packets contain these signed and
{B) Be free frcm mistreaiment, noaglect, or verbai, compleied forms,
mental, sexual, and physicat ahuse, including
injuries of unknown source, and misappropriation ,
of patient properly; L&17 begins f,lere:
1. The following actions have beaen taken 1p ensure that
patients are free from mistreatment
This STANDARD s not met as evidenced by. mental, sexual, and physica abuse, fm?lz{:‘v’ OF tu’er‘bai,
Based on review of medical racords and staff unknown source. and mi °6: Including injuries of
interview it was determined the hospice failed to As indi .~ @nc misappropriation of patient propelty,
ensure 2 of 11 patients (#10 and #11) were free hdicated in L 501 all new patient admisgion
from mistreatment, neglect, and misappropriation packets will include the forms "Patient Right” and
of propgr%y. This fgu’éure resulted gn patients being "Safe Use and Disposal of Contralled Drugs in the
piaced in unsafe situations and diversion of Home." In addition, & new palic U '
medication. Findings include: Situati o oW palicy an Unsafe Patients
Huations or Conditions has been written arld in-servicd
1. Patient#11 wasa 57 year old female 145 been held with 100% of all staff educatdd on these
admitted to hospice sarvices on 9/12/12 with a Orms and policies. 2. All of the actions made are to imf
iergnnai difagnos;s of COPD. Patient #11's right :-rove,the pmces§ ‘by educating and informi g patients gf
to ba free from mistreatment, neglsct, and heir rights and giving them reco i
misappropriation of property was not protacted as A Tecourse for reporting any
follows: ncems or violations of said rights, Additic ally, the
ogpiee staff and company as a whole are t inform
a. The initial RN assassment note dated $/12/12 atients of their rights, protect and promote the exercise
documented Patient #11 was living with a grown f said rights, and ensure that atlents
hter who “does Meth and could take P are sgfe and free
daughtor w s om neglect or abuse, 3, |
narcotics.” The RN documentod Patient #11 was edicat Sall f"'def to ensurq that patients
Resping Fer clonazepan (o Klonopin-a I caions ara safe end available o them the policy
medication to treat anxiely) at the home of n “Sﬂafg Use and Disposal of Conirolied Drugs in The
another daughler'to keep it safg, The RN atients Home" contains a procedure that indures
documented she instructed Patient #11 to do the that ance the DCS/SW or CRNC ia notified of
same with Tylenoi #3, which contalns codeine, tential drug diversion th s notilied of the
The note documented that family was wiliing to abe foilowod: on the following steps
- care for Patient #11, but that there was "possible 0 D'w‘_?d' * The DCS will immediately natify the
""""""""""" drag diversiomrand-lack-of caregiverst — e_dlcaf Director of the potentiai drug diversidn that is
The POT daied 9/12/12, slgned by the RN g place in the patients home. -
e a 2112, signed by the RN on . The DCS wilf i i
9/12/12 and the physician o 8H15/12, did not it batiante neea T ediatoly contact all nembers o
- - ! sofat 1D: Ling1 i ! ; '%EP@EW
FORM CMS-2567(02-96} Provious Varsions Obsolefa Event ID: Li0911 FopHetPid i Cansist of the Me ch %cing%}}ea}; (l}‘lr? 4 S?%QN % M gf

the ‘invnlved patient, the assigned Certified Nursing
Assistance (CNA), Chaplain and Sociai Worker, if
applicable,




y - PRINTED; 10/403/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-03¢1

STATEMENT OF DEFICIENCIES (X%} PROVIODERMSUPPLIER/CLIA {*2} MULTIPLE CONSTRUCTION ) {X3) DATE SURVEY
AND PLAN OF GORRECTIOM IDENTIFICATION NUMMER: A. BUILDING COMPLETED
131554 B WiNG 09/13/2043

NAME OF PROMIDER OR SUPPLIER

ACCENT HOSPICE CARE

STREET ANDRESS, GITY, STATE, ZIP CODE
1867 SOUTH MILLENNIUM WAY, SUITE 100
MERIDIAN, ID 83645

12/05/12 documented that Patient #11 talked for
several minutes about the upcoming release of
her daughter irom jail. The DCS/SW
documented that Fatiant #11 stated she did not
want her daughter to live with her because of the
potential for medicatlon diversion. There was no
documentation to indicate interventions were
taken by the hospice to ensure Pattent #11 would
be in a safe fiving situation.

The POT for the cerlification perlod of 12/11/12
through 3/10/13 was signed by the physician on
14726112 and the RN on 11/30/12. There was no

documentation on s POT toaddress-the-tisk for-|——— .80 unsafe situafion or condition L will:

diversion, except a notation that there was "no
comfort kit in home due to diversion from famity
and frlands.*

During & visit on 12/14/12, the RN documented
Patlont #11's new boltle of Klonopin was missing

inrservice was conducted by Adult Protection
This in-service educated staff on vulnerabfe g

thg need to raport all suspected cases of abid

Hospice staff will be know!edgeabie of wh
en they discover a patient who appears to
sitpation or condition whare personal safety, s
orjabuse/neglact is suspected. The fellowing
will be foliowed: .

Hdspice staff, upon discovery of a patient who

Agult Protection immediately. In addition,
Al
w

s {0

on 10/30/13.
tHults and

procedures

t action to thke
g in an unsafe
ety of {JthTrs,

appaars fo lbe

and she was using medication-outof the-old-
bottle from October, The RN documented that
Patisnt #11's daughter had been refeased from

jait and the RN suspected the daughter had taken

FORM CHWS-2607{02.20) Previcus Varsiens Obaclel

Event HD: Lop1d

Facfity 1: 131654

H donunUBtZDn shoet Page 6of 128

DAy 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 05y
FREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
L e REGULATORY OR L3GC IDENTIFYING INFORMATION) TAG CRoss.nErEREggFElg}Eg g:,{)E APPROPRIATE PATE
L 517 | Continued From page 5 L 517
contain interventions related to the possifle L At the conclusion of the Pri
N i . ' rimary D team meetjng,
ggféizg: of medications by Patient #11's the RN CM will be responsible for updating platients p;af ng
. (farf-:a’ {POC) regarding the suspected drug diversion, In
The first IDG meeting held after Patient #11 was addiﬁiﬂﬁ, the RN CM wiil document the Primdry IDG tearh
admitted to hogpioe wa:z; dtocu;'n?néed ?niﬁl‘l QSkZ meeting via a detafled RN CM visit note in this EMR
There was no documentation to indicate the ¢ . The RN CM wiil be res . . L
" ponsible for implementing the
ﬂedééﬁ;sm?hzagngy? 322%12?131:??2:[};}: ?hiEE%G FIOC regarding the related suspected drug ;;Lerséan ang !
maeting was "keep monitoring pt and educating " por’t‘ back to the abave IDG team within 48 hours. The|RN
pt and family.” t M will be responsible for documenting the fihal outcomé of
@ related suspected drug diversion as 3 dethi
On 10/12/12 the RN documented Patient #11's visit note in the EMR. If the RN GM éetefmienf:iiaTN °
daughter was in jail and would not be released for a['Drug Contract" is required the one wil bl
at least 90 days. A DCS/SW visit note dated bl the D witl befimplementgd
e DCS/SW. To ensure patients are freg from abuse| an
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the pilis. The RN documented Patiant #11 denfed
that she gave her daughfer any pills, There was
ho documentation to indicale the POT had been
altered {o ensure Patient #11's medications were
not stolan by har daughtar.

An IDG note, dated 12/26/12, documenied
“Patient is missing her Clonopin [sic] from
1221/2012. She has called the office to get i
refilled and celled {RN's name] on the 24th o get
it filed. She denies her daughter [daughter's
namej took it. She has a verbal agreement with
me and hospice agency since her daughter got
out of jaii on the Bth of Dec, that she wiil only get
28 tabs a weak and if they disappear then
‘consequences® are that she wafls untit the next
reflli bafare ghe gets more, lf has beon 2 weeks
and this is the 2nd week that medications finaliy
disappeared, {Physician's name] is aware and
agrees to go with consequences of missing
drugs. VWhen SW gets back wiit do a wrliten
confract with patient and have her sign it.”

The DCS/SVW's next visit note was documented
on 1721113, There was no documentation fo
indicate a contract had been discussed with
Patient #11.

An BN visit note datéd T2z 2documented-the—+———-

nurnber of Klonopin adrninistered to Patient #11
had been decreased because "this is what we do
for patienis at risk of diversion” by family
‘membars, The RN documented even though
Patient #11's daughter was not Bving with her, she
was still diverling medications without Patient #11

 being aware. The RN also documented-she——

would not be refllling the Tyleno! #3 because of
the diversion and because Patlent#11 was "not

Clinical Services {DCS). If the DCS is notlavailable, t4
Administrative Director wili be notified. Note: \loiunjta
employess, who suspect a patient is in an
or condition, will Inmediately phone the office “notifying the
administrative person in charge,” that it a;:Z

they are visiting is in an unzafe situation erdcondition.
"administrative person in charge” will imm
DCS of the patient who appears o be in a1 unsafe
situation or condition. Hospice Aides (Certified Nursin
Assistance) will immediately notify the Registered Nurd
Case Manager (RN CM), of the involved p.
notify the DCS as indicated below.

Directar of the potential unsafe situation or tondition.

aF of

iately noti

tient, who w

The DCS will immediateiy notify thd Medical

The DCS will immediately contact 4l members

raaliy using thern.” There was no docurnantation

the involved patient, the assigned Cerlified
Assistance (CNA), Chaplain and Social Worker, if
prplicable,
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Hursing

At the conclusion of the IDG team mesating, the
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&acﬁﬁitfon,wtheRN\.{“)MwiILdocumenLthe-I11BMtaamm ”
eeling via a detailed RN GM visit note in the EMR, ]
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eam within
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i of Spiriva, which [physiclan’s name] D/C'd with

An RN visit note dated 12/28/12 documented
Patient #11 thought her daughter had taken some,
of her Tylenol #3, Tha RN documented sha "went
over aur agreement about missing narcotics
again today" and that if medications were missing
again the police would be cafled,

An RN visit note dated 1/08/13 documented
Patient #11°s daughter had stolen the rest of her
Tylenot #3 but had not taken the Klonopin
because Patien{ #11 had hidden it in her plilow.
Tha RN documented sha notified the DCS and
Administrative Director and they directed her to
fila a report with the polica. The RN decumented
Patient #11 refused io flls charges against her
daughtar. She dogumented she informed Paifent
#11 if any more Konopin were missing she would
not get any more untll her refill date,

An {DG nole, dated 1/09/13, documanted Patient
#11 was "having the medications stofen by her
daughier..,.Police were notified but thay cen’t do
anything unles {sic] the patient files charges.”

An 1DG note, dated /23713, doctmented "Should-
we hea concerned about 3 tabs clonopin fslc) that
showed up from her daughter, that {were] not part
of her supply-gresen, Also, she borrowed clonopin
[sic} from another resldent in the buliding when
she ran out the first fime. She also has 3 boxes

another parson'd name on therlabels-that sheds— |
going to usa.*

Thera was no documentalion to indicaie whethar

%;nd avaiiabie fo thern and that hospice staff

ACCENT HOSPICE GARE MERIDIAN, ID 53643
ot SUMMARY STATEMENT OF DEFICIENCIFS 1D PROVIDER'S FLAN OF CORRECTION 5)
PREF1X {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLENON
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DEFICIENCY)
1. 517 | Continued From page 7 L 517} 4 Completion date will be 11/15/2013.
to indicate how aften Patient #11 had been using 5. In order to ensure patients medications hre safe
Tylenof #3 or that Patient #11 was involved in the and available to them and that hospice
decision to stop using Tylenol #3. staff take action fo prevent the abuse of palients

the DCS or Administrator will be present af each Entj

cases of drug diversion and patient abuse dre
addressed in accordance with agency policy, In
addition, the CRNC or DCS will review 100 percent of
patent charts at least weekKly to ensure that any cases
of suspected drug diversion or patient abusé are
addressed in accordance with agency policy.

. The DCS or Administrator will ensure that each
case of suspected drug diversion or patient sbuse ig
hddressed in accordance with company polity. The
CRNC OR DCS will ensure that ail patient
eviewed at least weelly insu ring implemen
agency policy as needad,

Addendum:

5. In order to ensure patients medications dre safe

ake action to prevent the abuse of patients
e DCS/SW Or Administrator Or Qualified
Pesignee (QD) will be present at Entire IDG

IDG Team meeting ensuring that ail potentihj suspectz

eam Meeting ensuring that al} potential suspected
sas of drug diversion and patient abuse ark
ddressed in accordance with agency policy; In-
" gddition, the CRNG or Quaiified Nursing Desjgnesa
(AND) will review 100 percent of patient chaits at
astwaekiywiaeasu;e_tbatmaay_caseaﬁisus clad.. .
drug diversion or patient abuse are addresseay in
accordance with agency policy.
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i

Patient #11 was allowed to keep the medications
that came from an unknawn source. There was
no documentation by the IDG group to address
the iasue of Patient #11 obtaining madicafions
from unknown sources.

An RN note dated 2/08/13 stated Patient #11's
daughfer was out of jail as of 12/08/12. She
*Takes mom's clonopin [sic} or any narcofics.
Patient has been rejuctant to press charges
against [daughteri so far. Medications are
delivered an Wednesday of avery week #28 tabs,
Patient knaws that if she runs out before then that
she goes without,” In addifion, the note stated
*Medicatlbns are missing today. Palient is aware
of the consequances and refuses (o press
charges against her daughter who s currentiy In
the bathroom with the shower on, She does not
want me fo wail and lalk to [daugbhter] either. No
refills of Clonopin sic} before Wad. 02/13/2013."

An RN nota on 2/12/2013 documented Patient
#11 had been admitted to the hospilal on 2/09113.
The note stated Patient #11 had run out of her
Kionopin on “Saturday some time after har
daughter...took them™ and had suffered a panic
aftack and became hypoxic and cafied 911.
Patient #11 was discharged from the hospitai on

#11's daughter had averdosed and was adinitted
to the hospital. Because Patient #11's daughter
was in the hospital, and Patient #11 had filsd a
police repor, the RN docurmentad she would calt
and gat het Klonopin refilled. There was no
documentation to indicate the event had heen
medication from Patient #11 contributed ta her
admission fo the hospital. The incident was not

2{11/13. The note also documented st Patient—————

investigated to determing it Withholding————

5. The DCS/SW Or Hospice Adminisiraior br QD
will ensure that each case of suspected drug
diversion or patient abuse is addressed in
Becordance with company poficy. The CRNGC
br QND will ensure that all patient records ate
leviewed at least weekly ensuring implemerliation
bf agency policy as needed.

addressed in IDG meeting notes.
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AN, the DCS/SW reviewed Patlent #11's record
and ¢onfirmed the event had not been discussed
during DG meetings. The DCS/SW stated as he
reviewed the EMR "We did not discuss the theft
of her medications or how we could have
prevented it from happening.”

The hospice falled to ensure Patient #11's
moedication were safe and available lo her.

b. The admission note documented by the RN on
912112 staled Patient #11 lived with her daughter
in an aparfment.

in an RN note dated 10/12/12, the RN
documented Patlent #11's daughter was now in
jail for at Jeast 90 days and was suspacted of
taking her mother's medications "as nona have
disappeared since she lsft." There was no
documentation io indicate a change in the POT
due to Patient #11 living alone. The IDG meeting
note dafed 1(/17/12 did nof inciude any
documentation o indicate tho issue had been
atdressed, the note only stated "Kionopin will be
filled at {name of phammacy].”

[n an RN note, datad 14/2712, the RN~
doctimented Patient #11 had called the hospice
to say she had fallen after her bath and had hit
her head and wanted a hurse to assess her. The
RN documented Patient #11 had hit-har head
ahove her right eye and had sustained a 4 cm cut
to her left shin, which Patient #11 had dressed
with handatds. [

An IDG meeting note daied 4/30/13, stated
"oatient has become unsafe by hersall as she

ACCENT HOSPICE CARE
MERIDIAN, ID 83646
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During an interview on 8/12/13 beginning at 10:15
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L 517

Continued From page 10

forgets to plug in or check Oxygen tubing o sea if
connecied and working. She may forget to take
Oxygen off to smoke, She doee not take har
medications if not set cut for her. She did not eat
for a whole day. Or take medicalions for 3 days.
She needs supervision. Has PCS available but
will not use it, she is afrald of 7?7?77 {sic] Cries.
Wants {o think about it, A meeting with family and
hospice SW Monday, what happened?” There
was no documentation on the 1DG note to
indicate what inderventions were taken by the
hospice to kesp Patient #11 safe.

An RN visit note for 5/09/13 documented Patient
#11 had spent the night in the hospital after famify
members had declded they could not stay with
her, She was readmitled to hospice the foflowing
cay. The nofe documnenied family had requested
to take her to the ED because there was no one
to care for Patient #11 at the time. The note also
documented Patient #11 had moved o a family
member's home and would remain there untii the
end of her #fs.

During an interview on 9/12/13 beginning at 10:15
AM, the DCS/SW reviewed Patient #11's record
and confirtned she had besn admiited to the
hospital, He sfated the nurse who had been the

L 817

case manager for Patient #11 at that ime no
longer worked for the agency, so he was unable
ta question her. Asthe DCS/SW reviewed
Patient #11's EMR, he stated the 1DG meating
notés had documented the safaly issues
identified above. He was unable to find evidence
the agency had immediately taken measures {o

assist and proteot her,

The hospice did not ensure Patient #11 was safe
and free from neglect.
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2. Pailent #10 was a 78 year oid female who was
admitted to the hospice on 3/12/13. She reveked
hosplee services on 6/20/13. Her diagnoses
included COPD, lung cancer, and dapression,

Anursing note dated 4/02/13 at 1:30 PM, stated
Patient #10's *,..husband was In quite a foul
mood, [it was] reported that yesterday he had
gone into an uncontroliable rage, shouting and
swearing with foul language. He has been talking
about ‘putting patient in a nursing home so
someone can teach her how to take her
medicine,” Patienf confirms this, She adds,
‘Somelimes he just gets so viclent!'...RN noted a
shotgun sifting prepped against a bookcase near
his chair so asked, *is he capable of getting so
angry that he wouid grab a gun?' and she replied
that yes, she thought he might with enough
anger...pailent's husband has a gun In every
room...when asked about the situation, she
repfied 't don't know what to do.”

A nursing note, dafed 4/30/13 at 1.30 PM, stated
Patient #10's "Husband s present {oday and
patientis clearly very nervous and fearful.. patient
informed {the nurse] that [the husband} had been
especially ugly this morning. He has been ¢alfing

her names, telling fer shgis justadirty bitch,"—

and in fact thraatened to kili har”

Anursing nols, dated 6/14113 at 4:20 PM, stated
Patient #10's oxygen saturation lavel was 92%.
The nole stated the nurse assisted Patiant #10 to
put her oxygen on. The nhote stated "After 10

minlifes here was noimprovement neted-in-sats-.
s0 RN chacked the tubing. it had been
disconnected at the swivei, the 2 ends held up
straight and tied in a knot. Patient sald ‘{her

(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES b PRGVIDER'S PLAN OF CORRECTION L)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)}
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husbandj did that* The RN comrected the the
prablem and Patient #10's oxygen saluration leval
improved slighily.

Ne decumentation was present in the medicai
record that police or adult protection workers
were notified of the abuse, A specific pian to
address the ahuse was not documented in
Patient #10's medical record.

The RN who wrake the abova visit notes was
Inlerviswed on 5/13/13 keginning at 1;20 PM,

She stated Patient #10's husband calied her a
"fiithy bitch” and canfirmed she was afraid for
Patient #10's safely. She stated she did not notily
the police or adult protection workers of the
abuse.

The DCS/SW was interviewed on 9/12/13
beginning at 10:50 AM. He stated Patient #10
was a "classic case of batterad woman
syndrama" and he encouraged her lo get away
fram her hushand, He staied a specific plan to
addross the abuse was not documented. He also
confirmed he did not notlly the police or aduit
protection workers of the abuse.

Hospice staff did not take action fo prevent the

abuse of Patient #10.
L 618 418.62(c)(7) RIGHTS OF THE PATIENT L 81811, in In service training and education was|conducted

[The patient has a right to the following:] by the,DGSISW Or.] 10/16/13 atihe IDG mepting
{7) Receive information abait tha services regarding the services covered under the Hospice
covered under the hospice benefit; Benefit, including short-term inpatient and rpspite
care, dietary counseling, and physical, s;:eéch and

occupationat therapies. Staff were educated on
informing patients and their famities about their right

This STANDARD is not met as evidenced by: )
o aft covered services. Attendance was taken

FORM CMS-2667(02.98) Prevlous Vagsions Obsolele Event 10 L0911 Faclity ID: 131854 if contmuation eiset Page 13 of 128




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

PRINTED: 10/03/2013
- FORMAPPROVED
- OMB NO. 0938-0321

Based on interviaw, review of medical records
and admission documents, it was determined the
hospice failed to ensure 11 of 11 paiients {#1 -
#11) received information about the services
covered under the hosplce benefit. This failure
resuited in the potential for patient neads fo be
unmef. Findings include;

The agency's Hosplee Request for Certification in
the Medicare Program {Form CMS-417), signed
by the Administrative Director on 9/13/13
documented the agency provided physical
therapy, accupational therapy, and
speech-language pathology services by
arrangemeant.

However, the agency's admission packet, which
was currenfly being given to patients was
reviewed. The admissions packet did not include
Information regarding the avallability of therapy
services.

Further, patient rocords were reviawed. The
patlents’ records did not include consistent
information regarding the services which were
avallable as follows:

The Election of Hospice Benefitinforimed

STATEMENT OF DEFIGIENGIES 1X1) FROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGTION {35} DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
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! ang 100% of were educated. 2. All of thesd actions
L 618} Continued From page 13 L518

improve the process by ensuring all patients are
tonsistently educated and informed of the services
covered under the hospice benefit and assufing

it of their needs are fully addressed and met,
3. As of 10/10/13, alt admission packets included updal
and consistent Election of Hospice/Benefifinformed
Consent Forms that st (in addition to alt other covered
services) dietary counsefing, short-term inpdtient care,
respite care, and physical, speech, and cceypationat
herapies as part of the services specified by
Meadicare that may be included in the patient’
Pian of Care. 4. The date of complefion wil
November 15, 2013. 5, The Administrative

s
be
Assistant,

pach new palient admitied 1o sarvice, has ajsigned EOH
that contains the correct services offered unger the
Haspice Medicare benefit. On a monthly basis the CRN
he DCS/SW will ensure that 100% of patient admissior

ackets contain the proper EQB that contaigs the corregt

ervices offered under the Hospice Medicarg
anefit. In the event that an incorrect form §r missing
'orm is discovered the CRNC or DCS/SW will ensure a
orrect EQB is completed and that patient of their

eprasenialive is immedialely made aware of the offered

prior to admission of a patient {o service, will ensure thag

oW

COr

Consent forms for Patient #2 (signed on 3/9/12
and 8/10/12), Patient #3 (signed on 5/11/12),
Patient #4 {signad on 10/28/11), Patient #5
{slgned on 5/30/12, 7/13/12, and 1/27/13}, and
Patient #8 {(slgned on 7/30/13) all inciuded a
section fitled "Services specified by Medicare in
my Plan of Care may include...” The section

ervices under the Hospice Medicare Bene
DG, the DCS Or Administrator, will
uftend ensuring that any potential palient that may
need ane of these service is identified and gffered them
as appropriale. 6, The Administralive Assistance

listad multiple sarvices, including physical,
occupational and speech therapy.

The Election of Hospice Benefil/Informsd

to our service has a signed and correct EQR,

t. During egch

will be responstble for epsuring each new patient admitted
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Consent forms for Patient #1 {signed on 7/12/13
and 7/24/13), Patient #7 {sigred on 7/26/13),
Patient #8 (sighed on 7/10/13), and Patlent #10
(signed on 3/12{13) included a section titled
“Services specified by Medicare in my Plan of
Care may include...” The section listed muitiple
senvices. However, physical, occupational and
speech therapy were not inciuded on the list,

The Election of Benefiis forms were not
consistent in informing patiants of the availabillty
of physical, occupational and speech therapy.

Additionally, Pattent #6's Election of Hospice
Benefits/informed Consant form signed on
7/29/11 inciuded a section tilled "Services
specified by Medicare In my Plan of Care may
inciude.,." The section listed multiple services,
However, the service of "Dietician” was lined

through.

Pationt #6's record did not document whether
dietetic sarvices were offared.

Further, Pationt #11's record Included 3 Election
of Hoapice Benefitnformed Consent forms, The
seclion titled *Services specified by Medicare in
my Plan of Care may Include...” listed physical,

'| occupational and speech therapy In the "Services

Linclude..." section of the form.

occtipational and spesch herapyortie forims——
signed on 9/12/12 and 2/12/13. Hewever, Patient
#11's Elaction of Hospics Benalil/informed

Consent form, signed 5/08/13 did not Hist physicai,

specified by Medicere in my Plan of Care may

T ””T?fé’"fkrjmfnfstrat%v&”ﬂs‘sistanmrﬁﬁ‘wiii' 3

Admission packet contains a signed and cofrect EOB,
The Administrator OR DCS will ensure they attend

pach IDG ensuring those in need of available services
are offerad to them as appropriate.

Addendum:
The Administrative Assistant or QD, prior to gdmission d
patient to service, will ensure that each newlpatient
dmitted to service, has a signed EOB that gontains
& correct services effered under the Hospise
edicare benafit. On a monthiy basis the CRNC,
CS/SW or QD will snsure that 100% of patient
dmission packels contain the proper ECB that
ontains the correct services offered under t 8
ospice Medicare Benefit, in the event that bn
incorrect form or missing for is discovered th
RNC, DCS/SW or QD will ensure a new cdrrect
OB is complated and thai the patient tor their
reprasentative is immediately made aware ofl the
offered services under the Hospice Medicare
nefit. During each IDG, the DCS/SW, or
ministrator or QD wilf attend ensuring that
potential patient that may need one of these
sérvice is identified and ofiered them as appropriate,

biny

rgsponsible for ensuring each new patient aditted

to our service has a signed and correct ECB,

The CNRC Or DCS/SW or QD will ensure th

each patient Admission contains a singed and corregt
EOB. The Administrator or DCS/SW or QD will

RN staff E and F were case managers for the
agency. They were intarviewed on 9/13/13

beginning at 8:25 AM and 1,20 PM, respeactivaly.

ensurg ihﬁﬂﬁ“é?“é“ffeﬁ@"é“ﬁéﬁ“m@ﬁ@nng
thpse In need of availahis services are offere

tolthem as appropriata.
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ASSESSMENT

The hospice interdisciplinary group, in
consuttalion with the Individuals atiending
physiclan (if any), must complete the
camprehensive assessment no later than &
calendar days after the election of hospica care in
accordance with §418.24,

This STANDARD Is not met ag evidenced by
Based on interview and review of medical
records and policies, it was determined the
hosploe falled to ensure iDG comprehensive
assessments were completed within 5 calendar
days of the election of hospice care for 2 of 11
palients (#9 and #11) whose records were
reviewed. This faiiure had the potential to result
In delayed assessment of patlent needs and
development of the POT. Findings include:

ACCENT HOSPICE CARE MERIDIAN, 1D 83648
D SUMMARY STATEMENT OF TIEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION £
PREFIX {(EACH OEFICIENCY MUST AE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY O/ LSC IDENTIFYING iNFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L 518 Continued From page 15 L518
Doth Case Managers stated no therapists were
on staff af ihe agancy and avaflable to provide
senvices lo pafients,
Patients were provided with inconsistant
information about services offered by the hospice.
L 523 418.54b) TIMEFRAME FOR COMPLETION OF L5231, In-service training and education was cohducted

by the DCS/SW on 9/27/13 addressing and
implementing the requirement for the prima
IDG team to complete the comprehensive

the Election of Hospice cars. The DCS/SW
Chaptain, and 100% of the RNCM's were in
attendance, A policy was created on 16/15
differentiating the members of the primary I

will ensura that IDG comprehensive assess
pe completed within 5 days of hospice elect
3. For every admission, the Primary IDG T

wili mee! to coltaborate and assure complet
of the comprehensive assessment no later
b calendar days after the election of hospice
lhis will be consistently documented by the
RNCM in each patients chart under IDG

1. The policy Initfal Hospice Assassment,
undated, stated "The Hospice interdisciplinary
group, in consultation with the patient's physician,
shall complste the comprehensive assessment
no later than five (5) calendar days alter the -
election of hospicea care,”

ttendance and their agreement with
lan of Care. 4. The date of completion wil

ovember 15, 2013. 5. Should the DCS/SW or CRNC

iscover during the Initial Primary IDG Tear
at a portion of the IDG Comprehensive As

The Administrative Director was iniérviewsd on
812113 at 9:30 AM. She stated that each
member of the IDG team did a separate

assessment no Iater than § calendar days Jﬂez‘

team from the entire IDG team. 2. These ag‘tions

Mommh*miwmewmamiw%
the init

Y

13
Hel

ants will
o,
am

ness
fian

care,
primary

al
be,

meeting
RESSIMent,

ecause of an éxtraordinary ¢ificumstancs, o
ompleted within 5 days of hospice election,

ail hot b
the DCS/8

r CRNC will contact the patient or their pers

onat
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assossment of the patient and then the members
sommunicate by telephone to develop the
freatment plan. She stated the hospice
congidered the IDG comprehensive assessment
completad within & days as lohg as each member
documented his or her assessmenl within that
time period, The hospice fafled fo complete ING
comprehensive assessmenls within & calendar
days of the election of hospice services as
follows:

a. Patient #2 was a 79 year old male admitted to
hospice services an 7/30/13, His terminal
diagnosis was advanced dementia. His medicai
record for the ceriification period of 7/30/13
through 10/27/13 was reviewed,

A visit note dated 8/02/13 and signed by the
DCS/SW on B/05/13 stated that Pallent #8's wife
preferred the MSW to visit later In the week with
the RN and therefore the assessment wouid he

fate.

A bereavament assassment and social
assessment was pefformed by the DCS/SW on
B/09/13, ten days afler Pationt #3 was admitted
for hospica care.

The DCS/SW reviewed the recofd dRdWas ™
interviewed on 8/11/13 at 4:00 PM. He confirmed
the assesaments had not been compieted within
6 calendar days.
The IDG comprehensive assessment was hot
completed in & calendar days frem the election of
hospice care. T e

h. Patient #11 was a 57 year old fsmale admitted

: ”DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
" _CENTERS FOR MEDICARE & MEDICAID SERVICES S R : OMB NO. 0938-0301
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L 523 Continued From page 16 L 523 2PTesentative immediately requesting that the

Social Worker or Chaplain be allowed to vigit
ASAP to complele their portion of the IDG
Comprehensive Assessmant. 6. The DCs/sw
and CRNC will be respansible for
mplementing this acceplable plan of
correction,

Addendum:
$. Shouid the DCS/SW or CRNG or QD
iscover during the initial Primary IDG Team
eeting that a porlion of the IDG Comprehehsive
§sessment, because of an extracrdinary
ircumsiance, can not be completed within §
ays of hospice election, the DCS/SW or CHRNGC
T QD will contact the patient or their personal
representative immediately reguesting that te
Social Worker or Chaplain be allowed to visi
ASAP to complete their portion of the IDG
Gomiprehensive Assessment, 6, The DC3/gW
or CRNC or QD will be responsible for
rplementing this acceptable plan of correctipn,

to hospice services on 8/12/12 with a terminal

FORM CMS-2607{02-99} Provious Versions Obsolele Evard 1D: L1091
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L 533

diaginosis of COPD. The initial certification period
was 9/12/12 through 12410/12.

