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October 3, 2013 

Cory Castagneto, Administrator 
Accent Hospice Care 
1857 South Millennium Way, Suite 100 
Meridian, ID 83646-6349 

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 

----Conditi<Jns-of-I!articipati<Jn-established-by-the-Secretary-<Jf-I'Iealth-and-I'Iwnan-Ser¥-ices~-------++ 

The deficiencies which caused these conditions to be unrnet, 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 ofDeficiencies!Plan of Correction (CMS-2567). 

---------- - You li.ave-anopporti.inizyto-miikecorrectionsonliose-aeficieri.cies,wiiicnTeCitotliennilingof- - -- - -­
non-compliance with the Condition of Participation referenced above by submitting a written 
Credible Allegation of Compliance/Plan of Correction. 

An acceptable Plan of Correction contains the following elements: 
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• 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; 
• 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 to begin correction immediately. 

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

Sincerely, 

-tbv--' 
GARY GUILES 

- --RealtnFacilizy-SlirVeyor ___ -------- -----Co-Superv!sOi:- --------------

Non-Long Term Care Non-Long Term Care 

GG/pt 
Enclosures 
ec: Debra Ransom, R.N., R.H.I.T., Bureau Chief 

Kate Mitchell, CMS Region X Office 

------



October 16, 2013 

Gary Guiles 

Health Facility Surveyor 

Nicole Wisenor 

Supervisor 

Non-Long Term Care 

Bureau of Facility Standards 

Idaho Department of Health & Welfare 

P.O. Box 83720 

Boise, Idaho 83720-0009 

Re: Plan of Correction 

Dear Mr. Guiles and Ms. Wisenor: 

J 

Attached to this letter you will find our Plan of Correction from the survey completed on September 13, 

2013. Our Plan of Correction includes rebuttals, which are inserted behind the corresponding Condition 

of Participation. 

During a phone conversation with Mr. Guiles on October 10, 2013, at 1330, we asked him to clarify the 

time frame for completion of the corrections that will bring us into compliance. 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 courtesy as you will observe that our Plan of Correction Includes ln-

--~·--·serviceHhat.are .. sch£duledafter-.October.16,.20-13~·-··-·-···----··------

In addition, as suggested during our phone conversation with Mr. Guiles on October 10, 2013 at 1330, 

when appropriate, we have focused on "systems" that are now in place 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. 

1857 S. Millennium Way. Suite 100 
Meridian Idaho, 83642 
Phone: 208~854-7036 Fax: 208-854-7125 

lnfo@accenthospice.net 



Nikki DeVinney 

Administrator 

Accent Hospice Care, LLC 

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

1857 S. Millennium Way, Suite 100 
Meridian Idaho, 83642 

Phone: 208-854-7036 Fax: 208-854-7126 

info@accenthospice.net 
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STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVIDERJSUPPllERlcllA 
IDENTIFICATION NUMBER: 

131554 
NAME Of PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULl 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

l 000 INITIAl COMMENTS 

The following deficiencies were cited during the 
Medicare recertllica!ioli survey of your hospice 
agency on 9/09/13 through 9113/13. Surveyors 
conducting the recertification were: 

Gary Guiles, RN, HFS, Team leader 
libby Doane, RN, BSN, HF$ 
Susen Costa, RN, HFS 

Acronyms used in this report include: 

ADl- activity of daily living 
cg- caregiver 
CMS - Centers for Medicare and Medicaid 
Services 
CNA- Certified Nurse Aide 
CPR ·Cardiopulmonary Resuscitation 
COPD - Chronic Obslructlve Pulmonary Disease 
DJC'd- Disconl!nued ' 
DCS/SW- Director of Clinical Services/Social 
Worker 
DME - Durable Medical Equipment 
d/t-due to 

PRINTED: 10/0312013 
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TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

18~7 SOUTH MilLENNIUM WAY, SUITE 1 OG 

MERIDIAN, 10 83646 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CR0$8-REFERENCEO TO THE APPROPRIATE 
DEFICIENCY) 

lOOO 

09/13/2013 

(X6) 
COMPLETiON 

0/\1E 

I 
I 

I ED - Emergency Department 
EMR • Electronic Medical Record 

__ _ HAl - Healthcare Assodated Infection 
~~ -ibG=lnterillsciplfnary Grout>--------- ~--- ~~---~--------

I 
MSW- Masters of Social Work ----~! ----
OT- Occupational Therapy 
PCG - Paid Care Giver 
PCS- Personal Care Services 
POT - Plan of Treatment ,. \1 lU\'3 

~ -~·-··- P..Rl'L~As l"leiJ<:le<i ___ ~ ~~ _ _ • 
~V ~~~~~~aJT!lerapy -·-·~ ···- ---~- - J----··- -~~~-----------·------,;;.,Cii:Iln"'~'"'-~-Yr+'A~''!lJi;"'"'r:"v --:,l·-~---- ---
OAPI - Quality Assessment Performance ' ' 
improvement 

~ (\ 
'LA~~RATO ~ ill!'S PROVJDERISIJ~ 'lfl RREPRESENTATIVE'S SIGNATURE ' TITlE 

· lCinL rmJ;fJJ1J !) \. ":i vfnu AA j·,anu,~ l:tJu 
Any dol(lclancy statement ending with ari asterisk (') denotes a deftofency which tholnsUtutlon may !>a excused from oorracling providing It Is deleunlned that 
other sa¥guar<!s provide sufficient protection to the pallents. (See lnstrucllons.) Except for nursing homes, the findings staled above are dlsclosable eo days 
following the dale of survey whether or not a plan of correction is provided. for nurslllll homes, the ebovellndlngs and plans of correclfon are dlsclosable 14 
days fcllowlllll tho date lhasa documents are made available to the facility. If deficlanclas are cited, an approved plan of cortectlon Is requisite to continued 
program partlcfpa!lon. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT Of DEFICIENCIES ()(1) PROVIOERISUPPLIERICLIA 
AND PIAN OF CORRECTION IDENTIFICATION NUMBER: 

131564 
NAME OF PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

()(4}10 SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULl 

TAG REGUIA'fORY OR LSC IDENTIFYING INFORMATION) 

LOOO Continued From page 1 
RN - Registered Nurse 
ROM· Range of Motion 
SOC - Start Of Care 
SLP - Speech Language Pathology 
SN ·Skilled Nursing 
SW- Social Work 

Note: Immediate Jeopardy was identified at 42 
CFR Part418.56 (L538: Plan of Care) and the 
agency was notified on 9112/13 at 5:00PM. The 
agency submitted an Immediate Plan of 
Correction dated 9/13113. On sile verification of 
the plan's. Implementation was completed on 
9113113 at 4:00PM and the Immediate Jeopardy 
was abated. 

L500 418.52 PATIENTS' RIGHTS 

This CONDITION Is not met as evidenced by: 
• Based on record review and staff interview, It 
was determined the agency failed to ensure 
patients were Informed of their rights and thai 
patient rights were upheld and promoted. This 
failure resulted In patient rights being violated and 
a potential Jack of advocacy due to Insufficient 
information being readHy available to patients and 
their representatives. Findings include: 

-~~-~~-

·f:Rliffil'llrlo01-asirrelates-to~the-agenoy's-~-
rnilure to ensure patients were being informed of 
their rights and that patient rights were being 
protected. 

2. Refer to L517 as it relates to the agency's 
failure to ensure patients were free from 

·------- .... 
~mtstrealment,negleel;-ami-mlsappropriationoL. _ 
property. 

Event JD: Ll0911 

PRINTED: 1010312013 
FORM APPROVED 
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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

A. BUILDING COMPLETED 

B. WlNG 09/13/2013 
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ID PROVIDER'S PLAN OF CORI1ECTION (XD} 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPt.f:TION 
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L500 

Please see L 501, L 517 and L 51B 
to address this deficiency. 

·-·--- ·-~~-~-~-~~~-----~~~-----·-- -· 

·-····- ··-
---~-----------~------------·---~--------- --···-·-···· -----

factfriY lO; 131£64 If oonUooatlon •heat Page 2 of 128 

i 

I 
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PREFIX 
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09113/2013 
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DATE 

L 500 Continued From page 2 L 500 

L501 

3. Refer to L518 as it relates to the agency's 
failure to ensure patients received comprehensive 
information about the services oovered under !he 
hospice benefit. 

The cumulative effective of these systemic 
practices resulted in the agency's Inability to 
ensure pa!ients 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. 

This STANDARD is not met as evidenced by: 
Based on record review, intel'lllew, and review of 

admission documents, It was determined the 
hospice failed to ensure patients were being 
Informed of their rights and that rights were being 
protected for all patients receiving care from the 
agency. This resulllld In the potential for patients 
to be unaware of their rights and actions to take 
should patient rights be violated, Findings 
include: 

L 501 1. In-service training and education was November 15 

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 
% ofthe staff were educated. In-service 
training and education was conducted on 
10/23/13 regarding the new policy on saf 
use and disposal of controlled drugs in th 

2013. 

P~tien.ts home. A policy title "Unsafe Pati~nt 
S1tuallons or Conditions• was developed 
on 10/15/13. The policy addresses that t e 
patient has the right to be free from mis­
treatment,neglect,or verbal, mental,sexua , and 

The hospice failed to ensure patients were being physical abuse, including injuries of unkn wn 
_________ jnformed of .t_h~r rlgh!':<I_S follow:___ source,and misappropriation of patient pn perty. 

~-~-- ---- -·A_,separate.pGiiGy-was-develeped 0 ~01' "o · 
The hospice admission packet was reviewed, . . · · ~'~-' · -• Hv----- --

Including an Election of Hospice Benefit/Informed In accorda.nce With 418.106 (e) (2) addres ing the Sa e 
Consent form. The form Included a section that use and D1sposal of Controlled Drugs 
stated by signing the form, the patient in the Patient's Home. / 
acknowledges that "Literature has been 
presented and explalned to me about hospice I 

- -- - - paflelltT!ghtB-and-responsiblllties.''-ln <~ddition~-- ___ _ --+ _ _ __ ____ __ j' 
the form stated Information for the Grievance - -------------- ---- ------- -·--
Polley of Accent Hospice Care as well as / 

FORM CMS-2667{02-99) Ptovklus Versions Obsofcto Evant ID: U0911 Faclllly JD; 131554 If O<JntlnuaUon sl\eet Page 3 of 128 
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PREFlX 

TAG 

L501 

SUMMARY STATEMENT OF DEFICIENCIES 
{EACH DEFICIENCY MUST BE PRECEDED BY FUll 

REGULATORY OR lSC IDENTIFYING INFORMATION) 

Continued From page 3 
approved Privacy Prac!ices and disclosure of 
protected health Information was also included in 
the admission packet. The form stated that by 
signing, the patient acknowledges "I have also 
received information on how to report abuse." 
However, there was no literature related to patient 
rights, grievance policies, or information on 
reporting abuse in the admission packet. 

RN Staff F was interviewed on 9/10113 at 
approximately 2:00 PM. She stated she was 
unaware patient rights was not Included in the 
admission packet. She staled she was still 
having patients sign the Election of Hospice 
Benefltllnformed Consent form, but confirmed 
she was not actually looking In the packet and 
ensuring patients were receiving the patient rights 
infonnation. 

ro 
PREFIX 

TAG 

L501 

PROVlDER'S PLAI>I OF CORRECTION 
(EACH CORRECTIVE ACTIOI>I SHOULD BE 

CROS&REFERENCEO TO THE APPROPRIATE 
DEFICIENCY) 

2. All of these actions made 

{X5) 
COMPU!TIOH 

PATE 

are to improve the process by educating nd 
informing patients of their rights and givh g them 
recourse for reporting any concems or vi lations 
of said rights. Additionally, the hospice s aff and 
company as a whole, are to inform patier s 
oftheir ~ights, protect and promote the e~~rclse 
of sard nghts, and ensure patients and sa e and 
free from neglect or abuse. 3.As of 10115 13 all 

1
. 

admission packets contain the document P~tients 
Rights and Safe Use ~nd Disposal of Cor trolled Oruf ~ in ~~ 
the Home: and all patients are required to sign that th ~Y 
h~ve recerved such information. The doc ments are ef 
With the patient while the signatures of ac nowledgm n 1' 

are kept as part of the patients chart. 4. E ee 
complelion date as indicated above: 1111 12013. ! 
5. The Administrative Assistant will insure that all 1' 

The DCS/SW reviewed the admission packet and admission packets are completed, specifi ally the 
was Interviewed on 9/11/13 at10:50 AM. He "Release of Information' form contains th 
confirmed the admission packet did not contain r 1 patient rights, grievance policies or information on pa ren s, or their legal representatives, sig ature 
reporting abuse. He stated that due to a change wh~re they will certify, 'I ...... acknowledge hat 1 have 
in secretarial staffing, patient rights were no reviewed !his Notice of Privacy practices, nd oral 
longer being Included In the admission packet. summary along with a written copy of my alieni Righ ~. 
He stated that he did not know how long this had and mf.ormalion on Safe Use and Disposal of Contro!l<c, li 

been going on, and was not aware of the problem 0 h ... " 
· -----'unt!rsurveyorsl!ad\liscovered1t:-He-stated~he- rugs rn 1 e Home." The Clinical Register d Nurse 

1 
was unaware how many patients had not ·-·-~ ~coorail18tor(CRNC)orDCStSWWillmont ~yv1Sir- c--.] 
received patient rights Information. He confirmed 100% of the agencies patients asking to re lew the ' 
staff were still allowing paUents to sign the patients admission packet to insure it coni< ins the sign ~d I 
Election of Hospice Benefit/Informed Consent Patients Rights and Safe Use and Disposa of 1 

even thoUgh they had not received the patient Controlled Drugs in the Home forms. In th case of 

1

, 
rights Information . 

. ~-- . ~--··--·· ---··-- _ ~-~- -~-- _____ ~- rT]is~irJ~fonnrs'~heCRNC or ocs willlnsu ~that they 
Patients were not Informed of their rights. ~re comp1eteil UhsTgnei:f1ormswflfl5eraVi~wed~anif ··~ -l 

l517 418.52(c)(6) RIGHTS OF THE PATIENT L 517 Immediately signed on site. 6. The Ad mini trative / 

F•;:~~:=i~!;m in"''"' th~t .r;f conUnuat«m sheet Page 4 of 128 I EvanliD: UOQ11 
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NAME OF PROVIDER OR SUPPLIER 
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{)(4)10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

L 517 Continued From page 4 

!The patient has a right to the following:] 
(6) Be free from mistreatment, neglect, or verbal, 
mental, sexual, and physical abuse, including 
Injuries of unknown source, and misappropriation 
of patient properly; 

This STANDARD is not met as evidenced by: 
Based on review of medical records and staff 

interview it was determined tho hospice failed to 
ensure 2 of 11 patients (#10 and #11) were free 
from mistreatment, neglec~ and misappropriation 
of properly. This failure resulted In patients being 
placed In unsafe situations and diversion of 
medication. Findings include: 

1. Patient #11 was a 57 year old female 
admitted to hospice services on 9/12/12 with a 
terminal diagnosis of COPD. Patient #11's right 
to be free from mistreatment, neglect, and 
misappropriation of property was not protected as 
follows: 

a. The Initial RN assessment note dated 9/12/12 
documented Patient #11 was living with a grown 
daughter who "does Math and could take 
narcotics." The RN documented Patient #11 was 

to treat at the of 
another daughter to keep it safe. The RN 
documented she instructed Patient #11 to do the 
same with Tylenol #3, which contains codeine. 
The note documented that family was willing to 

_ 1_ __ ..... 1 care for Patient #11, but that there was "possible 

The POT dated 9/12112, signed by the RN on 
9112112 and the on 9/16112, did not 
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L 51 contain the documents as indicated ab<)Ve' lan1d 
CRNC Or DCS/SW will insure that 1 00% 
patient admission packets contain these 
completed forms. 

l517 begins here; 

1. The following actions have been taken 
are free from mistreatment, ne!lle<:f, 

lm<ml<li. sexual, and physical abuse, 
source, and misappropriation of 

indicated in l 501 all new patient ad>nis:~io•n 
!Pa•ckets will include the forms "Patient 

Use and Disposal of Controlled 
" In addition, a new policy on u11sarA1 

jSihJaUons or Conditions has been written 
been held with 100% of all staff edtJcat!jd 

and policies. 2. All of the actions 
the process by educating and infc>rmirln 

rights and giving them recourse for rer>d>n:ina 
tor>celms or violations of said rights. Additioh,>llv. 
ljlol>pi<:e staff and company as a whole are 
lf>atients of their rights, protect and promote 

said rights, and ensure that patients are 
neglect or abuse. 3. In order to 

are safe and available to them 

liM'IItii'Pwfil'i!6nsist of the 1 

the involved patient, the assigned Cenified Nursing 
Assistance (CNA), Chaplain and Social Worker if 
applicable. ' 

and 
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Continued From page 5 
contain interventions related to the possible 
diversion of medications by Patient #11 's 
daughter. 

The first lOG meeting held after Pa!ient #11 was 
admitted to hospice was documented on 9/19/12. 
There was no documentation to Indicate the risk 
of diversion had been addressed in the lOG 
meeting. The only documentation for the IDG 
meeting was "keep monitoring pt and educating 
pt and family." 

10 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

L517 

At the conclusion of the Primary ID( team mee n 
t e RN CM will be responsible for updating f atients Pia :,· 
ar~. (POC) regarding the suspected drug di ersion. In 

'~drt~on, the RN CM will document the Prim ry IDG tear 
r eetrng vra a detailed RN CM visit note in th EMR. 

• The RN CM will be responsible for in plementin( the 
F OC regarding the related suspected drug di ersion anc 
r port back to the above IDG team within 48 ours The RN 
C M will be responsible for documenting the fi al o~tcom of 
It e related suspected drug diversion as a de iled RN C 

On 10/12/12 the RN documented Palient#11's v· it note in the EMR. If the RN CM determin s that 
daughter was in jail and would not be released for "D 
at least90 days. A OCS/SW visit note dated a rug Contract" is required then one will be implement d 
12/05112 documented that Patient #11talked for b the DCS/SW. To ensure patients are free from abuse an 
several minutes about the upcoming release of m servrce was conducted by Adult Protection ~n 1013011 
her daughter from jail. The OCS!SW T is in-service educated staff on vulnerable a~ults and 
documented that Patient #11 stated she did not th~ need to report all suspected cases of abu e to 
want her daughter to live with her because of the A 
potential for medication diversion. There was no ult Protection immediately. In addition, 
documentation to indicate interventions were AI Hospice staff will be knowledgeable of wh< taction to 1 ke 
taken by the hospice to ensure Patient #11 would w en they discover a patient who appears to e in an un ~fe 
be in a safe living situation. siti1ation or condition where personal safety, 5 fety of oth rs, 

The POT for the certification period of 12111/12 D~ abuse/neglect is suspected. The following procedures 1· 

through 3/10/13 was signed by the physician on Wt be followed: 
~~. ~·--- 11/29112 and the RN on 11/30/12. There was no H spice staff, upon discovery of a patient who appears to be I 

documentahon onrhe-pO'fio<1ddress-the·risk-for1-----''''Y'n.lUIJlsaf<'! slluatiorLor c.o dT ·u 1 
diversion, except a notation that there was "no · ·~ · · - o. tton,~WI ;_ -j 

comfort kit in home due to diversion from family 
and friends." 

During a visit on 12114/12, the RN documented 
--~·~ Patient #11's new bottle of Klonopin was missing 

------. ~~]~~~:;~~t~:~~~~i~ndb~~~~~~~~hat ~ ~--- --~-~---------~-----·~-·-~ ·-~-- ' 

Patient #11's daughter had been released from -T 
jail and the RN suspected the daughter had taken i 

FORM CMS-2667(02·90) Previous W'rstons Obsolett.' Event m: U0011 Faclftty tr>: 131654 II oonUnualion sheet Page 6 of 128 

I 

I 



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

PRINTED: 1010312013 
FORM APPROVED 

OMB NO 0938-0391 
STATEMENT 0~ DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1} PROVIOERJSUPPlJERICLIA 
IDENTIFICATION NUMBER: 

()(2) MULTIPLE CONSTRUCTION 
A, BUILOING _______ _ 

{X3) DATE SURVEY 
COMPLETED 

131654 B. WING 09/13/.2013 
NAME OF PROVIDER OR SUPPUER STREET AOORESS, CITY, STATE, ZIP CODE 

1667 SOUTH MILLENNIUM WAY, SUITE 100 

MERIDIAN, 10 83646 
ACCENT HOSPICE CARE 

{/(4) ID 
PREFIX 

TAG 

L 517 

SUMMARY STATEMENT OF DEFICIENCIES 
(t:ACH DEFICIENCY MUST BE PRECEDED BY fULl 

REGUlATORY OR lSC IDENTIFYING INFORMATION) 

Continued From page 6 
the pills. The RN documented Palient#11 denied 
that she gave her daughter any pills. There was 
no documentation to Indicate the POT had been 
altered to ensure Patient #11's medications were 
not stolen by her daughter. 

An IDG note, dated 12/28/12, documented 
"Patient is missing her Clonopin [sic] from 
12121/2012. She has called the office to get it 
refilled and called [RN's name] on the 24th to get 
II filled, She denies her daughter [daughter's 
name) look if. She has a verbal agreement with 
me and hospice agency since her daughter got 
out of jail on the 8th of Dec. that she will only get 
28 tabs a week and if they disappear !hen 
'consequences' are !hat she waits until the next 
refill before she gets more. It has been 2 weeks 
and this is the 2nd week that medications finally 
disappeared, (Physician's name] is aware and 
agrees to go with consequences of missing 
drugs, When SW gets back will do a wrilten 
contract with patient and have her sign It" 

10 
PREFIX 

TAG 

PROVIDER'S PlAN Of CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSSREFERENCEO TO THE APPROPRIATE 
DEFIC!Ei'!CV) 

(X<Il 
COMPlEliOH 

DAlE 

L 517' • I d' I mme late y, via a phone call, not 'y the Direc or 0 
Clinical Services (DCS). If the DCS is not rvailable I 9 
Administrative Director will be notified. No e: Volu~te r 

employe~s, who .suspect a patient is in an ~nsafe situ lion 
or condition, Will Immediately phone the o• ce 'notify' the 
d''(' u" In 

a mtms ~live p:r~on in charge; that it ap ears the p !lent 
they are Visiting IS In an unsafe situation o condition, he 
"administrative person in charge" will imme diately noli the 

. DCS of the patient who appears to be in a unsafe 
situation or condition. Hospice Aldes (Cart fled Nursin 
Assistance) will immediately notify the Reg ~tered NurE e 
Case Manager (RN CM), of the involved P< lien!, who , ill 
notify the DCS as indicated below. 

• , The DCS will immediately notify th Medical 
Dtrector of the potential unsafe situation or ondition. 

• , The DCS will Immediately contact < 11 members of 
lh~ pat1~nts Pnmary Interdisciplinary Group (IDG) team 
Which Wilt consist of the Medical Director, D ~S, RN CM of I 
he ~nvolved patient, the assigned Certified ursing r 

~ss1stance (CNA), Chaplain and Social Wo ker If I 
The DCSISWs next vlslt note was documented ~ppllcable. ' .! 

on 1/21113. There was no documentation to 
indicate a contract had been discussed wllh r;

1 
, At the conclusion of the IDG team n eating, the RN 

Patient #11. f-M Will be responsible for updating paUents Plan of ca 9 I 
-~-1------l--;:---;:;-=c:· """" _ . POC) regarding the related unsafe sltuatlor or conditio li 

An RN VISit note da!001Z/~1112<!ocumented·lh&- ----·- n_add!tion,JheJ'li'LCM.wiiLdocumenltheJD~Ueam_ 
number of Klonopin admlmstered to Patient #11 neetmg via a detailed RN CM visit t 1 1, E -- ~,·. 
had been decreased because "this is what we do The , ~0 9 n •: e MR. 
for patients at risk of diversion" by family RN CM Will be responsible for 1 plementin j' 

members. The RN documented even though 9 POC regarding the related unsafe condlt on or situat on 
Pallen! #1.1's ~aughter. wa!' not living with ,her, she nd report back to the patients Primary IDG eam within ~8 1 

·--·--·-· -~-- yjas stlll_cll\lertmg__med!catlons without Pat1ent #11 ours. The RN CM will be responsible ford cumentin he._

1

/'. 

being aware:-rne RN-alscr-documentefl.she---- ---- nai·OIIIB9me-ot.the-relatec>.u , _ . , . g 
would not be refilling lhe Tylenol #3 because of detailed , , , nsafe.sltuatJon- f.Gc>AdlllOA a~ 
the diversion and because Patlent#11 was "not 

1 
, RN CM VISit note m the EMR 

really using them!' There was no documentation hen 10 doubt all cases of suspected abuse Will be 
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L517 Continued From page 7 
to indicate how arten Patient #11 had been using 
Tylenol #3 or that Patient #11 was involved in the 
decision to stop using Tylenol #3. 