The a social assessmant was performad by the
DCS/SW on 9/26/12, 16 days after the SOC. In
addifion, the bereavement assessment, also
dated 8/28/12, documented the DCS/SW was
unable to contact Pafient #11's primary caregiver
and would follow up with her later to complete the
assessmeni. There was no documentation in the
medical record to indicate the bereavernent
assesement had been comploted at a later time.

The DCS/SW was interviewsd on 9/11/13 at 4:00
PM. He confirmed tha assaessments had not
been completed within 5 calendar days of Patisnt
#11's election of hospice,

IDG comprehensive assessments were not
completed within § days of hospice slection.
418.54(d) UPDATE OF COMPREHENSIVE
ASSESSMENT

The update of the comprehensive assessment
must be accomplished by the hospice
interdisciplinary group (in collaboration with the
individual's attending physiclan, if any) and must
sonsider changes that have taken plags since the

L 533{n-service training and education was conduoted by
he DCSISW cn 9/27/13, 10/4/13 and 10/8/43 with the
DOSSW, Chaplain and 100% of the RNCMs in
atiendance. In-service content covered the
equirement on how to address and docurmdnt, in the
E)G ccmprehansive Assessment, any changes that
ave taken place since the initial assessment,

initial assessment, It must include informaticion
the patient's progress toward desired outcoimas,
as well as a reassessment of the patient's
response to care. The assessment update must

"| be accomplished as frequently-as-the-condition of

the patient requires, but no less frequentiy than
every 15 days.

including information cn the patients progret towards
esired oufcomes, as well as as a reassessient

¢f the patients responss to care and any
gnvironmental issues that have arisen. 2. | -
These actions will ensure patient needs and
I response o gare are cortinually assessed,

This STANDARD is nof met as evidenced by:

communicated, documented and updated inithe IDG
Comprehensive Assessment.
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Based on interview and review of medical
records it was defermined the hospice falled fo
ensure the comprehensive assessment was
updated in respanse to changes In condition that
had taken place for 3 of 11 patients [#7, #0 and
#11) whase records were raviewed. This fallure
resulted in POTs that did not meet patient neads.
Findings include:

1. Patient #3 was a 79 year old maje who was
admitied to hospice services on 7/30/13. His
tarminal diagnosis was advanced demantia,

The Physician Gertification of Terminat iliness for
Medicare Hospice Benefit and Admission Orders
was dated 7/30/13 and slgned by the medical
diractor 7/30/13. The certlfication included

¥ ..advanced end stage demeniia who's
caragivers & pt wish comfort measures.”

Patient #9's 7/30/13 admission assessment
documnented he lived al home with his wife. His
{evel of ovaral functioning on the assessmant
was documented as minimal assistance for ADLs,
and maderate assistance for medication. His
wife neaded to remind him to take medications,
The admission assessment documented Patient

#80 was visually impaired, (left retinal detachment)

at each and every IDG meeting, 4,

The complstion date is 11/15/2013. 5. The
RN CM is responsible for verifying all needs
fesponses are addressed and all of the tean
nformed and in agresment of the POC by a
pignatures to completed IDG Comprehensiv
Assessment notes. 6. The DCS/SW or
CRNC is responsible for monitoring that eac
has been completed and signatures affixed.

Addendum;

4. The compietion date for compiiance
will be 11/15/2013, 5. The RN CMis

lespansible for verifying all needs/responses
re addressed and alf of them team i

informed and agreement of the POC by
gffixing signatures to completed IDG
gaomprehensive Assessment notes. The CR
OQr QND will ensure that aach Comprehensiv
Assessment is completed during their weekh
%60 % audit of agency charts. 6. The BICS/S

CRNC or QD is responsible for maeniforing
at each note has been compieted and
gnatures affixed,

e

x4 1D SUMMARY STATEMENT OF DEFICIENCIEB o PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EAGH DEFICIENCY MUST IE PRECEDED Y FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
L 533 Cantinuad From paga 18 L 433/3. Thoese issue will be addressed immediately

i is
fixing

)

~

h note

MNC

4

and hard of hearing, but did not wear fis hearng
aid.

Patient #9's record documented on 8/02/13 and
8/09/13 he continued to drive-his vehicle.
However, no assessment updates regarding his

driving could be found in his record.

During a phone interview on 8/12/13 at 2:30 P,
the Medical Director stated Patient #8 had
advanced dementia, and was not awara that he

FORM CMS-250F{02-00) Previous Verslons Obsclele

Event 1D; L0971

Facllly I0: 134654

if continuation sheet Page 19 of128




| DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/03/2013

FORMAPPRQVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {(¥1] PROVIDERISUPPLIER/CiLIA
AND PLAN OF CORRECTION

IDENTIFIGATION NUMBER:

131564

B. WING

{X2) MULYIPLE CONSTRUGTION
A, BUILDING

(X3} DATE SURVEY
COMPLETED

0911312013

NAME OF PROMIDER OR SUPFLIER

ACCENT HOSPICE CARE

STREET ADDRESS, GITY, STATE, ZIP GODE
1867 SOUTH MILLEMNIUM WAY, SUITE 100
MERIDIAN, 1D 53646

(%4} i0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{FACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

iD
FREFiX

TAG CROSS-REFERENCED TO THE APFROPRIATE

PROVIDER'S PLAN OF CORRECTION

X5}

{EACH CORREGTIVE ACTION SHODLD BE COMPLETION
DATE

DEFICIENCY)}

L5H33

Continued From page 19

continued fo drive, The Medical Director staied
he had visited with Pafient #2 at his home, and
folt he was too impaired to be able to operate any
kind of machinery, let alone drive. He stated
Patlent #9 would not bo safe driving his vehicle.

During a phone interview on 9/12/13 at 3:20 PM,
Patient #9 confirmed he confinued to drive, He
stated he routinely drove to church, doctors’
appointments, and the store. He stated his wife
was his co-piiot, as she did not have a driver's
license. In addition, Patient #9 stated he
confinued o use his riding lawn mower and
perform yard work at his hame,

Puring a phone interview on 9/12/13 at 4.0 PM,
Patient £9's wife confirmed he continued to drive
after heing placed on hospice. She stated his

visfon was "not so goad,” and she would tel) him if

he was driving too close to the other lane.

During an interview 9/12/13 at 3:50 PM, tha RN
Case Manager confirmied she had documented
Patlent #9 had continued to drive afler his
efection of the hospice benefit. She stated she
did not update the comprehensive assessment to
include safety issuas related to driving. She
confinmed the 103 meetings had not discussed

L 533

Patient #9's cantinued drving.

Patient #8's comprehensive assessment was not
updated to address safety concerns in regard to
driving. . .

2. Pafient#11 was a 57 year old female

| admitted 1 hospice services on-9/2H 2 with a—

terminal diagnosis of COPD.
The admission note documented by the RN on
3/12/12 slated Patient #11 lived with her daughter
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in an apariment,

in an RN note dated 10/12/12, the RN
documented Paftient #11's daughter was in jail for
at least 90 days and was suspecled of taking her
mother's medications “as none hava disappeared
since she left." Thears was no documentation to
indicate the comprehensive assessment had
been updated to reflect Patient #11 fiving alone.
The IDG meeting note dated 10/17/12 did not
inctude any documentation to Indicate the Issue
had been addressed, the note only stated
*Kionopin will be filled at [name of pharmacy}.”

In att RN note, dated 11/27/12, the RN
documented Palient #11 had called the hospice
to say she had falien after her bath, hi her head,
and wanted a nurse to assess her, The RN
documented Patient #11 had hit her head above
her right eys and had sustalned a 4 cm cut to her
left shin, which Patient #11 had dressad with
bandaids. Tha note stated "We discussad getting
a shower rug, shower chair and showsr curiain
again." The note stated "Floor was prohably wet
due to missing shower curtaln." There was no
documentation to indicale safely concerns related
to Pallent#11 lving alone had been assessed.
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L. 533 | Continued From page 20 [.633

An DG meeting note dated 4/36713, stated
“patient has become unsafe by herself as she
forgets to plug In or check Oxygen {ubing o see if
connected and working. She may forget to take

| Oxygen offlo smoke. She does not take her- -

medications if not set out for her. She did not eat
for a whole day. Or lake medications for 3 days,

8he needs supervision. Has PFCS avaiiable but
will not use |, she Is afrald of??7? [sic] Cries.
Wanls {o think about . A mesating with family and
hospice SW Monday, what happened?* There
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was no documentation in the madical record to
indicate the safety of Patient #11's living
conditions had been inciuded in the
comprehensive assessment prior to this note,

An RN visit note for 5/09/13 documenied Patient
#11 had spent the night in the hospital after farnily
members had decided they could not stay with
her. She was readmitted to hospice the following
day. The note documented family had requested
fo take her {o the ED because thoare was no one
fo care for Patient #11 at the ¥me. The note also
documented Fatlent #11 had moved to a family
mamber's home and wouid remain there until the
end of her life.

During an interview on 9/12/13 beginning at 16:15
AM, tha DCSISW reviewed Pattent #11°s record
and confirmed she had beon admitted fo the
hospital. He stated the nurse who had been the
case manager for Patient #11 at that tima no
longer worked for the agency, so he was unable
to question her. As the DCS/SW reviewed
Patient #11's EMR, he stated the IDG mesting
notes had documented the safety issues
identified above, but had nol assessed Patient
#11's living situation uniil afler she felt and

sustained an injury,

The hospice did not ensure Patlent #11's
comprehensive assessment had heen updated to
addregs her living situaticn,

3. Patient #7 was a 73 year old female admitted
to hosplce care on 7/26/13, She revoked her

hospice benefit on 8/12/13. Her diagnosss
included COPD and congestive heart failure.

The Admission Note Details form, dated 7/26M 3
Bvent ID: L0911t EacHiy iL; 131554 if conilnuallion sheet Page 22 of 128
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by the RN, stated the patient lived in an assisted
living facility. The form stated Patient #7's son
was being released from prison after 15 years
and she neaded help to find a place where he
could live with her when he got out. He was to be
released on 8/15M13.

A form labeled Assignment Detalls, dated
7/26M13, directed the DCS/SW to visit Patient #7
once a month.

A Soclal Assessment, dated 7/31/13, slated
Patient #7 was "...looking for a home to move into
together [with her son} around the middle of
August." The assessment did not mention the
son's prisoner status or assess Patient #7°s ability
to find a home. No specific social service needs
were [dentifled. No other visits by the DCS/SW
were documented,

No change to the POT for the SW was
documented after his visit. A document labeled
Plan of Care for [Patient #7], dated 7/31/13,
stated the DCS/SW was fo perform non-specific
tasks such as "Ald In connecting patient/family
and community resources and services" and
"Assess level of need.!

The DCS/SW was interviewed on 9/11/13
beginning at 2:15 PM. He confirmed Patient #7's
Sociat Assessment did not address her living
situation or her son coming to five with her. He
confirmed a specific plan to address her unique
situation had not been developed.

The hospice did not ensure Patient #7's
comprehensive assessment had been updated to
address her living situation.
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L 536

418.55 IDG, CARE PLANNING, COORDINATION
OF SERVICES

This CONDITION 1s not met as evldenced by,
Based on record review, review of agency
policies and incldent repatts, observation, and
patient and staff interview, it was determined the
agency failed to ansure patient specific POTSs,
containing measurable outcomes, were
developed, revised, and followed for gach patient.
This failure resulfed in POTs heing developed
without addressing all perfinent patient issues,
and without a process in place to determihe if
patients were recelving services as needed to
reach established goals. Findings include:

1. Refer to L5638 as It rolates to the agency's
fallure to develop a POT specific to the needs
identifled in the comprehensive assessment.

2. Refor to L543 as if relates to the agency's
faflure to follow the wrliten PQT,

3. Refer to L544 as it relates to the agency's
fallure fo provide training and education for each
patlent and caregiver as to their responsihilities
for.care and services as identified in the POT.

L 536 Please refer to L538,L543,L.544,L550,1.555,.557

4, Refer to L550 as i relates fo the agency's
failure to include all services, medical equipment,
and supplies in the POT nacassary to meet the
needs of the patient, ~ " 7 7

B, Refer i 1,556 as it relates io the agency's

failure to devolop or maintain a system of
communication to ensure services were provided
n accerdance with the PO Ts.
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The plan of care must specify the hospice care
and services nacessary fo mert the patient and
family-specific needs idenlified in the
comprehensive assessment as such noeeds refate
to the terminat fliness and related conditions.

This STANDARD is not met as evidenced by:
Based on review of agency poiicles, record
review and stafl and patient interviews, it was
determined the agency failed to incorporate
patient needs that had been identified into the
POT for 5 of 11 patients (#1, #7, #9, #10 and #11}
whose records were reviewed. This resuited in
Incompiate POTs and safely concerns not being
addressed which placed patients and others at
risk of serious harm, impairment or death,
Findings include:
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6. Refer to 1557 as it relates to the agency's
failure to ensure sharing of information with aft
discipfines involved in caring for the patient.
The cumulative effect of these deficiencies
resulied in the inability of the agency to
adequately meet patient needs.
L 538 418.60 IDG, CARE PLANNING, COORDINATION L 53811. in service training and education was cchducted
OF SERVICES by the DCS/SW on 9/18/13, 8/27f13, 10/4/15, and

10/9/13 with 100% of target staff in attenda
In addition, an In-service, {ed by the DCS/SW and
CRNC, will be held on 11/8/2013. The purpose of this
11 service will be to educate 100% of the RN CM's on
the imporlance of ensuring each patients POT
pccurately reflects the care and services netessary

o meet the patients and family specific needs

as identified in the initial and on going complrehensive
assessment process. 2. These actions williensure
that the POT is specific, complete, addressds

pny safety concerns and needs, and incorpdrates

all information into provided care and services. 3
Beginning at the initial Primary IDG Team
eview of the Initial Comprehensive Assessment, to
ach Entire iDG Team meeling, the POT wil be

ce.

1. Pationt #9 was a 78 year old maie Who Was
admitted to hosplcs services on 7/30/13. His
terminal diagnosis was advanced dementia, The
Physician Cerlification of Terminal iliness for
Medicare Hospice Benefit and Admission Oiders
was dated 7/30/13 and signed by the Madical
Director 7/30/13. The cerdification included

ating, with

eviewad-by the RNCM-and.updated.as neeiled,
nsuring that each patient specific POT ace rataly
eflects the appropriate needs of the ;}atiegm/?famiiy.
- The completion date for this deficiency is
- Thé DCS or CRNC will ensire that duting
rimary IDG Team meeting the POT accurately reflects

", .advanced end siage demonlla Who's
caregivers & pt wish comfort measures.” Patient
#9's POT was Incomplete and safely concemns

nd family specific needs as identified in the
nd on-going comprehensive process,

initiai

11/15/2013
théinitlal |

]

t'aAear&aﬁdwsewiee&ﬁeeessary«{&meetmihe—gaﬁen&s—--—----- -
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were not addressed as follows;

a. Patient #¢'=s admisslon assessment
documented he lived at horne with his wife. His
leve! of overall functioning on the assessmant
was documenied as minimat assistance for ADLs,
and moderate assistance for medication (his wife
would need to remind him to take medications),
Tha admission assessment dacumented Patient
#9 was visually impaired, {left retinal detachment)
and hard of hearing, but did not wear his heasing
aid.

Patient #9°s racord documented on 8/02f13 and
8/09/13 he condinue lo drive his vehicle. The
POT did not address patiant safety In regard to
driving.

During a phona fhtarview on 9/12/13 at 2:30 PM,
the Medical Direclor stated Patient #9 had
advanced dementia. He statad he was not aware
that Patient #98 continued lo drive. The Medical
Director stated he had visited with Patient #9 al
his home, and felt he was too impaired to be able
o operate any kind of machinery, let glone drive,
He slatad Patiant #9 would hot be safe driving his
vehicle.

Duringa phoneinterview-or-8/42/13-6t-3:20-PM, —
Patiant #9 conflrmed he continued to drive. He
stated he routinely drove to church, doctors’
appoiniments, and the stora. He stated his wile
was his co-pilot, as she did not have a drivar's
licanse. In addition, Patient #0 slated he
continued to use his riding lawn mower and

rfarravord-wiork.at b

pel A RELES RS LA IR SA iR e L liﬁ”h&?ﬂe-

During a phone interview on 9/12/13 at 4:00 PM,
Patient #2's wife confirmed he continuad to drive
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L 538! Cantinued From page 25 L &3slin addition, the DCS/SW or Administrator will attend esfch

IDG ensuring that each POT accurately refigcts the
patientsffamily specific nasds, In addition, the CRNC,
will at least weekly, audit 100% of all patients POT
for compieteness and make sure they are updated

Comprehiensive Assessments accuralely refiect the
finitial Primary IDG Team mesting. On goin

the DCS/SW or Administrator as they atten
IDG Team meeting each 14 days.

ddendum: 5. The DCS/SW or CRNC or D
il ensure that during the initial Primary ID
I 'eam Mesting the POT accurately reflects the
care and services necessary to meet the patients
and family specific needs as identilied in thel
nitiat and on-going comprehensive process, in,
addition, the DCS/SW or Administrator or Q
will attend each IDG ensuring that each PO
ccuratsly reflects the patients/family specifi
heeds. In addition, the CRNC or QND wit af least
eekly, audit 100% of all patients POT for
ompleteness and make sure they are updated
s necded, The CRNC or DCS/SW or QD

the Entire

Nt

T3

ke
pusy

as needed, The CRNC pr DCS/SW will ensiire that initial
patients/family specific needs by providing ¢versight a e

implementation of this process will be the rdsponsibility|of

nsure that the initial Comprehensive Assessments
ceurately reflect the patients/family specificineeds
y providing ovarsight at the Initial Primary

DG Team Meeting. On going implementation
f this process will be the responsibifity of

——Jhe DCS/SW or Administrator or QD astheyt |

attend the Entire IDG Team Meeting.
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after being placed on hospice. She stated his
vision was "not so good," and she would tell him if
he was driving too close to the other lane.

During an interview 9/12/13 at 3:50 PM, the RN
Case Manager confirmed she had documented
Patient #9 had continued to drive after his
election of the hospice benefit. She stated she
did not incorporate safety interventions related to
driving into Patient #9's POT. She confirmed IDG
meetings had not discussed Patient #9's
continued driving.

The agency did not ensure Patient #9's safety in
operation of his vehicle and other machinery.

Immediate Jeopardy was identified as Patient
#9's driving placed himself and others at risk for
serlous harm, impairment or death. Agency staff,
though aware of the situation, had not evaluated
Patient #9's ability to drive safely and had not
taken steps to keap him or others safe. The
agency was notified of the Immediate Jeopardy
on 9/12113 at 5:00 PM.

The agency submitted a Plan of Correction for the
Immediate Jeopardy on 9/13/13 at 3:00 PM. Staff
approached Patlent #9 regarding his ability to

drive-and heTevoked-hospice services:—Hospice
staff working 9/13/13 were all informed of the
need to notify the DCS/SW or the Administrative
Director and develop an immediate plan to
address any patient who was identified as
engaging in behavior that placed him or her at
risk of serious injury. The DCS/SW had taken

steps-to notify off duty staff and volunteers of the

need to report dangerous situations. A policy and
procedura to notify the IDG and create an
immediate plan to address unsafe situations was
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developed and implemented. Plans were in place
to ensure gl staff and volunteers were notified of
the changes prior to working their next shift,

On site verification of the plan's implemantation
was completed on 8/13/13 at 4:00 PM and the
Immediate Jeopardy was abated,

b. The hospice failed to take Patient #5's needs
into account when developing the POT as follows:

A"Hospice Cerilfication angd Plan of Treatment,”
dated 7/30/13, included orders for CNA visils to
assist with personal care and hame making. In
addition, the POT included Chapiain visits {0
provide spiritual support.

~There were no CNA, visits In the recard.
- There were no Ghaplaln visits in the racord,

Patient #9's Case Manager was interviewed on
91211 at 3:00 PM. She reviewed his record and
confirmed the CNA and Chaptain visit orders
were included on the POT. She staled he would
not nead CNA sarvices, and the GNA visit was a
default In the electronic program that should have
been deleted upon developing Patient #9's POT.
The-Gase-Monager stated Ratient #8.and-his

family decfined Chapiain visits, and the POT had
not been updated to remmove Chaplain and CNA
visits,

Tha POT was not developad in accordance with
Patient #9's neads.

2. Patient #11 was a 57 year old female who was
admiited to hospice sarvices on 8/12/12. Her
terminal diagnosis was COPD, The Physician
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Certification of Terminai Hiness for Medicare
Hospice Benefit and Admission Orders was dated
9/12{12 and signed by the Medical Director
9/14/12. The certification inciuded “...end stage
COPD. Dees not wish escalation of care comforf
measures beyond current javel.”

a, Patient #11's admission assessment
documenied she was a widow and lived alone In
an apartment. Her assessment inciuded @ need
for assistance with dressing, meal praparation,
bathing and othar ADLs.

The comprehensive assesamant dated 9/12/12
Identified the foilowing safety risks without POT
intervention:

- 8he was on continuous oxygen, but was
smoking cigaretles ¥ {o 1 pack per day.

The POT did nof inciude inferventions related to
pallent education regarding smoking and usging
axygen together.

~ Patlent #11's home environment ingluded
concems related lo cleantiness, accessibility, sha
was at risk for faiiing and had tripped on her
oxygen tubing.

I"The FOT did notimcludeintervantions-related o

Tha POT did not inciude intarventions refated to
hazards and patient gafety in her home,

- Patient#11's daughter had taken her
medications,

prevantion of medication diversion by her
daughter.
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- Patient #11 had financial concerns and heeded
housekeeping and grocery shopping services.

The POT did not include interventions related to
ensuring Palient #11's cancems regarding
finances, housekeeping, and shopping needs
were met,

During an inferview on 9/3/13 af 8:20 AM, the
DCS/SW raviewed Patient#11's racerd and
confirmed the safety concemns refated {o oxygen,
falls, medication diversion and a safe homa
environment had been identified upan her
admission and had not been addressed in the
POT or during IDG masatings.

Pationt #11's POT did not insiude interventions o
address safety,

b, The hospice falled to take Patient #11's needs
into account when developing tha POT as follows:

Patient #11 was on hospice services and
revokad her hospice bensfit on Iwo occasions,
For periods when Patient #11 was on hospice
services, she did not receive services as
specified on her POT as follows:

A'Hosplce-Cerliffcation-and-Plan-of Treatment”

dated 912412, inciuded orders for Chaplain visits
to provide spirltual support to patient and family.

Thara weare.no Chaplain visits in the record.

Patient #11's Case Manager was interviewed on

9/12114-a1-3:00 PM.—She-reviewed the record and | ..
confirmed the Chaplain visit orders were included
oh the POT. The Cass Manager stated Patlent
#11 and her family declined Chaplain visits, and
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the POT had not been updated to remove
chaplain visits,

The POT was nof developed it accordance with
Patient #11's needs,

3. Patlent #10 was a 78 year old female who was
admilied to the hospice on 3/12/13. She revoked
hospice services on 6/20/13. Her diagnoses
Included COPD, lung cancer, and deprassion,

A nursing note, dated 4/02/13 at 1:30 PM, stated
Patient #10's “...husband was in quile a foul
mood, {it was] reported that yesterday he had
gone into an uncontrollable rage, shouting and
swearing with fou! Janguage, He has been fafking
about 'putting patient in a nursing home s0
someonse can teach her how o take her
medicine.’ Patient confirms this. She adds,
‘Sometimes he just gets so violent!'...RN noted a
shotgun sitling propped against a bookcase near
his chair so asked, 'Is he capable of gelling so
angry that he would grab a gun? and she replied
that yes, she thought he might with enough
anger...patient's husband has a gun in every
foom,..when asked about the situation, she
replied 'l don't know what to do."

A nursing noté, dated 4120013 at 1:30 Pit, slated
Patient #10's "Husband fs present today and
patient is clearly very nervous and fearful...patient
informed [the nurse] that {the husband} had been
etpecially ugly this maming. .He has been calling
her names, telfing her she is ‘just a dirfly biteh,’
and in fact threatened o kiil her."

A nursing note, dated 5/14/13 at 4:20 PM, stated
Patient #1('s oxygen saturation level was 92%.
The naote stated the nurse assisted Patlent #10 to
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put her oxygen on. The note stated “After 10
minutes there was no improvement noted in sats
so RN checked the tubing. 1t had been
disconnected at the swivel, the 2 ends held up
straight and tied in a knot. Patient said ‘[her
husband] did that™ The RN corrected the
problem and Patient #10's oxygen safuration level
improved slightly.

The RN who wrote the above visit notes was
interviewed on 5/13/13 beginning at 1:20 PM.
She stated Patient #10's husband called her a
“fifthy bitch" and confirmed she was afraid for
Patient #10's safety.

The DCS/SW was interviewed on 9/12/13
beginning at 10:50 AM. He stated Patient #10
was a "classic case of battered woman
syndrome" and he encouraged her to get away
from her husband.

Patient #10's POT, dated 3/12/13 and included
updates through 6/10/13, addressed Patient #10's
respiratory and cardiac status, instructed staff to
assess her anxiety level each visit, "Monitar
feelings of depression and loneliness," and
encourage mobility. The POT did not address
issttes with Patient #10's husband who was also

her primary caregiver or her battered woman
syndrome.

The DCS/SW was interviewed on 9/12/13
beginning at 10:50 AM. He confirmed Patient
#10's POT did not address her domestic issues
or provide direction to staff regarding her

depresston-beyond monitoring-it.

Patient #10's POT did not specify necessary care
and treatment,
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4. Patlent#f7 was a 73 year old female admitted
fo hospice care on 7/26/13, She revoked her
hospice bengfit on 8/12/13. Her diagnoses
included chronic obstructive pulmonary disease
and congestive heart faliure.

Patient #7's admission nota, dated 7/26/13,
slated she lived in an assisted living facility. The
form slated Paiienl #7's son was being released
from prizon after 15 years and she neaded help
to find a place where he could live with her when
he got out. He was to be released on B/15/13. A
soclal asseasment, dated 7/31/13, stated Patient
#7 was "...looking for a home to move into
together [with her son] around the middle of
August” The assessment did not mention the
son's prisoner status or assess Patient #7's ability
fo find @ home, Patient #7's POT dated 8107113,
did not include a plan related to her upcoming
move or the transition of her son coming from
prison to live with her. A form labeled Assignment
Detalls, dated 7/26/13, direcled the Social Worker
to vislt Patient #7 once a month,

The DCS/SW was interviewad on 9/11/13
beginning at 2:15 PM. He confirmed Patient #7's
POT did not address her jiving situation or her
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surrcoming-to-live-with-her:

Patient #7's POT did not specify a plan for social
senvices.

b, Patlent#1 was an 81 yeai' old female admitied
to the hosplee on 7M.2/13 with the terminal

~Hdiagnosis-of COPL. - Herinedical record for the. |

cerlification parlod of 7/12/13 through 10008113
was reviewed.
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The POT was signed by the physiclan on 7/16/13
and the RN on 8/14/13, The POT included orders
for "CMNA vislis to assist with personal care, home
making, and lo promote comfort per RN
assignment.” There was ha ducumentation of a
CNA assignment or of CNA visits in the medical
record.

The OCS raviewed the ciinical record and was
interviewed on 9/10/13 at 8:45 AM. He confirmed
there was no documentation of CNA visits. He
staled that Patient #1 had refused aide visits but
¢onfired this was not documented in tha
medicai record, The DCS also conirmed the
PQT had not been changed to reflect Patient #1's
refusal of CNA services.

The POT was not developed in accordanca with
Patient #1°s neads.

L 5§43} 418.66(b) PLAN OF CARE L5430, Besides the nated in-service training and
education that was conducted by the DCS/8wW

Al! hospice care and services furnished to
bt 8/27/13 and 10/4/13 with 100% of RNCMs in

patients and their familles must follow an

individualized written plan of care established by pttendance an in-service will be held on 11/{3/13,
the hospice interdiscipiinary group in collaboration vith the Entire IDG Team in attendance, This in-
with the attending physician (i any), the palient or service will ensure that 100% of the hospice|staff
representative, and the primary caregiver in re educated ) "
accordance with the patient's needs if any of ucated on the importance of mesting ?!e
them sa dosire. S “O;lws&tfrei;ueacies,and_ihempmper
ocumentation/Action required should a pa%mj
mily member refuse a vi iti
This STANDARD is not met as evidenced by mjrg IDG team will beaev;séi. :n ?dd,mon’ fh
Basad ¢n record review and staff interview, it b d Wil he educatediirained on how
was determined the hospice fafled to ensure ocumnent changes in visit frequencies in the
. _| agency staff conducted visits at the frequencies MR and the importance of nofifying the RNICM if
determined by the IDG Tor 4 of 11 patients (#2,—|—— —g-family- member/patient request a change-in] ... |
#5, #8, and #10) whose records were reviewed. visit frequency. 7

This bad the potential to result in unmet patient
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L 643| Continued From page 34 L.5432. The combined actions will ensure that cafe and services
needs. Findings include: provided, including visit frequencies, will folldw the
gstablished, individualized POT, 4. The
1. Patlent #5 was a 73 year old female who was . i A
Y tompletion date of this correction will be 11/15/2013.

admitted fo hospice services on 5/23712, Her
terminai diagnasie was COFD.

Addendum;
Patient #5 was on haspice seryices and revoked $. The DCS/SW or GRNC Or QD
her hosplce benefit on three occasions. For the will ansure that durin -
g the initial
poriods when Patient #5 was on hospice Primary IDG Team meeting the POT accurately reflects

services, she did not racelve services specified

on her POT as fallows: he correct visit frequencies to meet the patignts

f
gnd family specific needs as identified in thelinitial
gnd on-going comprehaensive process. In addition,

a. An Inftial Comprehensive Assessment, dated
5/2312, included orders for DCS/SW services
monthly, Chapiain Visils twice monthiy, SN visils
twice weekly, and Hospice Aide visits 3 times per
week,

the DCS/SW or Administrator OR QD

will attend each IDG

Team meeting ensuring that ai} Primary IDG feam memtler
‘ Visit frequencies are meeting the patientffamily needs.

- A Bociat Assessment dated 6/08/12, included a
Bereavement Assessment which was not
compieted. Therae were no further DCS/SW visit
notes during that period of service,

he CRNC or QND

il ensure that during their weekly
dit of 100% of alf patient racords that the primary IDG
eam members are meeting visit frequendcied.
. The DCS or CRNC QR QD

25-=

—

b. A'“Hospice Certification and Plan of
Treatment,” dated 7/13f12, included orders for

[y

DCS/SW sarvices monthly and Chaplain Visits Will ensure that visits frequencies
twice monthly. L . N
are established at the initial Primary IDG Team meseting.
- Chaplain Vislt notes ware docurmented on Fhe DES/ASW-or-Administrator OR-QD
B/16/12, 8/30M12, ©/13/12, 8/26M2. No further wilt ensure on going visit .
;Ont]ei:sfeo{l ﬁ}gg{gaﬂf’d were documented, indicating frequencies meet the patient/family needs bylattending
Y o _ e_?_a_ch Entire IDG Team Meeting. The CRNC
- DCS/SW Visit notes were documented on C‘:QND
1 8/17/12 and 9/14/12. No further notes for that will ensure on-going compliance via the 100% weekly

period were decumented, ndicating 4 missed - chart-audits: e - -
visita,
Chaplain and DCS/SW visit frequencies did not
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L 543

Continuad From page 35
follaw the written POT established by the IDG.