An RN visit note dated 12/28112 documented 
Patient #11 thought her daughter had taken some. 
of her Tylenol #3. The RN documented she "went 
over our agreement about missing narcotics 
again today" and that if medications were missing 
again the police would be called. 

An RN visit note dated 1106/13 documented 
Patient #11's daughter had stolen Ole rest of her 
Tylenol #3 but had not taken the Klonopin 
because Patient #11 had hidden It In her pillow. 
The RN documented she notified the DCS and 
Administrative Director and they directed her to 
file a report with the pollee. The RN documented 
Patient #11 refused to file charges against her 
daughter. She documented she Informed Paiient 
#11 If any more Klonopin were missing she would 
not get any more untu her refill date. 

An !DG note, dated 1/09/13, documen(ed Patient 
#11 was "having the medications stolen by her 
daughter .... Pollee were notified but they can't do 
anything unles [sic] the patient files charges." 

An lOG note, dated172~r13;c!ooumanted""Should~ 
we be concerned about 3 tabs clonopln [sic) that 
showed up from her daughter, lhatjwere] not part 
of her supplyi)reen. Also, she borrowed clonopin 
[sic} from another resident in the building when 
she ran out the first lime. She also has 3 boxes 

~-~~~ 

p!_f?piriva, which [physician's name] DIC'd with 
anotlierperson'S namenJrrth-e-labelsihal-sll&l&~·~ 
going to use." 

There was no documentation to indicate whether 
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l517 4. Completion date will be 11/15/2013. 
5. In order to ensure patients medications re safe 
and available to them and that hospice 
staff take action to prevent the abuse of pa Ients 
the DCS or Administrator will be present a each Entir 

IDG T earn meeting ensuring that all patentl ~I suspecte 
cases of dr~g diversion and patient abuse~ re 
addressed 1n accordance with agency pollc . In 
addition, the CRNC or DCS will review 100 percent of 
patient charts at least weakly to ensure that any cases 
of suspected drug diversion or patient a bus are 
•ddressed in accordance with agency polic 
. The DCS or Administrator will ensure tha each 

pase of suspected drug diversion or patient ~buseis 
~ddressed in accordance with company poli py. The 
PRNC OR DCS will ensure that all patient n cords are 
ev1ewed at least weekly insuring impfemen atlon of 
gency policy as needed. 

Addendum: 

. In order to ensure patients medications < e safe 
nd available to them and that hospice staff 

ake action to prevent the abuse of patients . 
e DCS/SW Or Administrator Or Qualified 

-~---· esigmm.(QQ) will b"-Jlresent at Entire IDG ,_, 
earn Meeting ensuring that all potential sus peeled 

lases of drug diversion and patient abuse a e 
dd~ssed in accordance with agency policy In- I 

' dd1t1on, the CRNC or Qualified Nursing De gnee 
i ( PND) will review 100 percent of patient cha sat 

-~---~~ aslweeklyJnensureJbat.an)LCases.ntsus >acle<L __ ~-~l d rug diversion or patient abuse are addresse in i a cordance with agency policy. I 
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Patient #11 was allowed to keep the medications 
that came from an unknown source. There was 
no documentation by the lOG group to address 
the issue of Patient #11 obtaining medications 
from unknown sources. 

An RN note dated 2108113 stated Patient #11 's 
daughter was out of jail as of 12/08/12. She 
"Takes mom's c!onopin [sic] or any narcotics. 
Patient has been reluctant to press charges 
against [daughter] so far. Medications are 
delivered on Wednesday of evety week #28 tabs. 
Patient knows that if she runs out before then that 
she goes without." In addllion, the note stated 
"Medications are missing today. Patient is aware 

ID 
PREFIX 

TAG 

L517 

PROVIDER'S PlAN OF CORRECTION 
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DAlE 

6· The DCSISW Or Hospice Administrator roo 
Nil! ensure that each case of suspected dru 
~!version or patient abuse is addressed in 
~ccordance with company policy. The CR~ C 
pr OND Will ensure that all patient records a e 
eviewed at least weekly ensuring impleme tation 
f agency policy as needed. 

of the consequences and refuses to press 
charges against her daughter who Is currently In ./ 
the bathroom with the shower on. She does not 
want me to wait and talk to [daughter] either. No / 
refills of Clonopin [sic] before Wed. 0211312013." I 
An RN note on 211212013 documented Patient 

1

1 
#11 had been admllted to the hospital on 2/09113. 
The note stated Patient #11 had run out of her 
Klonopln on "Saturday some time after her 
daughter ... took them" and had suffered a panic / 
attack and became hypoxic and called 911. ' 

·-~----- _£'atientltiiwas disch~ad from the hospital on / 
2111113. The note also d~tOOlnafPatienr-+~-~~~- ..J 
#11's daughter had overdosed and was admitted 1 

to the hospital. Because Patient #11's daughter I I 
was in the hospital, and Patient #11 had filed a 
pollee report, the RN documented she would call I 
and get her Klonopin refilled. There was no 

.. -~.-" ~-- J:I®Url).®_ta_!i()l1_to ln~lcate the_ event had been ___ _ _ 
1
1 

investigated to deterrillne 1f Wllhtmldlng----~~- · -"-·~-- . _ 
medication from Patient #11 contributed to her - --~--~~~-~ ----· -~~---r-~f 
admission to the hospital. The incident was not I 

addressed in IDG meeting notes. I 
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During an interview on 9112/13 beginning at 10:15 
AM, the DCS/SW reviewed Patient #11's record 
and confirmed the event had not been discussed 
during IDG 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 failed to ensure Patient #11's 
medication were safe and available to her. 

b. The admission note documented by the RN on 
9/12/12 stated Patient #11lived with her daughter 
In an apartment. 

Jn an RN note dated 10112112, the RN 
documented Patient #11 's daughter was now in 
jail for at least 90 days and was suspected of 
taking her mother's medications "as none have 
disappeared since she left." There was no 
documentation to Indicate a change in the POT 
due to Patient #11 llvlng atone. The IDG meeting 
note dated 10/17/12 did not Include any 
documentation to Indicate the Issue had been 
addressed, the note only stated "Kionopln will be 
filled at [name of pharmacy]." 

~--~~-

l;;-;;n RN note, daled-11/27/12, the~---
documented Patient #11 llad called the hospice 
to say she had fallen after her bath and had hlt 
her llead and wanted a nurse to assess her. The 
RN documented Patient #11 had hit her head 
above her r!ght eye and had sustained a 4 em cut 
lcLherJffiLs!!ln,_whlch Patient #11 had dressed 
with bandaids. --~~~-~- ------~--

An lOG meeting note dated 4/30/13, stated 
"patient has become unsafe by herself as she 
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forgets to plug in or check Oxygen tubing to see if 
connected and working. She may forget to take 
Oxygen off to smoke, She does not take her 
medications if not set out for her. She did not eat 
for a whole day. Or taka medications for 3 days, 
She needs supervision. Has PCS available but 
will not usa It, she is afraid of???? [sic] Cries. 
Wants to think about II. A mea ling with family and 
hospice sw Monday, what happened?" There 

, was no documentation on the lOG note to 
' Indicate what interventions were taken by the 
hospice to keep Patient #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 stay wilh 
her. She was readmitted to hospice the following 
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 lime. The note also 
documented Patient #11 had moved to a family 
member's home and would remain there until !he 
end of her life. 

During an Interview on 9/12/13 beginning at 10:15 
AM, the DCS/SW reviewed Patient #11's record 
and confirmed she had been admitted to the 

~~-·~ .bo.splta!. He stated the nurse who had bean the 
case manager for Patient #11 at that lime no--
longer worked for the agency, so he was unable 
to question her. As the DCS/SW reviewed 
Patient #11's EMR, he staled the IDG meeting 
notes had documented the safety issues I identified above, He was unable to find evidence 

cfu~a~)lQ}I had lmm(3~iiJ.tely tak!lll me~sures to ·---~--~ 

assist and protect her. ·-

The hospice did not ensure Patient #11 was safe 
and free from neglect. 
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L 517 Continued From page 11 

2. Pallen! #1 0 was a 78 year old female who was 
admitted to the hospice on 3/12113. She revoked 
hospice seivices on 6/20/13. Her diagnoses 
Included COPD, lung cancer, and depression. 

A nursing note dated 4/02113 at 1:30PM, stated 
Patient #1 O's " ... husband was In quite a foul 
mood, [It was] reported that yesterday he had 
gone Into an uncontrollable 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.' Patient confirms this. She adds, 
'Sometimes he just gets so violenti' •.. RN noted a 
shotgun sitting propped against a bookcase near 
his chair so asked, 'Is he capable of getting so 
angry that he would grab a gun?' and she replied 
that yes, she tllought he might with enough 
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COMPlETION 
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I 
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I 
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anger. .. patient's husband has a gun in every 
room ... when asked about the situation, she 
replied 'I don't know what to do."' 

i 

A nursing note, dated 4!30/13 at1 :30 PM, stated 
Patient #10's "Husband Is present today and 
patient is clearly very nervous and fearfl.d ..• palient 
Informed [the nurse] that [the husband! had been 

I 
·-·-·----~ecially uf~l this morning. He has been calling 

I 
i her names, e mg her Sllel!>')usta·dirtybltch;-' ... ---~·-·----------·-

and in fact threatened to kill her." ... --- ------.L 

A nursing note, dated 5/14/13 at 4:20PM, stated 
Patient #1 O's oxygen saturation level was 92%. 
The note stated the nurse assisted Patient #10 to 

.. put her oxygen on. The note stated "After 10 
- ... _. __ · mlnUles~lnere'W!rs-noimproveme!lt-neted-i!)..Sat~ 

so RN checked the tubing. it had been 
disconnected at the swivel, the 2 ends held up 
straight and tied In a knot. Patient said '[her 
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L 517 Continued From page 12 
husband] did that."' The RN corrected the the 
problem and Patient #10's oxygen saturation level 
improved slightly. 

No documentation was present in the medical 
record that police or adult protection workers 
were notified of the abuse. A specific plan to 
address the abuse was not documented In 
Patient #10's medical record. 

The RN who wrote the above visit notes was 
lnteiVIewed on 5/13113 beginning at 1:20 PM. 
She slated Patient#10's husband called her a 
"filthy bitch" and confirmed she was afraid for 
Patient #10's safety, She stated she did not notify 
the pollee or adult protection workers of the 
abuse. 

The DCS/SWwas Interviewed on 9/12/13 
beginning a!10:50 AM. He slated Patient #10 
was a "classic case of battered woman 
syndrome• and he encouraged her to get awav 
from her husband. He staled a specific plan to 
address the abuse was not documented. He also 
confirmed he did not notify lhe pollee or adult 
protection workers of the abuse. 
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abuse of Patient #10. 

L 618 418.52(c)(7) RIGHTS OF THE PATIENT 

[The patient has a right to the following:] 
(7) Receive information aboul the services 
covered under the hospice benefit; 

···------··----···-·~--····--·· 

This STANDARD is no! met as evidenced bv: 

L 51 B 1. In In seJVice training and education was conducted 
by the DCS/SW on 10/16113 at the lOG me ling 
regarding the seJVices covered under the ~ ospice 
Benefit, including short-term inpatient and ~spite I 

···-··~-- .... (;'lrE),jietar;t counselirlg,_ and physical, sp"_ <;h~fltlCf__f---+-+1 
occupational therapies. Staff were educated on 
informing patients and their families about reir right 
to all covered services. Attendance was ta en 
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l518 Continued From page 13 
Based on interview, review of medical records 

and admission documents, it was determined the 
hospice failed to ensure 11 of 11 patients (#1 -
#11) received infonnation about the services 
covered under the hospice benefit. This failure 
resulted In the potential for patient needs to be 
unmet. Findings include: 

The agency's Hospice Request for Certification In 
the Medicare Program (Form CMS-417), signed 
by the Administrative Director on 9/13113 
documented the agency provided physical 
therapy, occupational therapy, and 
speech-language pathology services by 
arrangement. 

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

Further, patient records were reviewed. The 
1 patients' records did not include consistent I information regarding the services which were 
available as follows: 

i The Election of Hospice B_aoeflfllnformed ::=---
Consent forms for Patient #2 (signed on 3/9/12 
and 8/1 0/12), Patient #3 (signed on 5/11/12), 
Patient #4 (signed on 10128/11), Patient #5 
{signed on 5130/12, 7/13112, and 1/27/13), and 
Patient #9 {signed on 7/30113) all included a 
section titled "Services specified by Medicare in 

-- ··- JI1Y Plan ofQare !llflY.Include,.:.·" The section 
listed multiple services, including physical, 
occupalionat and speech therapy. 

The Election of Hospice Benefifllnformed 
FORM CMS~567(02419) Pf$\lkms Versions Obsolete Event fO: LIOD11 
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FORM APPROVED 
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ID PROVIDER'S PLAN OF CORRECTION {X') 
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nd 100% of were educated. 2. All of thesE actions 
l518 improve the process by ensuring all patient are 

onsistently educated and informed of the s rvices 

overed under the hospice benefit and assu ing 
II of their needs are fully addressed and m t. 
. As of 10110/13, all admission packets inc uded upda ed 
nd consistent Election of Hospice/Beneflt/1 formed 
~onsent Forms that list (in addition to all otr !>r covered 
ervices) dietary counseling, short-term inpe tient care, 
espite care, and physical, speech, and occ pational 
hera pies as part of the services specified b 
f,ledicare that may be included In the patien 's 
Plan of Care. 4. The date of completion wil be 
November 15, 2013. 5. The Administrative Assistant, 
prior to admission of a patient to service, wi ensure the 
ach new patient admitted to service, has a signed EO 

hat contains the correct services offered un ~erthe 
Hospice Medicare benefit. On a monthly be ~is the CRr co 
he DCS/SW will ensure that 100% of patier t admissior 
~ackets contain the proper EOB that contai s the corre t 
~ervices offered under the Hospice Medicar 
~eneflt. In the event that an incorrect form r missing 
orm is discovered the CRNC or DCS/SW v. II ensure a raw 
porrect EOB is completed and that patient o their 

-··-- '!lr;!f.!)senta.tlve is imn).ediately made aware f the offere 
ervices under the Hospice Medicare Bene t. During e ch 
DG, the DCS Or Administrator, will 
attend ensuring that any potential patient th !may 
need one of these service is identified and c ffered !herr . 

s appropriate. 6. The Administrative Ass! lance 
··-·~·~-wULberesp.onsibleJ'or..ensuring_aach.nAw tienladmi ed_ 

to our service has a signed and correct EO . 
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Continued From page 14 
Consentforms for Patient #1 (signed on 7/12113 
and 7/24/13), Patient #7 (signed on 7126113), 
Patient #8 (signed on 7110113), and Patient #10 
(signed on 3/12/13) included a section titled 
"Services specified by Medicare In my Plan of 
Care may include ... " The section listed multiple 
services. However, physical, occupational and 
speech therapy were not Included on the list 

The Election of Benefits forms were not 
consistent in Informing patients of the avallabinly 
of physical, occupa!lonal and speech therapy. 

Additionally, Patient #6's Election of Hospice 
Benefits/Informed Consent form signed on 
7/29111 Included a section tltlod "Services 
specified by Medicare In my Plan of Care may 
include ... " The section llsted multiple services. 
However, the service of "Dietician" was lined 
through. 
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L51S ~"he CRNC or Des will ensure that each pa 'ent 
"dmissio~ packet contains a signed and co reel EOB. 
he Admm1strator OR DCS will ensure they attend 
ach IDG ensuring those in need of availabl services 
re offered to them as appropriate. 

!'ddendum: 

h~ Administrative Assistant or QD, prior to ~dmission fa 
at1~nt to servJG~, will ensure that each new patient 
dmJtled to serv1ce, has a signed EOB that on!ains 

he correct services offered under the Hospi e 
Aedlcare benefit. On a monthly basis the c NC, 
CSfSW or QD will ensure that 100% of pat ant 

dm1ss1on packets contain the proper EOB t at 
ontains the correct services offered under t e 
ospice Medicare Benefit. In the event that n 

i correct form or missing for is discovered th 
( RNC, DCS/SW or QD will ensure a new cc rrect 
E OB Is completed and !hat the patient tor th tr 

Patient #6's record did not document whether r presentative is Immediately made aware 
0 

the 
dietetic services were offered. iT, d o ere services under the Hospice Medicare 

Further, Patient#11's record Included 3 Election E enefit. During each IDG, the DCS/SW, or 
of Hospice Bene!IVInformed Consent forms. The P dministrator or OD will attend ensuring that ~ny 
section titled "Services specified by Medicare in P tential patient that may need one of these 

-----~~~ 1!!)' Plan of {;are may include ..• " listed physical, s rvice is identified and offered them s · t 
occupa!lonal and speeoh!llEH'l'lP}Tarrtlwforms--- -~--~ -nnrAdmin . . a appr pna e. 
signed on 9/12/12 and 2/12/13. However, Patient . tstraliVlnlllSS!stan'C!rOrt:)EI·wJII· e-----
#11's Election of Hospice Benef!Uinformed r spons<ble for ensunng each new patient ad nitted 

1

/ 

Consent form, signed 5/09/13 did not list physical, tc our servJce has a signed and correct EOB. 
occupational and spee::h therapy In the "Services T e CNRC Or DCS/SW or QD will ensure th< 
speciNed by Medicare Jn my Plan of Care may e ch patient Admiss1·00 conta1·ns. · d 
· 1 d " 11 f th ' a s1nge an correct 

-~·---. ·-·~- Inc .lJ..El .. ·_!ec 0ll_<l. __ 8...'0."~'.. ---~·-----~- ____ E}~_The Adllli~is!rator or DCS/SW or QD"' 11 

RN staff E and F were case managers for the 9 sure lhatll'iey atren·aeaclnDGensurilrg-· -·-----~ 
agency. They were Interviewed on 9/13113 lh se In need of available services are offere 
beginning at8:25 AM and 1:20 PM, respectively. to them as appropriate. 
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L 516 Continued From page 15 l516 
Both Case Managers stated no therapists were 
on staff at the agency and available to provide 
services to patients. 

Patients were provided with lnccnslstent 
Information about services offered by the hospice. 

L 523 416.54(b) TIME FRAME FOR COMPLETION OF 
ASSESSMENT 

The hospice interdisciplinary group, In 
consultation with lhe Individual's attending 
physician (if any), must complete the 
comprehensive assessment no later than 5 
calendar days after the election of hospice care in 
accordance with §418.24. 

L 523 1. In-service training and education was co dueled 
by the DCS/SW on 9/27/13 addressing and 
implementing the requirement for the prima !Y 
IDG team to complete the comprehensive ! 
~ssessment no later than 5 calendar days e~er 
he Election of Hospice care. The DCS/SW 

Chaplain, and 100% of the RNCM's were in 
attendance. A policy was created on 10115 13 

"ifferentiating the members of the primary 1 G 
This STANDARD Is not met a$ evidenced by: eam from the entire lOG team. 2. These a lions 
Based on Interview and review of medical Nill ensure that IDG comprehensive assess nents will 

records and policies, It was determined the "' 
hospice failed to ensure IDG comprehensive e completed within 5 days of hospice elect on. 
assessments were completed within 5 calendar ~· For every admission, the Primary IDG T am 
days of the election of hospice care for 2 of ii f'vill meet to collaborate and assure complet ness 
patients (#9 and #11) whose records were pf the comprehensive assessment no later t an 
reviewed. This failure had the potential to result calendar days after the election of hospic' care. 
In delayed assessment of patient needs and r, v' 
development of the POT. Findings Include: his will be consistently documented by the primary 

~NCM in each patients chart under IDG 

1. The policy Initial HospiceAssessm·enl; ·-l::omprnh~ern~ive-Ass'e1!Smel1t;irldil:!l!tlr,g "''"'" "' ll 
undated, stated "The Hospice Interdisciplinary !len dance and their agreement with the init al . 
group, in consultation with the patient's physician, ian of care. 4. The date of completion wil be . 
shall complete the comprehensive assessment 1 
no later than five (5) calendar days after the . ovember 15, 2013. 5. Should the DCS/S v or CRNC : 
election of hospice care." iscover during the Initial Primary IDG Tean meeting I 