¢. A"Hospice Certification and Plan of
Treatment,” dated 3/26/13, included orders for
DCS/SW services monthiy and Chaplain Visils
twice monthiy.

~ Chaplain Visit notes for that period indicated he
visited Patient #5 twice mpnthly except there
wara no visils for the month of April 2013,
indicating 2 missed visits.

- DCS/SW Visit notes for that period were
missing for March and Apri, indicating 2 missed
visits.

The DCSISW was interviewed on 9/13/11 ot 8:00
AM. He reviewed Patient #5's record and
confimed the missed visits. He reviewed the
EMR and stated he did not see any
documentation to explain why the visila were
missed.

Chaplain and DCS/SW visit frequencies did not
follow the written POT established by the 1DG,

¢. A"Hospice Aide Assignment,” dated 6/04/12,
documented that the aide was to visit Patlent #5

L 543

tires times a week andoblain vital signs;assist
with ambulation, assist Patient #5to situpina
chair, provide light housekeeping and food
preparation, assist Patient #5 to the bathroom,
assist with dressing, hair brushing, foot care,
linen changes, shampoo, shower and skin cara,
Howaver, on several visits the tasks had atready

bewrycompleted by the PEG-Care- was-not
provided in accordance with the hospice aide
assignment. Examples include, but werg not
[imited to, the folowing:
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~ A hospice alde note daled 7/30/13 documented
Patient #5's food preparation, dressing and nail
care was hot needed and the PCG had already
assisted Pattent #5 with showering, shampoo,
orat hyglene and linen change.

- A hospice aide nole dated 7/31/13 documented
ambuiation, food preparation, showering,
shampoo, and nail care were not nesded. The
note also documented the PCG had afready
assisted Patient #5 with oral hygiene, finen
change, and dressing.

- A hospice alde note dated 8/12/13 documented
alf cares had heen done prior to her arrival and
the only task completed by tho hospice aide was
light housekeeping and vital signs.

- A hospice aide note dated 8/23/13 documented
the aide obtained vital signs, assisted Patienl #5
to the bathroom and provided skin care, but aff
other cares were done by the PCG or not needed.

- A hospice aide note dated 8/28/13 documented
the aide assisted Patient #5 to the hathroom and
provided skin and nall care, but ail other cares
were provided by the PCG or were not needed.

One of the CNAs providing care for Pafient #5
was interviswed on 9/11/13 at 9:10 AM. She
confirmed the above atde visiis were made, and
she would usualily take vits] signs and check an
Patient #5. She stated belwsen herself and the
RN, Patlant #5 would be sesn almost every day.

The CNAslated she had not discussed-changing |- — L

the Hospice Aide Plan of Care with the case
manager,
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Care was hot provided and coardinated with the
PCG in accordance with the Hospice Alde Plan of
Care.

2. Patient #8 was an 88 year ofd male admitied
to the hospice ¢n 7/11/13 for a terminal
diagnoses of Parkinson's disease. His medical
record for the certification perlod of 7/11113
through 10/08/13 was reviewed.

The POT, signed by the physictan on 7/16/13,
ordered SN visits fo be completed once a week,
with sevan PRN visits each week.

The RN Gase Manager dacumented a visit note
on 7116/13. On 7/24/13 the RN Case Manager
documented that Patient #6°5 wife stated she and
her hushand would be out of town "teday and
fomorrow” and did nat want a visit from tha RN
until “Thursday this week.” The next visit note
recorded by tha RN was on 8/01/13, 18 days
sinca the last RN visit,

The RN Case Manager reviewed the recard and
was Interviewed on 9/13/13 al 8:20 AM. He
confirmed the RN visit frequency had net been
followed in accordance with the POT,

.| diagnosis of Parkinson’s disease. His medical

Lware raviewed. -

(X4 D SUMMARY STATEMENT OF DEFICIENCIES 0 (X
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SN-visit-frequeney-did-not-follow-the-BOT.

3. Patient #2 was an 80 year old male admiited
to the hosplce an 8/10/12 with a tarminal

record for the certification pariods of 6/06/13
through 8/04/13 and B/06/13 thraugh 10/03/13

The POT for the cerfification period of 6/06/13

through 8/04/13, signed by the physician on

FORM CMS-2607(02-00) Pravious Versions Qbsolebo

Evenl 1D; 110911

Faciflty iDx +31664

(f continuation sheat Page 38 of 128




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

PRINTED: 10/03/2013

FORM APPROVED

OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA X2} MULTIPLE CONSTRUCTION {43 DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
131664 B. WING 0911342013

HNAME COF PROVIDER DR SUPPLIER

ACGENT HOSPIGE CARE

STREET ADDRESS, CITY, STATE, ZIF GODE
1867 SOUTH MILLENNIUM WAY, SUITE 100
MERIDIAN, ID 83846

523/13, documented the DCS/SW was to visit
monthily with 7 prn visits allowed a week, The
FOT for the cerdification period of 8/04/13 thiough
10/03/13, signed by tha physician on 7/24/13,
doctimented the same freguency for the
DCSISW. The DCS/SW visit frequancy was not
followed in accordance with the POT as follows:

- A"Missed Visit Detalls" note was recorded by
five DCS/SW on 5/28/13 at 2:20 PM which stated
Patient #2's wife had called o tefi the DCS/SW
that Patient #2 had friends visiting and "would
prafer that SYW not visit this month,”

- A "Missed Visit Details” note was recorded by
the DCS/SW on 6/25/13 at 9:36 AM which stated
Patisnt #2 had a “teirible headache and is not up
to a visit."

- A"Missed Vislt Detalls” note was racorded by
the DCS/SW on 7/30/13 5:05 PM which stated
Patient #2 refused a visit for the month because
he had family in town, The next visit provided by
the DGS/SW was documented on 8/15/13.

Patient#2 was not sesn by the DCS/SW for 3
months.

4} ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 115
PREF 1X {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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The DCS/ISWwas interviewed-on 81 0/13-at
approximately 8:46 AM. He stated he atlempted
to reschedule missed visits but did not document
this. He confirmed the DCS/SW vislt fraquency
did not foliow the POT. _

DCS/SW visit frequency did not foliow the POT,

4. Patient #10 was a 78 year old female who was
admitied to the hospice on 3/12/13. She revoked
hospice services on 6/20/13. Her diagnoses
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included COPD, lung cancer, and depression,
The POT, dated 4/26/13, ordered SN visils (o ba
performed twice a week.
The RN documented visit a visit on 530M3. The
next visit was documented on 6/13/13, 14 days
later,
The DCS/SW was interviewed on 912/13
beginning at 10:50 AM. He conffrmed SN visits
had not been performed twice a weekK in
accordance with ihe POT,
SN visit frequency did not follow the POT.
L. 5441 418.56(b) PLAN OF CARE 1. 64411, Besides the noted In-service training and
education conducted by the DC
The hospice must ensurs that each patient and /27113, 10/4/13. and 1'% 1,9:?1 ‘S{SW c:n
the primary care giver(s) receive education and fRN C;ﬂ’ ’ 3 with 100%
training provided by the hospice as appropriate to s in altendance an in-service wil
their responsibliities for the care and services ba held on 11/13/13, atiended by the Entire
identified in the plan of care. IDG Team ensuring they are educated on tHe
ew agency policy r i italizations whi
This STANDARD s riot met as evidenced by: ncludes: odtention oo pmind Nospilalizations which
Based on review of medical records and staff S o 'oN Al hospice elaction of bgnefit
interview, it was detarmined the hospice falied to nd admission regarding hospice policy, eddcation
ansure education on tha responsibilities of care @ prevent hospitaiizalions, the process takef if

tothercareglvers-for-4-of-11-patients-(#41). whose..

and services identitied in the POT were provided

records were reviewed, This failure resultedin a
potentially unnacessary admission to the haspital
and revocation of hospice services. Findings
include;

Patient #11 was a 57 year old female admitted to

diagnusis of COPD. Patient#11 revoked hosplce
care twice between admission and her death on

————Rospitalizationsin-certifications-and.re-

hospice-servicesonSH2A2 withateroalnal ¢

[ o e T

patient is admitted, the need to include recent

artifications, and the requirement of the Entire
DG Team to discuss, review and document
hether the revocation could hava been prevented,
. All of these actions wilf help prevent
nnecessary hospitalizations and revocations

nd how to follow the established pracess arid
frocedures,
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with Patient #11 about calling the hospice first
and put a sign on Patient #11's door with this
information. The RN also put a card In Patient
#11's wallet and gave her daughter a card with
the hospice's name and phone number on it.
There was no documentation in the medicai
record to Indicate this education had been
performed prior to this event.

A Notice of Patient Enrollment Change form was
signed by Patient #11 on 2/09/13 revoking
hospice benefits. The Physician Certification of
Terminal lliness for Medicare Hospice Benefit &
Admission Orders form was signed by the
physician on 2/12/13 and documented "+ End
stage COPD. See recent face to face.” The
Face to Face Visit note was documented by the
physician on 2/14/13. There was no
documentation related to Patient #11's hospital
admission,

how to prevent hospitalizations. 4. The
date of completion will be 11/15/2013.
Addendum:

5. Charts will be audited quarterly by the
CRNC OR QND

to verify that revocation reviews have
been conducted if needed.

6. The DCS/SW Or

this Plan of Correction ensuring compliancg
the Medicare COP's regarding Hospice Cail
this agency Policy and Procedures.

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L. 544 | Confinued From page 40 L 54413. As of 10/10/13, all admission packets were
512413, as follows: updated to include a Medical Coordination
Service page, outlining the hospice agenc
The RN visit note for 2/12/43 documented Patient D S ot o ooty
#11 had taken herself to the ED on 2/09/13 after ponder. In addition, @ poilcy was
suffering an anxiety attack. The hospice was created on Hospitalizations with an in-servige held on
unaware of this admission until Patient #11 was 10/23/2013 which was attended by 100% of all
discharged from the hospital on 2/11/13. The RN RN CM's where they were educated on the
documented that she reviewed the procedure contents of the policy which includes a portjon on

CRNC QD will be responsible for implementation

with
e and

The IDG meeting notes for 2/20/13 did not
address Patient #11's admission or the need to
educate Patient #11 and her family.

An RN visit note dated on 5/07/13 stated Patient
#11 was confused, vital signs were Irregular and

nail beds were dusky.- The RN stated Patient #11
had not taken any medication from the medi-set
since the RN had given her some on Friday, three

days prior, The RN stated she belleved Patient
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#11 was dying. She called Patient #11's family to
inform them but was unable to stay with Patient
#11 until family arrived. She called the hospice
Chaptain {o come unti family could be there, At
atout $1:158 AM, the RN receivad a call from
Patient #11's daughter stating that she was with
har mother and wanted o tatk her mother into
being admitted to the hospltal. The RN
documented she received an ematt from the
DGS/SW stating that Patient #11 was gaing o the
ED. There was no documentation to indicate the
RN had attempted to provide the family with
education related to the dying process or whan it
was appropriate to transfer Patiant #11 to the
hospitai.

A Natice of Patlen! Enroliment Change was
signed by Patient #11’s daughter on 5/07/13
revoking hospice benefits,

An RN vigit note for 5/09/113 documenied Patient
#11 had spent the night in the hoapital after family
members had decided they couid not stay with
her. She was readmitied to hospice the foliowing
day. The note documented family had requested
to take her to the ED because there was no one
to care for Patient #11 at the ime. The nole also
docurenied Patient #11 had moved to her

daughter's home and wolld rémai there wnliHhe
end of her fife. There was no documsntation that
the family was educated on when fo call hospice
or when {o go to the hogpital,

The Physlcian Cerfification of Terminal liness for
Medicare Hospice Bensfit & Admission Orders

‘form was Signéd by thie physiclanon 86813 and- |- .|

documented Pationt #11 had "end stage COPD,
Pt had family {illegible} + exacerbation + went to

hospital for encephalopathy, Now wanis lo

X4y Iy SUMMARY STATEMENT OF DEFICIENCIES w FROVIBER'S FLAN OF CORRECTION e}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETON
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L. 544 Continued From page 42 L 544
resume hospice.”
iDG meeting notes for 51543 did not contain
docurmentation {0 indicate Patient #11's overnight
stay in the hospital had been addressed by the
IDG taam. There was no documentation to
indicate the need for further education of the
family/caregivers had besan addressed. in
addition there was no documentation to indicate
Patient #11's revocations had been investigated
in order to determina if the hospitalizations coukd
have been prevented.
The DCS/SW was Inferviewed on 9/12/13 at
10:15 AM. He confirmed there was no
documentation Patient #11's famfly had been
aducated in relation o the events thal caused
Patient #11 10 revoke services. He confirmed the
revocation events had not been investigaled,
The hospice falled to educate Patient #11's family
in order lo pravent hospitalization,
1. 550 | 418.58(c)(5) CONTENT OF PLAN OF CARE L. 550[1. In service training and aducation was cohducted
. by the DCS/SW :
{The plan of care must include afl services Wsi,th 100% lf i U;h? ij 3.’ 10/4/13 and 10{9/13 .
necessary for the palfiation ahd management of o Ol the M's ‘f‘,aﬁﬂndance‘ t-Service
including the fo!%qwing:] ) 0 inciude all services necessary for the paliiation
{6} Medicat supplies and appliances necessary to el management of the terminatiliness-andrelated
meet the necds of the patlent, conditions inciuding medicai suppies and
Bppliances necessary lo meet the neads of the
This STANDARD fis not met as evidenced by: . patient. 2. Thesa actions will ensure that DME
Based on recard reviaw and inferview, it was s included in the patients POT and supplied in
determinad the agency failed to ensure DME was becordance with their needs.
“Tdentifiod-on-patiend POTe-and suppliedin-—— — - .
accerdance with patient need for 8 of 11 patients
(#2, #3, #5, #7, #8, and #11) whose records ware

FORM CM5-2687{02-00) Previots Versions Obsslele Event D LI0G 14 Faclily ID: 131564 If conlinuaifon sheet Pago 43 of 128




DEPARTMENT‘OF HEALTH AND HUMAN SERVICES'
CENTERS FOR MEDICARE & MEDICAID SERVICES |

~ PRINTED: 40/03/2013
" FORM APPROVED
OMB NO. 0938-0391

{X2} MULTIPLE CONSTRUGTION - o (X35 DATE SURVEY

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A GULDING COMPLETED
131564 5. WiNG 09/13/2013

NAME OF PROVIDER QR SUPPLIER

ACGENT HOSPICE CARE

STREET ADDRESS, CITY, STATE, ZIF CODE
1657 SOUTH MILLENNIUM WAY, SUITE 100
MERIDIAN, D 83646

PROVIDER'S PLAN OF CORRECTION (X5}

reviewed, This resulted in patient needs haing
{eft unmet and unnecessary pationt injuries
occurring. Findings include;

1, Pationl #11's 201212 initial Hospice
Certification and Plan of Treatmant documented
she was a 57 year old female wilth pulmonary
disease (end stage COPD). Her record did not
inciude documentation that DME was provided in
accordance with her {dentified needs as follows:

a. Her DME Ovder Dalails note, dated 9/6/13
documented she required DME which included a
shower hose and an over biad table. However,
Patient #11's record did not include
documentation that she received the DME, Her
oM2M12, 121112, 21213, 4113/13, and 5/09/13
Hosplce Certification and Plan of Troaimeant
forms all continuad to document sha needed the
shower hose and an over bed table,

b. Her DME Order Details note, dated 9/06/13
documanted she required DME which included a
shower chair. However, Patient #11's record did
not Include documentation that she receivad the
DME as follows:

Patient #11's 8/12/12 Hospice Ceriification and

Marof Treatment form continoed-to-document——
she needad the shower chair.

An 11116/12 RN visit note stated "Patient needs
shower curtain and shower.chair...”

A 11/27112 RH vislt note docymented Patient

and was bleading. The note documented sha hit
head head abave her right eye and the area was

T had faflen after-her-bath, had hither-head-- -+

swollen. She also had a 4 cm cut on har left shin

—— e-item;-deliverrdate,and-werd- “delivered”

X4y Iy SUMMARY STATEMENT OF DEFICIENCIES ]
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {FACH CORREGTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
L &80 | Continued From page 43 L 860

3. Al time of admission patient needs ara
Initially aseess and continually re-assessed fhroughout
duration of treatment. The supplies and apgiiances
ere provided as soon as the need is identifidd,

The RN CM's are responsible for ordering ah/or
verifying the ordering of and delivery of any heeded
medical supplies or equipment. The items dre
dentified that the patient already has and qu

s indicated in the clinical chart (with the words

patient owns") under the heading "Body Systems
Activity Musculoskeletal Finding™ in the section labeled
Patient Used Mohility Equipment and Devides."

i he DME orders section in the clinical chart lwill

be created at admission. If applicable, wher
the Tirst ardered equipment and/or supplies are
Holiverad to the patient. Each item will be lidted
with the actual word "delivered” to indicate actual
alivery to and receipt of such item by the patient.
ny subsequent equipment and/or supplies Wil be
dded by updating the current DME orders (ks
pposed to creating a new order) in order tojkeep
e full list in one area of documentation incliiding

indicate actual delivery to and receipt of slich item
y the patient. Any needs will be discussed jwith

e Entire IDG Team and documented in the)
me correlated IDG Comprehensive Assagsmant.
The Primary IDG Team will review and document

~needs; refusals, and reassessments-of needks.
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shower chair and shower curtain again." The
note stated “Floor was prohably wet due to
missing shower curtain.®

A subsequent Hospice Alde Visit note
documented the shower curtaln was hung and a
nen-slip mat was placed on 11/29/12, However,
no information regarding Patient#11 receiving a
shower chair was present,

An 11/30/12 BN visit note stated “Now has
showsr chalr, bath mat, bath rug and shower
curtain,” However, Patient #11's 12111/12,
21213, 4/4313, and 5/39/13 Hospice
Certification and Plan of Treatment forms ail
cohtinued fo document she needed the shower
chair.

c¢. A physician's Face fo Face Visit note, dated
2/14M 3 stated “...her nebulizer is not
funciioning...” Documentation regarding when
tha nebulizar was replaced could not be found in
Patient #11°s record.

d. The Assessment summary section of her
5/09/13 Hospice Certification Certification and
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L. 650 Continued From page 44 L 850
and a dark bruige on her l2ft Inner knee. The
note stated "We discussed getting a shawer rug, Addendum:

the Administrative Assistant OR

1D

Wil perform

monthly audits to compare the list of

Assistant OR

QD

will be responsible for implementing
Fhis acceptable plan of correction.

4, The compiefion date for correction will
11/16/2013. 6. The Fiance/HR Director anug

actual delivered DME equipment with that
of the requested list in the clinical chari,
6.Finance/HR Director and the Administrative

Plan stated-sheused a4 wheehwalkerbut
needed a new one as Patient #11's was "old and
rickety.” Documentation that the walker had been
repiaced could not be found In Patient #11's
record. . . . .

The DCS/SW was interviewed on /12/13

~| beginhing at 10:15- AM--He sonfirmed there was-—| - fooe e

no documentation to indicate the DME needs
identified above had been provided,

FORM CMS-2567{02-88) Previous Visslons Obsolete Evant ID;: 140011

Faciity ix; 131554 if conlinuation sheot Page 45 of 128




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVIGES -

" PRINTED; 10/03/2013

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENGCIES
AND PLAN OF CORRECTION

{*X1) PROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER:

131654

- (X2) MULTIPLE CONSTRUCTION

A, BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

09/13/2013

NAME OF PROVIDER OR SUPPLIER

ACCENT HOSPICE CARE

STREET ABDRESS, GITY, STATE, ZIP GODE
1857 SOUTH MILLENNIUM WAY, SUITE 100
MERIDIAN, ID B3646

DME had not been supplied in accordance with
Pailent #11's needs.

2. The Patient Used Mobility Equipment and
Devices section of Patient #3 RN Case Manager
vislt note dated 6/11/13, documented he used
DME which included a recliner and a shower
seat. However, Patient #3's 8/18/13 Hospice
Certification and Plan of Treafment did not
include the recliner or the shower chair,

The DCS/SW was interviewed on /12113
beginning at 10:50 AM. He confirmed the DME
was not included on the POT.

DME was not included on Patient #3's POT,

3. The Patient Used Mobility Equipment and
Devices section of Patient #8 RN Case Manager
visit note dated 6/25/13, documented he used
DME which included an electric scooter.
However, Patient #8's 7/11/13 Hospice
Cettification and Plan of Treatment did not
Include the electric scooter.

The DCS/SW was interviewed on 9/12/13
beginning at 10:50 AM. He confirmed the DME
was not included on the POT.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (%6)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
L 550 | Continued From page 45 L 6580

DME was not included on Patient #8's POT,

4. The Patient Used Mobility Equipment and
Devices section of Patient #7 RN Case Manager
visit note dated 7/28/13, documented she used
DME which included an electric scooter.

However, Patient#7's 7/26/13 Hospice
Certification and Plan of Treatment did not
include the electric scooter.
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The DCS was inferviewed on 9/11/13 beginning
at 2:15 PM. He confirmed the DME was not
included on the POT.

DME was not included on Patient #7's POT.

5. Palient #2's 8/29/1Z RN Case Manager notes
documented in the Palient Used Mobilily
Equipment and Davices section that Patfent #2
required a walker, reciiner, wheelchair, shower
seaf, bedslde commode, adjustable bed, tollat
seat riser, hed ralls, and an exerclse bike.
Patiant #2's 5/01/13, 5/15M1 3, 5/22/13, 5/29/13,
812713, 6/26/13, 7703013, 7HTM3, 712413,
7131113, 8/07/13, 8/14/13, 8/21/13, B/26/13,
8/28{13 and 9/04/13 RN Case Manager notes
documented he required the same equiprnent
lisled in the 8/28/13 note and Included a transfer
pole.

However, his 6/06/13 and 8/06/13, Hospice
Certification and Pian of Trealment stated he
required walker, a wheelchair, a suctian machine
and a shower chafr. The recliner, bedside
cominode, adjustable had, tollet seat riser, bad
rails, and the transfer pale were nol Included in
Pafient #2's POTs.

-t Patiemt #2's record did not inglude information

AdditionallyPatient#2's 5101113, 671613,

¥a3 1D (51
énéﬁx {EACH DEFIGIENCY MUST 9E PRECEDED BY FJLL PREFEX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING 'NFORMATION) TAG CROSS REFERENGED TO THE APFROPRIATE Date
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L 550 | Continued From page 46 L 550

5/22113, B29/13, 6/12/13, /2613, 7/03/13,
717713, 7124113, 7131/13, B/07/13, 8/14/13,
8/21/13, 8/28/13, 8/28/13 and 9/04113 RN Case
Manager notes dacumentad in the Patient Used
Mobiiity Equipment and Devices section thata’
new shower chalr was ordered on 6/5/13.

ragarding when or if he had received the new
chalr.
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Continued From page 47

The DCS/SW was Interviewed on 971213
beginning at 10:50 AM. He confirmed tha DME
was hot included on the POT.

DME was not included in the POT or supplied in
accordance with Patient #2's needs,

6. Patienl #5's Iniliai Comprehensive
Assossmeni, dafed 5/23/12, stafed she required
a quad cang, a fift recliner, a wheeichair, a
shower seat, a bedside commode, a toilet seat
riser, grab bars, a grabbetfreacher, and a wedge
pillow for her bed.

Additionally, har RN Case Manager visit notes,
dated 5/02/13, 5/09/13, 5/24{13, 5/30/13, 6/03/13,
6/10/13, 6/47/13, 6/20/13, 6/29/13, 7/05/13,
7111413, 71183, 712513, 8/01/13, B/DB/13,
B/15M3, 8/22113, and 8/20/13, stated sha
required a quad cane, a Hiit reciiner, a whealchalr,
a showar seal, a bedside commode, a loilet seal
riser, grab bars, a grabber/reacher, and a wedgs
pillow for her bad.

However her 3/28/13, 5/27/13, and 7/13/12
Hospice Cetlification and Plan of Treatment only
included the quad cane,

:

Fuither, Palien #8's 7/ 13 Faceto Face Visit—
Details nole stated Patient #5 had peripheral
edema, which "has become a very jarge
problem.” The note stated *f think she would be a
candidate for a sequential prassure lympadema
pump. | will see if [company name] can set her
up with that."

L 550

No additional information regarding the status of
the pump {if she received &, If it was effeclive,
etc.) was prasent in Patient #5's record.
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system of communication and integrafion, in
accordanca with the hospice's own policles and
procedures, to-}

(2) Ensgure that the care and services are
pravided in accordance with the plan of care,

This STANDARD is not met as evidenced by
Based on interview and madical record reviow it
was determined the hospice falled to ensure care
and services were provided in accordance with
the POT for 1 of 11 patients (#10) whose records
ware reviewed, This failure had the potential to
adversely affect coordination of care and quality
of patient care. Findings include;

he education covered the requirement of
he POT to be individualized to each patient
and care and services needed will be
systematically communicated and integrated
patween all members of the primary IDG
Feam. 2. These actions will ensure that thd

ensuiing aide services are provided in acco
with the POT. 3. Cares and services will
e reviewed, every 14 days, wilh the Entire
DG team. Cares and Services needed will
be reviewed wilh the Enlire IDG Team and

hgency maintains a system of communicatijn

STATEMENT OF DEFIGIENCIES | (%) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION - 1(%3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATIOIN NUMBER; A DUILDING BSOMPLETED
131554 0. WING 09M 32013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1867 SQUTH MILLENNIUM WAY, SUSTE 100
ACCENT HOSPICE CARE MERIDIAN, ID 83848
{43 U SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAW OF CORRECTION 1F)
PREFIX {EAGH DEFICIENCY MUST BE PHECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

L 650 Continued From page 48 L £50
The DCS/SW was Intarviewed on 9/12/13
beginning at 10;15 AM. He confllrmed thare was
no documeniation fo indicate the DME needs
identified above had beenreconciled. He also
confirmed the POT did not include alt DME for
Patient #5,
DME had not been included in tha FOT or
supplied In accurdance with Pallent #5's needs,

L 555| 418.56(c)(?) COORDINATION OF SERVICES L5584 n-service training and education was cofiducted
IThe hospice must develop and maintain a by the DC'S:ISW on 9/27/13,10/4113, 10/9/13 and

10/16/13 with 100%of required staff in attenfance.

dance

T dated 312113, stated Patient #10 % will have—

Palient #10 was a 78 year old femals who was
admitied to the hospice on 3/12/13. She revoked
hospice sarvices on 6/20/13. Her diagnoses
included COPD, lung cancer, and depression,

The RN note titted General Clinical Chart Deladls,

i

o ensure they are provided in acecordance
POT. 4. Complation date will be 11/15/201

nursing and an aids to bagin with,” Ths nursing
note stated care was coordinated with the

Hocumented by the Primary IDG Team RNOfuI
with the

3.
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L 555 Continued From page 49 L 565
. . B,
DCS/SW, Chaptain, hospice aite, Medical
Director, and tha patient, However, the form Addendum:
Assignment Details, dated 3/12/13, which Histed The DCS or CRNC OR
alf staff who were to provide care to Patient #10, QD
did not list the aide. will ensure that during the
The aide documented 1 visit ta Patient #10, on inifial Primary IDG Team Meeting the POT
3/45/13. She alse documented Patient #10 accurately reflects the services and frequency
refused aide sarvices on 3/25/13, 3/27/13, and of visits that the hospice Aide will provide td the
4/01/13. No aide visits were atlempted aftor patient. In addition, the DCS/SW or Adminibtrator
4/01/13 until 8/05/13, R QD
Twelve nursing visits were documented between will attend each IDG Team meeting ensuring that all
3/15/13 and 6/05/13. Mone of the nursing notes Alde Services are being provided in accordance
docurnanted Patient #10 refused aide services or with the POT. -
that aide services were not being provided, Each The CRNC OR
nursing note uysed tha same language to QND
document coardination of care had oceurred with i
the DCS/SW, Chaplain, hospice aide, Medical Wl enstre
Director, and the patient. However, the notes did that during their weekly audit of 100% of af
not docurnent what was discussed. patient records thal hospice aide services
are being provided in accordance with the
Between 3/15/13 and 8/05/13, none of the 5 IDG POT Bgfhe CRNC OR QND
meeting notes included the status of the hospice A
aide, will ensure
that Hospice Aide Services are being provided
Thea DCS/SW was interviewed on 9/12/13 in accordance with the PQT during their 100%
beginning at 10:50 AM. He confirmed waekly review of all clinical charts. The DCS/SW
coordination of care batwesn team members was A drfﬂnisirata P & e
not documented, . d \'m ho
jwill ensure on-going
The agency did not maintain a system of Hospice Alde visits are being met by attending the
communication to ensure alde services were the Entire IDG team meeting. The DCS or
provided in accordance with the POT. CRNC OR QD will ensure that hospice Aidd vi
pice Aidg visit
L 657 | 418.56(e)(d) COORDINATION OF SERVICES L 557 frequencies and services are accurately refizcted
[The hospice must develop and maintain a : Juring the milid primary 106G Team masling.
syatamn of communication and integration, in
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accordance with the hospice’s own policles and
procedures, {o-]

(4) Provide for and ensura the ongoing sharing of
information betlween all disciplines providing care
and services in all sotlings, whether the care and
services are provided directly or under
arrangament

This STANDARD is not mat as evidenced by
Based on review of medical records and staff
interview, it was determined the hospice falled ko
maintain a systam of communication and
integration to ansure information was shared
hetween ail disciplines providing care for 7 of 11
Patients (#1, #2, #3, #5, #8, #10, and #11) whose
records were reviewad, This failure resutied in g
lack of caordination of care. Findings include:

The DCS/SW was interviewed on 8/12/13 at
10:15 AM. He stated the agency's EMR system
would automatically populate information from
cne visit to the pext withoul staff actually making
an entry in the patient's medical record. He
stated staff were not always vigiant In correcting
that error. The folfowing examples contained
documentation of care coordination that had not
aciually occurred:

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
. CENTERS FOR MEDICARE & MEDICAID SERVICES - SRR OMB NO. 0838-0381
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%4y io SUMMARY STATEMENT OF DEFICIEMCIES o FROVIDER'S PLAN OF CORREGTIIN x5
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TAG REGULATORY OR LSC (DENTIFYING iNFORMATION) TAG CHROSS-REFERENCED TO THE APPROPRIATE baie
DEFICIENGY)
L 857 | Continuad From page 50 L8871, In-service training and education was

tonducted by the DCS/SW on 10/18/13
yith tha RN CM's. The Coordination of
Care Section in the clinical chart wil! now reflect
ho was directly involved n the discussion
agarding the patient’s care, and the date
at this discussion took place, as opposed
comprehensiva list of all disciplines who have
een involved with the patients coordination
f care since their admission to hospice.,

. This action on the part of the RN CM

ill ensure that the documentation accuratel
flects what care was provided and who pravided
aid care as reflecled on the POT. 3. Cares
nd services for ali disciplines will be reviewsad,
very 14 days, wilh the Entire IDG Team.
fter this review the RN CM will document {coordination
f care) that all disciplines are providing care]and servics
in accordance with the POT. 4, Completion Hate

The DCS or CRNC or QD will
ensure that upon admission, the cares and s@rvices
apcurately reflects the services and cares nedded by

a, Palient #1 was a 81 yoar old female admifted
to the hospice on 7/12/13 wilh a tenminai
diagnosis of COPD. Her medical record for the
certification period of 7/12/13 through 10/09/13
was reviewed, Coordination of care with the iDG
and members of Patient #1's family was

1 doctimertad In e RN visttriotesbut had not——-{-

actually occurred. Examples include, but wera
nol limitad to, the foliowing:

Hie-patientfamily—in-addition;-the-DCS/SW o

<3

ehsuring that alf care and services are being

P ovided in accordance with the POT. The CRNC or

ND, will ensure that during their weekly audit

of 100% of all patient racords, that ali agency

T disciplines-areproviding the care-and service s, and that

(Goordinatar of Care) in accordance with the POT,

ministrator OR QD will attend each IDG Tham Meeting

i

these care and services have been documenFﬂ

FORM CMS-2607(02-99} Prévious Verslans Ohsalnte Event ;L1094

Fndlky I0: 124654 H continuation sheat Page 61 of 128




1043312013

- L | NTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR;;EgEM APPROVED -
CENTERS FOR MEDICARE & MEDICAID SERVICES N - OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES %1 PROVIDERYSURPLIER/ICLIA {2 MULTIPLE CONSTRUCTION " |4X%5; DATE SURVEY .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
131554 B. WING 08F13/2013

NAME OF PROVIDER OR SUPPIIER

STREETADDRESS, CITY, STATE, ZIP CODE
48567 SQOUTH MILLENNIUM WAY, SUITE 100

family was documented in the RN visit notes, but
had not actually occurred. Examples include, but
ware not limited 1o, the followlng:

- RN visit notes dated 5/08/13, 5/22/13 and
6/12/13 documented care was coordinated with
the DCS/SW, Medicat Director, patient, and wife
in the Coordination of Cara section of the RN visit
nofes.

c. Pationt #3 was a 80 vear old male admitted to
the hosplca on 5/25/2012 with a terminal
diagnosis of sigmoid colon cancer. His medical
record for the certification period of 8/18/13
through 10716713 was reviewed, Goordination of
care with the IDG and members of Patient #3's

during the
initial Pritmary IDG Team Moeling.