. ·-·-- hat a portion of the IDG Comprehensive As essment, 

- ~~~~~n;;~~~~~t~~-o~:~~:J:~~~:~ecron-- ·--·~ -- -..l=ec
0

'a'
7

use6fanex!taomli\ary circumstance;< [ai171oToe- - --··j 
member of lhe IDG team did a separate ompleted within 5 days of hospice election, the DCS/S rv 

r CRNC will contact the patient or their pen onal 
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assessment of the patient and then the members 
communicate by telephone to develop the 
!realment plan. She slated the hospice 
considered the IDG comprehensive assessment 
completed within 5 days as long as each member 
documented his or her assessment wllhln that 
time period, The hospice failed to complete lOG 
comprehensive assessments within 5 calendar 
days of !he election of hospice services as 
follows: 

a. Patient #9 was a 79 year old male admitted to 
hospice services on 7/30/13. His terminal 

I diagnosis was advanced demenlla. His medical 
record for the cerutication period of 7/30/13 
through 10/27/13 was reviewed. 

A visit note dated 8/02113 and signed by the 
DCSISW on 8/06/13 stated that Patlent#6's wife 
preferred the MSW to visit later In the week with 
the RN and therefore the assessment would be 
late. 

A bereavement assessment and social 
assessment was performed by the OCS/SW on 
8/09/13, ten days after Patient IUJ was admHted 
for hospice care. 
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l 523 epresentallve immediately requesting that he 
Social Worker or Chaplain be allowed to vi t 

ASAP to complete their portion of the IDG 
Comprehensive Assessment. 6. The DCS/ w 
nd CRNC will be responsible for 

mpiementing this acceptable plan of 
orrection. 

:<ddendum: 

. Should the DCS/SW or CRNC or QD 
isc~ver during the initial Primary IDG Tean 
~eet1ng that a portion of the IDG Comprehe sive 
ssessment, because of an extraondinary 
1rcumstance, can not be completed within 
ays of hospice election, the DCS/SW or CF NC 
r QD Will contact the patient or their person 1 

r presentative immediately requesting that t e 
ocial Worker or Chaplain be allowed to visi 

' SAP to complete their portion of the IDG 
C omprehensive A~sessment. 6. The DCS/~ W 
c CRNC or QD Will be responsible for 
i plementing this acceptable plan of correcli n. 

The DCSJSW revlewedlhe recor<ran1nw,-s--+--·-·-·· ----------
Interviewed on 9/11113 at4:00 PM. He confirmed ·-·----1-·---'--
lhe assessments had not been completed within 
5 calendar days, I 

--··-· -·-·-- ~:~:::::::~~ r---··-----......... ___ --- --- ---! 
to hospice services on 9/12112 wHh a terminal j i 
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L 523 Continued From page 17 L 523 
diagnosis of COPD. The Initial cerliflcatlon period 
was 9/12112 through 12/10/12. 

The a social assessment was performed by the 
DCSISW on 9128112, 16 days after the SOC. In 
ad dillon, the bereavement assessment, also 
dated 9128112, documented the DCS/SW was 
unable to contact Pallen! #11'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 9111113 at 4:00 
PM. He confirmed the assessments had not 
been completed within 5 calendar days of Patient 
#11's election of hospice. 

IDG comprehensive assessments were not 
completed within 5 days of hospice election. 

L533 416.54{d) UPDATE OF COMPREHENSIVE 
ASSESSMENT 

L 533 n-service training and education was condt cted by 

he DCSISW on 9127/13, 1014113 and 10/91 3 with lhe 

The update of the comprehensive assessment fJCSISW, Chaplain and 100% of the RNCM s In 
must be accomplished by the hospice ttendance. In-service content covered the 
interdisciplinary group (in collaboration with the equirement on how to address and docum nt, in the 
Individual's attending physician, if any} and must DG comprehensive Assessment, any chan es that 

--~- .11onslder changes that have. taken place since the ave taken tJiace since the initial assessme 
Initial assessment. It must inClude lnformauon on =toL.~---1 
the patient's progress toward desired outcomes, ·ncludlng information on the patients progre s towards 
as well as a reassessment of the patienrs esired outcomes, as well as as a reassess rent 
response to care. The assessment update must f the patients response to care and any 
be accomplished as frequently as the condition of nvironmentalissues that have arisen. 2 ... 
the patient requires, but no less frequently than hese actions will ensure patient needs and 

-- - ~~~day:;;,_---------- --- ---... .J:!~:::.~~:r:~~:~n~u:;~=~ ~!lo8- .. -j 
This STANDARD is not met as evidenced by: 

Evenl1D:U0911 

omprehensive Assessment I 
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Continued From page 18 L 533 3. Thoso issue will be addressed lmmediat ly 
Based on Interview and review of medical at each and every IDG meeting. 4. 

records it was determined the hosploe failed to '"he completion date Is 1111512013. 5. The 
ensure the comprehensive assessment was r<N CM is responsible for verl(ying all need 
updated In response to changes In condition that 
had taken place for 3 of 11 patients (#7, #9 and esponses are addressed and all of the tea is 
#11) whose records were reviewed. This failure nformed and in agreement of the POC by a ixing 
resulted in POTs that did not meet patient needs. ignatures to completed IDG Comprehensiv~ 
Findings Include: '\ssessment notes. 6. The DCS/SW or 

1. Patient #9 was a 79 year old male who was ~RNC is responsible for monitoring that eact1 note I 
admitted to hospice services on 7/30113. His as been completed and signatures affixed. 
terminal diagnosis was advanced dementia. ddendum: I' 

. The completion date for compliance 
The Physician Cartiflcalion of Terminal lllness for ~ill be 1111512013. 5_ The RN CM Is 1 

Medicare Hospice Benefit and Admission Orders 1 
was dated 7/30/13 and signed by the medical ~sponsible for verifYing all needs/response 
director 7/30/13. The certification Included re addressed and all of them team is I 
" ... advanced end stage dementia who's I formed and agreement of the POC by I 
caregivers & pi wish comfort measures." !fixing signatures to completed IDG I 
Patient #9's 7130113 admission assessment omprehensive Assessment notes. The CRNc I 
documented he Jived at home with his wife. His r QND will ensure that each Comprehensiv~ 
level of overall functioning on the assessment ' ssessment is completed during their weeki 1 

was documented as minimal assistance for ADLs, 100 % audit of agency charts. 6. The DCS/ w I 
and moderate assistance for medication. His c CRN • 
wife needed to remind him to take medications. c or QD is responsible for monitoring 1· 

The admission assessment documented Patient 1 at each note has been completed and 
-~-- A9 . .was..llis.lli!lOCJm!lEl!red..c.(left retinal detachment) s gnatures affixed. I' 

and hard of hearing, but did not wear his heilrill!r ·----+---·------·----------1------

:':;lent #9's record documented on 8/02/13 and -~ ... 1' 

8109/13 he continued to drive his vehicle. 
However, no assessment updates regarding his 

________ drMng_c:Quld be_fo_uf1cJifl_his~eci)l'~·------ __ __ _ _ --~ / 

During a phone Interview on 9/12113 at 2:30 PM, --·-·---··----·----- .. ~---·-- --·l 
the Medical Director stated Patient #9 had 
advanced dementia, and was not aware that he I 
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continued to drive. The Medical Director stated 
he had visited with Patient #9 at his home, and 
felt he was toe Impaired to be able to operate any 
kind of machinery, let alone drive. He stated 
Patient #9 would not be safe driving his vehicle. 

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

. During a phone Interview on 9/12/13 at 4:00 PM, 
Patient #9's wile confirmed he continued to drive 
after being placed en 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 9/12113 at 3:50PM, the RN 
Case Manager confirmed she had documented 
Patient #9 had continued to drive alter his 
election of the hospice benefit She stated she 
did not update the comprehensive assessment to 
include safely Issues related to driving. She 

·---- confirmed the IDG meetings had not discussed 
Patient #9's continued ilnvmg:-----------

Patient #9's comprehensive assessment was not 
updated to address safely concerns In regard to 
driving. 

~ ------ 2. Pallen! #11 was a 57 year old female 
adinitfual:O hosp1c~rservices-oni!/t2/1~ltlra--
terminal diagnosis of COPD. 
The admission note documented by the RN on 
9112112 staled Patient #111lved with her daughter 
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In an apartment. 

In an RN note dated 10/12/12, the RN 
documented Patient #11 's daughter was In jail for 
at least90 days and was suspected of taking her 
mother's medications "as none have disappeared 

· since she left." There was no documentation to 
indicate the comprehensive assessment had 
been updated to reflect Patient #11 living alone. 
The IDG meeting note dated 10/17/12 did not 
include any documentation to Indicate the issue 
had been addressed, the note only staled 
"Kfonopin will be filled at [name of pharmacyj." 

In an RN note, dated 11/27/12, the RN 
documented Pallen! #11 had called the hospice 
to say she had fallen alter her bath, hit her head, 
and wanted a nurse to assess her. The RN 
documented Patient #11 had hit her head above 
her right eye and had sustalned a 4 em cut to her ' 
left shin, which Patient #11 had dressed with 
bandaids. The note stated "We discussed gelling 
a shower rug, shower chair and shower curtain 
again.• The note stated "Floor was probably wet 
due to missing shower curtain." There was no 
documentation to indicate safety concerns related 
to Patlent#111iving alone had been assessed. 
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---- ---~-·-I--:-A-n ""ID;;-;Go:--m-ee--ot~lng--note dated 47307f3;Stafe=d..----·----~+---------~----------1------~-­
"patienl has become unsafe by herself as she 
forgets to plug Jn or check Oxygen tubing to see if 
connected and working. She may forget to take i' 
Oxygen ott to smoke. She does not lake her 
medications lf not set out for her. She did not eat ,i 

------+- ___ --+ for a whole day. Or take medications for 3 days, 

!n~n~~~~: ~~~~~Z\~~~;aUa:rf?~~i~~~;~ut- --------~---------------- ------- ---- -~--~_,/1 

Wants to think about it. A meeting with family and 
hospice SW Monday, what happened?" There 
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L 533 Continued From page 21 l533 
was no documentation in the medical record to 
Indicate the safety of Patienl#11's living 
conditions had been included in the 
comprehensive assessment prior to this note. 

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. She was readmitted to hospice the following 
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 time. The note also 
documented Patient #11 had moved to a family 
member's home and would remain !here until the 
end of her life. 

During an Interview on 9/12/13 beginning at 10:15 
AM, the DCS/SW reviewed Patient #11's record 
and confirmed she had been admitted to the 
hospital. He stated the nurse who had been !he 
case manager for Patient #11 at that time no 
longer worked for the agency, so he was unable 
to question her. As the DCSISW reviewed 
Patient #11's EMR, he stated the IDG meeting 
notes had documented the safety issues 
Identified above, but had not assessed Patient 
#11's living situation untll after she fell and 

. ~~,-...S.us.talned an lniqJY._. ---~--~-·-,·--+----!------ -----------i----1-

The hospice did not ensure Patient #11's --1 
comprehensive assessment had been updated to 1

11 address her living situation. 

3. Patient #7 was a 73 year old female admitted 
·~-···-to hospice care on 7126/13. She revoked her 

hospice beneflton8112113~Reralagnoses·,-- ~-·-~·---J-·--- .. --··~~ ·~--- -·-~--·-- . ·~· -·-,. __ ,_.
1 included COPD and congestive heart failure. 

The Admission Note Details form, dated 7/26113 
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l 533 Continued From page 22 L 533 
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 needed help to find a place where he 
could live with her when he got out. He was to be 
released on 8115/13. 

A form labeled Assignment Details, dated 
7126113, directed the DCS/SW to visit Patient #7 
once a month. 

A Social Assessment, dated 7/31113, 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 
to find a home. No specific social service needs 
were Identified. No other visits by the DCSISW 
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 7131/13, 
stated the DCS/SW was to perform non-specific 
tasks such as "Aid In connecting patienUfamily 
and community resources and services" and 
"Assess level of need." 

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

+T"'hc-e--c-ho_s_p-oic--e-d"'lccd-n-oc-t ensu-re-Patient #i's ----r-------- --- ----------------------­
comprehensive assessment had been updated to 
address her living situation. 
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L 536 418.561DG, CARE PLANNING, COORDINATION 

OF SERVICES 

This CONDITION is not met as evidenced by: 
Based on record revlew, review of agency 

policies and incident reports, observation, and 
patient and staff interview, it was determined the 
agency failed to ensure patient speclfic POTs, 
containing measurable outcomes, were 
developed, revised, and followed for each patient. 
This fai!ure resulted in POTs being developed 
without addressing all pertinent patient issues, 

I and without a process in place to determine if 
. patients were receiving services as needed to 
I reach established goals. Findings include: 

1. Refer to l538 as It relates to the agency's 
failure to develop a POT specific to the needs 
identifled in the comprehensive assessment. 

2. Refer to l543 as it relates to the agency's 
failure to follow the written POT. 

3. Refer to L544 as It relates to the agency's 
failure to provide training and education for each 
patient and caregiver as to their responsibilities 
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L 536 lease refer to L538,L543,L544,L550,L555, 557 

--1---·J-Io!:.Daraand.services.asJdentitiedJnJbe.EOT-----+--------·-------____ --!-

4. Refer to l550 as It relates to the agency's 
failure to include all services, medical equipment, 
and supplies in the POT necessary to meet the 

I needs of the patient. 

.... ·--lf--·---P'5'c. Rne,_t.,e,_r IQ .. L555 as .ittelates to the agE)~-- _ .......... _ .. + ~-- ...... _______ __ .. ~-
failure to develop or maintain a system of 
communication to ensure services were provided 
In accordance with the POTs. 
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L536 Continued From page 24 
6. Refer to l557 as it relates to the agency's 
failure to ensure sharing of information with all 
disciplines Involved In caring for the patient. 

The cumulative effect of these deflclenctes 
resulted In the inabUity of the agency to 
adequately meet patient needs. 

L538 418.561DG, CARE PLANNING, COORDINATION 
OF SERVICES 

The plan of care must specify the hospice care 
and services necessary to meet the patient and 
family-specific needs Identified In the 
comprehensive assessment as such needs relate 
to the terminal Illness and related condlltons. 

This STANDARD is not met as evidenced by: 
Based on review of agency policies, record 

review and staff 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 resulted In 
incomplete POTs and safely concerns not being 
addressed which placed patients and others at 
risk of serious harm, impairment or death. 
Findings include: 

_,~,~ 

1. Patient #9 was a 79 year oldmaTewho was --
admitted to hospice services on 7/30/13. His 
terminal diagnosis was advanced dementia. The 
Physician Certification of Terminal Illness for 
Medicare Hospice Benefit and Admission Orders 
was dated 7/30/13 and signed by the Medical 

--~~------
Director 7130113. The certification included 
''>O.advancedend stageaemen!la wno·s~ ~-~~ 
caregivers & pi wish comfort measures." Patient 
#fls POT was incomplete and safety concerns 
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by the DCS/SW on 9/18/13, 9/27/13, 10/4/1 ~,and 
10/9/13 with 100% of target staff In attenda ce. 
n addition, an In-service, led by the DCSJS !V and 
CRNC, will be held on 11/812013. The pur~ ose of this 
n service will be to educate 1 00% of the R CM's on 
he Importance of ensuring each patients P T 
ccurately reflects the care and services ne essary 

o meet the patients and family specific nee s 
ps identified in the initial and on going com, ehensive 
~ssessment process. 2. These actions will ensure 
hat the POT is specific, complete, address s 
ny safety concerns and needs, and incorp rates 
II information into provided care and servlc s. 3 

I 

I 
i 

I 
~eginning at the initial Primary IDG Team rr ~eting, with a ' ' 

I eview of the Initial Comprehensive Assess ent, to 
ach Entire IDG Team meeting, the POT wi be 

~·~~- eviewed-by-the-RNCM-ar~d-updated-aS+Jee ed~~·-
nsuring that each patient specific POT ace rately 

effects the appropriate needs of the patient ami!y. 
. The completion date for this deficiency is 11/15/2013 
. The DCS or CRNC will ensure that durin the initial 
rlmary lOG Team meeting the POT accura ely reflects 

-~-~~-t e·eartrand.gerviee~neeessary.J<>-meeHhe (')alien Is~-~ 
nd family specific needs as identified In the initial 
nd on-going comprehensive process. 
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were not addressed as follows: 

a. Patient #9's admission assessment 
documented he Uved at home with his wife. His 
level of overaU functioning on the assessment 
was documented as minimal assistance for ADLs, 
and moderate assistance for medication (his wife 
would need to remind him to lake medications). 
The admission assessment documented Patient 
#9 was visually impaired, (left retinal detachment) 
and hard of hearing, but did not wear his hearing 
aid. 

Patient #9's record documented on 8/02/13 and 
8/09/13 he continue to drive his vehicle. The 
POT did not address patient safety In regard to 
driving. 

During a phone interview on 9112/13 at 2:30 PM, 
the Medical Dlreclor staled Patient ifJ[J had 
advanced dementia. He stated he was not aware 
that Patient #9 continued to drive. The Medical 
Director stated he had visited with Patient #9 at 
his home, and felt he was too Impaired to be able 
to operate any kind of machinery, let alone drive. 
He stated Patient #9 would not be safe driving his 
vehicle. 
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L 638 In addition, the DCS/SW or Administrator"' II attend e~ h 
IDG ensuring that each POT accurately reft cts the 
patients/family specific needs. In addition, t e CRNC, 
will at least weekly, audit 100% of all patien sPOT 
for completeness and make sure they are updated 
as needed. The CRNC or DCS/SW will ens re that inifi I 
Comprehensive Assessments accurately reflect the 
patients/family specific needs by providing versight a re 
initial Primary IDG Team meeting. On gain 
implementation of this process will be the r sponsibility of 
the DCS/SW or Administrator as they allen the Entire 
IDG Team meeting each 14 days. 

'ddendum: 5. The DCSISW or CRNC or C D 
f'.'ill ensure that during the initial Primary IDC 
earn Meeting the POT accurately reflects t e 
are and services necessary to meet the pa Ients , 
nd family specific needs as identified in the I 

nitial and on-going comprehensive process. In, ,II 

ddition, the DCS/SW or Administrator or Q ) 
!Ifill attend each IDG ensuring that each PO 
ccurately refiects the patients/family specif 
eeds. In addition, the CRNC or QND will a least 

veekly, audit 100% of all patients POT for 
ompleteness and make sure they are upda ed 

-- --·--J'Jurlng<t·phone-interview-on-9/42/43-a~i20-PM,-r----·~f'"2.tlne,e"'d"'e"'d. The CRNC or OCS/SW or. QD ~~ill 
Pallen! #9 confirmed he continued to drive. He nsure that the initial Comprehensive Asses~ments 
staled he routinely drove to church, doctors' ccurately reflect the patients/family specific needs 
appointments, and the store. He stated his Wife y providing oversight at the Initial Primary 
was his co-pilot, as __ she did n\lt nave a driver's 
license. In addition, Patient #9 stated he DG Team Meeting. On going implementati n 
continued to use his riding lawn mower and f this process wiil be the responsibility of 

- --- - perferffryar{l-woriH'lthis.homa.----- ---- - -------- !:m-DCS/SW._or.Administralor.or.QO.as..they _______ -,I-

During a phone interview on 9/12113 at4:00 PM, 
Patient #9's wife confirmed he continued to drive 
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L 538 Continued From page 26 L 538 
after being placed on hospice. She staled 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 3:50PM, the RN 
Case Manager confirmed she had documented 
Patient #9 had continued to drive after his 
election of the hospice benefit. She staled she 
did not incorporate safely 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 
serious 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 keep him or others safe. The 
agency was notified of the Immediate Jeopardy 
on 9/12113 at5:00 PM. 

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

--1----fl..t mrlvecmd-treTevoked-hospice-service&-Hospiee-j----+---------------f-----1-­
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-nolify-o!fdtlty-stalf~nd-vGiunteers-Gf-llle-­
need to report dangerous situations. A policy and 
procedure to notify the IDG and create an 
immediate plan to address unsafe situations was 
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L 538 Continued From page 27 L 538 
developed and Implemented. Plans were In place 
to ensure all staff and volunteers were notified of 
the changes prior to working their next shift. 

On site verlltcation of the plan's implementation 
was completed on 9/13/13 at 4;00 PM and the 
Immediate Jeopardy was abated. 

b. The hospice fafled to take Patient #9's needs 
into account when developing the POT as follows: 

A "Hospice Certiflcatlon and Plan ofTreatment" 
dated 7/30/13, included orders for CNA visits to 
assist With personal care and home making. In 
addlllon, the POT included Chaplain visits to 
provide spiritual support. 

-There were no CNA visits In the record. 

-There were no Chaplain visits in the record. 

Patient #9's Case Manager was interviewed on 
9/12111 at 3;00 PM. She reviewed his record and 
confirmed the CNA and Chaplain visit orders 
were Included on the POT. She stated he would 
not need CNA seJVIces, and the CNAvisit was a 
default In the electronic program that should have 
been deleted upon developing Patient #9's POT. 

-·~····-- -'Fh~se·Manager-staled-12atlent.#9.and.his.-­
ramlly declined Chaplain visits, and the POT had 
not been updated to remove Chaplain and CNA 
visits. 

The POT was not developed In accordance with 
Patient #9's needs. 

2. Patient #11 was a 57 year old female who was 
admitted to hospice seJVices on 9/12/12. Her 
terminal diagnosis was COPD. The Physician 
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Certification of Terminal Illness for Medicare 
Uospice Benefit and Admission Orders was dated 
9/12/12 and signed by the Medical Director 
9114/12. The certification Included " ... end stage 
COPD. Does not wish escalation of care comfort 1 
measures beyond current level." · 

a. Patient #11's admission assessment 
documented she was a widow and lived alone In 

1 an apartment. Her assessment included a need 
· for assistance with dressing, meal preparation, 
bathing and other ADLs. 

The comprehensive assessment dated 9/12/12 
Identified the following safety risks wffhout POT 
Intervention: 

-She was on continuous oxygen, but was 
smoking cigarettes V.lo 1 pack per day. I 
The POT dld oot include Interventions related to i 
patient education regarding smoking and using 
oxygen together. 

-Patient #11's home environment included 
concerns related to cleanliness, accessibility, she 
was at risk for falling and had tripped on her 

--~ --·- ..CJJ()Igen .t..cu-.bi.c:ng'L.~--

, The POT did not Jnclud:e~i=nt:e:rv:e:nt;~io:n:s-;:re:-;la:;t:e·d;;-t~;o~j-·-·--·-j-~-----·-~---·--~·-·-----1------1---·~ 
hazards and patient safety in her home. 

- Patient #11's daughter had taken her 
1
/ 

medications. 

---~--~ ~ -TffEfFOTata ·notincJudeintervenUons-relateG-to-­
prevention of medication diversion by her 
daughter. 

fORM CMS·2567(02-99} PreW:<us Versions Obsolete Even11D:LI0011 

----- ·--·-~·~-~- --- ----~--- ~-.-- ---- I 
-l 

FatUity 10: 131654 If continuation sbeal Page 29 ot 126 I 
I 

I 



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

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

(X1) PROVIDERISUPPLIERJGLIA 
IDENTIRCATION NUMBER: 

131554 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTifYING INFORMATION) 

P~INTED: 1010312013 
. FORM APPROVED 

OMB NO. 0938-0391 
(X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZlP CODE 

1867 SOUTH MILLENNIUM WAY, SUITS 100 

MERIDIAN, IP 83646 

PROVIDER'S PlAN OF CORRECTION 
(FACH CORRECTIVE ACTION SHOULD af'i 

CROSS·REEERENCED TO THE APPROPRIATE 
DEFICIENCY) 

09/13/2013 

(XSi 
COMPLETION 

DATE 

l 538 Continued From page 29 L 538 
-Patient #11 had financial concerns and needed 

' housekeeping and grocery shopping services. 

The POT did not Include interventions related to 
ensuring PaUent #11 's concems regarding 
finances, housekeeping, and shopping needs 
were met. 

During an interview on 9/13/13 at 8:20AM, the / 
DCS/SW reviewed Patient #11's record and 
confirmed the safety concerns related to oxygen, 
falls, medication diversion and a safe home 
environment had bean Identified upon her 
admission and had not been addressed in the 
POT or during lOG meetings, 

Patient #11's POT did not include Interventions to 
address safety, 

b. The hospice failed to take Patient #11 's needs 
into account when developing the POT as follows: 

Patient #11 was on hospice services and 
revoked her hospice benefit on two occasions, 
For periods when Patient # 11 was on hospice 
services, she aid not receive services as 
specified on her POT as follows: 

~«<-·~- -tr''Hospic~rlif~eation-and·Pia~roHreatmeRI;---------r--------------~-~-- ____ _ 
dated 9/12/12, Included orders for Chaplain visits 
to provide spiritual support to patient and family. 

... 

There were no Chaplain visits In the record. 
. . 

Patient #11's Case Manager was interviewed on 
----1 -~ -- -+-9/~{!/44-at-3o00-PMA>ne-revlewed-1he.recor.dand. . __ ----- ___ ·-----------~--~--------···- -------·-~!-

confirmed the Chaplain visit orders were included 
on the POT. The Case Manager slated Patient 
#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 not developed in accordance with 
Patient #11's needs. 

3. Patient #10 was a 78 year old female who was 
admitted to the hospice on 3112113. She revoked 
hospice services on 6/20/13. Her diagnoses 
Included GOPD, lung cancer, and depression. 

A nursing note, dated 4102113 at 1:30PM, stated 
Patient #10's " •.. husband was In quite a foul 
mood, {It was] reported that yesterday he had 
gone Into an uncontrollable 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.' Patient confirms this. She adds, 
'Sometimes he just gets so vlolenti' ... RM noted a 
shotgun sitting propped against a bookcase near 
his chair so asked, 'Is he capable of getting 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 
room ... when asked about the situation, she 
replied 'I don't know what to do."' 
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·· -~~- A nursmg nole;<lrue04730113!:1ti:30PM;-stated-~--~·~·~··-·---~~-~---··--··-~--~ __ I 
Patient #10's "Husband Is present today and 1 
patient is clearly very nervous and fearful. .• patlent i 
Informed [the nurse] that [the husband! had been I' 
especially ugly this morning. He has bean catnng 

. ·-~--~~~~:~~:-~~·:~:~::~t:~:~~e-:~~:-·:~~2:i:;~:-~:~d-·-. ~ .... ~ ····~ .. ·~···~·~·~ ······ ····················· ····· - ·~ ~ J 
Patient #1 O's oxygen saturation level was 92%. 

1

1 

The note stated the nurse assisted Patient #10 to 
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L 538 Continued From page 31 L 538 
put her oxygen on. The note stated "After 10 
minutes there was no improvement noted in sats 
so RN checked the tubing. It 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 #1 O's oxygen saturation 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 #1D's husband called her a 
"filthy bitch" and confirmed she was afraid for 
Patient #1 D's safety. 

The OCS/SWwas interviewed on 9/12113 
beginning at 10:5D AM. He stated Patient #1D 
was a "classic case of battered woman 
syndrome" and he encouraged her to get away 
from her husband. 

Patient #1D'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, "Monitor 
feelings of depression and loneliness," and 
encourage mobility. The POT did not address 
issues with Patient #10's husband who was also 

--~1----1-~wrprinrary caleyiverorher-battered-woman-------/----1---------------1----1--
syndrome. 

The DCS/SW was interviewed on 9/12113 
beginning at 1 0:5D AM. He confirmed Patient 
#1D's POT did not address her domestic Issues 
or provide direction to staff regarding her 

- depression beyond-monitoring it -- - ~~-- -- ~--

Patient #1 D's POT did not specify necessary care 
and treatment. 
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4. Patient #7 was a 73 year old female admitted 
to hospice care on 7/26/13. She revoked her 
hospice benefit on 8/12/13. Her diagnoses 
Included chronic obstructive pulmonary disease 
and congestive heart failure. 

Patient #7's admission note, dated 7/26/13, 
stated she lived In an assisted living facility. The 
form slated Pallen! #7's son was being released 
from prison after 15 years and she needed help 
to find a place where he could live with her when 
he got out. He was to be released on 6/15/13. A 
social assessment, dated 7/31113, 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 abfllly 
to find a home. Patient #7's POT dated 8107/13, 
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 
Details, dated 7/26113, directed the Social Worker 
to visit Patient #7 once a month. 

The DCS/SW was Interviewed on 9/11/13 
beginning at 2:15PM. He confirmed Patient #7's 
POT did not address her Jiving situation or her 
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Patient #7's POT did not specify a plan for social 
services. 

;lB. Pallen! #1 was an 81 year old female admHted 
to the hospice on 7/12113 with the terminal 

·1-diagnasis·of·COPO •. Hermedicalrecord..for-lha .... 
certification period of 7/12/13 through 10/09/13 
was reviewed. 
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L543 

The POT was signed by the physician on 7/16/13 
and !he RN on 8/14/13. The POT Included orders 
for "CNA vislls to assist with personal care, home , 
making, and to promote comfort per RN 
assignment." There was no documentation of a 
CNA assignment or of CNA visits in the medical 
record. 

The DCS reviewed the clinical record and was 
Interviewed on 9/10/13 at 8:45AM. He confirmed 
there was no documentation of CNA visits. He 
stated that Patient #1 had refused aide visits but 
confirmed this was not documented in the 
medical record. The DCS also confirmed the 
POT had not been changed to reflect Patient #1's 
refusal of CNA services. 

The POT was not developed in accordance with 
Patient #1 's needs, 
418.66(b) PLAN OF CARE L 543 • Besides the noted in-service training and 

All hospice care and services furnished to ducation that was conducted by the DCSIE W 
patients and their families must follow an n 9/27/13 and 10/4/13 with 100% of RNC~ 5 in 
individualized written plan of care established by ttendance an in-service will be held on 11/ 3/13, 

, the hospice Interdisciplinary group in collaboration ith the Entire IDG Team in attendance. Th sIn-
' with the attending physician (If any), the patient or ervice will ensure that 100% of the hospice staff 
representative, and the primary caregiver in 

- ·~~ ~~ ~or~wlth the pa!lenrs needs If any of re ed~:"'ted on the importance of meeting he J 
them so desire. ~--~-~ .. ---~- !O:LvlsltJrequencles.andJbe_proper_ __ --·~- __ 

!
oc~mentationfA.ct.ion. required should a pati~ntl ' 
m1ly member refuse a visit. In addition, th / 

This STANDARD Is not met as evidenced by: ti IDG 
Based on record review and staff interview, it n re team will be educated/trained on row II 

was determined thE hospice failed to ensure tt document ~hanges in visit frequencie. s in. re . 
___ _ _ all.S"f1m' staff conducted visits at the frequencies MR and the Importance of notifying the RN CM if 

determineift)flfialUGior-4of11'pati611W(#2~-- -- - -- - family-member/palient-request-achange-ln ___ -1 
#5, #8, and #10) whose records were reviewed.V, risit frequency, 
This had the potential to result in unmet patient i 

I 
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needs. Findings include: 
L543 . The combined actions will ensure that ca e and serv es 

rovided, including visit frequencies, will loll w the 
stablished, individualized POT. 4. The 

1. Pallen! #5 was a 73 year old female who was 
admitted to hospice services on 5/23112. Her 
terminal diagnosis was COPD. 

Patient #5 was on hospice services and revoked 
her hospice benefit on three occasions. For the 
porlods when Pallen! #5 was on hospice 
services, she did not receive services specified 
on her POT as follows: 

a. An Initial Comprehensive Assessment, dated 
5/23112, Included orders for DCS/SW services 
monthly, Chaplain Visits twice monthly, SN vislls 
twice weekly, and Hospice Aide visits 3 times per 
week. 

- A Social Assessment dated 6/08/12, included a 

ompletion date of this correction will be 11/ 5/2013. 

ddendum: 

. The DCS/SW or CRNC Or QD 
ill ensure that duting the initial 

rimary IDG Team meeting the POT accura ely reflects 
e correct visit frequencies to meet the pall nts 

nd family specific needs as identified in the Initial 
nd on-going comprehensive process. In ac~itlon, 
e DCSISW or Administrator OR QD 
Ill attend each IDG 

eam meeting ensuring that all Primary IDG earn mem er 
1 isit frequencies are meeting the patient/lam ly needs. 

Bereavement Assessment which was not he CRNC or QND 
completed. There were no further DCS/SW visit , , 
notes during that period of service, ill ensure that during their weekly 

'pdit of 100% of all patient records that the~ imary JDG 
b. A "Hospice Certification and Plan of • eam members are meeting visit frequencle 
Treatment," dated 7/13/12,included orders tor e The DCS or CRNC OR QD 
DCS/SW services monthly and Chaplain Visits lvlll ensure that visits frequencies 
twice monthly. 

a e established at the initial Primary IDG Teafn meeting. 
----~ ·:Chaplain Visit notes were docuinei\leil"o'"h---1---~,~~rDGS/SW·or-AdminislriltoH;JR-QD--~f.---· 

8116112, 8/30112, 9/13/12, 9/26112. No further v Ill ensure on going visit , 
notes for that period were documented, indicating f pquencies meet the patienVfamily needs by attending 
7 missed visits. 

e ch Entire IDG Team Meeting. The CRNC 

- DCS/SW Visit notes were documented on o QND 

_ -· __ ·-··+8117[t2all,d_9/14/12. No further notes lor !hal ill ensure on-going compliance via the 1 00 • weekly 
period were doill!memea;1nalcal1ng 4l111ssed- ·~ --- ··· ·c art-audits:· ·---·--~ ... -~ --- --- - _ ·--- -~--- -­
visits. 

Chaplain and DCSISW visit frequencies did not 
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L 543 Conllnued From page 35 L 543 
follow the written POT established by the IDG. 

c. A "Hospice Certification and Plan of 
Treatment," dated 3/28/13, Included orders for 
DCS/SW services monthly and Chaplain Visits 
twice monthly. 

" Chaplain Visit notes for that period indicated he 
visited Patient #5 twice monlhly except there 
were no visits for the month of April2013, 
indicatlng 2 missed visits. 

• DCS/SW VIsit notes for that period were 
missing for March and April, indicating 2 missed 
visits. 

The DCS/SWwas Interviewed on 9/13/11 at 9:00 
AM. He reviewed Patient #5's record and 
confirmed the missed visits. He reviewed the 
EMR and slated he did not see any 
documentation to explain why the visits were 
missed. 

Chaplain and DCS/SW visit frequencies did not 
follow the written POT established by the IDG. 

c. A "Hospice Aide Assignment,'' dated 6/04/12, 
documented that the aide was to visit Patient #5 

--1-----llfireetlmesaweelram:l-obtairrvital-signs,assist- --········· --·-----···-··------+.--.......... J---1--+ 

with ambula!lon, assist Pallen! #5 to sit up In a 
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 care. 
However, on several visits the tasks had already 

· ·beencompleted-b~the-PC&--Carewas-not ··-··- ----- - - - -- -· . 
provided in accordance with the hospice aide 
assignment. Examples include, but were not 
limited to, the following: 
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• A hospice aide note dated 7/30/13 documented 
Patient #5's food preparation, dressing and nail 
care was not needed and the PCG had already 
assisted Patient #5 with showering, shampoo, 
oral hygiene and linen change. 

-A hospice aide note dated 7131/13 documented 
ambulatlon, food preparation, showering, 
shampoo, and nail care were not needed. The 
note also documented the PCG had already 
assisted Patient #5 with oral hygiene, linen 
change, and dressing. 

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

• A hospice aide note dated 8/23/13 documented 
the aide obtained vital signs, assisted Patient #5 
to the bathroom and provided skin care, but all 
other cares were done by the PCG or not needed. 
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I -A hospice aide note elated 8128113 documented 
the aide assisted Patient #5 to the bathroom and 
provided skin and nail care, but all other cares 

~ ______ w..§re QLOVIded by the PCG or were not needed. 
--~~--·---------·---- ~----~-~--- I 

--~-~--.~-1 One of the CNAs providing care ror Patient #5 
was Interviewed on 9/11/13 at 9:10AM. She 
confirmed the above aide visits were made, and 
she would usually take vital signs and check on 
Patient #5. She stated between herself and the 

......... -· -· _ ___ RJ'l,Patiant #5 would be seen almost every day. 
The CNAstaleaSli<'rhadnotdlscusseddlanging .... ·- ...... . 
the Hospice Aide Plan of Care with the case 
manager. 
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L 543 Continued From page 37 L 543 
Care was not provided and coordinated with the 
PCG In accordance with the Hospice A!de Plan of 
Care. 

2. Patient #8 was an 88 year old male admitted 
to the hospice an 7/11113 for a terminal 
diagnoses of Parkinson's disease. His medical 
record for the certification period of 7111113 
through 10/08/13 was reviewed. 

The POT, signed by the physician on 71i6/13, 
ordered SN visits to be completed once a week, 
w!lh seven PRN visits each week. 

The RN Case Manager documented a visit note 
on 7116/13. On 7124113 the RN Case Manager 
documented !hal Patient #8's wife staled she and 
her husband would be out of town ·~oday and 
tomorrow'' and did not want a visit from the RN 
untii"Thursday this week." The next visft note 
recorded by the RN was on 8101/13, 16 days 
since the last RN visit 

The RN Case Manager reviewed !he record and 
was interviewed on 9/13113 at 8:20AM. He 
confirmed the RN visit frequency hed not been 
followed in accordance with the POT. 

~-----! --·---· -SN-visif-frequeneydl&not..faii0W-lh&-P-OT~~ 

3. Patient 112 was an 80 year old male admitted 
to the hospice an 8/10/12 with a terminal 
diagnosis of Parkinson's disease. His medical 
record fur the certification periods of 6/06/13 
through 8/04113 and B/05113 through 10/03/13 

-- - ····· ·· · ·····-· werer-evi&Wed. -- . 

The POT for the cerllfication period of 6/06/13 
through 8/04/13, signed by the physician on 

FORM CMS·2667{0:Httl} PrevioUS YefsTons. Obsolete Event IO:l£0011 

- -- -" "". 

FaclHty lD: 131664 If conllnuallon sh .. t Pa(Je 38 of 128 



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

STATEMENT OF DEFICIENCIES 
AND PLAN Of CORRECTION 

NAME Of PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

(X1) PROVlDERISUPPLIERICLIA 
IDENTIFICATION NUMBER: 

131554 

(X4) ID 
PREFIX 

TAG 

SUMMAR\' STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY fUll 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

PRINTED; 1010312013 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING 

lD 
PREFIX 

TAG 

STREET ADDRESS, CllY, STATE, ZIP CODE 

1857 SOUTH MILLENNIUM WA"f, SUITE 100 

MERIDIAN, ID 83646 

PROViDER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

09/13/2013 

IXS) 
COMPlETION. 

DATE 

l 543 Continued From page 38 L 543 
5/23/13, documented the OCS/SW was to visit 
monthly with 7 prn visits allowed a weak. The 
POT for the certification period of 8/04/13 through 
10/03/13, signed by the physician on 7/24/13, 
documented !he same frequency for the 
DCS/SW. The DCS/SW visit frequency was no! 
followed in accordance with the POT as follows: 

·A "Missed VIs I! Details" note was recorded by 
!he DCS/SW on 5/28/13 at 2:20PM which stated 
Patient #2's wife had called to tell the OCS/SW 
that Patient #2 had friends visiting and "would 
prefer that SW not visit this month." 

• A "Missed Visit Details" note was recorded by 
the DCS/SW on 6125/13 at 9:35AM which slated 
Patient #2 had a •terrible headache and ls not up 
to a visit." 

-A "Missed Visit Details" note was recorded by 
the DCS/SW on 7/30/13 5:05PM which stated 
Patient #2 refused a visit for the month because 
he had family In town. The next visit provided by 
the DCS/SWwas documented on 8/15/13. 

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

~-~---f -~----1-'ffwOCSfSWwastntarviawact-on-911011~· 
approximately 8:45AM. He stated he attempted 
to reschedule missed visits but did not document 
this. He confirmed the OCS/SW visit frequency , 
did not follow the POT. 

DCS/SW visit frequency did not follow the POT . 
. ~~~··~·····.. ~ ~-~ ~-· ~~- .. -~ -- ~ -

4. Patient #10 was a 78 year old female who was 
admitted 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 4126/13, ordered SN visits to be 
performed twice a week. 

The RN documented visit a visit on 5130113. The 
next visit was documented on 6113113, 14 days 
later. 

The OCSJSW was interviewed on 9112113 
beginning at 10:50 AM. He confirmed SN visits 
had not been performed twice a week in 
accordance with the POT. 

SN visit frequency did not follow the POT. 
l544 418.56(b) PLAN OF CARE 

The hospice must ensure that each patient and 
the primary care glver(s) receive education and 
training provided by the hospice as appropriate to 
their responsibilities for the care and services 
identified in the plan of care. 

L 644 1. Besides the noted In-service training an 
i"ducation conducted by the DCS/SW on 
~/27/13, 10/4/13, and 1019/13 with 100% / 
pf RNCM's in attendance an In-service will 

' pe held on 11/13/13, attended by the Entire J 

DG Team ensuring they are educated on t e 

ew agency policy regarding hospitalization which I 
This STANDARD Is not met as evidenced by: 1 d 
Based on review of medical records and staff nc u es: education at hospice election of b nefit 

Interview, !twas determined the hospice failed to nd admission regarding hospice policy, ed cation j 

ensure e.duc~lion o~ the responsibilities of care o prevent hospitalizations, the process takep if 

1

. 

and services 1dentlf1ed In the POT were provided patient 1s admitted, the need to include re ant 
·tu11wcaraglvers·for+of-'!41Jallents.{#:l:llwhosa_ ----~ ospitaliz.ations.in-Gertification d 
records were reviewed. This failure resulted In a ertificaf . s-eA ·Fe-·-· . ·--- ~-i.· 
potentially unnecessary admission to the hospital Jons, a.nd the reqwrement of the En re I 
and revocation of hospice services. Findings 1PG Team to discuss, review and document 
include; hether the revocation could have been pre ented . 

. All of these actions will help prevent 
Patient #11 was a 57 year old female admitted to h 

i - - ·- f hosplce-servlce!HJn-9/12112wlthatermlnaL ... ·- _ 
1 

-····· ..... nnecessary ospitalizations and revocation 
diagnosis of COPD. Patient #11 revoked hospice · ·! Y anstlril'!g·slafl, patiarns-ancHamilies-l<now when · - - . 
care twice between admission and her death on f nd how to follow the established process a d 

~ rocedures. 
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5/24/13, as follows: 

The RN visit note for 2/12/13 documented Patient 
#11 had taken herselfto the ED on 2/09/13 after 
suffering an anxiety attack. The hospice was 
unaware of this admission until Patient #11 was 
discharged from the hospital on 2/11/13. The RN 
documented that she reviewed the procedure 
with Patient #11 about calling the hospice first 
and put a sign on Patient #11's door with this 
informaiion. 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 medical 
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 Illness 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. 

The IDG meeting notes for2/20/13 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 
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L 544 3. As of 10/10/13, all admission packets w re 

updated to include a Medical Coordination 

Service page, outlining the hospice agency 

as the first responder. In addition, a policy Nas 
created on Hospitalizations with an in-servi e held on 

10/23/2013 which was attended by 100% o all 

RN CM's where they were educated on the 

contents of the policy which includes a port on on 

how to prevent hospitalizations. 4. The 

date of completion will be 11/15/2013. 

Addendum: 
5. Charts will be audited quarterly by the 

CRNCORQND 

to verify that revocation reviews have 

been conducted if needed. 

6. The DCS/SW Or 

CRNC QD will be responsible for implemen ation 
this Plan of Correction ensuring complianc with 

the Medicare COP's regarding Hospice Ca e and 

this agency Policy and Procedures. 

- nailbedswere<lusky.Ths-RN-statedPatient#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 believed Patient 

FORM CM$·2567{02·99} Previous Versions Obsolete Event ID: U0911 Facility 10: 131554 If continuallon sheet Page 41 of 128 



-

·~ 

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

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPUERICLIA 
AND PlAN OF CORRECTION IDENTIFICATION NUMBER: 

131554 
NAME OF PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

(X4)1D SUMMARY STATEMENT Of DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAO REGUlATORY OR LSC IDENTIFYING INFORMAT!ON) 

L 544 Continued From page 41 
#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 
Chaplain to come until family could be !here. At 
about 11:15 AM, the RN received a call from 
Pallen! #11's daughter stating that she was with 
her mother and wanted to talk her mother Into 
being admllted to the hospital. The RN 
documented she received an email from the 
DCS/SW stating that Patient #11 was going to the 
ED. There was no documentation to Indicate the 
RN had attempted to provide the family with 
education related to the dying process or when It 
was appropriate to transfer Patient #11 to the 
hospital. 

A Notice of Patient Enrollment Change was 
signed by Patient #11's daughter on 5107113 
revoking hospice benefits. 

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 stay wilh 
her. She was readmitted to hospice the following 
day. The note documented famlfy had requested 
to take her to the ED because there was no one 
to care for Patient #11 at the Hme. The note also 

-·~---
1!QQIJ!!lented Patient #11 had moved to her . 
daughters home and woUTaremam thewtmtJI-the-
end of her life. There was no documentation that 

· the family was educated on when to call hospice 
or when to go to the hospital. 

The Physician Certification of Terminal Illness for 
, ................... Medicare Hospice Benefit & Admission Orders 

·form Was ·srgnea oy thepllystciamm5/09f1-3and 
documented Patient #11 had "end stage COPD. 
Pt had family !Illegible) + exaoerbatioo +went to 
hospital for encephalopathy. Now wants to 
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resume hospice." 

l550 

IDG meeting notes for 5/15113 did not contain 
documentation to Indicate Patient #11's overnfght 
stay in the hospital had been addressed by the 
IDG team. There was no documentation to 
indicate the need for further education of the 
family/caregivers had been addressed. In 
addiHon there was no documentation to indicate 
Patient #11's revocations had been investigated 
In order to determine If the hospitalizations could 
have been prevented. 

The DCS/SW was inteJViewed on 9/12/13 at 
10:15 AM. He confirmed there was no 
documentation Patient#11's family had been 
educated in relation to tile events that caused 
Patient #11to revoke services. He confirmed the 
revocation events had not been investigated. 

The hospice failed to educate Patient #11 's family 
in order to prevent hospitalization. 
418.56(c)(5) CONTENT OF PlAN OF CARE 
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L 550 . In seJVIce training and education was co dueled 
by the DCS/SWon 9127113, 10/4/13 and 10 9/13 

[The plan of care must Include all services 
necessary for the palliation and management of Nlth 100% of the RN CM's In attendance. I -SeJVice 
the terminal illness and related conditions, ontent addressed the requirement of the pl~n of care 
including the following:] o Include all seJVIces necessary for the pall atlon 

~-~--f «-~·-~«-l.-r (t5ffille(llcl:illmpplialnll!d"PfJiiances-necessary-to« «--· ~b.,n-~uonanagementofiheierminaHIIrreSS<tnd l'elate&-· 
meet the needs of the patient. 1 pondltions Including medical supplies and 

/ ~ppllances necessary to meet the needs of he 
This STANDARD is not met as evidenced by; patient. 2. These actions will ensure that C ME 
Based on record review and ln!eJView, it was s included in the patients POT and supplie< in 

determined the agency failed to ensure DME was ccordance with their needs. 
·~······ identifiadon-patientf'OTs-andsupllliedln -- -

accordance with patient need lor 6 of 11 patients 
(#2, #3, #6, #7, #8, and #11) whose records were 
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reviewed. This resulted in paUent needs baing 
left unmet and unnecessary patient injuries 
occurring. Findings Include; 

1. Patient#11's 9112112lnltia! Hospice 
Certification and Plan of Treatment documented 
she was a 57 year old female with pulmonary 
disease (end stage COPD). Her record did not 
include documentation that DME was provided In 
accordance with her Identified needs as follows: 

a. Her DME Order Details note, dated 9/6/13 
documented she required DME which Included a 
shower hose and an over bed table. However, 
Patlent#11's record did not include 
documentation that she received the DME. Her 
9/12112, 12/11/12, 2112113,4113/13, and 5/09/13 
Hospice Certification and Plan of Treatment 
forms all continued to document she needed the 
shower hose and an over bed table. 

b. Her DME Order Details note, dated 9/06/13 
documented she required DME which included a 

I shower chair. However, Patlent#11's record did 
not Include documentation that she received the 
DME as follows; 

Patient #11's 9/12/12 Hospice Cerilficallon and 

I 

. 
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tl. At time of admission patient needs are 
nitlally assess and continually re-assessed hroughout 
uration of treatment. The supplies and ap !lances 
re provided as soon as the need Is idenlifi d. 

rhe RN CM's are responsible for ordering a /or 
erlfylng the ordering of and delivery of any eeded 

nedlcal supplies or equipment. The nems re 
dentlfied that the patient already has and u es 
s indicated in the clinical chart (with the wo ~s 
patient owns") under the heading "Body Sy terns 
f\Ctivity Musculoskeletal Finding" in the sect pn labeled 
Patient Used Mobility Equipment and Devi es." 
he DME orders section in the clinical chart wm 
e created at admission. If applicable, whe 
he first ordered equipment and/or supplies re 
elivered to the patient. Each item will be II ted 
ith the actual word "delivered" to indicate ~ ctual 
elivery to and receipt of such item by the p tient. 
ny subsequent equipment and/or supplies f'vill be 
dded by updating the current DME orders ~s 
pposed to creating a new order) in order to keep 

ding 

he 

PlalnlfTreatmetll form=ntinued~document~-
_te full list in one area of documentation lncl 

~--· <Htem,clelivery-<late,am:f-werd2!dellver.ed" 
~··-·'·-·· 

she needed the shower chair. p indicate actual delivery to and receipt of s ch item 

An 11/16/12 RN visit note stated "Patient needs 
y the patient Any needs will be discussed with 

shower curtain and shower chair ... " re Entire IDG Team and documented In thE 
me correlated IDG Comprehensive Assess nent. 

An 11127112 RN visit note documented Patient he Primary IDG Team will review and docu nent 
··~·· #it had faHen after·her bath; had hi I her-head- -~ ----- reeds; refusals; and reassessmoots ·of·need~: .... + . 

and was bleeding. The note documented she hit 
heed head above her right eye and the area was J 

swollen. She also had a 4 em cut on her left shin 
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L 550 Continued From page 44 
and a dark bruise on her lefllnner knee. The 
note stated "We discussed getting a shower rug, 
shower chair and shower curtain again." The 
note stated "Floor was prol>ably wet due to 
missing shower curtain." 

A subsequent Hospice Aide Visit note 
documented the shower curtain was hung and a 
non-sUp mat was placed on 11/29/12. However, 
no information regarding Patlent#11 receiving a 
shower chair was present. 

An 11/30/12 RN visit note stated "Now has 
shower chair, bath mat, bath rug and shower 

I curtain." However, Patient#11's 12111/12, 
2/12/13,4/13/13, and 5109/13 Hospice 
Certification and Plan of Treatment forms all 
continued to document she needed !he shower 
chair. 

c. A physician's Face to Face Visit note, dated 
2/14/13 stated " ... her nebulizer Is not 
functioning ... • Documentation regarding when 
the nebulizer was replaced could not be found in 
Patient #11's record. 

d. The Assessment summary section of her 
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ft\ddendum: 
~· The completion date for correction will 
1111512013. 5. The Fiance/HR Director an 
he Administrative Assistant OR 
QD 
will perform 
monthly audits to compare the list of 
ctual delivered DME equipment with that 
f the requested list in the clinical chart. 
6.Finance/HR Director and the Administrati e 
~ssistant OR 
po 
~Ill be responsible for implementing 
~is acceptable plan of correction. 

5/09/13 Hospice CerUficatlon CerHflcatlon and [ 
- -t- -+1'1' rlatnl1:ate\tshlnlsed<r4-wheetwalker,but-~ ---·---~--~----~-~~--~----~+----+~f---1 

needed a new one as Patient #11's was "old and 
rickety." Documentation that the walker had l>een 
replaced could not be found In Patient #11's 
record. 

The DCS/SW was interviewed on 9/12/13 
· - ---- · - beginnlng-al-40:15AM-.H&-oon!lrmed there-was-­

no documentation to Indicate the DME needs 
Identified al>ove had l>een provided. 
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L 550 Continued From page 45 L 550 
DME had not been supplied In accordance with 
Patient #11 's needs. 

2. The Patient Used Mobility Equipment and 
Devices section of Patient #3 RN Case Manager 
visit 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 Treatment did not 
include the recliner or the shower chair. 

The DCS/SW was interviewed on 9/12/13 
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 
Certification 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. 

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 7/26/13, documented she used 
DME which included an electric scooter. 
However;f>atient#7'si'/26/13 Hospice-···· 
Certification and Plan of Treatment did not 
include the electric scooter. 
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L 550 Continued From page 46 • l550 
The DCS was Interviewed on 9/11113 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. Patient #2's 8/29/12 RN Case Manager notes 
documented in the Patient Used Mobility 
Equipment and Devices section that Pallen! #2 
required a walker, recliner, wheelchair, shower 
sea~ bedside commode, adjustable bed, toilet 
seat riser, bed ralls, and an exercise bike, 
Patlent#2's 5/01/13,5116/13,5/22113,5/29/13, 
6/12113, 6/25/13, 7/03113, 7117/13, 7/24/13, 
7/31/13, 8/07113, 8/14/13, 8/21/13, 8/28/13, 
8/28/13 and 9/04113 RN Case Manager notes 
documented he required the same equipment , 
listed In the 8129/13 note and included a transfer 
pole. 

However, his 6/06113 and 8/06/13, Hospice 
Certification and Pian of Treatment stated he 
required walker, a wheelchair, a suction machine 
and a shower chair. The recliner, bedside 
commode, adjustable bed, toilet seat riser, bed 
ralls, and the transfer pole were not Included in 
Patient #2's POTs. 

·- ~--~ -AdEIItlaRally,PatiarMI2'sJl/M/.13,.15l15ID._ 
5/22113, 5/29/13, 6/12113,6/25/13, 7/03/13, ·-· ~---·- -·-·--~·--~·--~--- ~-~~-·-·!--+ 
7117113, 7/24/13, 7131/13, 8/07/13, 8114/13, 
8121/13, 8/28/13, 8/28/13 and 9/04113 RN Case 
Manager notes documented In the Patient Used 
Mobility Equipment and Devices section that a 
new shower chair was ordered on 5115/13. 

·········· - . - ...... -P~tient#2'srecord did noUMJude illform!ltLon _ _ _ _ 
regarding when or if he had received the new ··· --
chair. 

Event ID: LI0011 fa~lil;' 10:131554 

. ·-· .... -- .... 

If con!lnuallon shoal P81Je 47 of 126 



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

STATEMEifr OF DEFICIENCIES 
ANO PLAN OF CORRECTtON 

(X1) PROVIDERISUPPUERICIJA 
IDENTIFICATION NUMBER: 

131554 
NAME oF PROVIDER OR SUPPliER 

ACCENT HOSPICE CARE 

(X4)1D 
PREFIX 

TAO 

SUMMARY STATEMEMT OF DEFICIEMCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUlL 

REGULATORY oR LSC IDENTIFYING INFORMATION) 
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The OCS/SW was Interviewed on 9/12/13 
beginning at 10:50 AM. He confirmed the DME 
was not included on the POT. 

DME was nDiinc!uded in the POT or supplied in 
accordance with Patient #2's needs. 

6. Patient #5's lniUal Comprehensive 
Assessment, dated 5/23/12, stated she required 
a quad cane, a Ill! recliner, a wheelchair, a 
shower seal, a bedside commode, a toilet seat 
riser, grab bars, a grabber/reacher, and a wedge 
pillow lor her bed. 

Additionally, her RN Case Manager visit notes, 
dated 5/02/13,5/09/13,5/24/13,5/30/13,6103/13, 
6/10/13, 6/17113, 6/20/13, 6/29/13, 7105/13, 
7111/13, 7/18/13, 7/25/13,8/01/13, 8/08/13, 
8/15/13,8122/13, and 8/29/13, stated she 
required a quad cane, a lift recliner, a wheelchair, 
a shower sea~ a bedside commode, a toilet seal 
riser, grab bars, a grabber/reacher, and a wedge 
pillow lor her bed. 

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

~r----~- .FITilher, Patleilf#5's7/t11t3-Faceio-faooVisit~f------­
Details note staled Patient #5 had peripheral 

-·-~-------~--·~----~-- ____ j 
edema, which "has become a very large 
problem." The note stated "I think she would be a 
candidate for a sequential pressure lympedema 
pump. I will see If [company name! can set her 
up with that" 

--- ... - -: ------- ··- - ...................... . 
- -------- --

No additlonallnformation regarding the status of 
the pump (if she received it, If it was effective, 
etc.} was present fn Patient #5's record. 
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The DCSISW was Interviewed on 9/12/13 
beginning at 10:15 AM. He confirmed there was 
no documentation to Indicate the DME needs 
identified above had been reconciled. He also 
confirmed the POT dld not Include all DME for j 
Patient #5. · 

DME had not been Included in the POT or 
supplled In accordance wHh Patient #5's needs. 

L 555 418.56(e)(2) COORDINATION OF SERVICES 

[The hospice must develop and maintain a 
system of communication and integration, in 
accordance with the hospice's own policies and 
procedures, to-] 
(2) Ensure that the care and saJVices are 
provided in accordance with the plan of care. 

This STANDARD is not met as evidenced by: 
Based on interview and medical record review it 

was determined the hospice failed to ensure care 
and services were provided in accordance with 
the POT for 1 of 11 patients (#10) whose records 
were reviewed. This failure had the potential to 
adversely affllct coordination of care and quality 

L555 • In-service training and education was co dueled 
ythe DCS/SW on 9/27/13,1014/13, 10/911' and 
0/16/13 with 1 00%of required staff in alten ance. 

irhe education covered the requirement of 
he POT to be individualized to each patient 
nd care and services needed will be 
ystematically communicated and integrate 
etween all members of the primary IDG 

ream. 2. These actions will ensure that th 
gency maintains a system of communicati< n 
nsuring aide services are provided in acco dance 
ilh the POT. 3. Cares and services will 
e reviewed, every 14 days, with the Entire 
DG team. Cares and Services needed will 

-- ~---·-- of patient care. Findings include: e reviewed with the Entire IDG Team and 
ocumented by the Primary IDG.Team RNC M 

...... -

--~~--·-·-~-·-· 

Patient #1 o was a 78 year old female who was 
admitted to the hospice on 3/12113. She revoked 
hospice services on 6/20113. Her diagnoses 
Included COPD, lung cancer, and depression. 

The RN note titled General Clinical Chart Details, 
--1-dale<! 3/12113;stated Patlent#tO a; .. wlll-have- -· --- · · · ··· 

nursing and an aide to begin with." The nursing 
note stated care was coordinated with the 

o ensure they are provided in accordance v ilh the 
POT. 4. Completion date will be 11/15/201 

- ----·-·····- --.......... +············--
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l55S Conllnued From page 49 
DCS/SW, Chaplain, hospice aide, Medical 
Director, and the patient. However, the form 
Assignment Details, dated 3112/13, which listed 
all staff who were to provide care to Patient #1 0, 
did not list the aide. 

The aide documented 1 visit to Patient #1 0, on 
3115/13. She also documented Patient #1 0 
refused aide services on 3/25/13, 3127/13, and 
4/01/13. No aide visits were attempted alter 
4/01/13 untiiB/05/13. 

Twelve nursing visits were documented between 
3115/13 and 6/05113. None of the nursing notes 
documented Patient 111 o refused aide services or 
that aide services were not being provided. Each 
nursing note used the same language to 
document coordination of care had occurred with 
the DCS/SW, Chaplain, hospice aide, Medical 
Director, and the patient However, the notes did 
not document what was discussed. 

Between 3/15/13 and 6/05/13, none of the 61DG 
meeting notes Included the status of the hospice 
aide. 

The DCS/SWwas interviewed on 9/12113 
beginning at 10:50 AM. He confirmed 
""Ordinati0111lLcarabatwe.an..tea~rs was 
not documented. 

The agency did not maintain a system of 
communication to ensure aide services were 
provided In accordance with the POT. 

L557 416.56(e)(4) COORDINATION OF SERVICES 
--- ---------- .. ·-------------- ----· 

[The hospice must develop and maintain a 
system of communlcallon and integration, in 
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5. 
Addendum: 
The DCS or CRNC OR 
QD 
will ensure that during the 
initial Primary IDG Team Meeting the POT 
accurately reflects the services and freque cy 
of visits that the hospice Aide will provide tc the 
!Pallen!. In addition, the DCS/SW or Admin I trator 
ORQD 
will attend each IDG Team meeting ensurin that all 
Aida Services are being provided in accord nee 
~ith the POT. 
The CRNC OR 
QND 
will ensure 
that during their weekly audit of 100% of all 
patient records that hospice aide services 
are being provided in accordance with the 
POT. 6. The CRNC OR QND 
will ensure 
hat Hospice Aide Services are being provi ed 
n accordance with the POT during their 10 % 
~eekly review of all clinical charts. The DC ~/SW 
r1\uministrator-0RClD--· ····~ ----

will ensure on-going 
Hospice Aide visits are being met by attend ng the 
he Entire IDG team meeting. The DCS or 
CRNC OR QD will ensure that hospice Aid visit 

l557 requencies and services are accurately re ectad 
aufing theTni!ialptrmary!DGTeammeetin( 
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L 557 In-service training and education was 
onducted by the DCS/SW on 1 0118/13 

ith the RN CM's. The Coordination of 

(XO) 
COMPl.ErtON 

DAlE 

(4) Provide for and ensure !he ongoing sharing of 
Information between all disciplines providing care 
and services in all settings, whether the care and 
services are provided directly or under 
arrangemenl 

are Section in the clinical chart will now re eel 
ho was directly involved n the discussion 

egarding the patient's care, and the date 

at this discussion took place, as opposed 

comprehensive list of all disciplines who h ve 
This STANDARD Is not met as evidenced by: een involved with the patients coordination 