AGGENT HOSPICE CARE MERIDIAN, iD' 83048
X 1D SUMMARY STATEMENT GF DEFICIENGIES ) PRUVIDER'S PLAN OF CORRECTION M5}
PREFIX (EACH DEFICIENCY MUST DE PRECEDED DY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
L 557 ; Continued Fram page 51 L 55716, The CRNC or QNI wili ensure that all
-RN visit notes dated 7/18/13, 7/25/13, 8/01/13, disciplines are providing care and services
and 8/15/13 documented care was coordinated in accordance with the POT during their
with the DCS/SW, Madical Directar, patient, 100% wesk . ; D
daughter, and granddaughter in the Coordination Th /g cs ]S:,),:, revf;v ? ‘a“ clinical charts.
of Cara section of the RN visit notes, © o Administrator
OR QD
b, Patient #2 was an 80 year old mate admitted will ensure on going cares and services arp provided,
to the haspice on 3/09/12 with the terminal in accordance with the POT, by attending
diagnosis of Parkinson's disease, His medical . .
record for the certification period of B/06/13 each Eptire IDG Team Meeting. The DCSISW or CRNC
through 8/04/13 was reviewed. Coordination of OR QD
care with the IDG and members of Patient #2's will ensure that care and services are acculately reflected

family was docomentadinrthe RN visithotes; bt
had not actually occurred. (n addition, the RN
documented care had heen coordinated with the
Chaplain, but Chaplain services were not
inciuded in the POT. Examples include, but were
not limited to, the followlng:

1= RN visit notes; dated 6/4143, 717413 and ——-—}-

8/06/13, documented care was coardinated with
the DCS/SW, Chaplain, Medicat Director, patient,
and wife In the Coordination of Care seclion of
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PREFIX
TAG
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L 557

Continued From page 52
the RN visit notes,

d. Patient #8 was an 88 year old male admiited
to the hosplce on 7/11/13 with a terminal
diagnosis of Parkinson's disease. His medical
racord was reviewed for the certification period of
7/11/13 through 10/08/13. Coordination of care
with the iIDG and Patient #8 was documented in
the RN visit notes, but had not aciually occurred.
In addition, the RN docurmented that care had
been coordinated with the Chaplain, but Chaplain
sarvices were not included in the POT. Examples
include, but were not fimiled to, the following:

- RM visit notes, dated 8/01/13, /2713 and
9/10/13 documented care was coordinated with
the BCS/SW, Chaptaln, Medical Director and
patienl in the Coordination of Care sectlon of the
RN visit notes.

e. Patient #5 was 73 year old female admitted fo
hospice services 8/01/13 with a terminal
diagnosis of COPD. Coordination of care with the
10G was not accurately documented. Examples
include, but were not imited to, the following:

The Staff Assignments seclion of Patient #5's
POT, dated 5/27/13, documented she was fo

L 557

receive the following servicas: Social BErvices,
Case Management, hospice alde, Medical
Directar, volunteer services, and Chaplain
gervices,

Her record contained a Chaplain visit note, dated.

8/01/2013, docurnsnting a hlgh schooﬁ vqunteer

had amveé dtirng the visit

However, the Generaj Clinical Chart Detalls,

dated Bf01/13, documentied care was coordinated

FORM CM5-2587(02-90) Previous Veraions Obsalata Event 1D: L1
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with the DCS/SW, hosplce aide, patient, Medical
Director, famity, caregiver and other. No other
documentation of coordination between the Case
Manager and the Chaplain or Volunteer
Coordinator was present.

Patient #5's record contained Chapiain visit notes
that documented there were two Chapilain visits in
July 2013 and 3 visits in August 2013.

The General Clinical Chart Details, dated 7/06/13,
7/11/13, 7M8/13,and 7/25/13 documented care
was coordinated with the DCS/SW, hospice aide,
patient, Medical Director, family, caregiver and
other. No other documentation of coordination
between the Case Manager and the Chapiain or
Volunteer Coordinator was present.

Additionally, Patient #5's record contained visit
notes, dated 7/01/13, 7/15/13, and 7/26/13. The
Spiritual Concerns section of the note was blank
on all three notes.

The General Clinical Chart Details, dated 8/01/13,
8/08/13, 8/15/13, 8/22/13, and 8/29/13
documented care was coordinated with the
DCS/SW, hospice aide, patient, Medical Director,
family, caregiver and other. No other

_ FORM APPROVED
_ CENTERS FOR MEDICARE & MEDICAID SERVICES . . ‘ OMB NO. 0938-0391
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L 5567 | Continued From page 53 L 567

docunentation of coordiration betweenthe Case
Manager and the Chaplain or Volunieer
Coordinator was present.

Additionally, Patient #5's record contained visit
notes, dated 8/12/13, 8/19/13, and 8/26/13. The
Spiritual Goncerns section of the note was blank

onall three notes:

f, Patient #11 was a 57 year old female admitted
to the hospice on 9/12/12 with a terminal
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SUMMARY STATEMENT OF DEFICIENGIES

D

PROVIDER'S FLAN OF CORRECTION

(X5}

diagnosis of COPD, Her medical record for the
cerlificalion period of 8/12/12 through the fime of
her death on 5/24/13 was reviewed. Coordination
of care with the IDG and Patient #11 was
documented in tha RN visit notes, but had not
aclually ocourred. Examples Include, bui were
not limited to, the following:

~ RN visit notes dated 2/16/13, 3/02/13, 5/21/13
and 5/23/13 documented care was coordinated
with the DGS/SW, Chaplain, Madlcai Director,
and patient in the Coordination of Care section of
the RN visit notes,

g. Patient #10 was a 78 ysar old female admitted
to the hospice on 3/12/13 with a terminal
diagnosis of COPD. Her medical record was
reviewed from the SOC date through the
cerlification pesiod of 6/10/13 through 8/07/13,
Coordination of care with the IDG and members
of Patient #10's family was documented in the RN
visit notes, hut had not actually oceurred.
Examples include, butwere not limited to, the
folfowing:

~ RN visit notes dated 5/ 3/13, 6f 9/13, 621/13
and 5/24/13 documented care was coordinated
with the SW, Chaplain, hospice aide, pallent and

- documented cara was. coordinated with the SW.

hushand-in-the Goordination.of Care section of

the RN visit notes.

An RN note, dated 5/24/13, documented
"Husband has not been as verbally abusive in lhe
last few wesks as he usually Is, but she remains
nervous and anxious soma of the time.” The RN

mn
ﬁm {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENGY)
L 557 | Continued From page 64 L 557

Chaptain, hospice aide, patient and nephew in the
Coordination of Care section of the RN visit
noles,
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COMPLETION
DATE

L 557

L 559

Continued From page 55

Patient #10's medical record did not contaln any
documentation of DCS/SW intervention during
the month of May. Additlonally, her POT, dated
311213, documented there was no Chaplain
assigned to her case.

In an interyiew on 9/12/13 at 10:15 AM, the
DCS/SW confirmed the coordination of care
nofes were popuiated from ong visit 1o the next
and the RN was not acfuaily speaking o all
members of the DG team and lamily af each
visit.

Care was not cocrdinated as documented.
418,58 QUALITY ASSESSMENT &
PERFORMANCE IMPROVEMENT

This CONDITION is not met as evidenced by:
Based on staff interview and review of agency
poiicies, Q4P documants and meeting minutes,
it was determined the hospice failed fo ensurs a
QAPI program was fully deveioped, implemented,
and maintained. This resulted in the agency's
inability (o monitor its services and improve the

L 567

L5589} 559

Please see plan of correction for sections
L.561, L563, L5686, L671, and L&74,

quiality of patient care and services basedon
refevant data, Findings Inchide:

1. Referto L8561 as It relates to the failure of the
agency to ensure the QAPI program was capable
of showing measurable improvement In indicators
refated fo improved palliative outcomes and

2. Refer to L5683 as & relates to the fallure of the
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L 552 | Confinued From page 56 L 559
agency fo ensure the QAPI program used quality
jndicator dafa, including pattent care, and other
relevant data, in the design of its program.
3, Refer to L5688 as It relates to the failure of the
agengy to ensure the QAP} program focused on
high risk, high volume, and problem-prone areas. L 561 11/4113

4. Refer to L571 as it refafes fo the failure of the
agency to ensure performance Improverment
projects were developed and impiemented.

8. Refer to L574 as it refates fo the fallure of the
agency to ansure the governing body assumed
responsibiiity for implementing and maintaining
the QAP! program.

The cumuiative effective of these systemic
practices resulted in lhe inabilify to assess qualily
and improve performance,

L 561 | 418.58(a)(1) PROGRAM 8COPE

{1} The program must at least be capable of
showing measurable improvement in indicators
related to improved palliative outcomes and
hospice senvices.

This STANDARD 1s not met as evidenced by;

documents, it was determined the hospice failed
to ensure the QAP! program was capabie of
showing measurable improvement in indicators
related to improved palliative outcomes and -
hospice services. This resulted in the inabflity of
1the - agency | to deiermine whether or not its

Include;

Based on staff interview and faview of QAP

A new policy was developed on 11/4/13 with
regards fo the QAPI program. The frequendy
and detail of the data colfected was approved
by the Governing Body. Data collected is
based on incidence, prevalence and severity
pf the problem and includes the following
juality mdicators

L 5813.) Infection Comsiz.
#) Incidence and Occufrence Trasking of v
potential adverse and sentine! events (Advetse
gvents ara defined as any action or inaction
Bty a hospice that causes harm to a hospice
gatient).

by

Ml data collected is reported 1o the Administiator
ar Administrative Designee, via a written report
gr EMR. If a written report i3 required for the
ectronic QAPI soflware system, tha Admin Strator
Administrative Dest gnee w;§§ enter that

i formation into the system N

e Governing Body meets every quarter, or

FORM CM5-2887(02-80} Pravious Versions Obsalole Event ID; L1091

Faclijiy i0; 131654 ¥ conlinuaion shest Pape 57 of 128




o PRINTED: 10/03/2013
CENTERS FOR MEDICARE & MEDICAID SERVICES : £MB NG, 3838-0391
STATEMENT OF DEFIGIENCIFS {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION - |txe)y DATE SURVEY
AND FLAN OF CORRECTION {DENTIFICATION NUMBER: 4 BUILDING COMPLETED
1315654 B. WiNG : : 09/13/2013
WNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
AGCENT HOSPICE CARE 1857 SOUTH MILLENNIUM WAY, SUITE 100
MERIDIAN, iD 836468
4} ID SUMMARY STATEMENT OF OEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION P
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) A8 CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
L 561 Continued from page 57
L 581 Continved From page 57 L 561 a5 needed, fo review data reports. The nurhber and

The agency policy Organizational Performance
Improvament Plan, not dated, stated “The
primary goals of the organizational Performance
Improvement Plan are to conflnually and
systemalically plan, dasign, measure, assess and
improve performance of critical focus areas
relative to paliiative ouicomes and Hospice
services.” The plan stated the focus would be on
4 components which included symptom
management, care planning and delivery,
infection contral and incidence and occurrence
fracking, The pian stated data was to be
coliacied from 31 separalte daia sources, which
included but ware not limited to the following:

- Outcomes of processes or services, including
adverse events,

~ Infection confrof surveillanca and reporting.

- Medication use, Including adversa
reactions/erors.

- Timeliness of assessment and evaluation of
services.

~ Appropriatenass of treatment.

- Patient treatment plan toward end of fife qualiy
gaal setting.

- Assessment of the efficacy of lreatment
administered.

- Patient/famiiy education.

scope of distinct performance improvement

of the hospice's population and internai org
neads, reflect the scope, complexity, and
past performance of the haspice’s services
operations., The improvement project is de
through the following methodology:

1.} Analyze all aggregated summary report
generate by the ERM or QAP! software sys
2.) Identify and prioritize any areas of weak
or high risk,

3.) Develop and implemenl a strategy to mi
the risk of the problem areas.

4.} Take appropriate actions aimed fo impra
the prablem areas,

5.) Menitor and track the progress of the pe
improvement project by comparing previous
and current summary reporis.

The Governing Body then reports their findi
and recommandations to the appropriate st
The Governing Body designates what actio

prajects conducted annually, based on the zaeds

nizational

ek
rmined

S
ess

himize

Ve

Hformance

s

A
s are 1o be

infection-contiol practices.
- The appropriatenass and effectiveness of pain
mahagement and control.
- Significant madication ermors.
- Significant adverse drug reactions.
- Appropriateness of pain management.

However, a spacific plan o measure the iterns

was hot documeniad.

Whan interviewed on 2/11/13 beginning at 10:50

taken and who will be responsible for imple:

ultimately responsibie for overseeing the en
QAPI Program.

any changes necessary. The Administrator is

menting

tire
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L 661 Continued From page 58 L 561
AM, the Administratlve Director stated a plan that
included specific quality indicators for the agancy L 563 11/4/13
to monitor in order {o evaluale ifs practices had A new policy was develo
not been developed. Sha stated the agency's [ new poicy was doveloped on 11/4/2013
EMR automaticaliy gathered dala regarding 1 n regards to Accent Hospice’s QAPI program.
quality indicator and transmitied it to CMS, She Data Is collected, using sevaral sources.
stated the quality indicator measured the amount These sou . .
of pain the patient stated on admission versus the F?E‘s Include Active: Patient
amount of pain the patient stated 48 hours fafer. Records, Clinical Assessmants,
She stated this pfas an ?utom?teg Ergjcc?Zfe?:n?ne Family Surveys, IDT meetings, Clinical Staff
no agency practices were evaluate .
what impact the agency had on levels of pain he frequency and detalt of the data coliectgd
experienced by patients. She slated this daia was approved by the Governing Body on 10423/13.
was not used to improve the qgency‘s processes. Data collected is based on the incidence,
She statad she could not pravide documentation Lrevalence. and ity of
of any qualily indicators that had baen monitored » and severily of the problem and
in the past year that were part of the agency's neludes the following quality indicators: Symptom
intarnai QAP! program. Management (i.e. pain, dyspnea, nausea, cpnstipation,
The facility fafled to ensure a plan had been ffarhea, depression, insomnia, anxiety),
dsveioped to collect qualily indicator dr:lhal in EOrtd(ér Infection control (i.e. UTI, Respitory tract, non-
lo demonstrate measurable improvement refate surgical wound. IV site -
to paliative outcomes and hospice services. 'gieaiwound, » O Gth‘er indicated
L 563 | 418.56(b)(1) PROGRAM DATA L seajyPe of infection), Care Planning and Delivery,
’ Incidence and Occurrence Tracking {i.e, fallg,
(1) The pragram must use qualily indicator dafa, fon-falls, skin tears. 1 | :
including palient care, and other relevant data, in o ' Bcefauon* bruise,
the desigh of its program. edication adverse reaction such as alfergy
s STANDARD s rof mt denced b TEsplratory distress; ovarly sedated or other
This STANDAR not met as evidenced by: ocified reacti _
Based on siaff interview and reviaw of agency P reaction, meﬂi_catm” erar or count
poficies and QAP! documents, it was determined Iscrepancy, motar vehicle accident, was the
the (rjxospi;:f: iiai;ad lto egslurefih? gAPi p[iogrlam vent sentinei {i.e. suicide, assult, homicide,
used gually indicator data, including patient care, N
| and ofher relevant data, in the design of its rother crime). The nurses are responsible for
program. This prevented The ageficy ey |~ ~ athering-the-information. They are-also resbonsible. 1. .
;I%felopéng ? p;gg;:n:e\gpiimgéifn?n%?{?ug,h for entering the infermation into the EMR, ﬁiE:Eg out
ate its .
nrormfion fo eva g &fl of the QAP reports and getting said infor nation
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‘ £. 563 Continued from page 59
1 563 Centinued From page 58 L 563} turmed into the Administrator or Administrative

inciude:

The agency policy Organizational Performance
Improvement Plan, nof dated, stated “The
primary goals of the organizationai Performance
improvement Plan are to coniinually and
aystematically plan, design, measurs, assess and
improve porformance of critical focus areas
relative to palliative outcomes and Hospice
services," The plan staled the focus would ba on
4 componenis which included symptom
ynanagement, care planning and delivery,
infaction control and incidence and occurrence
tracking. The plan stated data was to be
collected from 31 separate data sources, which
Included but were not limited to the following:

- Infection control surveiliance and reporting.
- Medication uss, including adverse
reactions/errors.

~ Timeliness of assessment and evaluation of
services.

~ Appropriateness of irealment,

~ Patlent treatment plan toward end of life quality
goal setling,

- Documentation of patient progress,

- Assessment of the efficacy of treatment
administered.

= Patientfamily education.

Designee in a timely manner. If a written
report is required for the electronic QAPI sofftware
system, tho Administrator or Administrative
Designee, enlers that infarmation into the
system. The Governing Body meets every
quarter, or as needed, to review data reporis,
The number and scope of distincl performance
mprovement projects conducted annually, gased
o the needs of the hospice's services and
pperations. The improvement project is
tetermined through the foiiowing methodoldgy:
1.} Analyze all aggregated summary reports
gencrated by the EMR or QAP! software system,
2.} Identify and prioritize any areas of wealq?sss
or high riste,
B.) Develop and Implement a strategy to mirlimize
the risk of the problem areas,
1.} Take appropriate actions aimed to improve
the problem arcas.

0.} Monitor and track the progress of the
berformance improvement project by comparing

«Infection controd practices.

- The appropriateness and effectiveness of pain
management and conirol,

- Significant medication errors.

- Significant adverse drug reactions.

~ Appropriateness of pain management.

However, avianto use specific qualiy indicator

data to monitor these tems was not documented,

brevious and current summary reports.
The Administrator is ultimately rosponsible fbr
gverseeing the entire QAPI program.
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L 563 - 566 11/4/13
Continued F.rom page 60 . L 5634 naw QAPI policy was created on 11/4/2043
Whon intefviewed on 911713 beginning at 10:50 N ) ]

AWM, the Administrative Direclor stated the agency Fpecifiying the proced for implementing

had not gatherad quality indicator data in {he past action taken lo correct the deficient practice

year for an internal QAPI program, She also .

stated the agency had not used quality indicator Fhe a‘gency shows measurable improvemerits

data in the design of its program. DY using Aggregated reports and graphs
enerated by EM

The facifity falled fo ensure quality indicator data ; 'y EMR and QAP software systgm.

was collected and uilized. Ihe Governing Body meets every quarter,

L 568 | 418.58(c){1){)) PROGRAM ACTIVITIES L 568or as needed, to review data reports. The
(1) The hospice's parformance improvement pumber and scope of distinct performance
activities must; mprovement projects conducted annually,

{) Focus on high risk, high volume, or based on th .
probiem-prone areas. ‘ & needs of the haspice's population
nd internal organizaiional needs, will reflec
€ scope, complexity, and past performance
Thie STANDARD is not met as evidenced by: f the hospice's services and pperations. THe
Based on staff interview and review of QAPI improvement project were determined through
documants, it was determined the hospice fafled & followin thodology: *
fo ensure the agency's QAPI program focused on 8 methadology:
high sk, high volume, and prablerm-prone areas, |-} Analyze all aggregated summary reports
This resulted in a lack of prioritization for the dens
QAPI program. Findings Include: gensrated by the EMR or QAPI software
dysiem.
The agency document Organizational 2.} identify and prioritize any are X
Performance Improvement Plan, not dated, did o P y areas of weaknpss
not clude direction © staff to fosus o high risk; thigh risk
high volume, and probiem-prono areas. The 3.) Develop and implement a strategy to
document provided general dirsction to staft as to Minimize the risk of {
how a plan could be developed. However, an risk of the problem areas.
actuaj plan that focused on high nisk, high 4.) Take appropriale actions aimed to improve
volums, and problem-prone areas and inciuded the proble
specific quality indicators for staff to monitor had P i M areas.
“I'ri6t besn davaloped. B .} Manitor and track the progress of the perfrmanca §. . 1
. improvement project by comparl j
When interviewed on 9/11/13 beginning al 10:50 preject by comparing previous jand
rrent summary repors.
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L. 566 Continued from page 61

1. 566 | Confinued From page 61 L 566 : ;
The Goveming Bedy then reports th
AM, the Administrative Director confirmed fhe i 9 Socy fhen iapo  thelr
agency had not developed a plan that focused an ndings and recommendations fo the
high risk, high volume, and problem-prone areas, appropriate staff. The Goveming Body

She also slated the agency had nat used quality designates what actions are to be laken and

indicator data in the dasign of its program, . ) ] )
and problem-prone areas. changes needed. The Administrator is ultimiately

The facllity fafled to ensurs the agsncy's QAP responsivle for overseeing the entire QAP

program focused on high risk, high volume, and program.
prablem-prone areas.

1. 571} 418.58{d) PERFORMANCE IMPROVEMENT L571L571 10/25/13
PROJECTS Correction to deficiency L.571 was achieved
Beginning February 2, 2008, hospfces must on Friday, October 25, 2013. The Gevernirlg
develop, impiement and evaluate performance Body at Accent Hospice met and discussed
improvemant projects. what projact they would iike 1o choose for their
This STANDARD is not met as evidenced by: annual QAPI project (see atiached Governing
Based on siaff interview and review of QAPI Body minutes dated 10-25-13). Aftar much

documents, it was defermined the hospice falled

to ensure performance improvement projects - discussion, it was decided that Accent Hospice

ware devefopment and implemented, This wottld be tracking the patient's falls and the
rgsufted in miasgd opportunities for improvement. circumstances surrounding the falls. The
Findings include:
procedure for our QAPI project will be as
The policy Organizational Performance ollows:
improvemant Plan, nat dated, did not define = . .
5 eI fprovemsnt projects-nordid i ach ‘RNCM has’been given a QAP binder
state the agency would develop and implement containing pre-printed QAP! forms to be cotpipleted
them. A specific plan to evaluate the agency, jn the event of afail. This form s titled "Incitiant/

inctuding the utilization of performance

improvement projects, was not documented. Ocourrence Report Form and Definitionfinstruction

& ISheet” (see attached Incident/Occurrence
When interviewed on 9/11/13 beginning at 10:50 Report Form and Definitionfinstrustion Shedt)

B S ﬁfiﬁ(fﬁeﬁdﬁﬁﬁiﬁfaﬁ%‘eDif@@iﬁ?r%ﬂﬁrmwtha - R . P .
policy did not address performance improvement and it will contain general patient informatioh

projects. She confirmad the agency had not Hate and ime of oceurrance, witness {if any),

pe of incident/ocoireence and where it ocdurred.... 1
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L571 Continued from page 62

L 571 l(;cnnt;nueg F ro}m ptf;g;ﬁ?-] o e L 571 |nossible contributing factors such as envirohmentat,
eveloped a plan that included performance . o
improvement projects. She stated the agency ;§m§¥§ssion c‘:f the disease, gait distrubancds,
had not conducied any performance assistive devices or lack there of, medicatiops,
improvement projects In the past year, and whether the occurrence was a sentine|

The facility failed o ensure performancs avent, description of occurrence, result of tHe

improvement projects were developed, occurrence, analysis of causative factors,
implemented and maintalned. _ andfor errors made, interventions implemerjted

L 574 | 418.58(e)(1) EXECUTIVE RESPONSIBILITIES L574 and follow up, any other pertinent comments,
The hospice's governing body s responsible for and any previous safety teaching or staff trdining
inilar;r:% ahz nfog?:vingr;; am for aualit which may relate to the occurrence.
i(m)provementgnd%:ﬁeﬁt safety :qs def%[ned, When compleled, this form is tumned
implemented, and maintained, and is evalualad into the Administrator or Adminisirative Designee
annually. no later than 24 hours afier the incident is r«Lporteci

to thg RNCM. All data is entered into the
This STANDARD Is not met as evidenced by: QAP computer program by the Administrator
Based on staff interview and review of QAP or Administrative Designee.

docuwnents and governing body meeting minutes,

it was determined the hospice falted to ensure the Alt falls/incidents are reported by the RNEM

governing body assumed responsibiiity for at the next IDG meeting and any changes (4

| implementing and maintaining the QAP program. L - .
This resuited n a fack of direation to slaff and the the POG pertaining to the incident are discussed
failure of the agency to develop and maintain a @nd noted on the Incident/Occurence Form,
comprahensive QAP program. Findings include: Every quarter, the Governing Body meets

and reviews the Aggregated Summary Repért

T-Aplanto measure the-effectivensssofagency

pragtices, including specific quality indicators and generated by Deyta, They evaluate the
dErECﬂons far tha gathe]'fng and use Df data, had ﬁgta and discuss any Chﬂnges that need
not been developed or implemented. . , .

1o be implemented to improve the guality of
When interviewsd on 9/11/13 beginning at 10:50 ~ patient care and safety. The Governing Body's
AM, the Administrative Director stated she was findings and actiens to correct the identified

the goverming body for the agency. She stated a problem areas are presented to the approprjate

specific QAPI plan had not heen developed or staff at the following DG meeting.
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Ls7a L571 Continued from page 83
Continuad From page 63 L 5741The Governing Body will continue to maet

implemented for at feast 1 year. She siated no
guality Indicators had been developad and no
data had been gathered for the agency's internal
qualily program,

The governing body failed to ensure a specific
quality plan had been developed,

2. Six Leadership Team Meeting minutes were
documented between 8726/12 and 6/06/13. Each
of these minutes stated a goal was to

" .decrease discharges, for other than death, hy
50 percent by December 31, 2014, This was the
only specific quality indicator mentioned In the
minutes, No data for this flem was documented
in the minutes. Also, the minutes did not mention
a specific QAP! program at the agency, No other
documentation of governing body oversight of the
QAP program was present,

The Administrative Directar, interviewed on
9/11/13 beginning at 10:50 AM, conflrmed
documentation of the governing body aciivitles
was not present and available for review.

The govemning body did not oversee the QAF]
program.

3. Adverse patient events and medital erors

were not identlfied and fracked, Incident reports
noted falls that had occurred in the past year but
there was no documentation that these evenis
werea evaluated to determine their causas or what
actions could be taken to prevent fufurs falls,
Also, no tracking of these events was

determine whether trends could be dentified,
atc.). Besides falls, no other adverse events
were daocumented.

Iye QAPI paperwork and to ensure the paperwork

had any guestions.

quarterly and annually to evaluate the effecliveness
of the project, the actions taken and ansure
that all of the Hospice Conditions of Particination
@re being met. The Administrator will oversbe
the QAPI program to ensure that the Goverding
Body is participating in obtaining and evalugting
all of the QAPI data.
Everything fisted for the QAPY program w/
pe a continuous on-going process as we have to
continuously gather data. However, Accent
Hospice began implementing this process
Btarting on October 25, 2013,

The nursing staff was given an in-service
eview on October 30, 2013, to review all of

ould be filled out correctly and that no one

L574
On 11/4/2013, a new policy was developad

11/4/13

documentsd, (.6, the number of falis by montirte | —— .

regarding theé agencys QAFT prografy. The
Governing Body met on 10/23/13 o review data repo

generated by the EMR and QAP software gystem. “rr:r
improvement project was determined by
Aanalyzing all of the aggregated summ ary
Feperts-generated by the EMR or QAP softivare—
system.  They identified and prioritized any
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£.574 Continued from page 64
L 574 | Gontinued From page 64 L 574 Pag

L 577

The Administrative Director, interviewed on
9111713 beginning at 10:50 AM, contirmed
adversa patient events were naf identified,
evaiuated, and tracked.

The facility failad to ensure the gaverning body
assumed responsthility for implementing and
maintaining the QAP] program.

418.60 INFECTION CONTROCL

This CONDITION is not mst ag evidenced by:
Based on staff Interview and review of infection
control policies and personnet files, it was
delermined the hospice failed to ensure; 1) an
infection cantrol program was defined,
implemented, and maintained; 2) development
and implementation of a program for the
survelliance, identification, and prevention of
infectious diseases; and 3) infection control
education for employees and contract staff was
provided. This resulted in the inability of hospice
staff to effectively detect, monilor, and prevent
infections and ensure acceplable standards of
infection control were practiced. This resulted in
potential negative impacts to the heaith and
safety of all hospice patients. Findings inciude:

preas of weakness ar high risk. A project was developed
BNd a strategy was implemented to minimizé the risk of
broblem areas, appropriate actions were tatjen

¢ impraove the problem areas, monitor

and track the progress of the performance
mprovement project by comparing previous
and crrent summary reports. The Governing
L 577Body reported their findings on 10/30/13 to the
appropriate staff. The agencies annual projiect
is based on incidents/occurrences. The
Governing Body is requiring the RNCM to fil§
but the incident/occurrence reports. The
{3overning Body will continue to meet quarte}
O compare previous and current aggregated
summary reports generated by the QAP
oftware program. The Administrator is
yltimately responsible for overseeing the
éntire QAP program,

29

4

.

1. Refer to L6578 as it relates o the agency's
faflure to ensure an infection control program was
defined, impletented, and maintained.

2. Refer to 1580 as it relates to the agency’s
fallure to ensure developmasnt and

implementation of a program Tor the sujvelllance, T -

identification, and prevention of infectious
diseases.
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L 574

Continued From page 64

The Adminigirative Director, interviewed on
9f11/13 heginning at 10:50 AM, confirmed

adverse patisnt events were nof identified,
evajuated, and tracked.

The Facility failed to ensure the governing hody
assumed responstbiiity for implementing and
maintaining the QAFI program,

418.60 INFECTION CONTROL

This CONDITION is not met 85 evidencad by,
Basad on staff intenview and review of infection
control polictes and persannei files, it was
determined the hosplca failad to ensure; 1) an
infection controi program was definad,
implemanted, and malntained; 2) development
and implermnentation of a program for the
survetllance, idenfification, and prevention of
infectious diseases; and 3) infection conlrol
educalion for employees and coniract staff was
provided. This resuited in the inakility of hospice
staff fo effeclively detect, monitor, and preveni
infections and ensure acceptahle standards of
infection control were practiced. This resufted in
potential negative impacts to tha health and
safety of all hospice palients. Findings inciude:

L&74

L 577

Accent Hospice has inifiated an HAJ {Health Caqe
Associated Infaction Cantrol Plan.}

ACTIDN: in-Servica Training and Education
was conduycted on 10-16-13,

HA! Infection Contro! was implemented and staff
was educated on Infection Control Protocols,
Palicies and Pracedures.

An in-sarnvice was held on 10-16-13, aducating
the staff on the HAI Binder and where o focate,
fnf&cticfz contro! protocols, The Stafl was 100%
in attendance. The staff was givan an Infection
Control Test and the results were discussed and

1. Refor to 1678 ag it relates fo the agency's
faflure to ensure an infection ¢ontrol program was
defined, implernented, and maintained,

2. Refer to L580 as it refates to the agency’s
failure to ensure development and

-Hmplementation-of a program for the survelllance,

identification, 2nd prevention of infectious
diseases,

hich was placed in their Personal Employoe Fits.
PLAN:

Al tnfection Control Education will be on-going
onthly and will be held after IDG will all staff
resent to receive monthly updates from the CDE,
s wall as guest speakers and on'gaing infsction

each Staff Member received a campletion sertifidate

he CRNC {Ciinical Registerad Nurse Coordinater)
i ensire that alf Medical Team Staff and those
W i . . )
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The hospice must maintain and decument an
effective infestion contro! program that protecis
patients, families, visliors, and hospice personnel
by preventing and controffing infections and
communicable diseases.

This STANDARD is not met as evidenced by:
Based on staff interview and review of infection
control policies and doguments, it was
determined the hosplce failed to ensure an
infection control program was defined,

November 27, 2013
December 11, 2013
Manyary B, 2014
February 19, 2014
March 19, 2014
April 16, 2014

May 14, 2014

dune 25, 2014

ity 23, 2014
Pugust 20, 2014
Beptamber 24, 2014
Jotober 22, 2014

AGCENT HOSPICE CARE MERIDIAN, iD 83646
 ®a)ID SUMMARY STATEMENT OF DFFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION sy
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE GOMPLETKON
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROGS-AEFERENGED TO THE APPROPRIATE [
DEFICIENCY)
L 577 ; Continued Fram page 65 L 5771HAI Pran Continued-
and Patient Caregivers, will ba ghving the pro
3. Refer to L581 ag it relales to the agency's Education and ensure that he PO v j propen
faifure to ensure a methad of identifying infectious this education e POC wili reflact
disaases and a pfan for implementing actions that '
resulted in improved dissase prevention was
developed P P TITLE OF RESPONSIBLE PERSON: The
G.R.N.C {Clinical Registered Nurse Canrdinator]
4. Refer fo L582 as it relates o the agency’s will be rasrzon?abfe tn ensiire tha an-going infection
failure i ensure the hospice provided infection contral education and training. The DCS will aldo
controf education to empioyees/coniract staff, be involved with the C.R.N.C., in assuring that tfle
patients and famflies. education is scheduled for the IDG Team and
Staff.
The cumulalive effect of these systemic practices
resulted in an incomplete and ineffective hospice "‘?fle C.R:N.C. Clinical Registered Nurse Coordinator
infection conirol program. wilt Provide on-going monthly education and fral ning
L 578 418.60 INFECTION CONTROL L 578[on the following dates:

implemented, and mainlained, THI5 lack of & wall

defined program prevented the hospice from
positively identifying and preventing infections
and resuited in the Inability of stall fo sffectively
delect, monitor, and prevent infecticns. Findings
include:

{HAI} Controt Plan, undated, stated "The
administration of Acgent Hospice shali delegate

1. The policy Healthcaré Associatad infection—— |~ --|-

Hovember 19, 2014
Pecember 17, 2014
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L 578 | Continued From page 66 L&78

the oversight and management of the infection
prevention & control to RN case managers.”

Tha DCSSW was inferviewed on 9/12/13 at 2:30
PM. He canfirmed the RN Case Managers were
not invoived in the development and maiptenance
of an infection control program. He staied no ahe
provided oversight of the infection conirol
program for the hospice.

2. The policy Healfhcare Associated infection
{HA) Confroil Plan, undated, stated the hospice
would reduce the risk of HAI's for patients,
families, staff and voiunteers through the
following activities:

a. "Survellfance

- |dentification of haseline information about the
frequency and type of HAl's [sic]

- {dentification of clusters of signficant deviations
from endemic levels

~ invesiigaiion as needad

~ Monitoring of hand washing"

There was no docurnentalion to Indicate the
dafinition of “investigation as needed.” In an
interview on 9412113 at 2;30 PM the DCS/SW
confirmed no survelllance activities were being

-{-spreading-of Infections.....

ACTION: Owersight and Managemeant of the infection
prevention and control io RN Case Managers will be
Provided by the Clinical Registerad Nurss Cooldinator.

The C.R.N.C will fain slaff cn a menthly on-going
basis, on the dates previded and will include the
RN Case Managers in developing and maintairing
the infection coniro} program,

The Oversight Management by the Clinical Registered
Case Manager wili reduce the risks of HAl's foripatients,
families, staff and volunteers through the foilewing:

ACTICN: Surveitlanca will be maintained by the
C.R.N.C. The HAIl Binder available to all staff i
now updated with the Infaction Control Forms which
detail the Patients at risk of infectious disease and

the oversight management of each Patient will be
discussed and updated in the POC during DG,

DESCRIPTION: The new Infaction Control Repbrting
Farm has been developed and all Staff has besln
educated and irained on use of form,

The In-Service Training Date for usage of the
infection Control Reporting Farm was cornplate
on 10-18-13 and a sign in sheet is noted in the
In-Service Sign In Book. The Sign-In In-Servicy

A

performed-and-the -hospise-had-not-developeda
method for investigating possibie HAls,

b. "Prevention

- Educating pattentfamities, staff and volunteers
aboul infection control guidelines

- [dentification of rdsks for acqu§ﬁng and

ook I located i e CRINTCOffics:

PLAN: The Infection Control Reporiing Form
includes Palisnt gensral infarmation, Respondidy
Factors, Suspected Site of Infection, Sign and
Symptoms of Infection, Action taken by the R.NIC.M.
tmplemantation to the P.0.C and update in LD.§.

- Risks are priositized" Medical Director Gversight and Follow i Actions
as well as Secondary Follow up Dates.
The policy did not define situations for which
Feclily ID: 131859 if continustion sheet Page 87 of 128
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L 5787 Continued From page 67 L 578} Ail Registered Nurse Casa Managers hava the necessary
patient and families wauld receivs infection educational information to pass an to their Patitnts,
contro) education. There was no documentation The priaritizing risks are well outfined in the
of what the education would consisf of. There Infsction Controf Reporting Form,
was no documentation o indicate how risks
woulid be prioritized and what the prioritization
would be based an,
c. "Clinical Gontrols:
- ldentification of patientfamilies and/or staff and Clinical Confrols are in placs to idantify commgjnicable
volunteers with communicable or potentially or potentially "al risk" patients and their potentip! for infectiojis
commuhicahle infections diseases. The C.R.N.C. will implement approgriate infectich
- Implementation of appropriate infection confro! control measurss through oversight of the R.NJC.M.
measures
- Educating hospica staff and volunteers about EDUCATION: The Chnical Registered Nurse &sordinator
prevenfion & conirol will educata the hospice staff and voluntsers of an on-going
- Limiting unprotected exposure to paﬂ'gugens basis regarding prevention and control. Education will
~ Limiting the spread of infection associated with cantinue on fimiling exposure to pathogens ang limiting
patient care procedures . ) the spread of infection assoctated with patient bare
- Limiting the spread of infection associated with pracedures and will ba provided in on-going training. See
medical equipmant use . . edUcation in-service dates praviously listed.
- Improving staff compliance with hand hypiene”
The DCS/SW was interviewad at 2:30 PM on ]:r:dl'f M:::?;:DE}; The." C,F;l:.c ‘:Jn provids
8/12/13. He confitmed the hospice was not 8 201 3“’ ah hospice staft on Navember,
facking or monitorng any of the above efinical ’ :
confrols, in addition, the hospice policy Repariin
of Communicable diseases,pundg;dc,ycontginedg COMPLIANCE: The Hospice Is now in compliafce with
a list of Nationally Notifiable infectious Diseases the HAl Infection Control Prolocols, education and training
fromT 2008: The Adminisirative-Birector and is updatod weekly by the Centers For Disedse Gontrol,
confirmed in an interview on %1213 at 9:30 AM The Staff is emallsd and updated wee Ky on the Nationally
that the policy had nat been reviewed since 2008 Netified Infectious Diseases and has besn registered with
and the hagpice did not have a current fist aof the Canters for Disease Contro! as of Octobsr 45, 2613.
Mationally Nofifiable Infectious Diseases.
d. “Administrative Conlrois:
"""""""""" = Ensuring-appropriate-education of-infestion .
control,..
- Directing, encouraging heatthcars worker
adherence to recommended infection control
FORM CMS-25067(02-28) Pravious Versiona Obsnlafy Evant ID: LIGOi1 FacTity t0: 131554 I continuation shest Page 06 of 126
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L 678 | Gontinuad From page 68 L578
practices....”
In an interview with the DCS/SW at 230 PM on Tha Hospice is eurrantly providing and maintdining
91213, ha conlizmad that hospice adminisiration Infection contrai,
did not currantly provide infection control ADDENDUM: The GRNC or qusiifia
] 1 The qualifiad designes bre
et B e T
iiNIsTato:,
competencies, The CRNC ar qualified designes ara gathering
) . data thraugh in-services tralning, tends of suspscted infectidns
;ﬁ::egll:lﬁpma did not malntain and infection control as spacified an tha QAF! infaction Contral Ragjrﬁng
. farm faund in the QAP binder which all hosph
L58a 415-6']”3){1) CONTROL L5680 RNCHM have in their hospice forma binder., 1/1
Tha hosplea must maintain a cuorc!inaled The Hospice has implemented and will continda 13
agency-wide program for the survaillanca, to maintsin and coondinate an agency-wide prigran,
identifteation, prevnt;nn. control, and SURVEILLANCE: Ovarsight Managsment willlbe
Invastigation of Infactious and communicable the responsibliity of the Clinical Reglstered Nurse
diseases thal- Coardirainr.
(1) Is an integrat pan of the hospice's qualily ‘
assessm.en! and performance improvament The Haepice has inilated and implemantsd the
piocgram; and HAI Binder and protocols as well as the 3nfea§Lm
Contrel Reparting Form.  This form is tha safety
coordination and safety risk aesesement form for
. . |l communicable diseases, The infection Conral
This STANDARD is not met as evidenced by: =" comt ,
Basad on staff interview and review of Infeotion F?HT;: ’ifl bag":d outby the R.N.C.M. and dispussed
conlrol polictes and documents, it was wi & 1.D.G, feam and reflectsd in the P.0.(,
delerminad the hosplce faflad to ensure an ) )
infection qonirol program was defined, Tha IrjAE prntulmls will be an integraf part of th ;
implemented, and malntainad. This fackof 8 wall’ —hespicas-qualily assessment and pedoimance
defined program prevented the hosplea from fmpravament program, '
positlvely identifying and preventing infections
and resufted in the Inabilily of staff 1o effsclively The STANDARD has been met by the review ¢f
detect, monltor, and prevent infeclions. Findings infection contro! policles and documents, The infection
Include: Contrel Palicy and been defined and will be maintained witH
o the Medical Dirsater, D.C.5., C.R.N.C. case s\aisight and
. "g*ﬁg';gg;}f(s;g;';:féﬁﬁh&m&“;&sﬁcdafﬁif‘iﬁm{m{HN}”“ e b ANGgeRent, o F
Conto! Plan, undated, stated “Infection control
DECRIFTION: The husples statf is well adusaad,
FORM CH5-2507(D2-85) Pravious Verslons Obaclels Evant in:LioaH Facllty {0: 131654 if conffavaflon sheet Page 68 of 120
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L 580 ] Continusd From page 69 L B8O to detect, monitor and pravent fufure Tnfectisns.
managemenl decisions shall be made using data
regarding insiftufional experience/epidemiolpgy,
trends In community and nstifulicnal HAl's [sic],
local, regional and national epidemiolngy, and
emerging infeclious disease lhreais. The palicy
alzo slated "Continucus review of infaction contral
education™ wiil be performed as a parformance
Impravement project related to the infaclion
confrol program,
The DGS/BW was intarviewed on 9/1 2:’16; att :&30
PM. He stated that no data had been collacted or }
analyzed in refation to infection control practices Qrcn.:f:;' DI:':BD‘O;:S‘ ::B been educatad end
or trenda in ascordance with the policy. In o Puficy changas and has been  {
addition, he stated thers had baeh no ongoing provided a new Clinlcal Ragistered Nurse Ovargight
infection contro} educafion provided to stalf in the Manager o ensure that tha infectian protocol arjd shanges
past year, and no performance fmprovement are implemanied, mointained and afl hospiea etyfis
projects had been compleled in relation to aducatad on a reqular basis. This education wilf be
infection contro!, He alse slated there was no on-going and will provide performance improvethent
documentation to Indicate the Infsction controf projects for alt diract care staff, Employes Incenlives
program had been evaluated for effectiveness, of will be provided to encourage the haspice siaff
revised in any way to meet the needs of patients prevent infectiane and follow HA! and C.0.G. gujdslines,
famities and employees,
The hospice falled to malntain a ly developad
infection conirol program that accurately !dentified
all incidents of infeciion, monitared for
compliance, evaluatad pragram effectiveness and
ravised the-program. when indicated,
L 581 | 418.50{b){2) CONTROL L &8
[The hospice must mainiain a coordinated
agency-wide program for the survellianos,
{denlification, preventlon, confrol, and
Invastigation 'of infactious and communicable
.| diseases thab]
{2) Includes the following: ' .
{i) A maihod of identifying Infectious and
Faclity iD; 134554 if comtinuziion sheat Page 70 af 128
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| commtnicable disease problems—He-statad-the

communicable dissase problems; and

{1} A plan forimplementing the appropriate
autions that are expacled to resuftin
improvement and disease prevention,

This STANDARD is not met as evidenced hy:

Based oh Intervlew and raview of infeclion.
conirof policles, it was determined the hosplce
failad to mainlain an agency wide program for the
surveiance, identification, prevention, control and
investigation of infactous and communicable
diseages. Thie failura had the poieniial io expose
patients and staff io communicable disease.
Findings Include: :

The paolicy Healthcare Associated infaction (HAIL)
Gonlrol Plan, undaled, stated that surveillance
would be performed by "identification of basaline
information abaut the frequency and lype of
HAls.. ldentification of clusters or significant
deviations from endemic levels...Investigation as
needad...Monitoring hand washing practives of
direct care staff"

The DCS/SW was Inlerviewod on B/12/13 af 1:25
PM. He statad the hospice was not actively
perfarming infectton control survellfance and did
not have a method for fdentifying infectious and

- ACCENT HOSPICE GARE MERIDIAN, D 83846
(411D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRELTION o
FREFIK (EACH BEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSG IDERTIFYING RiFORMATION) TAG CROSS-REFERENCED TO THE AF PROFIUATE DAt

DEFICIENGY)
L 581 | Continued From page 70 LE81 11/15M13

ALTION: A pfan has been imgismentad and
the appropriata aclons are being faflowed by the
hosplce stalf. These changes are sxpactad
result}n impravement in education, prevaniion
and maintenance of dissage pravenilon.

DEBCRIPTION: The C.R.N.C. has reviewed
infactinus disease controf policies and maintaih
an agency-wids program for the Euvaillanca,
prevention, cantrol and investigution of infact
and communicabic disasee. Tha pallents and
hava bean aducatad on exposurs angd report
rommuiicable disease, Tha QUAP] program
now have viable information Frorm the Infection
Conbol Reporting Farm and C.R.N.C raporting and
P.Q.C updates io idanify baselines of patisn
"at-riek”. This information will afeo nelude mogitoring
ta pravent davlation from epidamic levels, and
monitoring of hand washing practices of "Diract
Care Stafi”

hospice did not menitor skalf mndwashing in

accordance with hospice pollcy. He confirmed
there was no documentation to indicale baseiine

information about the frequency and type of HAls

| had baen performed,

identficaiion of infeciious and communicable
diseases.

~|'The hospice did not pevform swivelllance forthe | |

FORK CMS-288T{02-90) Previows Verstons Obssletn

Evan 1D: Lo

Feclifly I0: 184654

If conilnuaiion shast Paga 77 of 128




PRINTED: 10/03/2043

PEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIERACLIA {X2) MULTIPLE CONSTRUGTION {%2) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A QULDING COMPLETED
131554 B. WING 0871372013

NAME OF PROVIDER GR SUPPLIER

STREETADDRESS, CITY, STATE, 2if CODE
1857 SOUTH MILLENNIUM WAY, SUITE 400

The hospice must provide infection controf
education to employees, contracted providers,
patients, and family members and other
caregivers.

This STANDARD is not met as evidenced by:
Based on inferview, racord review, review of
personnel files and policies, it was detarmined the
hospice falled to provide infection controf ko
employess, contracted providers, patients and
family members. This systemic faffurs had the
potentiat to negatively impact patient safaly.
Findings include:

1. The hasplce failed o provide infection control
education to employees and contractad
persannel as foliows:

a. The policy Information and Training, undaled,
slatad infection control training would be provided
to staff during orientation and would contain, ata
minimum, "An explanation of the organization
exposure plan, and the means by which staff can
obtzin a copy of the written plan...Information on
the types, basis for selaction, proper use,
location, removal, handling, decontamination and
disposal of personat protective

c SPIC E
ACCENT HOSPICE CAR MERIDIAN, ID B3648
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S FLAN OF CORRECTION €5
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
UEFICIENCY)
L 582 418,60({c) EDUCATICN L, 552

COMPLETION: The cempletion dates are as
foliows:

HAI Infection Control in-Service and Training
Compteted on 10-18-13.

Hand \Washing training for ali Staff will be
Novembar 8, 2013,

MONITORING:
The C.R.N.C. will pravide on-going training ta
all dirgct stalf as well as alt new hires going febward.

ACTION: The Clinical Registered Mursing
Coordinator will provide updated training an
infection contrel and exposure plans. The writidn
blan {s implemented and available 1o alf staff, The

Forms are located in the HA} Education Binderland

undsr the supervision of the C.R.N.C. Informaticn on

all types and basis for ssfection, proper use, latation,
remaval, handiing, contamination and disposal lof personal
and protective equipment. Staff has been educéted and

eguipment..information on ihe hepalifis B
vagoine, inciuding information on ifs efficacy,
safety, method of administration, the banefits of
being vacainated and that the vaceine and
vaccination wilf be offered free of
charpe...Infofmation on the appropriata actions o
take and person to conlact in an emergancy

| involving blood or other potentially infectious

matarials.. An explanation of the procedure to
follow if an exposure incident occurs, inchuding
tha method of reporting the incldent.”

received Certification en HAY Protocol,

The Staff will be given the option of receiving the
Hepatitis B vaccine free of charge, The C,.R.N.C.
will oversee and administer the Vaccine each t
“direct staff employee™. The shet will be provided on
November 8, 2013, The C.R.N.C, will educats e

Staff on the benefits of baing vaceinated. Trainjng an
Blood Bourne Pathegens and risks af training hlis been pro

to aif staff in the infection control training.
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The policy did not address orientation for contract
staff or whether ongoing infection control training
was {o be provided lo slaif.

The policy Tuberculosis Training Program
Outlines, undated, stated juberculosis training
would be provided during orfentalion and at least
annuaty.

Personnel fles were reviswed with the Director of
Finance and Hurnan Resources on 8/11/M13 at
#1:15 AM. Only two employes personat files,
Staff A and Staff B, contained documentation of
infaction control training in 2013, There was no
docurmentation to indicale any other siaff had
been trainad in infection confrol during
otientation, or {hat any 2nnuat training had beaen
provided in accordance with the policy,

The DCS/SW was interviewed on 9/123
heginning at 1:25 PM. He confirmed there was
no documentation to indicate the hospice had
provided infaction controf education at siaff
origntation in accordance with the Information
and Training poficy. in addition, he stated the
hospice did not provide ongoing infection contro}
gducation to stalf membars, He staled tha

ACTION: Ali Staff witi be otiented on HA! and
xinfectjon Gontrol. All Contract Staff wilt be inclubied
in HAl and Infection Control Training.

ACTION: Tuberculasis Training will alse be provided
by the Ciinical Registerad Nurss Coordinater annuaily.

COMPLETION: Tubercutosis Training will be given
on Novernber 8, 2013,

training documented In StTaff Aand Staff Bs———
personnel files was part of the annual 12 hours
required of CNAs and was not offered to other
staff,

The hospice did not provide infaction control

 edycation to employees.

b. Personne files were reviowed with the
Director of Finance and Human Resources on
9711413 at 11:15 AM. There were no parsonngl

FORM CMS-2507{02-99} Previous Versions Obsolelo Everil iEx L0911
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files for contracted siaff present, The Director of
Finance and Human Resources stated the
hospice did nat keep persannaei files on
confracted staff because they wera so
infrequently used. She slated the last time
cantracted staff had been used was “bwo ar thres
years ago." She canfirmed contracted ataff did
not receive infection contral fraining through the
hospice agency.

The haspice did not provide infection controf
education to contracted stalf.

2. The hospice falled to educate paiients and
family members in Infection control as follows:

The pokicy Infaction Control - Patient/Family
Education,” undated, stated that hospice palients
wili be assessed for knowledge relaled to
infection control guidelinas and “When
apprapriate, the patient, family or caregivar may
receive verbal and written information an
Standard Precaulions.”

The poticy did not specify the situations when it
would be “appropriate” to instruct a patient or
family member in infection conlrol practices. The
policy did not Include who will be assessing the
patient/farnily for infection control knowledgs.

E CGE CARE
ACCENT HOSPICE GAR MERIDIAN, ID 83648
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AGTION: The C.R.N.C. will maintain direct
oversight of the R.N.C.M. {0 ensure the Patients
are receiving education. The C.R.N.C, will assiire
that the hospice patients are bsing assessed fof
knowledgs telated to infaction control guidelined.

DECRIPTION: When appropriate the patisnt, falmiily or

caregiver may raceive verbal and or written corbmunication

and or information regarding Standard Precautibns,

PLAN: The patient will ba provided by the R.N.D.M, the

apprapriate education/documentation on Infestibn Confrol,

MONITORING/TRACKING
The C.R.N.C. will maintain sducation and training of the

The policy also did not include the specific
education pattents and or famiies would recelve,
listing only topics of possible education, such as
"Hand hygiene" or Transmission of nfections.”

The DCS/SW was interviowed on 8/12/13 at

beginning at 2:30 PM. He stated the paflent

"I poputation served by the hospice was "low Hisk™ i

ratation lo infectious disease and did not require
“a lot of education.” He confirmad thera was no

new initiated HAJ infection Cantrol and provide £nga¥ng trair

The date pravided for "Hand Hygiene" will be plavidad

Novembsr 8, 2103.

ing.
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specific education that was provided to patients
and families regarding infection control. He
stated education should be documented in the
clinical record but confirmed there was no
tracking done by the hospice to asceriain if this
was being done.
The hospice did not have a process for educating
patients and families on infection control
guidelines,
L 594 | 418.64(c) MEDICAL SOCIAL SERVICES L 594
Medical social services must be provided by a - DCS/SW attended an In-service on _
qualified soctal worker, under the direction of a Petober 30, 2013, conducted by Adult Proteption.
physician. Social wark services must be based [his in-service included a thorough review of
on the patient's p_sychosocial assessment and the he definition of a vulnerable adult and their
ﬁ]aé':;gz rE\if?cde fsam"Y'S needs and acceptance of eed to be free from abuse, neglect and exploitation.
- . These combined actions will ensure that Bocial
ork Services are based on the patients psycho-
This STANDARD is not mst as evidenced by: oclal assessment and the patients and family
Ba.sed on staff interview and medical re:cord eeds are adequately met thus insuring pati¢nt safety
review, it was determined the agency failed to §3. During the Entire IDG Team Mesting, which is held
ensure medical social services were provided 4 davs.Social Work Servi b .
based on patients' and families' needs. This ¥s,o0C1a or| ' ervices VIW e reviewed to ensurg the
affected the care of 3 of 11 patients (#7 and #10, gre adequately meeting the patient and
#11) whose records were reviewed. The failure families needs. 4. Completion date for corrgction
to provide services based on needs had the will be 11/15/2013.
potential to-result-in-unmetneeds:—Finding ddandun
include: : .
lude 4. The CRNC or Administrator QD will ensufe that upor
1. Patient #7 was a 73 year old female admitied admission the social work services being offered adequately
to hospice care on 7/26/13, She revoked her neets the needs of the patient and family. This will tak
hospice benefit on 8/12/13. Her diagnoses place during the initiat Primary IDG Tearn Megeting. In

included COPD and congestive heart faifure.

ddition,the CRNC or Administrator OR QD

P
E

The Admission Note Details form, dated 7/26/13
by the RN, stated the patient lived in an assisted

will attend the Entire IDG Team Meeting ensuring that s

e with the

ocial

ork services are being offered in accordand
atient and family needs.
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and she needed help to find a place whera he
couid live with her when he got out, He was o be
released on 8/15/13.

A form labeled Assignment Details, dated
7126713, directed the DCS/SW to visit Patient #7

once a month,

A Social Assessment, dated 7/31/13, stated
Patient #7 was "...Jooking for a home to move into
together {with her son] around the middie of
August.” The assessment did not mention the
son's prisoner status or assess Patient #7's abifity
to find a home, No specific social service neads
ware Identified. No other visits by the BCS/SW
were documented,

Wo change to the POT for the SW was
documented after his visit, Adocument labeled
Plan of Care for [Patient #7], dated 7/31/13,
stated the DGS/SW was lo perfarm non-specific
tasks such as "Aid in connecting patient/family
and community resources and services” and
"Assess level of need.”

The DCS/SW was interviewed on 9/11/13

‘provided to Patlent #7.

ACCENT HOSPICE CARE MERIDIAN, D 53848
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living facitity. The form stated Patient #7's son
was being released from prison after 156 years Huring her monthly review of clinical recordsl will

patient and/or families needs. 6. The CRNG
Administrator OR QD will ensure that sociai
are being provided to mest pationt and fami%F{

beginning at Z:15 PM, He Tonfirmed Patlent#7's
Social Assessment did not address her living
situation or her son coming to va with her. He
confirmed a specifie pian to address her unique
situation had not been developed.

Needed souial services were not assessed for or

ensure that social work services are meeting the
or
work servic

nesds,

2. Patient #10 was a 76 year old female who was

admitted to the hospice on 3/12/13, She revaked

FORM CMS-2567(02.89) Praviaus Versions Obsclele
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hospice services on 6/20/13. Her diagnoses
included COPD, jung cancer, and depression,

A nursing note, daled 4/02/13 at 1:30 PM, staled
Patient #10's "...husband was in quite a foul
mood, {was] reported that yesterday he had gone
into an uncentroflable rage, shouting and
swearing with foui language. He has been taiking
about "putting patient in a nursing home so
someone can teach her how {o take her
medicine.” Patient confirms this. She adds,
*Somelimes he just gets so violant!'...RN noied a
shoigun sitting propped against a bookcage naar
his chair so asked, 'Is he capahle of getting so
angry that he wouid grab a gun?' and she replisd
that yes, she thought he might with enough
anger...patient’s husband has a gun n every
room...when asked about the situation, she
replied °| don't know whaf to do.™

Anursing note, dated 4/30/13 at 1:30 PM, stated
Patient #10's “Husband is present today and
patient Is clearly very nervous and fearful...patisnt
informed {the nurse) that fthe husband] had been
especifally ugly this morning. He has been calling
her names, telling her she is Yjust a dirty bitch,’
and in fact threatened {o kilt her.”

Anursing note, dated 5T at 420 PMstated
Patient #10's oxygen saturation leve! was 92%,
The note stated the nurse assisted Pationt #10 lo
put her oxygen on. The note stated "After 10
minutes there was no improvement noted in sats
s0 RN checked the tubing. it had been _
disconnected at the swivel, the 2 anda heid up

husband] did that™ The RN corracted the

CENT HOSPICE CAR
ACGCENT HOSPICE CARE MERIDIAN, ID 83648
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problem and Patient #10's oxygen saturation level
improved slightly, :
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A specific plan to address the abuse identified in
Pzatient #10°s medical racord was nol
documented.

The RN who wrolo the above visit notes was
interviewed on 5/13/13 beginning at 1:20 PM.
She stated Patienl #10's hushand called her a
"filthy bitch™ and confirmed she was afrald for
Patient #10's safely.

A Social Assessment, dated 3/22/13, includad &
question "How is the caregiver coping with role?"
The answer stated the husband "Seems fo be
well spoken reporting thal ho is doing ‘ok with
everything.” Social service visit notes were dated
4/04/13, 4/06/13, 4/16/13, 4/25{13,and 5/3013,
Thase included:

a. The 4/04/13 visit nota did not mention
caregiver problems.

b. The 4/05/13 visit nofo stated the DCS/SW
spoke with a relative of the patient for an hour, It
slated the relative wanted the patient to iake
immediate actlon regarding her hushand. The
note did not state what the issues were belween
Patient#10 and her hushand. No spesific action

was-documented-by-the DCSISW-The nols

L 584

stated "SW offers education and input regarding
realistic options that may be available to pt
regarding these matters.”

¢, The 4/15/13 note did not mention caregiver
problems, '

. The 472571 nots documented a bionecall |

by the DCS/SW to the family member. It stated
Patient #10 had an attorney and wouid be moving
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sometime arcund mid May. No actions by the
DCS/SW were documented,

e. The last DCS/SW notle, dated 5/30/13, stated
the visit "...focuses on monltoring pt for feslings of
depression and oneliness as well as providing pt
with social support and companionship." The
note did not mention if Patient #10 was
depressed. The note did not mention caregiver
issues,

The DCS/SW was interviewed on 8/12/13
beginning at 10:50 AM. He slated Patlent #10
was a "classic case of battered wornan
syndrome™ and he encouraged her to get away
from her husband. Ha confirmed the visit notes
did not document actions taken to address
caregiver issues or Patient #10's depression,

Needed soclal services were not providad fo
Patient #10.

3, Patlent #11 was a 57 year old female
admitted to hospice sarvicos on 81212 with a
terrninal diagnosis of GOPD, Social work
senvicas were pot provided in 2 way to meet
Patiant #11's needs as foilows:

@ Theinitlal RN assessmentnote dated 9742/12
documented Patient #11 was living with a grown
daughter who "does Meth and could take
narcotics.” The RN documented Patient #11 was
keeping her clonazepam {or Kionopin, &
medication to treat anxieiy} at the home of
another daughter to keep it safe, The RN

same with Tylenol #3, which contains codeine.
The note documented family was willing to care
for Pallent #11, bul there was "possible drug

~Tdocumented she instructed Patierd #todothe | 4.
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Continved From page 79
diversion and lack of caregivers.”