Based on review of medical records and staff f care since their admission to hospice. 

interview, it was determined the hospice failed to . This action on the part of the RN CM 
maintain a system of communication and ill ensure that the documentation accurate! 
integration to ensure informatton was shared 
between all disciplines providing care for 7 of 11 fleets what care was provided and who pr vided 
Patients (#1, #2, #3, #5, #8, #10, and #11) whose aid care as reflected on the POT. 3. Care 
records were reviewed. This failure resulted In a nd services for all disciplines will be review d 
lack of coordination of care. Findings Include: very 14 days, with the Entire IDG Team. ' 

The DCSISW was interviewed on 9/12113 at 1 fter this review the RN CM will document (cpordination I 
10:15 AM. He staled the agency's EMR system cf care) that all disciplines are providing care and servic s , 
would automatically populate information from I accordance with the POT. 4. Completion ~ate ! 

one visit to the next without staff actually making v ill be 11/1512013. ,,./, 
an entry In the patient's medical record. He , DDENDUM: 
stated staff were not always vigilant In correcting : The DCS or CRNC or QD will 
that error. The following examples contained 
documentation of care coordination that had not e sure that upon admission, the cares and s rvices 

1

. 

~-C'-- ___ actually occurred:__ a curately reffects the services and cares ne ded by 
. -·-----~·-~--.--·- ~----tl e-patlenllfamily~·l1H!tl€litien;-the-9G8/SW-t F---·- _ -+ 

a. Pal1ent #1 was a 81 yea~ old fema!e admitted Jl ministrator OR QD will attend each IDG T am Meetin -·,, 
to the hospice on 7/12/13 With a term1nal e suring that 11 d · . 
diagnosis of GOPD. tier medical record for the . . a care an _services are bemg 
certification period of7/12113 through 10109/13 P OVIded In accordance With the POT. The CflNC or I 
was reviewed. Coordination of care with the iDG C ND, will ensure that during their weekly aud t 

.......... . . . _ ......... andrne111bersof ~alien! #.1's family was o 100% of all patient records, that all agency J'. 

documenled ln tne Rlltvls11 notes, ilut had·nct ·· -- - - d ~clpHnes are-providing the'Cal'e and · · d that . 
actually occurred. Examples Include, but were I""'' . serv1ce .-an 
not limited to, the following: '",-se ~are and serv1ces have been documen ed 

j (( oordmator of Care) in accordance with the OT. 
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L 5571 Continued From page 51 
-RN visit notes dated 7118/13, 7/25/13, 8/01/13, 
and 8115/13 documented care was coordinated 
with the DCSISW, Medical Director, patient, 
daughter, and granddaughter In the Coordination 
of Care section oflhe RN visit notes. 

b. Patient #2 was an 80 year old male admitted 
to the hospice on 3109112 with the terminal 
diagnosis of Parkinson's disease. His medical 
record for the certification period of 6/06/13 
through 8/04113 was reviewed. Coordination of 
care with the IDG and members of Patient #2's 
family was documented in the RN visit notes, but 
had not actually occurred. Examples Include, but 
were not limited to, the following: 

- RN visit notes dated 6/0B/13, 6122/13 and 
6/12113 documented care was coordinated With 
the DCS/SW, Medical Director, patient, and wife 
in the Coordination of Care section of the RN visit 
notes. 

c. Patient #3 was a 90 year old male admitted to 
the hospice on 512512012 with a terminal 
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L 557 6. The CRNC or QND will ensure that all 
disciplines are providing care and services 
In accordance with the POT during their 
1 00% weekly review of all clinical charts. 
The DCS/SW or Administrator 
ORQD 
will ensure on going cares and services ar provided, 
in accordance with the POT, by attending 
each Entire IDG Team Meeting. The DCS SW or CRr C 
ORQD 
will ensure that care and services are accu ately refte< ed 
during the 
initial Primary IDG Team Meeting. 

diagnosis of sigmoid colon cancer. His medical t 
record for the certiOcatlon period of 8118/13 
through 10/16113 was reviewed. Coordination of 
care with the IDG and members of Patient #3's 

· '----·~ ·famlly was docrnnented'inillaRN~Islt-notes,btll ---~---·----------~---- .... __ .. __ -
had not actually occurred. In addition, the RN 
documented care had been coordinated with the 
Chaplain, but Chaplain services were not 
Included In the POT. Examples Include, but were 
not limited to, the following: 

I· - · •RNvisltnotes, da!ed6/1-1/13,-7117/13and ··· --
8/06113, documented care was coordinated with 
the DCS/SW, Chaplain, Medical Director, patient, 
and wife In the Coordination of Care section of 
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L 557 Continued From page 52 
the RN visit notes. 

) d. Patient #8 was an 88 year old male admitted 
to the hospice on 7/11/13 wllh a terminal 
diagnosis of Parkinson's disease. His medical 
record was reviewed for the certification period of 
7/11/13 through 10/08/13. Coordination of care 
wuh the lOG and Patient #8 was documented In 
the RN visit notes, but had not actually occurred. 
In addition, the RN documented that care had 
been coordinated with the Chaplain, but Chaplain 
services were not included in the POT. Examples 
include, but were not limited to, the following; 

- RN visit notes, dated 8/01113, 8/27/13 and 
9/10/13 documented care was coordinated with 
the f'JCS/SW, Chaplain, Medical Director and 
patient in the Coordination of Care section of the 
RN visit notes. 

e. Patient #5 was 73 year old female admitted to 
hospice seJVices 6/01113 with a terminal 
diagnosis of COPD. Coordination of care with the 
IDG was not accurately documented. Examples 
include, but were not limited to, the following: 

The Staff Assignmen_ts section of Patient #5's 
+-~-~ . .fOT, dated 5/27/13, documented she was to 

receive the folloWing seiV1ces: SoCial Ser\lroes,­
Case Management, hospice aide, Medical 
Director, volunteer seJVices, and Chaplain 
services. 

...... 

Her record contained a Chaplain visit note, dated 1 
...... 8/01J?C:13, doc_mnentln~ a high school volunteer 

had arnved durfng the v1stt: - - · 

However, the General Clinical Chart Details, 
dated 8/01/13, documented care was coordinated 

.Ev~nt tD: L001J11 
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L 557 Continued From page 53 L 557 
with the DCS/SW, hospice aide, patient, Medical 
Director, family, 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 Chaplain visit notes 
that documented there were two Chaplain visits in 
July 2013 and 3 visits in August 2013. 

The General Clinical Chart Details, dated 7/05/13, 
7/11/13, 7/18/13,and 7/25113 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 Chaplain or 
Volunteer Coordinator was present. 

Additionally, Patient #5's record contained visit 
notes, dated 7/01/13,7/15113, 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 

---'1-----l_;; a~co=cu~m~entatlmnlrcuordlnatiorrbetweenihe-C-a~..-e-t---+-------------_jf--___ J_j_j 
Manager and the Chaplain or Volunteer 
Coordinator was present. 

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

---------- +-------------------------- I onallthreenotes:· 

f. Patient #11 was a 57 year old female admitted 
to the hospice on 9/12/12 with a terminal 
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L 557 Continued From page 54 L 557 
diagnosis of COPD. Her medical record for the 
certificaHon period of 9112/12through the lime of 
her death on 5/24/13 was reviewed. Coordination 
of care with the lOG and Patient #11 was 
documented In the RN visit notes, but had not 
actually occurred. Examples Include, but were 
not limited to, the following: 

• RN visit notes dated 2/15113, 3/02/13, 5121/13 
and 5/23/13 documented care was coordinated 
with the DCS/SW, Chaplain, Medical Director, 
and patient In the Coordination of Care section of 
the RN visit notes. 

g. Patient #10 was a 78 year 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 
certification period of 6110/13 through 9/07/13. 
Coordination of care with the IDG and members 
of Patient #10's family was documented in the RN 
visit notes, but had not actually occurred. 
Examples include, but were not limited to, the 
following: 

• RN visit notes dated 5/3/13, 519/13, 5121/13 
and 5/24/13 documented care was coordinated 
with the SW, Chaplain, hospice aide, patient and 
htlsbaiUiirrtlt&Geer<linalfon~arasection..oL_.c--·--··i-~~,-~.-~-~·~,,--------·- --·--~ 
the RN visit notes. 

An RN note, dated 5124/13, documented 
"Husband has not been as verbally abusive in the 
last few weeks as he usually Is, but she remains 
nervous and anxious some of the time." The RN 

· ·· dGcumentedcarewas coordlnated_wllbJhe$W, ___ _ 
Chaplaln, hospice afde, patient and nephew in the 
Coordination of Care section of the RN visit 
n*& i 

Evanl IO;LI09l1 Fa~Uty ID; 13Hl54 If continuation sheet Page 55 of 128 

j 

I 



··-· 

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

STATEM!:NT OF DEFICIENCIES ()(l) PROVIDERISUPPtiEl1/CUA 
AND PI.AN OF CORRECTION IDENTIFICATION NUMBER: 

. 131554 

NAME OF PROVIDER OR SI)PPLIER 

ACCENT HOSPICE CARE 

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR lSC IDENTIFYING INFORMATION) 

L557 Continued From page 55 

Patient #10's medical record did not contain any 
documenlallon of DCSJSW Intervention during 
the month of May. Additionally, her POT, dat<:>d 
3/12/13, documented there was no Chaplain 
assigned to her case. 

In an Interview on 9112113 at 10:15 AM, the 
DCSJSW confirmed the coordination of care 
notes were populated from one visit to the next 
and the RN was not actually speaking to all 
members of the lOG team and family at each 
visit. 

Care was not coordinated as documented. 
L559 418.58 QUALITY ASSESSMENT & 

PERFORMANCE IMPROVEMENT 

! 
This CONDITION is not met as evidenced by: 
Based on staff interview and review of agency 

policies, QAPI documents and meeting minutes, 
! it was determined the hospice failed to ensure a 
QAPI program was fully developed, implemented, 
and maintained. This resulted In !he agency's 
Inability to monitor lis services and Improve the 

~~-·~ quality ofpatloot c!!rel'lml~asedllrr-----
relevant data. Findings Include: 

1. Referto L561 as It relates to the failure of the 
agency to ensure the QAPI program was capable 
of showing measurable Improvement in indicators 
related to Improved palliative outcomes and 

......... -------------- tiDsplcE>services: 

2. Refer to l563 as It relates to the failure of the 
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L559 Continued From page 56 
agency to ensure the QAPI program used quality 
indicator data, including patient care, and other 
relevant data, In the design of rts program. 

3. Refer to L566 as It relates to the failure of the 
agency to ensure the QAPI program focused on 
high risk, high volume, and problem-prone areas. 

4. Refer to L571 as it relates to the failure of the 
agency to ensure performance Improvement 
projects were developed and Implemented. 

5. Refer to L574 as It relates to the failure of the 
agency to ensure the governing body assumed 
responsibility for Implementing and maintaining 
the QAPI program. 

The cumulative effecflve of these systemic 
practices resulted in the Inability to assess quality 
and improve performance. 

L561 418.58{a)(1) PROGRAM SCOPE 

(1) The program must at least be capable of 
showing measurable improvement in Indicators 
related to improved palliative outcomes and 
hospice services. 

·~~·-~· 
]])is STANDARD is not met as evidenced by: 
Based on staff IntervieW anifl'evlawnr-QAPt-~· 

documents, it was determined the hospice failed 
to ensure the QAPI program was capable of 
showing measurable Improvement in indicators 
related to Improved palliative outcomes and · 
hospice se!VIces. This resulted In the Inability of 

... 
Jhe agency todetermlne whether or not its . 
ser\llceswiire meeling pattents'needs;· Ftndings 
Include: 
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L561 11/4113 
A new policy was developed on 11/4/13 wit 

regards to the QAPI program. The frequen y 
~nd detail of the data collected was approv d 
py the Governing Body. Data collected is 

pased on incidence, prevalence and severit 

lf the problem and includes the following 

uality indicators; 

,J,~ympfomManagamelll!'? 

.)GarePiannlhg allt:l [:J<luvetly<s 
L561 . ) lnfectitm Gonlrtlf::Z, 

') tncidenee ailifOceurrence 'fracklng of .c 
otential adverse and sentinel events (Adve se 
vents are defined as any action or inaction 

Y a hospice that causes harm to a hospice 
alien!). I 
II data collected is reported to the Admlnist -~-~--' a tor 

~j 

r Administrative Designee, via a written rep 

r EMR. If a written report is required for the 

' ectronic QAPI software system, the Admin! 
( Administrative Designee, will enter that 
. 
I formation Into the system. ····· . 
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re Governing Body meets every quarter, or 
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Continued From page 57 
The agency policy Organizational Performance 
Improvement Plan, not dated, stated "The 
primary goals of the organizational Performance 
Improvement Plan are to continually and 
systematically plan, design, measure, assess and 
Improve performance of critical locus areas 
relatiVe to palliative outcomes and Hospice 
setvlces." The plan stated the focus would be on 
4 components which included symptom 
management, care planning and delivery, 
infection control and incidence and occurrence 
tracking. The plan slated data was to be 
collected from 31 separate data sources, which 
included but were not limited to the following: 

I Pri~FlX I TAG 
• 

PROVIDER'S PLAN OF CORRECTION 
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DEFICIENCY) 

(X&) 
COMPLETION 

DillE 

L 561 Continued from page 57 

L 561 as needed, to review data reports. The nur ber and 

scope of distinct performance improvement 

projects conducted annually, based on the eeds 

of the hospice's population and internal org nizational 

!needs, reflect the scope, complexity, and 

past performance of the hospice's services ~nd 

operations. The improvement project is de ~rmined 

through the following methodology: 

1.) Analyze all aggregated summary report 

generate by the ERM or QAPI software sys em. 

2.) Identify and prioritize any areas of weak ess 

or high risk. 
·Outcomes of processes or services, including 3.) Develop and Implement a strategy to mi imize 

, adverse events. 
-Infection control surveillance and reporting. the risk of the problem areas. 
·Medication use, Including adverse 4.) Take appropriate actions aimed to impr( ve 
reaollonsferrors. the problem areas. 
• Timeliness of assessment and evaluation of 
setv!ces. 5.) Monitor and track the progress oflhe pe~ormance 
·Appropriateness of treatmenl improvement project by comparing previou 
• Patient treatment plan toward end of life quality and current summary reports. I' 

goal setting. 

administered. and recommendations to the appropriate st ff. 
-Assessment of the efficacy of treatment The Governing Body then reports their findi gs II 

- Patient/family education . 
.. --+---~H'Hfeetion~ntrei-PFaGtlGeSc---· ----!-.. ·-_Th_e Governing Body_?e~s_ig~n~at_e_s_w_ha_t~_ct_io+s_a_r_e_to_be+--l··_j· 

• The appropriateness and effectiveness of pain taken and who will be responsible for imple nenting 

............. 

management and control.. any changes necessary. The Administrator s 
• Significant medication errors . 
• Significant adverse drug reactions. ultimately responsible for overseeing the er tire 
-Appropriateness of pain managemen). QAPI Program . 

.. ············~ However, a spacfllc plan .to meaaurethe. items ..... 
was not documented. 

When interviewed on 9/11/13 beginning at 10:50 
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Continued From page 58 
AM, the Administrative Director stated a plan that 
included specific quality Indicators for the agency 1 
to monitor i!l order to evaluate ils practices had 
not been developed_ She stated the agency's 
EMR automatically gathered data regarding 1 
quality indicator and trans milled it to CMS. She 
staled the quality indicator measured the amount 
of pain the patient staled on admission versus the 
amount of pain the patient stated 48 hours later. 
She stated this was an automated process and 
no agency practices were evaluated to determine 
what impact the agency had on levels of pain 
exporienced by patients. She staled this data 
was not used to improve the agency's processes. 
She stated she could not provide documentation 
ef any quality indicators that had been monitored 
in the past year that were part of the agency's 
internal QAPI program. 

The facility failed to ensure a plan had been 
developed to collect quality indicator data in order I 
to demonstrate measurable improvement related 
to palliative outcomes and hospice services. 
418.58(b)(1) PROGRAM DATA 

(1) The program must use quality Indicator data, 
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L563 11/4/13 
1\ new policy was developed on 1114/2013 

n regards to Accent Hospice's QAPI progr m. 

~ala is collected, using several sources. 
These sources include Active Patient 
Records, Clinical Assessments, 

Family Surveys, IDT meetings, Clinical Stat 

The frequency and detail of the data collect d 

r;as approved by the Governing Body on 1 c 23/13. 

)ata collected is based on the incidence, 

revalence, and severily of the problem and 

ncludes the following quality indicators: Sy hptom 

~anagement (Le. pain, dyspnea, nausea, C)nstipation, 
iarrhea, depression, insomnia, anxiety), 

nfection control (Le. UTI, Respitory tract, nc n­

urgical wound, IV site, or other indicated 

L 563 vpe of infection), Care Planning and Delive w, 
I cidence and Occurrence Tracking (i.e. fall , 
on-falls, skin tears laceration bruise 

including patient care, and other relevant data, in . . ' ' ' 
~- ----~- tbadesigllJlU!:tP_I9.9£llm._~-~-~ edJcat1on adverse reaction such as allergy 

--~ --~~-f'sp1rntory<Jislllll!s;<werlywdamd-ormllw+--~-~-I­
Thls STANDARD is not mel as evidenced by: 
Based on staff Interview and review of agency 

policies and QAPI documents, it was determined 
the hospice failed to ensure the QAPI program 
used quali[y Indicator data, Including patient care, 

_ -·-··· a!ld otheUI"ll!l\lant_data,in thedeslgn oflts 
program. This prevented the agency lronr ·· -
developing a program which contained enough 
information to evaluate its services. Findings 

Even! ID:LIG911 

pecifted reaction, medication error or count 

iscrepancy, motor vehicle accident, was th 

vent senlinel (i.e. suicide, assult, homicide, 

c r olher crime). The nurses are responsible or 

··~ atherlngthe iAformatlor;,. They ara.also -res om;~ _ f· 

I r entering the information into the EMR, filii g out 

a I of the QAPI reports and getting said inforr, ation 
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L 5631 Continued From page 59 
include: 

The agency policy Organizational Performance 
Improvement Plan, not dated, stated "The 
primary goals of the organizational Performance 
Improvement Plan are to continually and 
systematically plan, design, measure, assess and 
improve performance of critical focus areas 
relative to palliative outcomes and Hospice 
services." The plan staled the focus would be on 
4 components which included symptom 
management, care planning and delivery, 

f infection control and Incidence and occurrence 
i 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 surveillance and reporting. 
-Medication use, Including adverse 

1 reactions/errors. 
- Timeliness of assessment and evaluation of 
services. 
- Appropriateness of treatment. 
- Patient treatment plan toward end of life quality 
goal setting. 
- Documentation of patient progress. 

/-Assessment of the efficacy of treatment 
administered. 

··---- ~l"atienllfamil)Leduoatio.n~ .. ~-··--··---
- Infection control practices. 
-The appropriateness ancl effectiveness of pain 
management and centro!. 
- Significant medication errors. 
- Significant adverse drug reactions. 
-Appropriateness of pain management. 

..... ----------- I .. . .. ....... .......... ----- ... .. .. . ........ ... -
However, a plan to use specific quality Indicator 
data to monitor these items was not documented. 
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L 563 Continued from page 59 

L 563 ,turned into the Administrator or Administrat e 
Designee in a timely manner. If a written 

report is required for the electronic QAPI sc ~ware 
system, the Administrator or Administrative 

Designee, enters that information into the 

system. The Governing Body meets every 

~uarter, or as needed, to review data report 

h-he number and scope of distinct performa ce 
mprovement projects conducted annually, a sed 
on the needs of the hospice's services and 

operations. The improvement project is 

etermined through the following methodol gy: 
.) Analyze all aggregated summary reports 

penerated by the EMR or QAPI software sy !em. 
~-)Identify and prioritize any areas of weakJ ess 
pr high risk. 

.) Develop and implement a strategy to mi imlze 
he risk oflhe problem areas. 

.) Take appropriate actions aimed to lmpro e 
he problem areas. 

.) Monilor and track the progress of the 

r--~·--·-~ 
erformance improvement project by compE ring -·. . ---··~ -·------~ 
revtous and current summary reports. 

he Administrator is ultimately responsible f r 
verseeing the entire QAPI program. 

- . -
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l563 Continued From page 60 
When Interviewed on 9/11/13 beginning at 10:50 
AM, the Administrative Director stated the agency 
had not gathered quality indicator data in the past 
year for an Internal QAPI program. She also 
stated the agency had not used quality indicator 
data in the design of its program. 

The facility failed to enst1re quality indicator data 
was collected and utilized. 

l566 418.58(c)(1)(i) PROGRAM ACTIVJTIES 

(1) The hospice's performance improvement 
activities must: 
(I) Focus on high risk, high volume, or 
problem-prone areas. 

This STANDARD Is not met as evidenced by: 
Based on staff interview and review of QAPI 
documents, it was determined the hospice failed 
to ensure the agency's QAPI program focused on 
high risk, high volume, and problem-prone areas. 
This resulted In a lack of prioritization for the 
QAPI program. Findings Include: 
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()(3) 
OOMf'tETION 

DATE 

566 11/4/13 
L 563 ~ new QAPI policy was created on 11/4/20 3 

pecifiying the proced for implementing 

ction taken to correct the deficient practice 

The agency shows measurable improveme ts 
Y using Aggregated reports and graphs 

enerated by EMR and QAPI software systc m. 

he Governing Body meets every quarter, 

l566 r as needed, to review data reports. The 

umber and scope of distinct performance 

f!lprovement projects conducted annually, 

ased on the needs of the hospice's popula on 

nd internal organizational needs, will retlec 

he scope, complexity, and past perlormano 

f the hospice's services and operations. T e 

i nprovement project were determined throu h 

e following methodology: 

.) Analyze all aggregated summary reports 

enerated by the EMR or QAPI software 
ystem. 

Performance Improvement Plan, not dated, did 55 The agency document Organizational .) Identify and prioritize any areas of weakn J. 
~---- not Include d1reC!Ion to staff10f~ni1igtrrlsk;- _:_~-~ Lhlgtuisk._._~·~- ·-·--~f-- . 

high volume, and problem-prone areas. The 1 . ) Develop and implement a strategy to 

1

. 

document provided general direction to staff as to • 
how a plan could be developed. However, an r inimize the risk of the problem areas. 
actual plan that focused on high risk, high .) Take appropriate actions aimed to impro> e 

1

. 
volume, and problem-prone areas and included t e problem areas. 

· · · ~~~~:nq~=~~~~~~~tors for staff to monitor, had_,·· · ' .) Monitor.andJrack !he progress oftbe per ormance . . ..... . ! 
i provement project by comparing previous and ' 

c rrent summary reports. 
When interviewed on 9/11/13 beginning at 10:50 

l 
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L 566 Continued From page 61 
AM, the Administrative Director confirmed the 
agency had not developed a plan that focused on 
high risk, high volume, and problem-prone areas. 
She also stated the agency had not used quality 
indicator data In the design of its program, 
including data to measure high risk, high volume, 
and problem-prone areas. 

The facility failed to ensure the agency's QAPI 
program focused on high risk, high volume, and 
problem-prone areas. 

L571 418.58(d) PERFORMANCE IMPROVEMENT 
PROJECTS 

Beginning February 2, 2009, hospices must 
develop, Implement and evaluate performance 
improvement projects. 

This STANDARD Is not met as evidenced by: 
Based on staff Interview and review of QAPI 

documents, it was determined the hospice failed 
to ensure performance improvement projects . 
were development and Implemented. This 
resulted in missed opportunities for Improvement. 
Findings include: 

The policy Organizational Performance 
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09/1312013 

(X.) 
COMPLEltON 

DATE 

l 566 The Governing Body !hen reports their 

findings and recommendations to the 

appropriate staff. The Governing Body 

designates what actions are to be taken an 

who will be responsible for implementing a y 

changes needed. The Administrator Is ultlm ately 

responsible for overseeing the entire QAPI 
program. 

L571 L571 10125/13 
Correction to deficiency L571 was achlevec 

on Friday, October 25, 2013. The Govern! g 

Body at Accent Hospice met and discussed 

what project they would like to choose for t eir 

annual QAPI project (see attached Govern! g 

Body minutes dated 10-25-13). After much 

discussion, It was decided that Accent Has ice 

[would be tracking the patient's falls and the 

circumstances surrounding the falls. The 

procedure for our QAPI project wlll be as 

allows: 

I Improvement Plan, not dated, did not define ··-~~ Each£'NCM has been given a QAPI binder 
- ·-f'~ ~-f..I',..Yf,~'".'"'"'"'rmmooirnprovenrentprojec~noNiid·iit----1!-­

state the agency would develop and implement 
····-~·-c-J 

containing pre-printed QAPI forms to be co plated I 
them. A specific plan to evaluate the agency, 
including the utilization of performance 
improvement projects, was not documented. 

When interviewed on 9/11/13 beginning at10:50 
····· AM;theAdminlstralive Dlreotoroonftrmedlhe· ········ 

policy did not address performance Improvement 
projects. She confirmed the agency had not 

FORM CMS-2567{02'~{}9) PreviOUS Vel'&ions Obsolete Event 10: U0911 

n the event of a fall. This form is titled "lnci enlf 

Occurrence Report Form and Definition/Ins uction 

Sheet" (see attached lncident10ccurrence 

Report Form and Definition/Instruction She t) 

~nd it wiif eonlliiniienarafpaHenfinforrl1atioL 

~ate and ftme of occurrence, witness (if any , 
tvoe of· , ~nrl wh"'" ;, 
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L 571 Continued From page 62 
developed a plan that included performance 
improvement projects. She slated the agency 
had not conducted any performance 
improvement projects In the past year. 

The facility failed to ensure performance 
improvement projects were developed, 
implemented and maintained. 

L 574 418.58(e)(1} EXECUTIVE RESPONSIBILITIES 

The hospice's governing body is responsible for 
ensuring the following: 
(1)That an ongoing program for quality 
improvement and patient safety is defined, 
implemented, and maintained, and is evaluated 
annually. 
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09/13/2013 

(X6} 
COMPL~TtON 

OAT£: 

L 571 possible contributing factors such as enviro mental, 

progression of the disease, gait distrubanc s, 

assistlve devices or lack there of, medicatic ns, 

and whether the occurrence was a sentinel 

event, description of occurrence, result of 1 e 

!occurrence, analysis of causative factors, 

and/or errors made, interventions implemer ted 
L574 . 

and follow up, any other pertinent comment , 

and any previous safety teaching or staff tr< inlng 

which may relate to the occurrence. 

When completed, this form Is turned 

·nto the Administrator or Administrative Des gnee 

no later than 24 hours after the incident is r ported 
to the RNCM. All data is entered into the 

This STANDARD is not met as evidenced by: pAPI computer program by the Administrat r 
Based on staff Interview and review of QAPI or Administrative Designee. 

documents and governing body meeting minutes, 
it was determined lhe hospice railed to ensure the All falls/incidents are reported by the RN M 
goveming body assumed responsibility for ~I the next IDG meeting and any changes t 
implementing and maintaining the QAPI program. • he POC pertaining to the incident are disc• •sed 
This resulted in a lack or direction to staff and the "' 0 ' 

failure or the agency to develop and maintain a and noted on the lncidentJOccurrence Forrr . 
comprehensive QAPI program. Findings Include: Every quarter, the Governing Body meeb 

~··-,-11--·--+t-.~ kplarrwmeasureihe~ffectlvenesSilf-agenerc..-..··~~,ElrlCl_.r~view~the Agg_rE>gatad Summa.rv'-L.! ·R,e""'i'o,._.rt_ ... ~--f~++ 
practices, Including speciflo quality indicators and enerated by Dey1a. They evaluate the i 
directions for the gathering and use of data, had 
not been developed or Implemented, 

When interviewed on 9/11/13 beginning at 10:50 
AM, lhe Admlnlstralive Director slated she was 
parti:>Hhe ''leadership Team" lhalfunolloned as .. 
the governing body for the agency. She slated a 
specific QAPI plan had not been developed or 

FORM CMS-2567(02..09) Previous V\lfsionS Obs:olele Event /D:ll0911 

ala and discuss any changes !hat need 

o be implemented to improve the quality of 

patient care and safety. The Governing Bo y's 

indings and actions to correct the identified 

f>robleiTI areas are presented to the approp ate 
taff at the following IDG meeting. 
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L674 Continued From page 63 
implemented for at least 1 year. She stated no 
quality Indicators had been developed and no 
data had been gathered for the agency's Internal 
quality program. 

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

2. Six Leadership Team Meeting minutes were 
documented between 9/26112 and 6/06/13. Each 
of these minutes staled a goal was to 
" ... decrease discharges, for other than death, by 
50 percent by December 31, 2014." This was the 
only specific quality indicator mentioned In the 
minutes. No data for this item was documented 
in the minutes. Also, the minutes did not mention 
a specific QAPI program at the agency. No other 
documentation of governing body oversight of the 
QAPI program was present. 

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

The governing body did not oversee the QAPI 
program. 

~ ·~---

3~ Adverse pailent eventsanammtil:ai<Jrrors--~ 
were not Identified and tracked. Incident reports 
noted falls that had occurred in the past year but 
there was no documentation that these events 
were evaluated to determine their causes or what 
actions could be taken to prevent future falls. 

........ Also, no tracking of these events was 
doclimeriteo, Q:e. tnenumberoffallsbymort!ht<> 
determine whether trends could be identified, 
etc.). Besides falls, no other adverse events 
were documented. 
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L674 The Governing Body will continue to meet 

quarterly and annually to evaluate the effec iveness 
of the project, the actions taken and ensure 

that all of the Hospice Conditions of Partie!~ ~lion 
are bemg met The Administrator will overs ~e 
he QAPI program to ensure that the Gover lng 
Body is participating in obtaining and evaluE ling 

II of the QAPI data. 

Everything lisled for the QAPI program w 1 

e a continuous on-going process as we ha e to 
ontinuously gather data. However, Accent 

~ospice began lmplemenllng this process 
tarting on October 25, 2013. 

The nursing staff was given an in-service 

eview on October 30, 2013, to review all of 

he QAPI paperwork and to ensure the pape !Work 
ould be filled out correctly and that no one 
ad any questions. 

L574 1114/13 
On 11/4/2013, a new policy was developed 

~~~-

regardmg the agency'SQAPI prograrri~fi ··-·~~-

Governing Body met on 10/23/13 to review data rep on~ 
generated by the EMR and QAPI software ystem. Th 
mprovement project was determined by 

analyzing all of the aggregated summary 

ep<'lf!s1jelleratedbythe EMRorQAPI soft ar<T .. 
ystem. They identified and plioritized any 
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The Administrative Director, interviewed on 
9/11f13 beginning at 10:50 AM, col1firmed 
adverse patient events were not Identified, 
evaluated, and tracked. 

The facmty failed to ensure the governing body 
assumed responsibility for implementing and 
maintaining the QAPl program. 

L577 418.60 INFECTION CONTROL 

This CONDITION is not mel as evidenced by: 
Based on staff interview and review of infection 

control policies and personnel files, it was 
determined the hospice failed to ensure; 1) an 
Infection control program was defined, 
Implemented, and maintained; 2) development 
and Implementation of a program for the 
surveillance, 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, monitor, and prevent 
infections and ensure acceptable standards of 
infection control were practiced. This resulted in 
potential negative impacts to the health and 

~-~-·-'-
3>1llil.\)t..Qf all ho!!Qj(Je patients. Findings include: 

~-~~--~~~~-~-

1. Refer to L578 as it relates to the agency's 
failure to ensure an infection control program was 
defined, Implemented, and maintained. 

2. Refer to L580 as it relates to the agency's 
c ...... failure to ensure development and 

implemenl!itlon of a program fortha sUNelllance, 
identification, and prevention of Infectious 
diseases. 
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reas of weakness or high risk. A project w s develope 
nd a strategy W<!s implemented to mlnimiz the risk of 

problem areas, appropriate actions were ta en 
o improve the problem areas. monitor 
nd track the progress of the performance 

mprovement project by comparing previous 
nd current summary reports. The Governi g 

L577 ody reported their findings on 10/30/13 to t e 
ppropriate staff. The agencies annual proj ct 
based on incidents/occurrences. The 

poverning Body is requiring the RNCM to fil 
ut the incident/occurrence reports. The 

~overnlng Body will continue to meet quarte iy 
p compare previous and current aggregatec 
ummary reports generated by the QAPI 

oftware program. The Administrator is 

llimately responsible for overseeing the 
nlire QAPI program. 

-~·~-- ~~-~--- -- ~-~~-·-

-- .... ..... 
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L 574 Continued From page 64 

The Administrative Director, interviewed on 
9/11/13 beginning at 10:50 AM, confirmed 
adverse patient events were not identified, 
evaluated, and tracked. 

The facmty faited to ensure the governing body 
assumed responsibility for implementing and 
maintaining the QAPI program. 

L577 418,60 INFECTION CONTROL 

This CONDITION Is not met as evidenced by: 
Based on staff interview and review of Infection 
control policies and personnel files, It was 
determined the hospice failed to ensure; 1) an 
infection control program was defined, 
Implemented, and maintained; 2) development 
and implementation of a program for the 
surveillance, identification, and prevention of 
infectious diseases; and 3) Infection control 
education for employees and contract staff was 
provided. This resulted in the inablllly of hospice 
staff to effectively delec~ mon!lor, and prevent 
infections and ensure acceptable standards of 
infection control were pracllced. This resulted In 
potential negative impacts to the health and 
safety of all hospice patients. Findings include: 

--+--·~+----~-~------·--~--~-----c------
1. Refer to U:i7S as It relates to the agency's 
failure to ensure an infection control program was 
defined, implemented, and maintained. 

2. Refer to L580 as It re!ales to the agency's 
failure to ensure development and 

-··· lmplement!llionof a program forlhe.surveillance, 
Identification, and preven!lon of infectious 
diseases. 

FORM GMS.25tW(t'.!2·99) PrftlvlOOS Verelons Obsolete E>iatJt ID: tl0911 

L574 

L577 

Accent Hospice has initiated an HAl (Health Ca f> 
Associated Infection Control Plan.) 

ACTION: In-service Training and Education 
was conducted on 1()..16~13. 

HAl Infection Control was implemented and stat 
was educated on Infection Control Protocols. 

1Polioies and Procedures. 

An in~service was herd on 10-16-13, educating 

the staff on the HAl Binder and where to locate 
Infection control protocols. The Staff was 100% 
in attendance. The staff was given an Infection 

Control Test and the resutts were discussed and 
a~h.Staff Member.received~pJ~__g_fiD[fu:ate ____ . 

~h!ch was placed in their Personal Employee Fil 
PLAN: 

HAl Infection Control Education will be on-going 
fr>onthly and will be held after IDG will all staff 
resent to receive monthly updates from the CD 
swell as guest speakers and oO-going infection 

.. ....... ontro!.. - . ---- . .. . . . ---------- i ·-

he CRNC (Clinical Registered Nurse Coordinat r) 
ill ensure that all Medical Team Staff and those 
"''· ' ' ' .. 
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L 577 HAl Plan Continued~ 
and Patient Caregivers, will be giving the prope 

Education and ensure that the POC wlll reflect 
thls education. 

TITLE OF RESPONSIBLE PERSON: The 
C.R.N.C.(Ciinical Registered Nurse Coordinate 
wirl be responsible to ensure the on~going infec on 
control education and trainfng. The DCS will al 
be involved w!th the C.R.N.C., in assuring that t e 
education is scheduled for the lOG Team and 
Staff. 

L578 

The cumulellve effect of these systemic practices 
resulted In an Incomplete and Ineffective hospice 
Infection control program. 
416.60 INFECTION CONTROL 

The C.RN.C. Clin.ical Registered Nurse Coordio tor 
Will Prov1de on-gomg monthly education and trai ing 

L 678 on the 1ollowing dates: 

The hospice must maintain <~nd document an 
effecllva infection control program that protects 
patients, famllies, visitors, and hospice personnel 
by preventing and controlling infections and 
communicable diseases. 

November 27, 2013 
December11, 2013 
anuary 8, 2014 
ebruary 19, 2014 

\4arch 19, 2014 
pril16. 2014 

~ay 14, 2014 
This STANDARD is not met as evidenced by: une 25. 2014 
Based on staff infeiView and review of infection uly 23• 2014 

control policies and documents, It was ugust20, 2014 
determined the hosplca failed to ensure an eptember 24, 2014 

~-~~-- Jnfeclkmmlli!Q.[program was defined, )ct b 22 2014 Implemented, and maintaineil:-ThlsliiCRoTa well- - ~ -· 0 0 
•r · 

ovember 19, 2014 defined program prevented the hospice from 
positively identifying and preventing Infections ecember 17. 2014 
and resulted in the inability of staff to effectivaly 
detect, monitor, and prevent infections. findings 
include: 

· ~' 1. The p<Ji!cyHeallhcare ASsooratact Intention-· ·~· I··· 
{HAl) Control Plan, undatoo, slated "The 
admlnistratton of Accent Hospice shall delegate 
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L 578 Contrnued From page 56 L578 
the oversight and management of the infection 
prevention & control to RN case managers." 