The POT dated 9/12/12, signed by the RN on
9/12/12 and the physician on $18/2, did not
contain interventions related to the possibie
diversion of madications by Patient #11's
daughter,

The first IDG meeting held after Patient #11 was
admitled to hospice was documented on B/19/12.
There was no documentation to indicata the risk
of diversion had bean addressed in the IDG
meeting. The only documentation for the (DG
meefing was "keap monitoring pt and educating
pt and family,"

On 10/12H12 the RN documented Patient #11's
daughter was in Jall and would not be relsased for
at least B0 days. A DSC/SW visit note dated
12/05H12 documentad Patignt #11 tatked for
several minutes about the upcoming refease of
her daughter from Jall, The DCS/SW
documented Patient #11 statsd she did not want
her daughter to live with her hecause of the
potential for medication diverslon. Thera was no
documentation to indicate interventiona were
taken by the hospice to ensure Patient #11 would
be In a safe living situatlon.

L 594

_| diversion from family and friends.”

The POT for the following certification perfod of
12/11/12 through 3/10/13 was signed by the
physician on 11/28/12 apd tha RN on 11/30/12.
There was no documeniation on the POT to
address the risk for diversion, excapt a notation
that there was "no comfort kit in homa due to

Puring a visit on 12/14/12, the RN documented

Patieni #11's new bottle of Klonopin was missing
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and she was using medication out of the old
boitte from October. The RN documented Patlent
#11's daughter had been released from [ail and
the RN suspected the daughter had taken the
pilis. The RN documsnied Patient #11 denled she
gave her daughter any piis. There was no
documentation fo indicate the POT had been
aftered to ensure Patient #11's medications were
not diverted.

An DG Comprehensive Assessment Delails
note, dated 12/26/12, documented "Patient is
missing her Clonopin [sic] from 12/21/2012. She
has called the office to get it refliled and cailed
[RN's hame] on the 24th to get it filled. She
dentes har daughter [daughter’s namej took if.
She has a verbal agreement with me and hospice
agency since ber daughter got out of jail on the
Bth of Dec. that she will only gef 28 tabs a week
and if they disappear then ‘consequences’ are
that she waits untif the next refill before she gats
mare. ithas been 2 weeks and this is the 2nd
week that medications finally disappaared.
{Physician's name} is aware and agrees to go
with consequences of missing drugs, When SW
gets back will do a writlen conlract with patient
and have her sign it.”

The DCS/EW's next visit note was documented
on 1/21/13. Therse was no documentation to
indicate a contract had been discussed with
Patient #11.

An RN visit note dated 12f21/12 documented the

number of Kienopln administered to Patient #11

had been dacreased becauss "this Is whal we do
for patients at risk of diversion” by family
members, The RN documented even though
Fatlent #11's daughier was not living with her, she
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was siill diverfing medications without Patient #11
being aware. The RN also documented she
would not be reflling the Tyleno! #3 because of
the diversich and because Patieni#11 was "not
really using them." There was no documenhiation
to indicate how often Patient #11 had been using
Tylenot #3 or that Patient #11 was involved in the
decision to stop using Tylenai #3.

An RN visit note dated 12/28/12 documented
Patient #11 thought her daughter had faken some
of her Tylenol #3. The RN documentad she “went
over our agreement about missing narcotics
again today” and If medications were missing
again the polica would be called.

An RN visit note dated 1/08/13 documented
Patient #11's daughter had stolen the rest of her
Tylenol #3 but had not taken the Kionopin
because Patient #11 had hidden it In her pillow.
The RN documeniad she nofified the DCSISW
and Administrative Director and they directed her
to file a report with the police, The RN
documented Patient #11 refused to file charges
against har daughter, Sha documented she
informed Palient #11 that if any more Klonopin
ware missing she would not get any more until
her refilf date.

TATIDG Comprehensive-Assessment Detalls

An IDG Comprehensive Assessment Delails
note, dated 1/08/13, documentad that Patlent #119
was “having the medications stolen by her
daughter....Police were notified but they can't do
anything unies fsic} the patient fles charges.”

note, dated 1/2313, documentad "Should we be
concerned aboul 3 tabs clonopin [sic] that
showed up from her daughier, that {werej not part
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of her supply-green. Also, she borrowad clonopin
[sic] from another resident in the building when
she ran out the first time. She also has 3 boxes
of Spiriva, which {physician’s name] D/C'd with
another person’s name on the iabsis that she is
going fo use." There was no documentation to
indicate whather Patient #11 was allowed fo keep
the medications thal came from an unknown
source, There was no documentation by the IDG
group to address the issue of Patient #11
obitaining medications from unknown sources.

An RN note dated 2/08/13 stated Patient #11's
daughter was out of jail as of 12/08/12. She
"Takars mom's clonopin [sie] or any narcotics.
Patient has been raluctant to press charges
against [daughter] so far, Medications are
delivered on Wednsaday of every weeok #28 tabs,
Patlent knows that If she runs out bafore then that
she goes without.” In addition, the note stated
“Medications are missing today. Patient is aware
of the consequences and refuses to press
charges agalnst her daughter wha is currently in
the bathroom with the shower an, She does not
want me to wait and talk ta Jdaughier] afther. Na
rofilis of Clonopin [sic] before Wad, 0213/2013."

An RM note on 211272013 documented Patient

L 594

#i1-had-been-admittedHo-the-hospital-en-2/0943.
The note stated Patient #11 had run out of her
Klonopin on “Saturday some time after her
daughter...took ihem” and had suffored a panic
altack, became hypoxie and called 911. Palleni
#11 was discharged from the hospilal on 2/T1/13.
The nole also documentad Patient #11's

-datighter; who-had {aken her. medication, had. . .

overdosed and was admitted to the hospilal.
Because Pallent #11's daughter was in the
hospital, and Patient #11 had filed a police report,
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the RN documented she would call and get her
Klonppin refifed. There was no decumentation {o
indicate the gvent had been investigated fo
defermine If withhalding medicalion from Patient
#11 contributed o her admission to the hospital,
The Incident was not addressed in IDG meefing
notes.

During an interview on 8/12/13 heginning at 10:16
AM, the DCS/SW reviewed Patlent #11's record
and confirmed the event had not been discussad
during iDG meetings. The DCS/SW slated as ho
reviewad the EMR ™We did not discuss tha theft
of har medications or how we couid have
prevanted #t from happening.”

Social work sarvices were not provided to prevent
the divarsion of Pallent #11's medications.

b. The admission note documented by the RN on
911242 stated Patient #11 Hived with her daughter
in an apariment.

In a General Clinicet Chart Detafls hate dated
10/12/12, the RN documentad Pafient #11's
daughter was now in Jait for at Jeast 80 days and
was suspecied of taking her mothar's
medigations "as none have disappeared since

she lefl." There was no documentation 10
indicate a changa in the POT due lo Patient #11
fiving alone, The DG meeting note dated
10M17/12 did not include any documentation to
indicate the issue had hoen addressed, the note
only stated “Klonopin will be filled at [name of
phammacyl”

In a General Ciinical Chart Detalls note, dated
11/27M12, tha RN documented Palient #11 had
called the hospice o say she had fallen after her
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bath, had hil her head, and wanied a nurse o
assess her. The RN documented Patient #11
had hit her head above her right eye and had
syustained a 4 ¢m cut [o her eft shin, which
Patient #11 had dressed with bandaids.

An DG Comprehensive Assessment Details note
dated 4/30/13, stated "patient has become unsafe
by herself as she forgets {o plug in or check
Oxygen tubing to see if connected and working.
She may forget ta take Oxygen off o smoke.
She does not take her medications if not set out
for her. She did nol gat for a whole day. Or {ake
medications for 3 days. She naeds supervision.
Has PCS available but will not usea it, she is afraid
of 7777 {sic} Cries. Wants to think abaut it. A
meeting with family and hospice SW Monday,
what happened? There was no documentation
an the DG note to indicate what interventions
were taken by the hospice to keep Fatient #11
safe.

An RN visit note for 5/09/13 documented Patient
#11 had spent the night in the hospital after family
members had decided they could not slay with
her. Sha was readmitted to hospice tha following
day. The note documented family had requesisad
to take her to the ED bacause there was no one

to-care-for-Patient#1 at- thetime.. The note also
documented Patient #11 had moved to a family
member's home and would remain there unti the
end of her fife.

During an interview on 91213 beginning at 10:15
AM, the DCS/SW reviewed Patlent #11's record -

and-confirmad she had been adimitled {o the
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hospital. He stated the nurse who had baen the
Cage Manager for Patlent#11 at that time no
fonger worked for the agensy, so he was unable
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to questlon her. As the DCS/SW reviewad
Patient #11's EMR, ha slated the IDG meeting
naotes had documented the safety issues
ideniiffed above. He was unable to find svldence
the agency had immediately taken measurss
asslst and profect her.
Social work services ware not provided fo ensure
Palient #11 was safe. Physical, Occupationa!, Spesch- Languags 0152013
L 603 | 418.72 PHYS, OCCUPNL THERAFY & L 603 | has been added to the Flection Of Benehts
SPEECH-LANG PATHOLOGY to refiect that therapy services are part of the
haspice henefiis. At the lime of admission the
R.N. ar CRNG will assess the patienta needs .
This CONDITION s not met as evidencad by: o GRNG willsustsln comalancoandbe | A0S
Basad on record review and intsrview, it was oSoansibio fut tanlaman unp et whon
delermined the facility falled to ensure therapy P s i el ot whon e ped -
services wera offered and provided as indicated ﬁﬂe” 5 in need, or when ordered by physiciar.
by patient need. This resuited in the potential for i monitar and track at every IDG.
pationt physical therapy, occupational therapy
and spsech lherapy needs fo be unmet.  Findings
include;
The Elaciion of Benefits upon admission wilt be! Ongaing
1, Refer to L604 as It relates to the agency's discussed in full with sach patient by the
failure to ensure therapy services were provided. admitting R.N, or CRNG. Family or patient wili
be askad ar told that Pt, OT , or Speech
The cumulative effect of the lack of therapy servicas ere avaliable or have besn ordered by
senvicas resulted in the inabiiity of the agency (o physician.
mest patients’ therapy needs, '
£.604] 418.72 PHYS, OCCUPNL THERAPY & L604H.R. has contacled Therapy agendes, witi medt  10/15/13
SPEECH-LANG PATHOLOGY to update all contracts.  wWili request cument
. licensures and background checks on ail therapist
Physi.ical !:he;apy servi;.:as, nmupan;n?‘i therapy before any therapist ses patients in their resldehce.
services, and spesch-anguage palhology -
services must be avaiiable, and when providad, Therapist wili read and and Lﬂ?dEYﬂEnd our
; he et Flogpice Philosophy and Mission Statement,  §
offerad in a manner consistent with aceepted Thiz will be filed In therapist fle kapt by H.R By
standards of practice. ed in therapist fifa kept by H.R. ngoing
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Continued From page B6

This STANDARD s not met as evidenced by:

Based on siaff interview and patient and facillty
record review, it was determined the agency
failled to ensura therapy services were providad.
This failure directly impacted 8 of 11 patients ({#1 -
#5, #8 - #9 and #11), whosae records were
reviewed and had the polential fo impact all
petients of the agency who had ar developad
therapy needs. This failure had the polential to
lead to upnecessary tranma and additiohal
medical complicaflons for patients recelving care
fromn the fagility. Findings include:

1. The agency's Hospico Request far
Certification in the Medicare Program (Form
CMS-417), signed by the Administrative Director
on 9/13/13 documented 1he agency provided
phyeical therapy, occupationai therapy and
speach-language pathology services by
arrangement. However, evidence that therapy
setvices were available was not found.

On 940/13 at 2:00 PN, the Director of Finance
presented aconfract for PT and OT services
dated 9/17/07. She stated to her knowledgs PT
and OT services had never beap provided by the
agency, Sha stated tho fast iime SLP services

had-been-provided was.on 9/17/11._She also

L G04

Director of H.R. will make sure coniracts are | 10/15/2013

current with ail therapy agencies used.

H.R. will make sure all therapist hava a currern
licensures and backgraund checks are compleled
befare any theraplst enters residance of patient.

stated the agency did not have desumentation of
licensure for therapists.

Betwean 9/10/13 gnd 6/13/13, suiveyors

1 attempted {o phona the therapy company listed in

the contract 7 imes.  Each time the surveyor got

On 9710/13 at 11:25 AM, the DCS stated the
agency had naver had a patient who required PT
or OT services. Ho siatad SLP setvicas had last

CRNC/DCS wii nofify HR that therapist s Ongolng
needsd for patient care. HR will make
arrangement with therapy agency. .

DCS has educated the RN casemanagers on § 10/23/2013
the nesd to provide patients with therapy if :
------- neaded . must have Drorder,
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been provided 2.6 years ago.

Tha ageney did nof provida PT and OT sepvices.

2. Slalf E and F were RN Gase Managers for the
ageney.

Staff E was Intarviowad on 8/13A3 beginning at
8:25 AM. He siaied no lherapy senvices weara
offered 1o pallenis.

Slaff F was Interviewed on 913/13 begiming at
1:20 PM. She slated no therapists were on staff
at the agoncy and avaiiable o provide eervices to
patianis,

Goss Managers ware not aware the agancy
provided therapy services.

3, The agency's admisslon packst, which was
given o patlents was reviewed, The admissions
packet did not include informalion regarding the
avallabfiity of thorapy services.

Furlher, palient records were reviewad, The
records documentad polential therapy needs,
which had nol been addreseed as follows;

a-Paliont¥#'s records Included-aninlial Hosplee

1 diffoulty standing from low sealing. The plan

Ceriffication and Flan of Tresiment which
documanted her SOC on 7/12M3. The plan
documented Patiant ##1 was an 81 year old
female with COPD. The funelonel Tmifatlons
secllon of the plan documentad she used a 4
wheelad walker when ambulating and had

stated in the safety/saourity section “Fall Risk
{Unsteady [sic] and numbness in fest, Abis lo
Comprehend and Fallow Safely Instructions
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Gonfintad From page BA
{Requires reminders) {sio]..."

The pian did not include decumentation that
{therapy services were considered or discussed
wilh Pallent#1.

Addillonaily, Patient #1's recard doctmented
continued mobility concems, Exampies Include,
but were rio! limited to the following:

RM Case Manaper vislt noies dated 7/12/13,
8/01/13, BAORI13, B/A5H3, B/23/13, and 8722113
statad "Alieration In Endurance, Poor
Coordinalton and Batance (FPatient Is unstable on
her feat, usas four whaelad walker).”

Howaver, her racord did no! inglude
documentation that tharapy services Were
considered or discussad with Pallent i,

b. Patlent#12's records included an fnitlal Hospice
Cartification and Plan of Treatment which
documantad hia 3OC on 3/08/12. The plan
doowmenied Pallent #2 was a BO ysear old man
wilh Parkinsan's Discane,

Pallent #2's 3/09A2 plan stated he used a walker
for ambulation, *but has had multiple falis In the

| plan also documented Patlent 42 "fell this

midd}a of the night whan he has lo go {o the
rastroom. Also needs assistance while
showering due lo his disease process...sfuppad
the exerclsa clases that pt was altending fo help
with sirength and mobhiiity dus to no improvement
is noliced [sic]..." The summary aecfion of the

pastweelc:isunsbleto-helpsolfeubof- hedin-the | —

La04

moming in the kiichen causing pain to the left
wriat..."
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Conlinuad From page 89

‘Tha plan did nat include documentation that
therapy sarvices Wera considered or discussed
with Pafient 712,

Additionally, Patiant#2's record documented
continued eoncerns, Examples includs, bul ware
not imited to the following:

~ An 1DG Comprehensiva Assessment Detail
noig, dated 3/22/12 stated he “conlinues to have
miufiiple alls and balance issusa...vary unsteady
and high fail isk; patient denles flls al this ima®

- A fall evant was documented on 8/18H2. The
note siated Patlani #2 used an exarclse bike dally
io help from becoming oo siiff, that he did not
ambulate much and usually used a whaslchalr.
The nole slated Patient #2 hed attempted fo gat
off of the hike by himss!f and had faillen, landing
o hia back and hitting his head on a dresser.
The nois sipted “Skilled nurses visiing the patient
wili assist family and other caregivers in gantle
passive ROM exerclses lo assist wih the
stifiness that afflicts patiant, especially in the
rmoming.”

~An RN Case Manager vieit note, dated 0/20/12
stated "he has not haen abla lo walk ialely; wile

1804

states-ir-thelast 2 waeks thare has been a

detedoration In ambulalion...”

- A phyeician’s Face to Face Vislt Detall nota,
datad 6717/18 staled "This man has bad an
cbvijous decline,..more choreaform type
mavements [rapld, Jerky movements]. Hels
gelling weaker and transferring is getling mors

difffouit...”
- An iDG Comprehensiva Assessment Detall
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note, daizd 7/10M3 stated ha was having
"intermitient issuss with inability 1o move hls
axtramities...”

- An DG Comprehenslve Assessmenl Delail
note, dated 7/24M3 staled he "has more issues
with impaired mobiity..."

A Hospice Certification and Plan of Trealment
datad D/10/13 stated "Complete Ml asslst with
ADU's[sle], He is bed bound much af the day..."

Patlent #2's renord dosumentad ongolng
concemns. However, his record did not include
documentation that therapy sarvicas wara
considored or diacussad with Pallent #2.

Patient #2's 2/0/12 plan also stated he "has
eplsodes of choking whila dilnking thin liguids..."

The ptan did hot include documentation that
tharapy services, inchuding SLF services, ware
cansldered or discussed with Pattanl #2,

Additionally, Paliant #2's record documented
continued ooncerns, Examples induda, butwere
not Imilad to the following:

- An BN Casp Manzager visit note, dated 8/20712

staled "Speech somewhat thick and slurrad dit
disensa procsss, Ptls abla o make needs
known mast of the ime but has problems
somelimas if speech [s mora siurred and thick
{han usual.,.”

|- Aﬁ IDG Cum&;ﬁhsssﬁm Assessmant Detall
T T hote, dated 61573 stated "He s finding it harder
to talk, often cannot be understood,."
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- A physician's Face {o Face Visit Dstall note,
dated 6M7/13 stated “This man has had an
obvious dacline. More difflcully swallowing...”

~An IDG Comprehanhsive Assessment Datall
nota, dated 7/24/13 stalad he "has inareased
problems swallowing pills Just in the last few
weeks..."

AHospice Cailificatlon and Plan of Treatment
dated 8/10/13 slated "Now virlually unahle to talk
and can barely feed himself..."

Palient ##2's record documentad ongoing
concerns and inoreased diffleully In dining and
communicating, Howaver, his record did not
include documentation that therapy ssrvices,
inciuding SLP seyvices, were consldered or
discussed with Patlent#2.

¢, Pafient#3's records included an Initlal Hospice
Cerlification and Plan of Treatment which
documented his SOC on 6/11/12. The plan
documented Patient #3 was an "83 ysar old man
with colon cancer with possib]e metastasis to the
right kidney. he [sla} Is able to ambulate with the
help of a walker and slight assist..." The plan
stated in the safely/securily saction "Fall Risk,

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FLILL FREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TO THEARRROPRIATE DATE
DEFIGIENCY)
L &04 | Conlinued From page 91 Leo4

Blan Of Cara Identified as Fall Risk Faator,”

The plan did not include documentation that
therapy services wera considered or discussed
with Palient #3,

Additionaliy, Palient #3's record documented
continued {all risk concerns. Examples include,

but were nat limited to the fallowing:

- An IDG Comprehensive Assassment Detall
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Conlinued From page 82
node, dated 6/12/13 slated he was "very unsteady
and high fal] risk; palient denies fells af this ims,"

- An DG Comprehensive Assassment Detall
nols, dated 8/26/13 stated he was "vary unsieady
an his feet.”

- Ap [D3 Comprahenslye Asseasment Detalt
note, dated 8/07/13 stated hs "had & fail over this
last wesiend. He danies infury, He continuas to
get weaker,"

~ An RN Cess Manager hots documentad Palient
#3 Iell on 8/12/13 whife leaning over to pick up
pina needies and siicks. Tha fall resulled na
knot on his left butinek and the nple documented
Patiant #3 reported bsing "pretty sare.”

- An ID@ Gomprehenshive Assessment Defal
nole, dated B/21/13 slated "Has had falls every
other wank for at least the last 2 wesks with
minar injuries. Gantinues with his aitered
indgement..."

~An [DG Comprehansive Assessmant Delail

nota, daled 8/04/13 slated "Fatient has had a fall
or acojdenl every week for the iasl saveral wask.
Has not had any malor injtiries. Poor judgsment
and stubbom determination are primary regsons

L&04

for this

Patient #3's record documeniad ongoing
concerns and incraasing falls. However, his
record did nol inciude documentatlon that therapy

1 sarvices ware considered or discussed with .

Palient #3.

d. Pallent#4's 8/18/13 Hosplce Cartification and
Plan of Trealmant documented his SOC an
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L 504’} Continued From page 93 LED4
102811, The plan documented he was a B4
yeer old man with a termina! diagnosis of "Dabiilly
unspacifled.”

The 8/18/13 plan siated Patfent #4 required
minima! asslstance for ambulation, usad a cane,
had incressed unsteadiness, linped an his lelt
teg and was at risk for (alls due to fallgue and not
always usihg his cans. The note also
documeniad Pallent #4 had edama in bath legs
which was uncomfortable, had right hip and feft
knee “problame and he aimost felli” during the
RN's visik

The plan did not includa documantatlion that
therapy aeivices were consldered or discussed
with Patlent #4,

.;\t!dmunaﬂy. Pallent #4's record documented
conlnued fall risk conoerns. Exampies include,
but wers nol imiled {o the following:

= RN Case Manager nolas daled 8/20/13, 8/27/13
and 8/03/13 documented Patient #4 did not
aiways Use his cane and ralied an furniture 1o
catch himeelf when he was off balance, The
notes dooumented he used a 4 whae! walker in
haliways. The noles slated "Patlent Is al risi for
falis dua to faffgus and not always using his

canse,"

Patlent #4's rarard dosumented onpgaing
concems. Howsver, his record did nol Include
documnentation that therapy servives wera
consldered or discussed with him.

,,,,, - - E A {! diﬁ{}né}fﬁ,me{jiag{’{{lﬁ a Ssacimngf ?aﬁa‘n{#&sﬂ e et
8418H 3 plan Includad "Dysphagla ieading o
inadequata nulrifonal Intake {inability or
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umwlliingnass to taks food or flulds)...” and
docurnentet he had lost 30 pounds in the past &
manths “etiology unknown a6 he says he s
eating..."

Tha plan did rot include documentation that
therapy sarvicas, Including SLP sarvices, wera
oonslderad or disoussed with Patienti4,

Further, the Nulrition and Hydralfon saation of
Palleni #4's RM Case Manager notes dated
B/20/13, 8/27/13 and 9/3M3 stated "No Problem.”
Ne informallon related to his diagnesis of
dysphagia or hls weight Joss was prasent

Patient #4's rmaord did not include docurmentation
that therapy servioas, inoluding SLP senvices,
wara considersd or discussed wilh Patient #4.

e. Pallent#8's records Included an Elaction of
Hosplca Benellis form dated 6/01/12, a ,
revocation statemant datad 8/15/12, an Eection
of Hospice Banalils form dated 7/13/12, a
ravocatifon statsment datad 1/26/13, an Eleciion
of Hospiee Benefits form dafed 1/27/13, and a
revocation statement dated 8/28/13.

Her 5/27/12 Hospice Cortificatlon end Plen of

TFreatment-dosumanied-she was-a 72 year old
Foamale with COPD, The plan slated she raquired
maxfmum aseistance, had isfl sids hemiplegis,
faquired 1 person asslstance and a quad cane for
ambulallor, assistance wiih transfers and
aesjstanoa with dressing. The pien stated she
had ajtered endurance and "has no golivity -

tolarance at all,” poor coordination and baiancs

and gait dislurbance.

Tha plan did not Include documentetion that
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tharapy sarvices ware considered or discussed
wilh Patient ik,

Addillonally, Patlent #6's racard documanted
continuad coneams. Examples include, but wera
not Himited to the following:

~An RN Cas2 Managsr nois dalad 7/08/13
daoumented Patlent #6 fall and landed on her
right side,

- A physlclan's Face to Face Vialt Details note
dated 7/11/13 documantad Patlent #5 had
devaioped "severe” edema in her legs, resulting
in "her ahllity lo mova and manege at home very
diificuit, espacially when she has o gat up o go
to the bathroom frequanily in the moming, Last
wask when gfter fsic] she had gone to the
bathroom, she got up and then had a fali
janding..." The note documented her right hip
was sif tender. The nole statad the phyaician
will also checl with the physleal theraplst,
[theraplfat's name], who works for {faclllty name]
and see If we could hava him help us with thia. |
am unable lo parform manuat jymphadema
treatment. He possibly coutd ™

Howaver, the ID2 nale, datad 7/11/13 did not
nclude informalion regarcing the physical

therapistreforral

- RN Case Manager notes dated 7H8/13
documented conlinued edsima. Her iDG noies,
dated 7/24/13 slated compression stockinge
would be fried. Information regarding the S .
| physiclan's 7/11113 refarral to PT was n0§

}Hﬂlﬂﬂﬁﬁ Inthe DG nole, . . F S e e i . ORI S

- An RN Case Manager notes dated 7/26/13 and
Evoat tD:LLO074 Fracllly iD: 124584 J£ conlinualion slical Pags B of 128
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' that therapy services ware cansidared or

Confinued From page 98

B/01/13 dooumentad her edema remained the
same. An D@ nola, dated 6/07/13 documentad
Patiant #5 rafused lo wear the comprassion
stockings, so her left leg was being wrapped with
an Ace Wrap. '

- An RN Gase Manager nola dailed 6/08/13
doeumentad Palient #5's edema ramalned the
gama,

- An RN Gase Manager nole datad 6/28/13
dooumented Pallent #5 fell, siiding off of her bed
and landing on her bditocks,

Howavar, beyond the physioian’s 7/11/13 nols,
Patlent #6' record did not include documeniation

discussed with har,

f Pailent #8's records inciuded an inftial Hospleg
Corlificafion and Plan of Traatment which
docvmentad his SOC on 741413, The plan
documentad Patienl 78 was an 88 year old male
with Parkinson's Diseasa.

The 7/11/13 plan staled "He demonsirales
incraased stifinsss In his upper and lowar
exiremities wiih right stded upper axtremity

L BD4

iremors which fs somewhat confrolled by

| Vertigo fsic} whan movss his head o look up, and
- -theryback down;and dizziness when ambulaiing,

basic avery day activity of daffy living 't [related
lo} decreased and unequal upper distal extremily
grasp. Patient Ands it dificult o hold simple
objects such as a razor, wming 2 door itnob to
open a door [sic]. Paflenf o/o [eomplainta of]

and concarned that ha may fell becavuse of It [sic].
Pallont dacrearad sensalon in his lower
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exiremilies 1 his disease, and not able to
ambulate as wall as he Used too..."

The functianal limitatlons section of tha plan
stated he used a 4 wheeled walker for
ambulaiion, had galt disfurbance, and poor
coordinetion and balance. Tha plan also
documented he requirad ass%sianne with bathing
and loileting.

The plan did nof inciuda documentalion that
therapy services wera considersd or discussed
with Pallent#3.

Addilonally, Patlent #8's record documenied
continued mobiilty concermns. Examples Includa,
butwere not iimiled ta, the following:

- RM Case Manager visit notas dated 7/11/13,
7613, 81113, B/0BM3, 8M3M3, 8I20M3,
B8/27/13, 9/03/13, 8/10/13 statad "Poor
Cocydinallon and Balance (Vertfoo when looking
up or embuiating), Galt Disturbance
(Verligo/unsieady gait).”

-The RM Case Manager visit notea dated 8/01/13
and 8{0B/13 aiso slsted Pallant #8's caregiver
was “having o help pallsnl more In showar and
dressing patient 1/t silfiness..."

- Tha RN Gass Menager vigit noles daied 8/13/13
stated Patlent #8 waa walking oulside and
became lired. He*wentio slldownona
Rubbaermald garbage oan that was laying
sideways an the ground, rolled off of the garbage

| cafi and op ta the ground. Pallerit reports no
4 Injurles, IO Increased siiffness taday and e
muscle pain generalized...had to call someane lo

help get patien! off of the ground, Patisnt o [slc]
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weak to help much,..[cara giver's name] reparts
she had (o dress end balh paiient oompletely
now, Patient not able ta provide much help.”

~Tha RN Casa Manager vish note dated B/27113
statad Patient #5's carsgiver had heen out of
town. The nate dooumanied Palient #8 was
concerned while ihe caregiver was gone
"hecause his stifneas pravanis him getting [sic)
out of bed an his own, so he slept In his recliner*
whan the caregiver was gone.

- The RN Case Manager visit notes daled 8/03/13
and 3/10/13 staled Patlent #8 was "axhibiting
inareased tremoring I left and Kght upper
axiremiliss...”

Patfent #08's racord documeanted ongoing
cancems, Incraased etiffness and tremors,
Inoreacad nead for assisiance, and a fall.
Howsver, his record did not include
documentalion that therapy sarvices wam
considersd or discussed with Patleni #8.

- Addifionaily, RN Case Menager vieil noles daled
71413, 7/18/13, 8/01/13, B/06/13, 811313,
B/20/43, Bf27/13, Bf03M3 and 91 0/13
documentad Patlent #8 experienced "Dysphagia
{Chokes on food oceastonally)...Diffioulty

Chewing {Unable.to opan-mouth-as wida or-chaw-

as good).”

~Tha RN Case Manager vigil notes daled 5/03/13
and 8/1013 slated Pallant #8's caregiver
reporied “patient having more difffoully opening
his mouth wida erolgh lo-be abls to eat cerigin

thingshe tsed lo Mke eafing..” } ol

Pallent #6's racord doeumented ongolng
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Caniinued From page 99

conceris and Increased difficuity in dining.
However, his resord did not inciude
dooumentatfon that therapy senvices, inciuding
S1 P services, wera cansidered of discussed with

Patient #8.

g. Paffent#@'s records included an Inltial Hosploe
Cerlileztion and Plan of Treatment which
dagumented his SOG on 7/30/13, The plan
documented Pallanl #9 was an 79 yoar old male
with snd stage damentla. The plan siated he
required minimal nssistance.

Patlent #8's racord dooumenled decrease In
mobHily as follows:

~ An RN Case Manager nota dated 8/02/13
documented Padlent#0 tripped of a hoss while
getling gasoline and fell, resulting in a sare hip
and irritating hix felt sibow, which had been

Injured in the past.

~An RN Gase Managsr note dated 8/09/13
ﬁncum?nted *Geit Disturhanoa {unsteady at
mes),’

- An RN Case Manager note dated /16/3
documeniad "Gait Oisturbanae (unsteady an ks
faet riast of the Bme)." The nale slated *No falls

L6804

thiz weel but his precarous galtand pltored

i Distlurbanoe (Unsisady an his fest most of the .

dealslon maldng continua to creats safsty
{saues,"

- RN Case Manager notes datad 8/22/13,
8/30/13, and 9/06/13 documented *Allsration In
Enduranse {can't work ke he used {o), Galt

ime)." The note sialad "He I8 unsteady on his
fest most of the llms, and states that he

FOTMM CMS-2567[22-20) Frevicus Virsiano Obaolein Evand ID: kOB H
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L 804 | Continued Fram page 100 " Leo4
*stumbles around quite a bii'...” -

However, his record did not includa
dooumeniation that therapy servicas were
consldered or discussad with Failant #9.

h. Pailent #11's racords inciuded an Eleclion of
Hospice Benefils form deted 8/12/12, a
revacstion siatemant dated 2/09/13, an Election
of Hesplce Banefits form daled 2/12/13, a
ravocation sialemeant dated &i07M3, and an
Elecffon of Hospice Benefils form dated 5/09/13.

Her 81242 inifial Hosploe Cartification and Plan
of Treatment documeanted she was a 67 year old
{amale with pulmonary disease (end slags
COPD). The plan staied sha required minimal
asslstance with ambulation but required
supatvision, used a scontar and a 4 wheat wallier
and expsarienced galt disturbence. The plan also
stated she had a history of fall and mulliplz visits
fo the emergency room, The plan slaled was at
risk for faiis and had recently kripped over her
axygen iubing and fall.

However, the 5/12/13 plan did not Includa
dostimentation that tharapy sarvicas wers
consldared or discussed with Patiend #19.

e Pallent RS I2MT e A s and A T
Hoeplca Carliifoation and Pian of Treatment
dooumented continued fali rlsk. Howaver, nona
of the plans Included documentation that therapy
services ware considered or discussad with
Patient#1.

—{-Addiionaily, har 5/00/43 Hosplee Gerlifleation-and
Pian of Treatmant documented she raguired
maximum agsistance for bathing and neaded a

FORM CMA-28687{62-00) Provioun Viarsionn Obsolale Event {DiL100§1
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L 604

L617

Continued From page 101

shower hose. The plan stated she required
moderate assistance for ambulation and used a 4
wheel walker, but needed a new one as Patient
#11's was "old and rickety.” The plan stated she
"Exhausts with any exertion,” and had poor
coordination and batance.

The plan did not include documentation that
therapy services were considered or discussed
with Patient #11.

Staff E, an RN Case Manager, was interviewed
on 9/13/13 beginning at 8:25 AM. He stated he
did not evaluate patients for therapy services.

Stalf F, an RN Case Manager, was interviewed
on 9/13/13 beginning at 1:20 PM. She stated she
did not evaluate patients for therapy services.

Patients’ potential needs for therapy services
were not evaluated by the agency.
418.768{c)(3) COMPETENCY EVALUATION

(3) The competency evaluation must be
performed by a registered nurse In consultation
with other skiited professionals, as appropriate.

This STANDARD is not met as evidenced by:

L. 604

LB17

competency evaluations performed by hosy
staff RN's, bringing all staff into compliance
requirement. 2. This action will result in enj
CNA's caring for patients are competent in

patient care techniques. 3. CNA competen
evaluations will now be completed at hire a
updated annually with on-site visits to ensu

L617: 1. All Currently employed CNA's completed

ice

with this
suing all
broviding
Cy

el

e

that CNA's provide competent care in accoldance

Bagad 6n review of personnel filtes and staff
inlerview, it was determined the hospice failed to
ensure aide competency evaluations were
performed by a registered nurse for 4 of 4 CNAs
(Staff A-D) whose personnel files were reviewed.
This allowed CNAs to care for patients without
first proving competency in patient care

with each patient's established POT. 4. Th
completion date for correction will be 11/15
Addendum: -

5. The CRNC or DCS/SW OR QD will ensy
CNA's are evaluated by-an-RN OR-CRNC ¢
at hire and annually. 6.The Finance/HR Dir

e
2013.

re all
IR QND
ector

tachnigues. Findings include:

CNA personnel files were reviewed with the

OR QD will be responsible for maintaining t
competencies in each staff's employee file.

nese
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L 617 | Continued From pape 102 La17
Director af FInance and Human Rasourcas on
81113 at 11:15 AM, Competency evalualions
were missing for tha folowing:
Staff A, GNA, hira dale 1/07/13
Staff B, CNA, hira date 4/20/12
Staff C, GNA, hire daia 8/01/18
Sltaff D, GNA, hire date 6/26/13
The Direclar of Finances and Human Resources
canfimmed the personnel racords laclked evidence
of an RN competancy evaluation, She siated tha
DCS/5W handiad aif evaluslinns.
Tha DCSISW was inlerviewed on 3/12/13
beginning at 1:25 PM. He stated that he did not
parfarm CNA compefency evaluatlons because
he was not an RN, He confirmed the CNAs did
not have competency evaluations performed by
ant RN. He confirmed that without apd RN
avaluating CNA competency, It was difffcutt to
datsrmina if the GNA was abie to perform all
patfent oare tasks assignad.
Tha agency did not parform competency
evaluatians for CNA siaff,
L 532} 418.78(h)(2) SUPERVISION OF HOSPICE L632{g. s12 §bf 5 !
. A;D ES Al sprrenlly employed CNAs campleted CUmpetncy { !5
. SER e | evaliatioss performzd by hosples st NS, brisi
{2) A regisiered nurss must make an annual o1l st inko camplionee with this mﬁfi:.’.méﬁ'ﬁg .
on-slte visit to the [oealion whera a patlant Is eampeieney svalaetons will now bo eompleted o
raosiving care in ordar to nbsarva and assess b und wpdotsd annually with oa-site vishs 1o onsure
aach aide whils he or she Is performing care. thst CNAs provide canspelent enre in oceordanes with
N ench priicnts esmbiished POT, The DC5 W% ensure
This STANDARD s it et as evidencad by; [P CNAS pet ovalsted by on BN ot ki sod annunlly. |
------ Basad on staff Interview and review of persanne The Fitsze/i R Direcior will be responsbie for o
files, It was determined the hosplee fallsd to * {mmintsinlog shese compeiencies inenchatofa o o
ensure annuga! on-she visils wera inade o assass rsoanel file,
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L8632 Continued From page 103

gooordance wih POTS.

Stalf A, CNA, hire dale 1/07/13
Slaff B, CNA, hire date 4/20/42
Slaif G, CNA, hire date 8/01/13
Slaft D, CNA, hire date 6/26/13

care provided by 4 of 4 GNAEs {A-D) whosa
personned fles were reviswad, This led 1o a lack
of alda oversight and a lack of clarily as lo
whethar aides wera pefforming tasks in
accordanos wih POTs,. Findings include:

Parsonnel files were reviewsd wih the Direcior of
FInence and Humaph Resources on 8711713 at
14:15 AM. The following GNA'e personnet flles
Iacked evidence of an annual on-sie vislk

"The Director of Finances and Human Resources
conflimed the parsonnel records lacked evidenca
of an annual onsita visit from the RN, 3he slaled
the DGBISW handled al evaluetions.

Tha DCSISW was interviewed on 842113
beginning at 128 PN, He stated {het ha did not
perform CNA comnpetency evaluations because
he was not an RN, He conflimed there was no
docurnenistion to indioata ont-siia visils had bean
parformad by an RN, He confirmed thal without
and RN svaltiating CNA compatency, it was
dificult tordeteymine ifthe CNA'was-able o
perform all pallent cere tasks assigned In

The agenoy did not petform on-site assessmants

L&32

FORY CMS-258T{02-00) Pravious Verslons Ohsolbja

of CNA staff,
L 548 | 418100 ORGANIZATIONAL ENVIRONMENT | L'&48|Please see plan of correction for section
s S ) S | N1y
This GONDITION is not met as evidanced by:
Ewant 10; LIDBHS Faci|y 10 131664 if confinuation ehast Page 104 of 128
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L 648 ( Gonlinued From page 104 L6548
Hased on stalf interview and review of meating
minules, agency policies, QAP] documents,
infeclion coniro! documents, and personne files,
it was determined the hospice falled o ensure
organizatlon and adminisiration of services were
conducled in a mannsr which provided direction
and oversight of the agency’s operations. This
resulied in the Inablitty of the agency ta pravide
necossary sorvices and systems. Findings
includa:
1. Refer lo L5651 as it relaies ta he govaming
body's fallure to enaura respansibility was
assumed for implsmenting programs and
praviding direction to the agency.
L 651 | 418.100{b) GOVERNING BODY AND LG51/1. A Gavemning Body mesting will be held
ADMINISTRATOR on 11/15/2013 where 100% of the Governrd
A governing body {or designated persons so Body w;fi bein atte‘nda‘nce. During this medfing
funetioning) assumes full logal authorlty and the Medicare COP's wilt be reviewed ensuripg
responstbiiify for the management of the hospice, that all members of lhe Governing Body ar
the pr ?Viﬁiﬂﬂ chl all hl?spine EEW}RBB’ it fiscal , ware of their specific duties and what area
operafions, and conlinuous qualily assessmen hev will b . .
and performance improvemenl. A qualified o :laff Z pe;formmg aver:i‘gl}l 85 it relate
adminisirator appoinled by and reporting to the and patient responsibilities.
governing body Is responsible for tha day-lo-day The cumulative effect of the corrections and resolutions]
operation of the hosplca. The adminislratnr.musl of these systemic problems assures the ability
.1 be a hospice employee and possess education of the hospice to provide services consistent

-+ records and infecllon control documents, itwas
datermined the governing bady faffed lo assume

and exparience required by the hosploe's
governing bady.

This STANDARD s not mel as evidanced hy:
Based on staif interview and raviaw of medical

lh accepted standards of practice, 3.

e camblned direction and averslght of thel
overning Body, the Hospice Administrator,
RNC and the Medical Diractor

hat all patient and familles needs are met effectively.

Tull responsibity for the marmpement of the:
hospics, the previslon of alf hosplce services, and
cantinuous qualily assessmeni and performanca

il ensure that ail staff are..ciinicatfmupemi;sd and ] ..

1 review of the agencies policas and procedisres,
nfaction sontrol.core and services provided

Dua';i;ﬁ{rnﬁéaungs of the Gnverﬂi’gémB‘bdi%fii inciude
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L 551 | Continued From page 105 L 651y ali Inoluding the Medical Direstor, Quallly

improvement. Thizs resulted in a lack of oversight
of the agency and of the services provided,
Findings include:

1. The governing body did not specify a system
for the aversighl of nursing services at the
agency.

The policy Lines of AuthorityfUse of
Organizational Charf, undated, staled tha
[CS/SW oversaw tha RN Case Manegers, LPNs,
Social Worker/Bereavement Coordinator, CNAS,
ChaplainfAssisianl Bereavemen Coordinator and
the Vuluntaer Coordinator.

The policy Responsibifittes/Supaervision of Clinical
Sandces, undated, stated tha DCS was
responsible for supervision of clinjcel care,

The agency Job deseription for the DCS/Director
of Nursing stated *The DCS positlon js for a
licensed RN {Registered Nurse) with hosplce
experience (additional manegemenl experisnce
Is advantageous, but rmust at least have parvioys
hospico RNICase Management exparience.”

In an interview on B/08/13 ai 2:30 PM, the DGS

did not have an RN lecenss nor had he WoiKed 45|

an RN Cass Manager. He siated he supervised
nurging services, Social Work services, Chaplain
services and hosplca aide services. Ho staled ha
did not supervise nursing clinical care but he

- | yelled on-the RN.Cage Managers fo provide
_{ nursing oversight, He elated there was no formsal
process for this &nd rio muse was designaled as -

in charge of other nuraes. He stated that if tha
RN Case Managers raquire furiber direction they
could consuit the Medical Director,

Ssessment and performance improvement and persor

fies. This will ensure the
overning Body's responsibility for the
anagement of the hospice, including
irettion and oversight of all agency operati
mpietion date for
rraction will be 11115/2013.
DDENDUM:
8. The CRNC OR QND

it the DCS/SW will ba responsible for nurging overslg

nd the Hospice Administrator for tha day to
¢f the antire agency operation.

nal

bns, 4. Thq

day opsrat

_&z_&.z._
=
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The DCS was not qualified for his position per
agency pollcy and hursing staff were not clinicatly
supervised.

2. Refer to L500 Condition of Participation:
Patient Rights and reiated standard level
deficiencles as they relate fo the governing body's
failure te ensure pallents and thelr
representatives were informed of their rights and
that patient rights were uphaid and promoted.

3. Refer to L.536 Condition of Participation:
interdisciplinary Group, Gare Planning, and
Coordination of Services and related standard
level deficiencias as they reiate fo the govemning
body's fallure fo ensure patient-specific plans of
cara, containing measurable ovicomes, were
developed, revised, and followead for each pallent.

3. Refer to [559 Condition of Participation:
Quallly Assessment and Performance
improvement and refated standard level
deflciencles as they relate to the governing body's
fallure to ensure a QAP| program was fully
developed, implemented, and maintained.

.1 4. Refer to L577 Condition of Participation:

Infection Control and related standard feval |~

deflcienclas as thay relate o the governing body's
fallure to ensure & comprehensive infection
confro} program was developed, implernented
and maintained.

| 5. Refer to L503 Condition of Participation:

Physical Therapy, Occupalional Tharapyand -
Speech-Language Pathology and the related
slandard jevel deficiency as they reiale to the
governing hody's failure to ensure therapy

OSFICE C
ACCENT HOSPIGE CARE MERIDIAN, ID 93648
{64) 1D SUMMARY STATEMENT OF DEFICIENCIES 1) PHROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQO THE APFROPRIATE DATE
DEFICIENCY)
L 651 | Continued From page 106 L&51
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L 651 | Confinued From page 107
services were offered and providad as indicated
by patlenl need.

8. Referio L66T aa [t relatas to tha governing
body's failure {0 ensura employess wera otlented

to the haspica philosophy.

7. Refar fo L8B3 as # relates 1o the goveming
body's fallure o ansure wriiten poliofes and
proceduras were developed which deserlbed a
rnslhod of assessmeant of sfaff competencles.

B. Reier to L8664 Cond|tion of Parlicipation:
Mediical Dirsctor and the related standard {ave|
deficlency as they relate {o the govaraing bory's
fatiure to ansure the medleal diractor provided
sufflolent overslght necaseary o ensure patlenis’
healih, salsty, nursing, sacial warl¢, therapy and
cotmseling needs were mat.

8, Refor fo L670 Condition of Pariclpation:
Clinical Racords and tha related slandard [avei
deflclencies as they ralata lo the govarning body's
faiiure to ensure dlinlcal repords Includad
comprehensive, imely informatlon which was
raadily avallabla,

10, Refar to L708 as il relates to the governing
body's Falfure to ensure inpatient resplte care was

L 851

B SRS W1 5 - 1 1.~

The cumulailve effect of these systemie problams
resulted in tha inabilily of the agancy to provida
hoepica services consisient with accsptad
slandards of praciice.

"L B61] 418.100(g)(1) TRAINING

Lee1} 1 661

(1) A hospics must provide arlenlation about the

"""""" -Arhice, ol staffore Fiver i Grisilaion o]
whith includes aur hospice phflosaphy, Orfentation

FORM OMES-2507{02-20} Provious Varalons Chiclels Event iD; L1081
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o) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF GORRECTION g
PREFIX [EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY UR LSC IDENTFYING INFORMATIDR) TAG CROBS-REFERENCED TO THE APFROPRIATE DATE
DEFIGIENCY)
L 661 | Continuad From page 108 L661] HR has discusesd with Staffthe Hospice 1073074
hospice philosophy to all employees and Philasophy & Mission Statement
contracled staif who have patient and family A arientation checklist was created by H.R for bl
contact, empioyees as wall ag Contracted stalf .
‘ Tha HR and Rnancs Direclar wiif be rasponsible
This STANDARD is not met as evidsnced by: for maintaining aif parsonnel files which included
Based on siaff interview and review of personnel record of this arientation as well as all icensu
records, it was determined fhe hospice fajled o and in services . H.R, will maintain Checkfist
ensure orientation ebout the hospice phitosophy an a biweekly schaduia . '
was provided to 7 of 8 employees (SlalfA, G, D,
E, F, G, and H) whose personnel flles wers
reviewed. The hoapice also falled lo have a
process for orienting contract staff. This fallure
resulted the potential for staff lo tack the
understanding of hospice philosophy necessary
for caring for hospice patients. Findings inchude;
Personnel files were raviewed wiih the Diractor of
Finance and Human Resources on 8/11413 at
11:16 AWM. The following employees tack
documentation of orisntation fo the hospice
philosaphy: )
~ Staff A, GNA, hired 1/07/13
- Sfaff G, CNA, hired 6/01/13
~ Siaff D, CNA, hired 6/26/13
- Slaff E, RN, hired §/28/13
e o Slaft F, BN, hred 4f27412
- Staff G, RN, hired 5/01/13 T N B I I
- Stafi H, DCSISW, hired 1/28/11
Tha Director of Finance and Human Resailfces
confirmed there was no down;anlatlan inthe
7 | above listed employee files to-Indicate they had |CRNC will imple
- { recelved an orientation to the hospice philosophy. Campentsaiéﬁfsggxi}? responsiiefor. { 1wiotizotal
L 863 | 418.,100(g)(3) TRAINING Ty L8B3 CPR eartification kalning contugted — - —{08/95/2013

(3) A hospice must assess the skilis and
compelance of all individuals furnishing care,

and all amployees wha required cerfifications
curment. A Paficy has been created addraasin

%Ee now
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"l information, it was datermined the hospice failed

conpefency and malntain a wriiten description of
the in-setvlce Iraining provided during the
previous 12 months.

This STANDARD Is not met as evidenced by:
Based on staff inferview and review of personnet

to ansure development of wrltten policies and
procedures describing a method of assessmant
of staff competencles, The hospice failed fo
ensure current CPR certlifcation was maintained
for 8 of 10 employees (Staff A, B, C, I, F, and H)
whose personne! flles were reviewed, it lso
falled to ensure assessment of the sidlls and
compelencies of 3 of 3 employees (B, F, H) who
furnished care for greater than one year whose
personnel racorts wera reviewed. This resulted
In a lack of valldalion of current skills and
competencies. Findings include:

1. Personnel files weng roviewed with the
Director of Finange and Human Resources on

o OSPICEC
ACGENT HOSPICE CARE MERIDIAN, iD 83846
{44} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EADH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
l.663 ' Conlinued From page 109 LG63
including voluntears furnishing servicas, and, as
necessary, provide In-service training and
education programs whera required. The hosplice
must have wrliten policies and procedures
describing its method(s) of assessment of CPR certification training was conducted 08/25/2013

and afl employees wha required certifications
are now curent. A policy has basn created
addressing agency In-service training education

compleled. The palicy outlines that competency
assessment will be done at hire by the
DCBICRNG .

Al individuals will have a competency

annually to assure that Individuals who have
contact with patients and familles are competent
to complete required care and servicas.

The H.R. Firance Director will be responsible
far malntaining af pereonne! files which include
racard of staff compelency assesements and
current CPR Certifications.

All staff needing Gompatency assessment havelbeen

Ongging

101612013

O3 al 16 AM.

a. The following parsonnel fles iacked
competency assessments:

- Staff B, CNA, hired 4/20/12
USlefF* RN? hired 4[27}12 .......... e ere e
- Staff H, DCS/SW, hired 1/28/11

The Diractor of Finance and Human Resources
stated all svaluation were conducted and

documented by the DCS/SW. The DC&/SW was

FORM Ch3-2607(02-80) Previous Varskns Dbsalela
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PREF 3
TN:'# REGULATORY OR LEC {DENTIFYING INFORMATION)

DEFIGIENTY)

L 863 | Gontinued From page 110

intorviewed on 8/12/13 at 1:26 PM. He confirmed
Ihere was no documentation o indicate
compelency assessments had been performed
on lhe three employees thal had provided
services for grealer than one year. in addition, he
confirmed there was no established method or
policies outining how lo assess staff :
competencies. He also slated that no inservice
{ralning had been provided to staff within the Iast
12 months.

The hospice did not assess for competency or
pravide inservice iralning for staif.

b. Tha following personnel files lacked
documentation of current CPR certificetion:

- Sfaff A, GNA, hired 1/07/13

- Slaif B, CNA, hired 4/20/12

- Siaff C, GNA, hired 8/01/13
~Slaff O, CNA, hired G/25M3

- 8laff F, RN, hired 4/27/12

- Slaff 4, DCS/SW, hired 1/28/11

The Director of Finance and Human Resournes
confirmed the above flsted employee files did not
eortain 2 current CPR corllication. She
confirmed that ourrent GPR cectificatlon was a

F&q%ﬁf@m&ﬁf far smployment and meswEs
Inchudad in the CNA, RN and MSW Job
desariptions,

Hosplee employees did not mainlein CPR
_| certiffestion as required by Job desorptions,
L864{ 418.102 MEDICAL DIRECTOR -

1663

This CONDITION is not met as evidenced by:

versight necessary to ensure palisnis needs are mel,

L664) 1. A Governing Body meeting witl be held bn
- Nevamber 13, 2013 reviewing with the Medligs! Director
;fs responsibilifies as it relates to providing 3ufiicient
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X910 SUMMARY STATEMENT DF DEFICIENGIES i PROVIDER'S PLAY OF CORRECTION )
PREFIX {EACH DEFICIENCY MIJST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE COMPLETIDN
75 REGULATORY OR |.8C IDENTIFYING INFORBATION) TAG cnsswaeasggg O THEAPPROPRIATE DATE
{in addition, the Medicai Direclors Job descrpti
. : or and
L 664 | Continued From page 111 L 684 Services Agreement wiil be reviewed, 2,
Based on record ravisw and interview, it was The cumuiative result of thege a.
defermined the Medical Dlretor fafled o ansure basure Mt Mectas) Dirastor oot gy
sufiicient oversight was provided napeseary fo nd oversiaht providas direction
ensure patient nasds were met. This resullad In na oversight of care and services ensuring]that
the lack of direction to staff to ensura tha patient's patients heaith, safely,social work, and thesgipy neois
health, safely, soctal wark, and therapy needs aramet, 3. The procedure for Implementing this plan will
were mel. Hndiﬂgs inciude: e thot a member of the Gmfﬁrning Bndy wi attend

a’ach Enlire IDG Team Meeling ensuing that the Medic

Diraciors fallure o ensure pallent nseds were irecior is providing directlon and oversight bf cars and

-y arvices bo the Enlire IDG Team. In sddition, at feagt

L. 668 418,102(d) MEDICAL DIRECTOR L 66g|yearly, the Medical Directors Performance will he reviedead
RESPONSIBILITY ¥ the Govarning Body ensuing that he Is prpviding

The medioat direcior or physician dasignee hes dequate direction and oversight of care and services

responsiblilty for the medloat campenent of e o the Entire IDG Team as wall a8 to the patients and
hospice's patient care progeam. amiligs served by ihe hospica, 4. Complstion Date

it be 11/15f2013. 5. The Medica! Directa performanice
il be monitored at each Each Enfise IDG
sam Meeling by 8 member of the
ovaming Body. As praviously stated the
edlaf Directors performance witl be evaluatad end re-
tewed al lzast yearly by the Governing Body.
G. The members of lha Governing
dy will ensura that the Mediea! Director is broviding
dequate direction and oversight 1o both staff and

TE

1. Refer Lo LEGD as i relates lo the Medical

This STANDARD Is nat met as evidenced by:
Based on record review and Interview, il was
delermined the Medlca! Direstor (aifed to ensure
-sufficfent oversight was provided meet pallent
needs. This fallure direclly impacted 10 of 11
patients {#1 -#5, and #£7 - #8) whoss records
wera reviswad and had tha potential {o impact alt
pallents recelving cara from the agency, This
resulted In a lack of leaderahip lo ensure plans

- aﬁeﬂi&. o o

wera developed and Implemanted to address
patlents' health, safely, nursing, social work, and
therapy naeds, Findings inchide:

1. The policy Mad[cﬁl JDEII'JaulDr Jiollnl Desl:ritj;;ltun, L66S

~{ not dated; staled "The |ob desariplion for tha R - & . .
Madical Diraclor may include, but {s not limited la, Lﬁ;;se saeplar.of comection for section . ... .......
th& f&lmﬂ‘]ﬂg; e - S et s, S e s

-Reviewing palient's medical eligibility

FORM GMS-2587{02.90} Pravinun Verslunz (Maalela Evant iiz;Li0at Facilly ID‘:'mE_‘-Fd; H confinualfon aheot Page 112 of 128
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-Acling as a leader & medical resource fo the
Hospice Interdiscipiinary team.”

The policy did hot specifically state what "Acting
as a leader & medical resource” meant. The
policy did not addrass aversight of physician,
nursing, social work, therapy, and counseiing
provided to patients.

The DCS/SW was interviewed on 9/27/13
beginning at 3:30 PM. He confirmed the Medical
Director job description did not spactiy the
Medical Director's duties. ‘

The Medica} Director's duliss were not specified.

2. Refer to L533 as # relates 1o the Medical
Diractor's faiiure to ansure comprehensive
assessmants were updated in response fo
changes It patients’ conditions.

3. Refer to L8536 Condition of Parllcipation:
Interdisciplinary Group, Care Planning, and
Coordination of Services and related standard
level deficiencies as they relate to the Medicai
Directors faflure lo ensure patient-specific plans
of cara, containing measurable outcomes, were

-1 developed, revised, and followed for each patient. §

4, Refer to L594 as i relales to the Medical
Director's faiture to ensure meadical soclal
services were provided based on patients’ and

famiiies' noads.

6. Refer to L603 Condiion of Participation:

ACCENT HOSPICE GARE
MERIDIAN, ID #3645
Py SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF GORREGTION X5}
FREFIX {EACGH DEFICIENCY MUST BE PRECEDEO BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD DE CCUPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
L 669 | Continued From page 112 L 669

Physlcal Therapy, Ocoupatlonal Therapy and
Speech-Language Pathology and the related
standard level deficiency as they relate to the
Medical Director's failure to ensure therapy

FORM CMS-2567{02-90) Previous Versions Obsoleta
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Xa) 1D SUMMARY BTATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORREGTION L15]
PREEIN {EAGH DEPICIENCY MUBT HE PRECEDED BY FILL PREFIX (EACH CORRECTIVEACHON SHDULD BE Cm-%’ﬂ oN

TAR REGHLATORY OR LSG IDENTIFYING INFORRMATION) TAG GROSS-REFER Emggg;{gc T%&!&FPRGPR?AT&
DEFIGIE

L6898 | Confinued From page 113 L&8g
sarvices wera offered and provided as indicated
by pallent nesd.

L570; 4168.104 CLINICAL RECQORDS 1. 670/ Please see plan of correction for section
' L&74.

This CONDITION is not met as evidencad by:

Based on record revisw and inferview, itwas
determined the farilily [alisd to ensure clinles!
records were complete and included
comprehensive timaly informaiion which wae
readily avallable, This faliure resulied Ina lack of
information belng avafiable on which 1o base care
daclsions, Findings include:

1. Refar to LG74 as |t relales {o the agency's
fallura o ensure patient recards included
documentaticn of responsas o medicalion,

2, Refer to L879 as 1t relales {o the sgency's
faifura to enaure imely authentlcation of patlent
racord entres,

3. Refer to 1866 as it ralates to the dgancy’s
failura {o ensure palient clinical records wers
readlly avalabie,

L The cttnulative effect of these deflclsni practines

comprehansive patient information was avallable
and that patlent needs were being mat.

L6741 418,104(a){3) GONTENT LE74[.674 11/15/13

+ - | [Bach palienl’s recard must include the followlng:] A naw position has baen developed to assist
1 {3) Responses to medications, symplom 1 7 |the DCS with chart audits. - This new posliidh.

| menagemsit, traatments, and services: -~ ] Iyt ba fittad Clinloal Reglstered Nurse Coorfiinator I
(CRNC). The DCS and the CRNG will he
This STANDARD is not metas svidenced by: auditing 5 rendom charls a week. A chart audit

nsisis
FORM CMS-2867{02-08) Pavicus Versiona Obsolala Evant m:Lipmi Foplily I0: 191564
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Bzased on review of medical records and staff
intarview, {t was determhed the facllly falled to
ensure all medical records contained
dooumentatton of responses to medication, which
ied to a lack of ciarily regarding ireatment of 1 of
11 petients {§#8) whose records were reviewed,
This fallure resulted in the poltenfal for a missed
opportunity ta aller a palient's POT, Flndings
Inchades

1. Paiienl#B was an 88 year old mala admilied
io the hospice on 7H1/13 for he tarmihal
diagnosie of Parkinson's. His medjcal regomd for -
the cartifigation pariod of 7/11413 through
10/08/13 was reviewsd.

A Physlclan Ordar, deted 8721/13 and signed by
the RN Case Manager on B/21713 and the
physician on 8/22f13, documented an order for
Nystalin powder to be applled topically (o affacted
areas 82 noeded. There was no documenialion
In tha madical record as to why the Nystatin
powder had been orderad or where the powder
would bs applisd. n additton, thare was no
dosumentalion to indicale whather or not the
Nystalin powder had been effeciive,

9/13/14 al B:20 AM. He slaled tha Nystelin
powder had been for 8 yeast infection Patiant #8
had devajoped in his groin area. He conflomed
{here was no dooumeaniation In the medical
record to indfcate Pallenl #8 had a yeast
fiifetiion, when he had developad |; orwhether

.} the Infection was causing bl pain, The RN

“The RN Case-Managerwas inferviewsdon . 1o

STATEMENT OF DERICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONBTRUCTIGN 1%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING OOMPLETED
131854 B WING 00H3/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP OODE
1857 SOUTH MILLENNILM WAY, SUITE 100
CENT HOSPICE CARE '
AGCENT HOSPICE CAR MERIDIAN, iD 63646
w0 SUMMARY STATEMENT OF DEFIENGIES ) FROVIDER'S PLAN OF GORRECTIGN X
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FifLL PREFIX {EACH ODRREOTIVE ACTION SHOULD BE COMPLETON
Az REGULATORY DR LSC IDESFIFYING INFORMATION) TAG CROSSREFGRENCED TO THEAFPROPRIATE DATE
TIEFICIENGY)
s . L. 874 Continued from page 114
Confinuad From page 1 L674/of the patlent's response to madications,

symplom managemenl, lreatments and
setvices. The charts will bz audited to enstlre
that the patlant’s plan of trsatment is sufficient.
The CRNC and/or the DCS will be raquirad
o fill out the charl audit paperwork titied
Comprehensive Documentation Review® i
ow what areas the RNCM needs to improve
upor: and what areas thay are in compliance
with. (Please ses sample of Compmhansivé
Documentation Review (4 pages)).

up” alter Patient#8 used the Nysialin powder.
He canfirmed there was no dooumentaiion In the
medical resord of Patient #8's response to

Case Manager stated the yeast infeolion "clagred |
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X8y 1D SUMMARY STATEMENT OF DEFICIENCIES oy PROVIDER'S PLAN OF CORRECTION %5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
L 674 | Continuad From page 115 L&74
frealment with the Nystatin powder. He agreed
that this led to a fack of clarity refated lo Patient
#8's course of treatment,
Patient #8's medical record did not contain
rasponsé lo medicafions.
L 678, 418.104(b} AUTHENTICATION L6764, The policy entries into the Cinical
All entries must be lagible, clear, complete, and Records was updated o reflect that
appropriately authenticated and dated in flocumentation must be
accordance with hosplee policy and currently puthenticated by midnight or an e-
accepted standards of praclice, mail must be sent to the DCS by that
ims, explaini i
This STANDARD s not met as svidenced by: i s ",ai;d reasans why
Based on record review and interview, it was > standard can't be met. 2. This
determined the facility failed to ensure the timely petion will ensure that alf records are
authentication of patiant record entries for 10 of Fompiete, with timaly authentication,
11 patients (#1 - #5 and #;!' - fl‘11)hWh059 f E;'D?fds 0 information is available for all to
ware reviewed. This resulted in the potential for a ceurately and :
lack of comprehensive information being are d ¥ a; pr;pnaieiy base
available to the IDG on which te base POT ecisions. 3. The DCS
decisions. Findings inciude; onducted an in-service an
0/23/2013 to review the palicy and
1. The Entries info Clinical Records policy, tandard, ensuring alf staff
undated, stated "Documentatian in the clinkeal nderst . )
record wifl be fmely, detailed, accurale and erstaod this policy af'd tl.'ae
reflect the care or services provided.. Al entries gonsequences of not being in
————\ willreflect the date care, reatmentand/for | gompliance. 4. The completion
services was provided, including the month, date date for this corfection Wil be ™
and year, time and authentication...Clinlcal staff 11/15/2093. 5/6. The Hospice
shatl complete all required documentation af least Administrator will perfo .
by the end of each work week..." T Wil periorm on-gaing
monthly audits and those out of
The policy did notinclude a nationally accepted - 1-. ... _gempliance will receive apprapriate
------ - current standard of practice which allowed forthe | Rrogressive discipline.
weekly documentation, e SPRTI: RE— I
When asked, during an intarview on £/11/13 at
Faclilty ID: 13¢864 if conlinuaiion eheot Paga 116 of 128
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L 79} Continued From page 116 L 679

9:45 AM, the DGS stated clinjcal staff were
raguired to complele documentation by midnight
of the date of sarvice,

However, patient clinical records did not
demonsirate clinicaf entries were completed
within the 24 hour time frame as follows;

a. Patiant #1's 7/18/13 POT documented she was
fo recelve cara which included RN Gase -
Manager visits once per week, Her record did not
consistently include evidence of imely visit note
authentication, Examples include, hut were nat
limited to, the foilowing:

~An RN Gase Manager note documented a visit
was made on 7/15/13 to assess concemns with
Patlent #7's skin. The note was not authenticated
until 8/14/13.