The DCS/SWwas interviewed on 9!12/13 at 2:30 
PM. He confirmed the RN Case Managers were 
not involved in the development and maintenance 
of an infection control program. He stated no one 
provided oversight of the infectlon control 
program for the hospice. 

2. The policy Health care Associated Infection 
(HAl) Control Plan, undated, stated the hospice 
would reduce the risk of HAl's for patients, 
families, staff and volunteers through the 
following activities: 

a. "Surveillance 
-Identification of baseline information about the 
frequency and type of HAl's [sic] 
- Identification of clusters of significant deviations 
from endemic levels 
- !rwestiga!lon as needed 
- Monitoring of hand washing" 

There was no documentaHon to Indicate the 
definition of'"!nvestigation as needed." In an 
inlervlew on 9/12113 at 2:30 PM the DCSISW 
confirmed no surveillance activities were being 

~·~··-· -performed-arnHhe-llospia&flad.not.ctevelopeda~.~r----~·~ 
method lor Investigating possible HAts. 

b. "Prevention 
- Educating patient/families, staff and volunteers 
about infection control guidelines 
- ldentificallon of rtsl<s for acquiring and ... 1 _ 

· ·· -spreading of..fnfecllons . 
- Risks are prioritized" 

The policy did not define situations for which 

ACTION: OVersight and Management of the infection 

prevention and control to RN Case Managers IJ lll be 

Provided by the Clinical Registered Nurse Coo dina tor. 

The C.R.N.C will train staff on a monthly oniJo ng 
basis, on the dates provfded and will include th 

RN Case Managers in developing and maintai ing 
i the infection control program. 

i 

The Oversight Management by the Clinical Re istered 

Case Manager Will reduce the risks of HAl's for patients, 
families, staff and volunteers 1hrough 1he follo¥9 ng: 

ACTION: Surveillance will be maintained by th 

C.R.N.C. The HAl Binder available 11> all staff i 

now updated With the Infection Control Forms hich 

detail the Patients at rfsk of infectious disease nd 
the oversfght management of each Patient will e 
discussed and updated in the POC during lOG. 

J DESCRIPTION: The new Infection Control Repprting 
· Form has been developed and all Staff has be< n 

educated and trained on use of form. 

The In-Service Training Date for usage of the 
Infection Control Reporting Form was complete 

on 10~18-13 and a sign in sheet fs noted in the 

In-Service Sign ln Book. The Sign-In Jn-Servio 1 

llool.:1ll10Gltte<i1ntlleC:R:N:c:-Offi~· --+----· ---·j· 
PLAN: The Infection Control Reporting Form 

includes Patient general information. Respond! g [ 
Factors, Suspected Sib:> of Infection, Sign and 

Symproms of Infection, Action taken by the R.N C.M. 

Implementation to the P.O.C and update in J.D. 

MedfeaiDiieotoiOveiiilglifand Follow upAclio s . . ...... I 
as well as Secondary Follow up Dates. 

-=onM CMS-2567{02-99) Previous Versions Obsofete Event JD:ll0911 Faclllly 10: 131654 If conllnuallon sheet Page 67 ol126 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECCT!ON 

(XI) PROVIDERISUPPLIERIClfA 
IDENTIFICATION NUMBER: 

131554 
flAME Of PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

(X4) ID 
PREFIX 

TAG 

SUMIMRY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FllLL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

L 578 Continued From page 67 
' patient and families would receive infection 
control education. There was no documentation 
of what the education would consist of. There 
was no documentation lo indicate how risks 
would be prioritized and what the priorltlzatton 
would be based on. 

c. "Cilnical Controls: 
- Identification of patienVfamilies and/or staff and 
volunteers with communicable or potentially 
communicable infections 
- Implementation of appropriate infection control 
measures 
- Educating hospice staff and voiLinteers about 
prevention & conlrol 
-limiting unprotected exposure to pathogens 
- Limiting the spread of Infection associated with 
patient care procedures 
• Limiting the spread of infection associated with 
medical equipment use 
- Improving slaff compfiance with hand hygiene" 

-The DCSISW was interviewed at 2:30 PM on 
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l 578 All Registered Nurse Case Managers have the necessary 

educational information to pass on to their Pati nts, 
The prioritizing risks are well outlined in the 
Infection Control Reporting Form. 

Clinical Controls are in place to identify comm nicabfe 

or potentially "at risk" patients and their potenti I for infectio s 

diseases. The C.R.N.C. will implement appro~ rate infectio 
control measures through oversight of the R.N C.M. 

EDUCATION: The Clinical Registered Nurse oordinator 

will educate the hospice staff and volunteers o an on-go in 
basis regarding prevention and control. Educa on wm 
continue on limiting exposure to pathogens an limiting 
the spread of infection associated with patient are 

procedures and will be provided in on-going tr infng. See 
education in-service dates previously listed. 

IMPLEMENTATION: The C.R.N.C will provide 

hand hygiene for all hospice staff on Novembe 
8, 2013. 

COMPLIANCE: The Hospice is now in complia ce with 

9/12/13. He confirmed the hospice was not 
tracking or monitoring any of the above clinical 
controls. In addition, !he hospice policy Reporting 
of Communicable Diseases, undated, contained 
a list of Natlonaliy Notifiable Infectious Diseases 

------J -~---~jrrom-2008:1'trePidministrative-Birector-- ·· --· 
the HAf Infection Control Protocols, education nd training 

and is !1Jldated v;ee!gl'J:l)t_jhe Cej)ters Eor Dise .se ControL 

The Staff is emailed and updated weekly on th Nationally 
Notified Infectious Diseases and has been reg! tered with 
the Centers for Diseas& Control as of October 5, 2013. 

confirmed in an inteiVlew on 9/12113 at9:30 AM .I 
that the policy had not been reviewed since 2006 
and the hospice did not have a current list of 
Nationally Noftfiable Infectious Diseases. 

d. "Administrative Controls: 
····· · ··Ensurfngapprepriateeduoation ofinfoolion ... 

control ... 
- Directing, encouraging heal!hcara worker 
adherence to recommended infection control 
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l578 Continued From page 68 
practices .••. " 

In an Interview with the DC!J/SW at 2;30 PM on 
9/12113, heconQrmed that hospice administration 
did not currently provide infection control 
education. He also confirmed administration was 
not monitoring staff in Infection control 
competenoles. 

The hospice did not maintain and infection control 
program. 

L5BO 418.60(b)(1) CONTROL 

The hospice must maintain a coordinated 
agancy-wlda program for lhe surveillance, 
ldanllllca!lon, prevention, control, and 
investigation of Infectious and communicable 
diseases that-
(1) Is an integral part of lhe hospice's quality 
assessment and performance Improvement 
program; and 

This STANDARD Is not met as evidenced by; 
Based on slaffintervlew and review of lnfeoHon 

control policies and doruments, It was 
determined the hospice failed to ensure an 

~ --·--· .infection oontml!lf2gram was defined, 
Implemented, and maintained. ThlsiSck of a wetr 
defined program prevented the hospice from 
poslt111ely ldentlrylng and preventlng infections 
and resulted In the Inability of staff to effecHvel~ 
detect, monftor, and prevent infecHons. Findings 
Include: 

- ...... 
The ·pollcyfleafl!lcare Assoclatedlnfe!lllon {HAl)· -
Control Plan, undated, staled "Infection control 
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l578 

The Hospice is ourrenHy providing and malnl inlng 
Infection conlrol. 

ADDENDUM: The CRNC or qualified designee re 
supervised by the Governing Body and specific llytho 
Administrator. 
Tho CRNC or qualified designee are gathering 
data through in~servicoo training. trends of SUI! eomd lnfecti n s 
as specified on the QAPIInfection Conlrol Rep rtfng 

l500 form found in tho QAPJ binder which afl hosple< 
RNCM have in !heir hospice forms binder. 

The Hospice has Implemented and will contin e 
to malnb>ln and caonllnate an agency-wide pr gram. 
SURVEILLANCE: Oversight Management will be 
the responslbHity of the CUnloal Registered N hoe 
Coordinator. 

The Hospice has Initiated and Implemented th 
HAl Binder and protocols as well as the Infect' n 
Control Reporting Fonn. This form is the safe 
coordfnatlon and s-afety risk assessmentfonn or 
aU c;ommunicable diseases. The lnfectl.an Co trol 
Form will be fflled out by !he R.N.C.M. and dis pussed 
With !he I.D.G. learn and reflecl»d in the P.O.( 

The HAl protocols will be an integral part ofth 
----· -hospi..,s.quali~ssassmentand.pad'onnance 

Improvement program, 

The STANDARD has been met by the review f 
Infection control policies and documents. The nfectfon 
Control Policy and been defined and will be m inlafned wiU 
!he Medical Director. D.C.S., C.R.N.C~ oaso o arslghtand 

-management--
····· 

DECRIPTION: The hosolc:a staff hi well .~. .~ 
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l580 Conlinued From page 69 
management decisions shall be made using data 
regarding lnsUiutional experlencatepidemiology, 
trends in community andlnstiiUUonal HAl's [sic), 
local, regional and national epidemiology, and 
emerging infeclious disease threats. The policy 
also staled "Gonllnuous review of !nfacllon control 
education" wlll be performed as a performance 
Improvement project related to lhe infection 
control program. 

The DCSISW was inlarvlewad on 9112113 at 2:30 
PM. Ha slated !hal no data had baen collected or 
analyzed in re!alfon to Infection control practices 
or trends In accordance wllh the policy. In 
addition, he stated there had baetl no ongoing 
Infection control educallon provided to staff In the 
past year, and no performance Improvement 
projecls had been completed in relaUon lo 
infecUon control. He also slated there was no 
documentation to Indicate !he Infection control 
program had bean evaluated lor effectiveness, or 
revised In any way to meat the needs of patients 
families and employees. 

The hospice fa.Ued to maintain a fully developed 
lnfecl!on control program thai accurately !denllfted 
aq Incidents ofinfeotlon, monitored for 
compliance, evaluated program effectiveness and 
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L 560 to detect, monitor and prevent future infections. 

ACTION: The D.C.S. hos been educatad end 
informed ofthe policy changes and has bean 
provided a new Clinical Registered Nurse Oven ighl 
Manager to ensura that the infection protocol a d changes 
are Implemented, maintained and all hospice st ff is 
educated on a regular basis, This education wi bs 
.on..gofng and wilt provide performance 1mprove Emt 
projects for all direct care staff. Employee lncen ives 
will be provided to encourage !he hospice staff 
prevent infections and follow HAl and C.D.C. gt deUnes. 

, ---, fevis~he-programwhanlndlll:aled~--- _ J 

L581 416.60{b)(2)GONTROL r-·- L581 ___ -----------·- -----1------l 

(The hospice must maintain a coordinated J" 

agency-wide progmm for the survelllanoe, 
ldentifica!!on, prevenUon, control, and 
Investigation of infectious and communicable 

... dlseasesim!H .. _. ·-···· ·-·· 
{2) Includes lhe following: · 
(I) A method of Identifying Infectious and 

- -· 
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L !i81 Continued From page 70 
communicable disease problems; and 
(II} A plan tor implementing the approprlale 
actions that are expected to result In 
improvement and disease prevenllon. 

This STANDARD is not met as evidenced by: 
Based on intel'lllew and review of infecUon 

control policie-s, II was determined !he hospice 
relied to main lain an agency wide program for !he 
$Urveillance, !den!ificatlon, prevention, control and 
investigation of lnlac!lous and communloable 
diseases. This fai!ure had the polen!!allo expose 
patients and staff to communicable disease. 
Andlngs Include: 

The policy HeaUhcare Associated lnfect!on (HAl) 
Gonlrol Plan, undated, stated that surveillance 
would be performed by "ldenliftcaUon of baseline 
Information about the frequency and type of 
HAis •• .lden60caUon of clusters or significant 
devia!lons from endemic levels .. JnvestlgaHon as 
neaded ... Monltoring hand washing pracllces of 
direct care s!alf." 

The DCSISWwas lnte!VIewad on 11.112/13 al1:25 
PM. He stated the hospice was not actively 
performing lnfecllon conlrol surveillance and did 
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l561 11/15/13 

ACTION: A plan has been lmplamanlsd and 
the appropriate actions are being followed by the 
hospice staff. These changes are expected t 
result_ in Improvement in education, prevantio 
and mafntenance of disease prevention. 

DESCRIPTION: Tha C.R.N.C. has relliewad 
infectious; disease control policies and malnta 
an agency-wfde program for the surveillance 
prevention, oontrof and investfgation of intacfi us 
and communfcablu disaasa. The patlonW; and taff 
have been educated on exposure and repotti of 
communicable disease, The QUAPI program 111 
now have viable infonnatitrn from the Infection 
Conb'QI Reporting Form and C.R.N.C reportin, and 
P.O.C updatasto iden!lfy baselines of patients 
'at-risk", This information will also Include mo itorlng 
to prsw:nt deviation from apJdamic levels, and ~e 
monltonng ofhand washing prEICtices of"Dlreo 
Care Staff." 

I 
' 

I 

_ ~----- _not have a method for !denllfylng !nfacllaus and I 
commumcable dll!l!alle-problemS;-HH!a!.Gd-lhe- ---·-- _________ _ 
hospice did not monitor slalf handwashing ln ------ -----·-------+ 
accordanca With hospice policy. He confirmed 
there was no documentation to Indicate baseline 
lnlormation about lila frequency and type of HA!s 
had been performed. 

- · ······· · · · Thailosplc<Hlldnotperrorm 8Uill!1lHance f()f the_ ..... 
ldontificatron of Infectious end communicable 
diseases. 
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L 582 418.60(c) EDUCATION 

lhe hospice must provide Infection control 
education to employees, contracted providers, 
patients, and family members and other 
caregivers. 

This STANDARD is not mel as evidenced by: 
Based on interview, record review, review of 

personnel files and policies, it was determined the 
hospice failed to provide infection control to 
employees, contracted providers, patients and 
family members. This systemic failure had the 
potential to negatively impact patient safety. 
Findings Include: 

1. lhe hospice failed to provide Infection control 
education to employees and contracted 
personnel as follows: 

a. The policy Information and Training, undated, 
staled infection control training would be provided 
to staff during orientation and would contain, at a 
minimum, •An explanation of the organizallon 
exposure plan, and the means by which staff can 
obtain a copy of the written plan ... information on 
the types, basis for selection, proper use, 
location, removal, handling, decontamination and 
disposal of personal proJective 

~--+~-~--~-J-equipment-.nlnfor:rna!lon.on.tbabepaltli:;J3_~~ .. 
vaccine, Including information on Its efficacy, 
safety, method of administration, the benefits of 
being vaccinated and that the vaccine and 
vaccination will be offered tree of 
charge .• .lnfoimation on tile appropriate actions to 
take and person to contact in an emergency 

.. .. . Involving blood or otherpotenllallyJnfeoljous 
materials ... An explanation of the procedure to 
follow if an exposure Incident occurs, including 
the method of reporting toe incident" 
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COMPLETION: The completion dates are as 
follows: 

HAl Infection Controlln~Service and Training 
Completed on 10-18-13. 
Hand Washing training for all Stall will be 
November 8, 2013. 

MONITORING: 

The C.R.N.C, Will provide on-going training to 
all direct staff as well as all new hires going fo ward. 

ACTION: The Clinical Registered Nursing 
Coordinator wUI provide updated training on 
infection control and exposure plans. The writt n 
plan is implemented and available to all staff. he 
Forms are located in the HAl Education Bfnderiand 
under the supervision of the C. R.N. C. Informal pn on 
all types and basls for sefection, proper use, lo ation, 
removal, handling, contamination and disposal of personal 
and protective equipment Staff has been educ ted and 
received Certificatioil on HAl PrOtocol.· 

The Staff will be given the option of receiving U e 
Hepatitis B vaccine free of charge, The C.R.N. . 
will oversee and administer the Vaccine each t 
"direct staff employee". The shot will be provid don 

..... _ ... N.o.vemb.er 8, 2013, The. C.RH c_, IViUaducate ~e 
Staff on the benefits of being vaccinated. Train ng on 
Blood Bourne Pathogens and risks of training h s been pro 
to all staff in the infection control training, 
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The policy did not address orientation for ccntract 
staff or whether ongoing infection central training 
was to be provided to staff. 

The policy Tuberculosis Training Program 
Outlines, undated, staled tuberculosis training 
would be provided during orientallon and at least 
annually. 

· Personnel Illes were reviewed with !he Director of 
Flnanca and Human Resources on 9/11/13 at 
11:15AM. Only two employee personal flies, 
Staff A and Staff B, contained documentation of 

L5B2 

OEACIENCY) 

ACTION: All Staff will be oriented on HAl and 
Infection Control. All Contract Staff will be inclu ed 
In HAl and Infection Control Training, 

ACTION: Tuberculosis T"'ining will also be pro ided 
by the Clinical Registered Nurse Coordinator ar!nually. 

COMPLETION: Tuberculosis Training will be gl en 
on November 8, 2013. 

Infection control training In 2013. Thera was no /. 
documentation to Indicate any other staff had 
been trained In Infection control during ' 
orientation, or that any annual training had been .. / 
provided In accordance wllh the policy. 

The DCSISW was Interviewed on 9112f13 I 
beginning at1:25 PM. He confirmed there was , 
no documentation to indicate the hospice had I 
provided Infection control education at staff 1 
orientation in accordance with the Information 
and Training policy. In addil!on, he staled the I 
hospice did not provide ongoing infec!lon control .1 

~ ··~-~~ &@cation to "..!aff members. He stated !he 
training documenteiflii1illiffAalltt'S!aftB's--~ ·-·~-·--;c.-..--~--·-- -·~--~··--·--

.. 

personnel filas was part of the annual12 hours ·· -~----j 
required of CNAs and was not offered to other 
staff. 

The hospice did not provide Infection control 
... .. education to employees. ~ 

b. Personnel files were reviewed with the 
Director of Finance and Human Resources on 
9/11113 at 11:15 AM. There were no personnel 

Event IO:LI091f 
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files for contracted staff present The Director of 
Finance and Human Resources slated lhe 
hospice did not keep personnel files on 
contracted staff because they were so 
Infrequently used. She stated the last time 
contracted staff had been used was "two or three 
years ago." She confirmed oontraeled staff did 
not receive Infection control training through the 
hospice agency. 

The hospice did no! provide infection control 
educa!lon to contracted staff. 

2. The hospice faMed !o educate palients and 
Iamay members in Infection control as follows; 

1 The policy Infection Control - PatlenUFamily 
Education," undated, stated that hospice patients 
will be assessed for knowledge related to 
infection control guidelines and "When 
appropriate, !he patient, family or caregiver may 
receive verbal and written information on 
Standard Precautions." 

ACTION: The C.R.N.C. will maintain direct 

oversight of the R.N.C.M. to ensure the Patfent 
are receiving education. The C.R.N.C. will ass re 
that the hospice patients are being assessed fo 
knowiedge ·related to infection control guideline , 

DECRIPTION: When appropriate the patient. F. mily or 

caregiver may receive verbal and or written co munication 
and or information regarding Standard Precauti ns, 

PLAN: The patient will be provided by the R.N.p.M. the 
appropriate education/documentation on infecti n ControL 

The policy did not specify the situations when it 
would be ''appropriate" to Instruct a patient or 
family member in infection control practices. The 
policy did not Include who will be assessing the MONITORING/TRACKING 

-+---i,p~a;uli.,.el.!!nUf"'amily for infectlon .. controllglowledg~,__. -+--~ ---+:Tcche C.R.N.C. will maintain education and traini g of the 
The policy also did not Include the specific nevi initiated HAl InfeCtion Control and provide n-going trai ing. 
education patients and or families would receive, The date provided for "Hand Hygiene" will be p ovided 
listing only topics of possible education, such as November e. 21 03. 

............ 

"Hand hygiene" or Transmission of Infections." 

The DCSISW was Interviewed on 9112113 at 
... bf:lginnlng at2:3(}PM.He statadth_epatltjn~ , _ 

population served by the hospice was "low riSK11 1n 
relation to Infectious disease and did not require 
"a lot of education." He confirmed there was no 

FORM CMS-2£67(02~99) Previous Versions: Obsolalo EventiD: ll091! Facility ID; 131554 

. ..... . 

If oon1inuallon sheet Page 74 of 128 

... 1 . 



.. I 

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

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

131554 

NAME OF PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

L582 Continued From page 74 
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 ascertain if this 
was being done. 

The hospice did not have a process for educating 
patients and families on infection control 
guidelines. 

L594 418.64(c) MEDICAL SOCIAL SERVICES 

Medical social services must be provided by a 
qualified social worker, under the direction of a 
physician. Social work services must be based 
on the patient's psychosocial assessment and the 
patient's and family's needs and acceptance of 
these services. 

This STANDARD is not met as evidenced by: 
Based on staff interview and medical record 
review, it was determined the agency failed to 
ensure medical social services were provided 
based on patients' and families' needs. This 
affected the care of 3 of 11 patients (#7 and #10, 
#11) whose records were reviewed. The failure 
to provide services based on needs had the 

-potentlatio-result-in·unmet""Jleed&-Finclin!l 
include: 

1. Patient #7 was a 73 year old female admitted 
to hospice care on 7/26/13. She revoked her 
hospice benefit on 8/12/13. Her diagnoses 
included COPD and congestive heart failure. 

... . 

The Admission Note Details form, dated 7/26/13 
by the RN, stated the patient lived In an assisted 
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. DCS/SW attended an In-service on 
)clober 30, 2013, conducted by Adult Prole lion. 
his in-service included a thorough review o 

he definition of a vulnerable adult and their 
eed to be free from abuse, neglect and ex loitation. 
. These combined actions will ensure that ~ocial 
\fork Services are based on the patients ps cho· 
ocial assessment and the patients and tam ly 
eeds are adequately met thus insuring pall nt safety 

. 3. During the Entire IDG Team Meeting, w ich is held~~ ve 
he 4 days,Social Work Services will be review d to ensur 

re adequately meeting the patient and 
~milies needs. 4. Completion date for corr ction 

ill be 11/15/2013. 
1aaenaum: 
. The CRNC or Administrator QD will ensu e that upor 
dmission the social work services being off red adequ 
eels the needs of the patient and family. his willtak 

lace during the initial Primary IDG Team M eting. In 
ddition,the CRNC or Administrator OR QD 

fvill atteridlheEnttreTDGTeam Meeting en uri rig that 

ork services are being offered in accordan e with the 

alieni and family needs. 
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living facility. The form stated Patient #7's son 
was being released from prison after 16 years 
and she needed help to lind a place where he 
could live with her when he got out. He was lo be 
released on 8115/13. 

A form labeled Assignment Details, dated 
7126113, directed the DCS/SW to visit Patienl#7 
once a month. 

ASocial Assessment, dated 7131/13, stated 
Patient #7 was " .. .looking for a home to move into 
together [with her son] around the middle of 
August" Tlie assessment did not mention the 
son's prisoner status or assess Patient #7's abitity 
to find a home. No specific social service needs 
were Identified. No other visits by the DCS/SW 
were documented. 
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uring her monthly review of clinical records will 
nsure that social work services are meetin the 
alieni and/or families needs. 6. The CRNC or 
dministrator OR OD will ensure that social work servic s 
re being provided to meet patient and famil needs. 

. I 

I 
I 
I 

No change to the POT for the SW was 

1

. 

documented after his visit A document labeled 
Pian of Care for [Patient #71, dated 7/31/13, 
stated the DCS/SW was to perform non-specific i 

tasks such as "Aid In connecting pal1en!lfamlly 1· 

and community resources and services" and 

~-~T~;;~;;;~~~:n:~~~'s- ·~·~-··-c----·--·~·---------·~--~--1-·-- I 
Social Assessment did not address her living ·~-- ---+, 
sltual1on or her son coming to live with her. He 
confirmed a specific plan to address her unique 

1 situation had not been developed. 