~ An RN Case Manager note documented a visit

was made on 80513 to follow up on Patient #1's
pain fevels, The note was not authenticated uniil
81413,

- An RN Case Manager note documentad a visil
was made on 8/23/13. The naote stated Patient
e e 4 had experienced no acute changes since the

prior week's visit. The note was not authenticated | [ e
until 8/28/13.

b. Patient #2's 6/06/13 POT documented he was
fo recelva care which included RN Case
Manager visits once per week and hospice aide . }. | 3
................ - Wisits 3 fimes per week. His record did not

con SiS{Bnﬂy inctu d o ﬁ\.’;(fﬁ‘i’l{': a Of ﬁmé‘ym\.{i’sﬂ E}Ow' T A 14 e e s S
authentication. Examples include, but were not
fimited to, the following:
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-1The note was not authenticated until 6/30/13.

Continued From page 117

~ A hospice aide note documentad a visit was
made on 8/08/13 and Patient #2 was provided
with personal care, The note was not
autheniicated untl B/12/13,

- An RN Case Manager note documented a visit
was made on 8/15/13. Ths nota sfated Patient
#2 had experionced a decrease in abiity {o walk
and increased depression and {rustrafion, The
note was not authenticated until 8/28M3.

~ A hospice alde nofe documented a visit was
made on 8/20/13 and Pallent #2 was provided
with personal care. The note was not
authenticated until 8/22/13,

¢. Patient #3's 8/19/12 POT documented he was
to recelve care which included RN Case
Manager visits once per week and Social
Services visits once monthly, His racord did not
consistently inciude evidence of timely visit note
authentication. Examples include, but were not
fimited to, the following:

- A Social Services note documented a visit was
made on 6/28/13. The note stated Social Worker
visits would conlinue at lgast 1 ime per month.

- An RN Case Manager nole docuwnanted a visit
was made on 7/02/13. The nota stated Patient
#3 had been friendly for the last severat visits,
The note was not authenficated unit 70713, .

|~ A Soctal Services note documented avisitwas |

L&7%

made on 8/30/13, The note stated Soelal Worker | - -1

visits would coniinue al feast 1 time per month.
The note was not authenticated untif 9/02/13.
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#b's-vitals were faken.and an assessmeniwas |
compieted. The nate was not authenticated until

Continved From page 118

- An RN Case Manager note documanted a visit
was made on 8/28f13. The note stated Patlent
#3's POT would continue as wriflen. The note
was not authenticated undii 9/03/13.

d. Patient #4's 7/09/13 POT documented he was
to receive care which included RN Case Manager
vislts once a week, His record did not
consisiently inciude evidence of timely visit note
authentication. Examples include, buf were not
fimited to, the following:

« An RN Case Manager note documented a visit
was made on 8/06/13. The note stated weekly
vielts would continue. The note was not
authenticated unif) 8744/13.

e, Patlent #5's 7/26M3 POT documented she was
{o receive care which included RN Case
Manager vislis 2 times per week and hospice
alde vislis 3 imes per week. Her record did not
consistently Include evidence of timely visit note
authentication. Examples include, but ware not
fimited ta, the following:

- An RN Gase Manager note documented a visit
was made on 8/418/13. The note siated Patient

8122/13.

- An hospice eide vislt note documented a visit
was made on 8/23/13. The note siatad Patient
#5 was assisted with a nebulizer treatments, skin

|care and to the bathioom, Thenotewasnot | |

authenticated untif 01/13.

- An hospice aide visit note documented a visit

was made on 8/27/13. The note stated Patiant

L6798
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#5 was assisted with a nebulizer freatments, skin
care and to the pathroom. The note was not
avthenlicated unti] 8/29/43.

f. Paflent #7's record included an Admission Note
dated 7/26/13. Hor record did not consistently
inchude gvidence of timely visit note
authentication. Examples include, but were not
fimited io, the following:

~An RN Case Manager note documenied a visit
was made on 7/26M13. The note stated Patient
#7's POT would be deveioped. Tha note was not
authenticated until 7/20¢13,

- A Social Assessiment, dated 7/31/13,
documented the initial sockal assessment was
being complated. Tha social assessment note
was not authenticated untl 8/05/13.

g. Patient #8's 7/11/13 POT dacumented ha was
to receive care which included RN Case
Manager visits once per week. His record did not
consistently Include evidence of timely visit note
authentication, Examples include, but were not
iimifed to, the follawing:

g e | AD-RN Case.Manager note documented a visit |
was mads on 771513, The nole stated Pallent
#8 seemed to be doing well. The note was not
authenticated until 7/18/13.

- An RN Case Manager note documented a visit
wag made on 8/0113. -The note sfated Pattent ...} - - . .. .. .
________ . | #8 was requiring more assistance with showering

and dressing. The note was not authenticated
untif B/12/13.

h. Patienl #8's 7/30/13 POT documented he was
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PRINTED: 10/0%/2013

, DEPARTMENT OF HEALTH AND HUMAN SERVICES ST g o o FORMAPPROVED .
CENTERS FOR MEDICARE & MEDICAID SERVICES SR L __OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION : {13 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
134554 BLWING .. : 09/13/2013
NAME QF FROVIDER OR SUPPLIER 8TREET MIDRESS, CITY, STATE, ZIP CODE
1837 SOUTH MILLENNIUM WAY, SUITE 100
AGCCENT HOSPICE CARE MERIDIAN, iD 83648
[y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {xE}
FREFIX {EAGH DEFICIENTY MUST BE PRECEDED BY FULL PREFX {FACH CORRECTWE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENGER TO THE APPROFRIATE DATE
DEFICIENCY)
L 679 | Continved From page 120 - L 679

to receive care which inclurded RN Case
Manager visits once per week and Social Service
visits once per month, His record did not
consistently include evidence of timely visit note
authentication. Examples include, but were nof
fimited to, the foliowing:

- An RN Case Manager note documented a visit
was made on 7/30/13. The note stated his vital
signs were taken and he was dependent on his
wife for alf major concems. The note was hot
authenticated unti B/01/13.

- A Social Services note documented a visit was
made on 8/02/13. The note stated the Sccial
Worker would completa the visit with the nurse
later that week. The nole was not suthenticated
untii 8/06/13.

- An RN Case Manager note documentad a visit
wasg rade on 8/16/13. The note stated he had a
“precarious gait and altered decision making”
which continued to "craate safely issues.” Tho
nole was not authenticated unti 8/19/13.

- A Social Services nole documenled a vigit was
made on 8/02/13. The note stated additional

8M2M13,

- An RN Case Manager note documented a visit
was made on 8/30M3. The note stated the POC
Twduld ba conlinuad, - The note was not. .

Lauthenticated untll 9/02/13.

- An RN Case Manager note documented a visit
was made on 9/08/13, The note stated the POT
would be continued. The note was not
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BABMS.

authenticated untit 9/09/13,

i. Patlent #10's 8/10/13 POT documented she
was to recalve care which inciuded RN Case
Manager visits 2 limes per week. Her record did
not consistently include avidence of imely visit
note authentication, Exampies include, but were
not fimited to, the following:

- An RN Case Manager note documented a visit
was made on 81713, The note stated the POC
would be continued. The note was not
authenticated until 6/23713.

J. Patlent #11°s 5/09/13 POT documented he was
fo raceive care which included RM Case
Manager visits 2 imes per week, hospice aide
visits 2 times per week, and Social Service visits
onge per month, Her record did not consistently
include evidence of timely visit note
authenfication. Examples incfuds, but were not
imited to, the following:

- An RN Case Managor note documented a visit
was made on 5/09/13, The note stated Patient
#11 was able tc comprehend and follow safety
instruckiane. The note was nof authenticated unti!

An interview was conducied with the DCS/SW
and RN Staff F iogsther on 9/13/13 beginning at
3:54 PM. They stated, if a nurse or the DCS/SW
mada a visit on a particular day and openad a

visit note-on that day, the note stayed open untifit |
_j was cloged, During this time, the author could o
return to the note and add or adit entries but-—— - |

these wouid not be dated or timed. For exampte,
as noted above, an RN Case Manager visit nofe
documanted a visit was made to Patient #11 on
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5/0%13. The note was ppened on that date but
was not authenticated untll £/15/13. The
DCSiSW and RN stated in o case such as this,
the note could be edilad or added to uniil it was
cloeed on 5/15/13 and would not indicate when
the entries were madse or what had bean
changed.

Whean asked about the patlent records, during an
interviow on 5/13/13 at 11:45 AM, the DGS/SW

stated staff ware expacied to authenticate entilss
in pafiant yetords on the day the eniry was made.

The medical record aliowed persons o make
changes wilhout documenting those changes and
did not ensure timely authentication of enfries In
patient racords.

418.104(f) RETRIEVAL OF CLINICAL REGORDS

The clinical record, whether hard copy or in
alectronic form, must be made readily avaliable
on request by an appropriate authority.

This STANDARD Is not met as evidenced by:
Based on record review, review of policies and
staff interview it was determined the hosplce
falled to ensure the clinical record was raadily
avallable upon raquest for B of 11 patients (#1 »

"1 #5 and #10Y Whose racords wers feviewsd. This T —

fafiure resuited in Incomplete meadical records and
a lack of direction to staff as to what conslituted a
tepal medical record, Findings ingiude:

{ 1. .The hospice ulilized an slectronic databasa for|

its medical record, A Jist of 4 patient madical

i records G, #2,#38, and #4) was givento the

Administrative: Director at approximately 2:00 PM
on /09413, Al 3:50 PM the Administrative

L 879

L B85 585

On 10/15/2813, a policy titied "Content of
the Clinfcal Record”, was developed, The
purpose of this policy is to outline the
requirement and components of a clinical
racord in ordar o ensure a complete record
is made readily available and provide a
consistent direction to staff when printing a

10/15/13

complate linical record, These records willl ™
be aveliable upon request by authorized

ndividuals. Records will ba printed out as
quickly as technology aliows this task to iakﬁ
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Dirsclor had not bzen able {o print a singie
repord, She spologized and stated avary ilem
and vislt note in the record had to be printed
individually. She staled g procedure that inciuded
which ltems o print for a compiete Jega) medical
recard and direatians how to print the record had
not been developed,

On 8/10/13 al B:00 A, sunveyors enterad the
hospice to find the Adminisiralive Asslslant
printing records. She slated the Adminislrative
Director was at home printing other recorde. Tha
4 madical records wera given la siveyors at
10:30 AM on 9/40/13. At thettimae, the
Adminisirative Director stated she had baen up
uniif 1:00 AM on £/10/13 printing tha records,

Agency policies wera reviewad, No polioy defined
ihe contenis of a legal medical racord or a
procedure for staff o print lhe legal meadical
record,

The Adminislrative Difector was inlerviewed on
8/10/13 at 10;30 AM. She confirmed the agency
hat nol developad a pracess fo deflne the legal
medical racord end did not have a way ta ensure
the complete legal medlcal record was availabla

In & {fmaly mennar.

~I'The egenay had not developed e process Io

define medicat racords and malte them raad|ly
availahie.

2. Agency stalf were asked to print copiss of the
medical record from the alectronio medical reoord
system an 5/08/13 through 9/12/13. The contant
of the tecord tecalved by surveyors varksd
according to the elaff member printing the
mecords. Records ware missing Information.
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Examples includa;

a, Patient#10 was a 78 year old female wha was
admitted lo the hospice on 3/12/13. She revoked
hosplce services on 6/20/13. The record was
requasted from the Administrative Assistant on
9411113, The recerd was printed and given lo
stirveyors but did not contain nursing visit notes.
Al 2:00 PM on 9/11/13, the Administrative Director
confirmed the visit notes were not printed as part
of the medical record and printed them o
cornplate Patient #10's medicat record. She
caonfirmed the agency did not have a procedure
that provided direction to staff about printing
medical racords to conslstently ensure tha
complete record was printsd.

The DCSISW was Inforviewed about Paflent {10
on 9/12/13 beginning at 10:50 AM. He then
returned to his offlce and printed 5 General Admin
Note Details for Palient #10°s medical record,
These were not past of the record that had been
printed earlier.

b. Pi:*Ts ware not Included with the medical
recards for Patlent #1, Fatient #3, Patlent #4, and
Patient #5.

ACCENT HOSPICE CARE
MERIDIAN, ID B3646
(43D SUMMARY STATEMENT OF DEFICIENCIES F's] PROVIDER'S PLAN OF CORREGTION X8}
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L708

Complete clintezd records were not readily
available.

418.108(b)(1){i) INPATIENT CARE FOR
RESPITE PURPOSES

-1 Inpatient care for respite purposas mustbe

provided by one of the following:

(I} A provider specified in paragraph (a} of this
section.

L. 70811, The policy Admission for Respite Care w

Lipdated to include the name of Kindred Hed
a5 the provider of inpatient respite care for
patients. In-service training and education v
- pompleted on T 812073 o review the pdlic

theare
ur
=]

Vand

process required to fulfill patients and familigs needs

{0;’ respite care.
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2. These actions ensure that respite care
L 708 i
Continued From page 126 L.708 is available and provided as needed and that
This STANDARD is not met as evidenced by: fam-iﬁes of patients are given ali treatment
Based on staff inferview and review of agency options.
policies, it was deiermined the agency failed to ADDENDUM:
ensure jnpatient respite care was provided fo 3. The DCS/SW OR QD will ensure that
path_apts. This had the potent;ai.io affact {he families requesting respite care understan
families of alt patients who received hospice care. ) )
This resulted in the lack of freatment options for the process and are prn\'f;ded the .
families who required a break from caring for services needed. The Finance/HR Directoy
terminally ill patients, QR QD
The volior Admission for Resplts G t dated wiil be responsible to maintain a current
e poficy Admission for Respite Cate, not dated, . . .
stated "Hospica admits patlents to coniract with Eh(fa respite care prOVifler. ‘
[blank space] Hospital for inpationt respite care.” 4. The complation date for correction wil
The policy stated the hospice provided respite be 11/15/2013. 5. The DCS/SW or CRNC
care but did not specify how this would be dona, OR QD
will ensure that during the initial Primary 10IG
Slaft F, RN, a Case Manager, was inlerviewed on .
9/10/13 beginning at 1:20 PM. She staled the Team .Meetmg the POT accurataly reﬂef:ts any.
agency did not provide respile care. She said potential need for Respite Gare. In additiop
patients andfor thelr families would have to the DCS/SW or Administrator OR QD
arrange for such care through a private duty will attend each Entire IDG Team meeting
agency, ensuring that any potential respite situatiorls are
Staff E, RN, another Case Manager, was ;de?tlﬁed, The CRNC or QND wilt ensure {hat
interviewed on 9/13/13 baginning at 2:06 PM. during their weekly audit of 100% of all patjent
She stated the agency did not provide respite records that any potential respite situationg are
gare. She sald pafients andfqr their families identified and acted upon per agency policy.
) wa"éa fave o arrange tor such care*thr.ough a 8. The DCS/SW or CRNC OR QD will ensure
private duty agency or other paid caregivers. that potential respite situations are identificd
On 9/10/13 at 2:00 PM, the Director of Finance during the initial Primary IDG Team meeting.
was interviewad. She slated respiie care had The DCS/SW or Administrater OR QD will
never been provided by the agency. [-ensure any potential. respite situations are | . . .
I Theragency did not provide respite care: !_?: ntg:?q gt eagij 5"\3’: ;DGE?QZ ﬁjee:mg
L 795 | 418.114{d){1) CRIMINAL BACKGROUND L7o5] NS or #l ensure tha: during
CHECKS . ongoing weekly chart reviews potential respite
situations are identified.
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;2;:',: ;.;L:‘f;;?z‘;’;i;";gi?;; ;:?gegg\rfg sfﬂfecf the agency is in 100% compliance with this
Hospice contracls must require that all contracted ssue. All future employees Wh? have dirgot
entlfies obtain criminaf background checks on patient contact or access to patient records
contracled employees who have direct patiant will have had their fingerprinis taken by the
conlacl or access to patient records. sppropriate agency and their drug testing
completed on their date of hira. If there is
“This STANDARD Is not met as svidenced by: @ "”;b'em “i';hbe‘thet';r"':le. of th‘fﬁfﬂs' b i
Based on raviaw of personnal recards and empioyee Will be noliied immedialety an
interviews with staff, the hosplca fafled to ensure corrective action wilt be taken to fix the
criminal background checks had been conducted problem, up to and Including termination,
for 3 ofaiemptoyees (St:ff (ﬁ, E, and F} who ?ad if necessary. The Finance/HR Direcior is
direct patient contaot and whose personnel flles responsible for ensuring this requirement
wera reviewed, This had the potentia] to allow is fLF:!ﬁlled and that the risuits a?e kept in
staff with criminal records accass to patients. .
Findings include: the employee's personnel file,
Employsa personnel fles were reviewed with the
Director of Finance and Human Resources on
8/11/13 beginning at 11:15 AM, Personnel fles
were missing svidence of eriminal background
cheoks on sfalf, as follows:
Staff C, GNA, whose hira dafe was 6/01/13
Staif E, RN, whose hira date was 5/28/13
StaffF, RMN;whosehiredatewas 42?42 | L e L -
The Director of Finance and Human Resources
confirmed the above employees currently had
dlrect contact with patients. She also confimed
the personne! files Iacked eriminal background
The hospice did not obtain eriminal backgreund | {0
checks on all hospice employees who had direct
patient contact or access bo patfent racords,
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Cory Castagneto, Administrator

Accent Hospice Care-

1857 South Millennium Way, Suite 100
Meridian, D 83646-6349

RE: Accent Hospice Care, Provider #131554
Dear Mr. Castagneto:

On September 13, 2013, a complaint survey was conducted at Accent Hospice Care. The
complaint allegations, findings, and conclusions are as follows:

Complaint #ID00006076
Allegation #1: Respite care was not provided by the hospice.

Findings #1: An unannounced visit was made to the agency on 9/09/13 through %/13/13. During
the survey, facility and patient records were reviewed and staff and patient interviews were

conducted with the following results: _ e e e

The policy Admission for Respite Care, not dated, stated "Hospice admits patientsto
{blank space} Hospital for inpatient respite care.” The policy stated the hospice provided respite
care but did not specily how this would be done.

An Registered Nirse (RN) Case Manapet was initerviewsd on 9/10/13 beginning at 1:20 PM.
She stated the agency did not provide respite care. She said patients and/or their families would

have to arrange for such care through a private duty agency.

A second RN Case Manager was interviewed on 9/13/13 beginning at 2:05 PM, She stated the
agency did not provide respite care. She said patients and/or their families would have to arrange
for such care through a private duty agency or other paid caregivers.

On 9/10/13 at 2:00 PM, the Director of Finance was interviewed. She stated resprte care had
never been provided by the agency.
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The facility failed to provide respite care. Therefore, the allegation was substantiated and
deficient practice was cited at 42 CFR 418.108(b){(1)(1).

Conclusion #1: Substantiated. Federal deficiencies related to the allegation are cited.
Allegation #2: The hospice agency does not provide therapy services.

Findings #2; An unannounced visit was made to the agency on 9/09/13 through 9/13/13. During
the survey, facility and patient records were reviewed and staff and patient interviews were
conducted with the following results:

The agency's Hospice Request for Certification in the Medicare Program (Form CMS-417),
signed by the Administrative Director on 9/13/13 docurnented the agency provided physical
therapy (PT), occupational therapy (OT) and speech-language pathology (SLP) services by
arrangement. However, evidence that therapy services were available was not found.

The agency's admission packet, which was given to patients was reviewed, The admissions
packet did not include inforination regarding the availability of therapy services.

On 9/10/13 at 2:00 PM, the Director of Finance presented a contract for PT and OT services
dated 9/17/07. She stated to her knowledge PT and OT services bad never been provided by the
agency. She stated the last time SLP services had been provided was on 9/17/11, She also stated
the agency did not have documentation of licensure for therapists.

Between 9/10/13 and 9/13/13, surveyors attempted to phone the therapy company listed in the
contract 7 times. Each time the surveyor got a busy signal.

On 9/10/13 at 11:25 AM, the Director of Clinical Services (DCS} stated the agency had never

had a patient wha required PT or OT services. He stated SLP services had last been provided 2.5
years ago.

Eleven patient records were reviewed. E1 ght of the 11 recc)rds documﬂnted potcntial therapy
"""neccls which had not been addressed

The 2 Registered Nurse (RN) Case Managers were interviewed on 9/13/13 beginning at 8:25 AM
and on 9/13/13 beginning at 1:20 PM respectively. Both stated patients were not evaluated for
therapy services and therapy services were not offered to patients. The RN Case Managers were
not aware the agency provided therapy services.

The facility failed to provide therapy services as indicated by patient need. Therefore, the
allegation was substantiated and deficient practice was cited at 42 CFR 418.72.
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Conclusion #2: Substantiated. Federal deficiencies related to the allegation are cited.

Allegation #3: Drugs and biologicals were not routinely made available to patients due to a
change in pharmacy provider.

Findings #3: An unannounced visit was niade to the agency on 9/09/13 through 9/13/13. During
the survey, facility and patient records were reviewed and staff and patient interviews we
~conducted with the following results:

Eleven medical records were reviewed. There was no documentation in the medical records to
indicate medications were not available due to an issue with the pharmacy. In addition, the
medical records contained a General Medication Note that documented an assessment of each
patient's medications. The assessment included "patient allergies, patient co-morbidities, actual
or potential drug interactions, drug cost, and whether drug therapies meet patient needs, are
appropriate in route and dosing schedule, are redundant, or require changes for greater patient
benefit." :

In an interview on 9/13/13 at 2:30 PM, the Director of Clinical Services (DCS) stated a
pharmacist assessed patient medications upon admission to hospice services and every other
week during the Interdisciplinary Group (IDG) meetings. He stated the pharmacist noted
medications that were not on the formulary and recommended substituting them for medications
that were on the formulary and would be covered under hospice services. If a medication could
not be substituted and was not covered by hospice services, the patient would be required to pay
for it, but the medication would still be available to the patient.

On 9/10/13 beginning at 10:00 AM, a Registered Nurse (RN) visit was observed at the home of a
patient. During the visit, the RN discussed the patient's medications and whether the patient had
enough of each medication. After the RN left the home, the patient and his wife were

interviewed. They stated they had never had a problem getting medications.

On 9/11/13 beginning at 9:30 AM, an aide visit was observed at the home a patient. During the
visit, the patient's wife was interviewed. She stated she had never had a problem gefting
medications for her husband from the agency. She stated that if she had questions or concerns
~about medications, the hospice was quick to resolve the issue and change the medication or dose:

It could not be determined through the investigative process that drugs and biologicals were not
routinely made available to patients, Therefore, the allegation was unsubstantiated and no

deficient practice was identified.

Conclusion #3: Unsubstantiated. Lack of sufficient evidence.
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Allegation #4: The hospice agency did not complete medical record documentation in
accordance with agency policy.

Findings #4: An unannounced visit was made to the agency on 9/09/13 through 9/13/13. During
the survey, facility and patient records were reviewed and staff and patient interviews were
conducted with the following results:

The agency's Entries into Clinical Records policy, undated, stated "Documentation in the clinical
record will be timely, detailed, accurate and reflect the care or services provided...All entries will
reflect the date care, treatment and/or services was provided, including the month, date and year,
time and authentication...Clinical staff shall complete all required documentation at least by the
end of each work week.,."

The policy did not include a nationally accepted current standard of practice which allowed for
the weekly documentation.

When asked, during an interview on 9/11/13 at 9:45 AM, the Director of Climcal Services
(DCS)/Social Worker (SW) stated clinical staff were required to complete documentation by
midnight of the date of service.

Eleven patient clinical records were reviewed. Ten of the 11 records did not demonstrate clinical
entries were completed within the 24 hour time fraine,

. 'When asked about the patient records, during an interview on 9/13/13 at 11:45 AM, the DCS/SW
stated staff were expected to authenticate entries in patient records on the day the entry was

made.

An interview was conducted with the DCS/SW and a Registered Nurse (RN) together on 9/13/13

beginning at 3:54 PM., They stated, if a nurse or the DCS/SW made a visif on a particular day
and opened a visit note on that day, the note stayed open until it was closed. During this time,
the author could return to the note and add or edit entries but these would not be dated or timed.
For example, one patient record included an RN Case Manager visit note which documented a
visit was made to the patient on 5/09/13. The note was opened on that date but was not

authenticated until 5/15/13. The DCS/SW-and RN stated in a case such as this, the note could be
edited or added to until it was closed on 5/15/13. The note would not indicate when the entries
were made or what had been changed.

The medical record allowed persons to make changes without documenting those changes and
did not ensure timely authentication of entries in patient records.

Additionally, one patient record included a 8/21/13 physician order, signed by the RN Case
Manager on 8/21/13 and the physician on 8/22/13. The order stated Nystatin powder was to be
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applied topically to affected areas as needed. There was no documentation in the medical record
as to why the Nystatin powder had been ordered or where the powder would be applied and there
was no documentation to indicate whether or not the Nystatin powder had been effective.

The RN Case Manager was interviewed on 9/13/13 at 8:20 AM. He stated the Nystatin powder
had been for a yeast infection the patient had developed. He confirmed there was no
documentation in the medical record to indicate the patient had a yeast infection, when the
patient developed it, or whether the infection was causing the patient pain. The RN Case
Manager stated the yeast infection "cleared up" after the patient used the Nystatin powder. He
confirmed there was no documentation in the medical record regarding the patient's response to
treatment with the Nystatin. powder. The RN Case Manager agreed that this led to a lack of
clarity related to the patient's course of treatment.

The facility failed to ensure records were authenticated in a timely fashion and that a patient's
response to medications was documented. Therefore, the allegation was substantiated and
deficient practice was cited at 42 CFR 418.104(a)(3) and 42 CFR 418.104(b).

Conclusion #4: Substantiated. Federal deficiencies related to the allegation are cited.

Allegation #5: The social worlcer is not completing the initial assessment within five days of the
patient electing hospice services.

Findings #5: An unannounced visit was made to the agency on 9/09/13 through 9/13/13. During
the survey, facility and patient records were reviewed and staff and patient interviews were

conducted with the following results:

The agency's policy titled Initial Hospice Assessment, undated, stated "The Hospice
interdisciplinary group, in consultation with the patient's physician, shall complete the

comprehensive assessment no later than five (5) calendar days after the election of hospice care."

The Administrative Director was interviewed on 9/12/13 at 9:30 AM, She stated that each
member of the Interdisciplinary Group {(IDG) team did a separate assessment of the patient and
then the members communicate by telephone to develop the treatment plan. She stated the
hospice considered the IDG comprehensive assessment completed within 5 days as long as each
member documented his or her assessment within that time period.

Eleven patient records were reviewed. Two of the 11 records did not include documentation that
assessments were completed within the 5 day timeframe as follows:

A patient record documented the patient was admitted to hospice services on 7/30/13. A visit
note dated 8/02/13 and signed by the Director of Clinical Services (DCS)/Social Worker (SW) on
8/06/13 stated the patient's wife preferred the SW to visit later in the week with the Registered
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Nurse {RN) and therefore, the assessment would be late.

A bereavement assessment and social assessment was performed by the DCS/SW on 8/09/13, ten
days after the patient was admitted for hospice care.

A patient record documented the patient was admitted to hospice services on 9/12/12. The social
assessment was performed by the DCS/SW on 9/28/12, 16 days after the SOC. In addition, the
bereavement assessment, also dated 9/28/12, documented the DCS/SW was unable to contact the
patient's primary caregiver and would follow up with her later to complete the assessment. There
was no documentation in the medical record to indicate the bereavement assessment had been
completed at a later time. ’

The DCS/SW was interviewed on 9/11/13 at 4:00 PM. He confirmed the assessments for both
patients had not been completed within 5 calendar days of the patients' election of hospice.

The facility failed to ensure IDG comprehensive assessments were completed within 5 days of
hospice election. Therefore, the allegation was substantiated and deficient practice was cited at

42 CFR 418.54(h).

Conclusion #5: Substantiated. Federal deficiencies related to the allegation are cited.
Allegation #6: Nursing services were not made available 24 hours a day, 7 days a week.
Findings #6: An unannounced visit was made to the agency on 9/09/13 through 9/13/13. During

the survey, facility and patient records were reviewed and staff and patient interviews were
conducted with the following results:

A Registered Nurse (RN) Case Manager was interviewed on 9/10/13 at 2:00 PM. Shestated |

during normal business hours, or Monday throngh Friday from 8:00 AM to 5:00 PM, calls made
to the hospice by patients were taken by an administrative assistant who then got in touch with
the patient's respective RN Case Manager. She stated all calls made to the hospice after 5:00 PM
or on weekends were directly forwarded to the phone of the on-call nurse, The RN Case

~ Managers would take turns acting as the on-call nurse cach week, which included 24 hours a day’

on weekends. She stated that éach norse knew when they were on-call and kept their phone
nearby. '

Eleven medical records were reviewed. The records contained visit notes that had resulted from
patients calling the RN during the weekend or after regular business hours.

On 9/10/13 beginning at 10:00 AM, an RN visit was observed at the home of 4 patient. During
the visit, the RN reiterated to the patient and his wife that nursing services were available 24/7
and to call if they needed anything. After the RN left the home, the patient and his wife were
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interviewed. Both stated they had never had any problems contacting nursing staff. They stated
they did not frequently need assistance after hours but on the few occasions they had needed afier
hours assistance, they were able to contact the RN.

On 9/11/13 beginning at 9:30 AM, an aide visit was observed at the home a patient. During the
visit, the patient's wife stated she had been told to call the agency any time day or night should
she need assistance. She stated anytime she had called the agency, she received a response. She
stated she had to call an RN to come to her home after business hours and on weekends and had

always been able to reach an RN.

It could not be determined through the investigative process that nursing services were not
available 24 hours a day, 7 days a week, Therefore, the allegation was unsubstantiated and no

deficient practice was identified.
Conclusion #6: Unsubstantiated. Lack of sufficient evidence.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report.

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

Sincerely,

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

GG/pt
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