Needed soclell services were not assessed for or 
provldedloP'atlent #'!: 

:2. Patient#10 was a 78 year old female who was 
admitted to the hospice on 3/12/13. She revoked 
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hospice services on 6/20/13. Her diagnoses 
included COPD, lung cancer, and depression. 

A nursing note, dated 4102113 at 1:30PM, stated 
Patient #10's " ... husband was In quite a fuul 
mood, (was] reported that yesterday he had gone 
Into an uncontrollable rage, shouting and 
swearing with foul language. He has been talking 
about 'pulling patient in a nursing home so 
someone can teach her how to take her 
medicine.' Patient confirms this. She adds, 
'Sometimes he just gets so violent!' .•• RN noted a 
shotgun sitting 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 ... pallenfs husband has a gun In fNery 
room ... when asked about the situation, she 
replied 'I don't know what to do."' 

A nursing note, dated 4/30113 at 1:30PM, stated 
Patient #10's "Husband is present today and 
patient Is clearly very nervous and fearful... patient 
Informed [the nurse) that [the husband) had been 
especially ugly this morning. He has been calling 
her names, telling her she is }us! a dirty bitch,' 
and In fact threatened to klll her." 

-~-----

Anurslng note, aatea5f!tl/13<ltzl:2() PM;-stated--
Patient #10's oxygen saturation level was 92%. 
The note stated the nurse assisted PaUent #10 to 
put her oxygen on. The note stated "After 10 
minutes there was no improvement noted in sats 
so RN checked the tubing. It had been 

- disconnected at the swivel, the 2 ends held up 
'stralghtalld1ied1nalmot. Patlenttlllld'!her ... 
husband! did thal"' The RN corrected the 
problem and Patient #10's oxygen saturation level 
improved slightly. 
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A specific pian to address the abuse Identified In 
Patlent#10's medical record was not 
documented. 

The RN who wrote the above visit notes was 
Interviewed on5/13113 beginning at 1:20PM. 
She stated Patient #10's husband called her a 
"filthy bitch" and confirmed she was afraid for 
Patient #1 O's safety. 

A Social Assessment, dated 3/22113, Included a 
question 'How Is the caregiver coping with role?" 
The answer stated the husband "Seems to be 
well spoken reporting thai he Is doing 'ok with 
everything."' Social service visit notes were dated 
4/04/13,4105/13, 4/16/13, 4/25113,and 5130/13. 
These Included: 

a The 4/04113 vlslt note dld not mention 
caregiver problems. 
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b. The 4/05/13 vfslt nota stated the DCS/SW 
spoke with a relative of the patient for an hour. It 
slated the relative wanted the p1;1tlent to take 
Immediate action regarding her husband. The 
note did not state what the Issues were between i 
Patlent#10 and her husband. No specific action i 

-- -·~-~ ··wa!Kioetimente<Hly-lhe-9GS/~e-note~ .. ----··-~~---------------··--- ··~·--- ~-l 
stated "SW offers education and input regarding 
realistic options that may be available to pt 
regarding these matters." 

c. The4115/13 note did not mention caregiver 
problems. 

d. The 4/25113 note documented a telephone call 
by the DCS/SW to the family member. It stated 
Patient #10 had an attorney and would be moving 
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sometime around mid May. No actions by the 
DCS/SW were documented. 

e. The last DCS/SW no(a, dated 5/30113, stated 
the visit " .• .focuses on monitoring pt for feelings of 
depression and loneliness 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 9/12/13 
beginning at10:50AM. He stated Patlent#10 
was a "classic case of battered woman 
syndrome" and he encouraged her to get away 
from her husband. He confirmed the visit notes 
did not document actions taken to address ; 
caregiver issues or Patient #10's depression. 

Needed social services were not provided to 
PaUenl#10. 

3. Patient #11 was a 67 year old female 
admitted to hospice services on 9/12/12 with a 
terminal diagnosis of COPD, Social work 
services were not provided in a way to meet 
Patient#11's needs as follows: 

-·~·-·a:1"1w'll'llllai·RN-assassmenrnote-dated9f121'42- ~-·-~·--·~·-·--·-.. ·-·--!----+--jl 
documented Patient #11 was IMng with a grown 

· daughter who "does Me!h and could take • 
narcotics." The RN documented Pa!ient#11 was I 
keeping her clonazepam (or Klonopln, a 
medication to treat anxiety} at the home of 
another daughter to keep It safe. The RN 

· · ···· documantedllha lnstrueled Patlenl#11.to do the. 
same with Tylenol #3, which contains codeine. 
The note documented family was willing to care 
for Patient #11, but there was "possible drug 

J:vent ID:ll0011 FacllllyiD: 131554 
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diversion and lack of caregivers." 

The POT dated 9/12/12, signed by the RN on 
9/12112 and !he physician on 9/16112, did not 

, contain interventions related to the possible 
diversion of medications by Patient #11's 
daughter. 

The first lOG meeting held alter Pallen! #11 was 
admitted to hospice was documented on 9/19112. 
There was no documentation to indicate the risk 
of diversion had been addressed in lhe lOG 
meeting. The only documentation for the IDG 
meeting was "keep monitoring pt and educating 
pt and family." 

On 10/12112 the RN documented Patient#11's 
daughter was in jail and would not be released for 
at least 90 days. A DSCISW visit note dated 
12105/12 documented Patient #11 talked for 
several minutes about the upcoming release of 
her daughter from jail. The DCS/SW 
documented Patten! #11 stated she did not want 
her daughter to live with her because of the 
potential for medication diversion. There was no 
documentation to Indicate Interventions were 
taken by the hospice to ensure Patient #11 would 
be In a safe living situation. 

. ··~~·~~~~··:----:--

The POT for the following cerllfication period of 
12111/12 through 3110113 was signed by the 
physician on 11129112 and the RN on 11/30/12. 
There was no documentation on the POT to 
address the risk for diversion, except a notation 
that there was "no comfort kit in home due to 

··~·· 
diversJon.fr.om f~miiY<1n<ifiiill1ds.u__ _ 

During a visit on 12/14/12, !he RN documented 
I Palient #11's new bo!Ue of Klonopln was missing 
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and she was using medlcallon out of the old 
bottle from October. The RN documented Patlan! 
#11's daughter had been released from jail and 
the RN suspected the daughter had taken the 
pills. The RN documented Patient #11 denied she 
gave her daughter any pills. There was no 
documentation to Indicate the POT had been 
altered to ensure Patient #11's medications were 
not diverted. 

An JOG Comprehensive Assessment Details 
note. dated 12/26/12, documented "Patient Is 
missing her Clonopin [sic] from 12121/2012. She 
has called the office to get It re!llled and called 
[RN's name] on the 24th to get it filled. She 
denies her daughter [daughter's name] took it. 
She has a verbal agreement wlth me and hospice 
agency since her daughter got oul of jail on the 
8th of Dec. that she will only get 28 tabs a week 
and if they disappear then 'consequences' are 
that she waits until the next refill before she gats 
more. It has been 2 weeks and this is the 2nd 
week that medlcaHons finally disappeared. 
[Physician's name) is aware and agrees to go 
with consequences of missing drugs, When SW 
gets back will do a written contract with patient 
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and have her sign it." 

The DCS/SW's next visit note was documented-~ ·~·~-·---·-- --·---~---·-.. - -~- ---~ 
on 1/21113. There was no documentation to , 
indicate a contract had been discussed with II 

Patient #11. , ,. 

An RN visit note dated 12121/12 documented the 
numbE)f()f!<IQJloplnadminlstered to Patient #11 
had been decreased becalise "this is wl\at winJ'o- -
for patients at risk of diversion" by family 
members. The RN documented even though 
Pat!ent #11's daughter was not living with her, she 
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was still diverting medications without Patient #11 
being aware. The RN also documented she 
would not be refilling the Tylenol #3 because of 
the diversion and because Patient#11 was "not 
really using them." There was no documentation 
to indicate how often Patient #11 had been using 
Tylenol #3 or that Patient #11 was Involved in the 
decision to stop using Tylenol #3. 

An RN visit note dated 12/28/12 documented 
Patient #11 thought her daughter had taken some 
of her Tylenol #3. The RN documented she ''went 
over our agreement about missing narcotics 
again today" and if medications were missing 
again the police would be calfed. 

An RN visit note dated 1108113 documented 
Patient #11's daughter had stolen the rest of her 
Tylenol #3 but had not taken the Klonopin 
because Patient #11 had hidden It in her plllow. 
The RN documented she notified the DCSJSW 
and Administrative Director and they directed her 
lo file a report with the pollee. The RN 
documented Patient #11 refused to file charges 
against her daughter. She documented she 
informed Patient #11 that if any more Klonopin 
were missing she would not get any more until 
her refill date. 

~----~ 
---~-·--·~-~·~·-----~--

An IDG Comprehensive Assessment Details 
note, dated 1/09/13, documented thai Patient #11 
was "having the medications stolen by her 
daughter •..• Police were notified but they can't do 
anything unles [sic) the patient lUes charges." 

. Arr100eomprehenslveAssessmen10elalls 
note, dated 1/23113, documented "Should we be 
concerned about 3 tabs clonopin [slc) that 
showed up from her daughter, that [were] not part 
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of her supply-green. Also, she borrowed clonopin 
[sic] from another resident in the building when 
she ran out the !trs! time. She also has 3 boxes 
of Splriva, which [physician's name] D/C'd with 
another person's name on the labels that she is 
going to use." There was no documentation to 
indicate whether Patient #11 was allowed to keep 
the medica!lons that came from an unknown 
sou rca. There was no documentation by the I DG 
group to address the issue of Patlent#11 
obtaining medications from unknown sources. 

An RN note dated 2/08/13 stated Patient#11's 
daughter was out of jail as of 12108/12. She 
"Takes mom's clonopin [sic] or any narcotics. 
Patient has been reluctant to press charges 
against [daughter) so far. Medications are 
delivered on Wednesday of every week #28 tabs. 
Patient knows that if she runs out before 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 against her daughter who Is currently in 
the bathroom with the shower on. She does not 
want me to walt and talk to [daughter] either. No 
refills of Clonopln [sic] before Wed. 02/13/2013.'' 

An RN note on 2112/2013 documented Patient 
- --·-~1'1-ha<Hleerradmitteel-to-th&-llospftai<Jll.2/09/1~.;--·---- ~···-·~--·~-·~--~--··--[---m---1---+-t 

The note stated Patient #11 had run out of her 
Klonopln on "Seturday some time after her 
daughter .•• took them• and had suffered a panic 
attack, became hypoxic and called 911. Patient 
#11 was discharged from the hospital on 2111113. 
The note also documented Pallen! #11's 

- ·· · ······ daughter, who-had taken her medication, had ... 
overdosed and was admitted to the hospital. 
Because Patient #11's daughter was in the 
hospital, and Patient #11 had filed a police report, 

Event ID:ll09f1 Faolli!)"ID: 131654 
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the RN documented she would call and get her 
Klonopln refilled. There was no documentation to 
Indicate the event had been investigated to 
determine ifwlthhoiding medlcailon from Patient 
#11 contributed to her admission to the hospital. 
The Incident was not addressed in lOG meeting 
notes. 

During an interview on 9/12113 beginning at 10:15 
AM, the DCS/SW reviewed Patient#11's record 
and confirmed !he event hed not been discussed 
during IDG meetings. The DCS/SW stated as he 
reviewed the EMR "We did not discuss the !heft 
of her medications or how we could have 
prevented it from happening." 

Social work services were not provided to prevent 
the diversion of Patient #11's medications. 

b. The admission note documented by the RN on 
9/12112 stated Patient #1111ved with her daughter 
in an apartment. 

In a General Clinical Chart Details note dated 
10/12112, the RN documented Patient #11's 
daughter was now in Jail for at least 90 days and 
was suspected of taking her mother's 
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.. ~·-~·-· ru!i!.lrui(>ns "as none have~isaEP~ed since 
she left." There was no documentation to 
indicate a change in the POT due tc Patient #11 
living alone. The lOG meeting note dated 
10/17/12 did not include any documentation to 
indicate the Issue had been addressed, the note 
only stated "Kionopin will be filled at [name of 
Ph?rm,acyJ." 

. ~·-~ -~·---------~·-~·-·--- I ·-.. ·~-·~~~ 

In a General Clinical Chart Details note, dated 
11/27/12, the RN documented Patlent#11 had 
called the hospice to say she had fallen after her 
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bath, had hit her head, and wanted a nurse to 
assess her. The RN documented Patient #11 
had hit her head above her right eye and had 
sustained a 4 em cut to her left shin, which 
Patient #11 had dressed with bandaids. 

An iDG Comprehensive Assessment Details note 
dated 4/30/13, stated "patient has become unsafe 
by herself as she forgets to plug In or check 
Oxygen tubing to see if connected and working. 
She may forget to take Oxygen off to smoke. 
She does not take her medications If not set out 
for her. She did not eat for a whole day. Or take 
medications for 3 days. She needs supervision. 
Has PCS available but will not use it, she Is afraid 
of???? [sic] Clies. Wants to think about it. A 
meeting with family and hospice SW Monday, 
what happened?'' There was no documentation 
on the IDG note to Indicate what interventions 
were taken by the hospice to keep Patient #11 
safe. 

An RN visit note for 5109/13 documented Patient 
#11 had spent the night In the hospital after family 
members had decided they could not slay with 
her. She was readmitted to hospice the following 
day. The note documented family had requested 
to take her to !he ED bacause there was no one 

~----·- to-eare-fer-Pat!ent~i'l-at-t~e.time •. -Tilanote.also_ ~--~·-r-----~-~-----~---·---l---­
documented Patient #11 had moved to a family 
member's home and would remain there until the 
end of her life. 

During an Interview on 9/12/13 beginning at 10:15 
AM, the DCS/SW reviewed Patient #11 's record 
and. confirmed she hadbeen.admllted IQ th!l .. 
hospital. H!l stated the nurse who had been the 
Case Manager for Patient #11 at that time no 
longer worked for the agency, so he was unable 

. ..... 

·-·-- -· 

. .. 

FORM CMS·2567(02·99} Prevfous W:rslons Obsolate Eve-nt IO:U0911 FacllilyiD: 131554 If conllnuallon sheet Page ~5 of 128 

I 
I 

I 
I 
I 

I 

I 
I 

_j_ 

I 
I 
! 



DEPARTMENT OF HEAlTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES · 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

(J(1) PROVIDERISUPPLIER!CUA 
IDENTIFICATION NUMBER: 

131564 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(!Y\CH DEFICIENCY MUST BE PRECEDED BY FUll 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

PRINTED: 10/03/2013 
FORM APPROVED 

OM8 NO. 0938-0391 
()(2) MULTIPLE CONSTRUCTION (){3) DATE SURVEY 

COMPLETED A. BUilDING ______ _ 

B. WING 

ID 
PREFIK 

lAG 

STREET ADDRESS. CJ'IY, STATE, ZIP CODE 

1867 SOUTH MILlENNIUM WAV, SUITE 100 

M!lRIOIAN,IO .~3~~ 
PROVIDER'S PIAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 
CROSS.REfERENCED TO TllEAPPROPRIATE 

.. ·~ .. ,.P§'I!liENCV) 

09/13/2013 

!XSJ 
COMPI.ETlON 

DATE 

L 594 Continued From page 85 L 594 
to question her. As the DCS/SW reviewed 
Pallent#11's EMR, he stated the lOG meellng 
notes had documented the safely Issues 
ldanUHed above. He was unable to find evidence 
the agency had immediately taken measures 
assist and protect her. 

Social work services were not provided to ensure 
Patient #11 was safe. 

L603 418.72 PHYS, OCCUPNl THERAPY & 
SPEECH-LANG PATHOLOGY 

This CONDITION is not met as evidenced by: 
Based on record review and interview, It was 
determined the faoilly failed to ensure therapy 
services were offered and provided as indicated 
by patient need. This resulted in the potential for 
patient physical therapy, occupational therapy 
and speech therapy needs to be unmet Findings 
Include: 

Physical, Occupational, Speech· Language 0911512013 
l603 has been added to lhe Election Of Benefits 

to reftect that therapy services are part of the 
hospice benefits. At the time of admission the 
R.N. or CRNC will assess the patients needs . 

The CRNC will suslaln compUance and be 
responsible for lmplemenUng therapy when 
pallent is In need, or when ordered by physlcla . 
Will monitor and track at every IDG. 

11101/201< 

The Electlon of Benefits upon admission will be Ongoing 
1. Refer to L604 as It relates to the agency's discussed in full with aach patient by the 
failure to ensure therapy services were provided. admltling R.N. or CRNC. Family or patient will 

be asked or told thet PI, OT, or Speech 
The cumula!lve effect of the Jack of therapy services are available or have been oroered by 

. _ ~- .sentlceuesulted In !he inability of the agency to . ....__~--rp_hy.._si_cl_a_n.~~-·--·----
meel patients' therapy needs. • -------+------11----+ 

[.604 418.72 PHYS, OCCUPNL THERAPY & L 604 H.R. has contacted Therapy agencies, will me t 10/15113 
SPEECH-LANG PATHOLOGY to update all contracts. Will request current 

Physlcaltherapy services, occupational therapy 
services, and speech-language pathology 
.services mul!tbe !.lvall§!,lle, §nd .. \!lhen provided, 
offered In a manner consistent wllh accepted 
standards of practice. 

FORM CMS·2i67(02·00) PflllllOUS Varolon> O~solete Eventltl:LIOQI1 

licensures and background checks on all !hera ist 
before any therapist see patients In their reside ce. 

Therapist will read and and understand our 
Hospice.Phllosoph)tand Mission S!al!>!IIellt. ....... . 
This will be filed in therapist file kept by H.R. Ongoing 
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L 604 Continued From page 86 L 604 
This STANDARD is not met as evidenced by: 
Based on staff Interview and patient and fac!Uty 

record review, It was determined the agency 
failed to ensure therapy services were provided. 
This failure directly impacted 8 of 11 patients (#1 • 
#5, #8 • #9 and #11), whose records were 
reviewed and had the polenHal to Impact all 
patients of the agency who had or developed 
therapy needs. This fallure had the potential to 
lead to unnecessary trauma and additional 
medical complications for patients receiving care 
from the facility. Findings include: 

1. The agency's Hospice Request for 
CerUHcation In the Medicare Program (Form 
CMS-417), signed by the Administrative Director 
on 9/13/13 documented !he agency provided 
physical therapy, ocdupallonal therapy and 
speech-language pathology services by 
arrangement. However, evidence tllat therapy 
services were available was not found. 

On 9110/13 at2:00 PM, tile Director of Finance Director of H.R. will make sum contracts am 10/1512013 
presented a contract for PT and OT services current with all therapy agencies used. 
dated 9/17/07. She stated to her knowledge PT H.R. will make sure all therapist have a curren 
and OT services had never been provided by the liceosums and background checks am compte ed 
agency. She staled the last time SLP services before any therapist enters residence of patie 

--- ilad-been-pmvided-wes.on-9/:17{11 S!:l!uii.~L- ~--·-·~ 
~!ated the agency did not have documentation of CRNCIDCS.wlll notlzy HR that therapist is~- Or@liig~ ~-j 
licensure fur therapists. needed rur patient care. HR wm make 1 

Between 9/10/13 ami 9/13113, surveyors 
attempted to phone the therapy company listed ln 
the contract 7 limes. Each time the surveyor got 

·· abusyslgnal, 

Oo 9/10/13at 11:25 AM, the DCS stated the 
agency had naver had a paliant who required PT 
or OT services. He slated SLP services had last 

arrangement wlth therapy agency. . 

1

, 

DCS has educated the RN casemanagers on 10/23/2013 
the need to provide patients with therapy If 
needed., must 11ave Dr.arder. . ........ .. I 

I 
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l. 604 Continued From page B7 
bean provided 2.6 years ago. 

The agency did not provlda PT and OT services. 

2. Slalf E and F were RN Case Managers for the 
agency. 

Staff Ewas ln!arvlawed on ll/1a!13 beginning at 
a:25 AM. He staled no lherapy services ware 
offered to patients. 

SlalfF was Interviewed on ll/13/13 beginning at 
1:20 PM. She slated no therapists were on staff 
at !he agency and available lo provide aervJcas to 
pallanls. 

Case Managers ware not aware the agency 
provided therapy services. 

3. The agency's admission packet, which was 
given to patients was reviewed. The admissions 
packet did no! Include informa!lon regarding !he 
availability of !harapy services. 

Furlhar, pallent records were reviewed. The 
records documented polenllal therapy needs, 
which had not been addressed as follows: 

10 
PllEFIX 

TAG 
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PROViDER'S PLA~ OF CORRECTION 
(EACH CORRECTIVEAOJ'ION SHOIJLD BE 
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OEflCIONO'I) 

--1---·- ~Pa!lent#1's1'eoordsincluderhm.fnlllai·Haspfee~- ---+-- ------···----~··· -----1------1' 
CarUf10a!fon and Plan of Treatment which I 
dooumantad her soc on 7/12113. The plan : 
documented Pallent#1 was an 81 year old .1

1 

female with COPD. The funcUonal Hml!atlons 
section of the plan documented she used a 4 i 
wheeled walker when ambulating and had .:1 
.di.fllllully .standing from loW§a!!Ung. Tile Pllln _ .. . . ..... . 
stated In !he safety/aaourlty eeoUon "Fall Rlslt 
(Unsteady [sic] and numbness In feet. Able to 
Comprehend and Follow Safety Jnstrucl!ons 

EvoniiD:LIUDI1 If cooilnuaUon sheet Pay a 88 of 128 
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jl(1l PROVJOERJSUPPUER/Clli\ 
108NTJFJCIQ"JON NUMBER: 
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NAMl! 01' ~ROVIOJ!R OR SUPPUeR 

ACCENT HOSPICE CARE 

(X<llD 
PR~FIX 

TAG 

SUMMARY STATEMENT OF DI!FICIENOIES 
(9\0H DEFK!IIiNm' M!Jl!T BE PREOEDE!l BY FULL 

RSGUlATCRY OR I..SO IDENTifYING INFORMATIDI'l) 

L 604 ConHnued From page BB 
(Requires reminders) [sio] ... " 

The plan did not Include documenlatlon that 
therapy services were considered or dlscussed 
wllh PaUentft1. 

Additionally, PaHen! #1's record documented 
oonlinued mobUity concerns. Examples Include, 
but were notlfmlted !o !he following; 

RN Case Manager vial! noles dated 7/12113, 
6/01/13, 8/0a/13, B/15/13, B/23/13, and 8129/13 
stated ''AIIeratlon In Endurance, Poor 
Goordina!lon anr:l Balance (Patient Is unslabie on 
her feat, uses fourwlleelad walker)." 

However, her record dld not Include 
dacumenlallon that theraPY services were 
considered or discussed with Pallent#1. 

b. Patient i/-2'& records Included an lnlflal Hasp!ce 
Certification and Plan ofTreatment which 
documented his SOC on 3/09/12. The plan 
documented Pallen! #2 was a 80 year old man 
with Parkinson's Disease. 

PRIMTED: 1010312013 
FORM APPROVED 

OMB NO. 0938·0391 
{l(2) MUlTIPLE CONSTRU<JifON 

A.BUILOING--~----

(l(a) DATe SURVI!Y 
COMPLETED 

B. WING 

lD 
PREFIX 

TAG 

' 09/13/2013 
STREET ADDRESS, CITY, STATE, ZIP CODE 

1B57 SOUTH MILlENNIUM WAY, SUITE 100 

MERIDIAN, ID 83646 
PROVIDER'S PLAN OF GORREOTION 

(EACH COllRECTIV!lAOTION SHOUUJ BE 
CROSS·REFERilNCEO TO THE APPROPRIATE 

DEFICIEI'IOY) 

(l!5) 
COMPLEllON 

DAlE 

L604 

I Pallen! #'l!s 3109112 plan stated he used a walker 
for ambulatlon, "but has had mulUple falls In the 

~- r-~-- !Past-weele;;fa-unable-t<The!fHielrout-af.bed~n-lhe- ---~ 
middle oflha night when he has to go lo the 

-~~-·---·--~------- ·--i~---· r----1 
restroom. Also needs assistance whUe 
showering due !o his disease prooess ... slopped 
the exercise class that pt was aUendlng to help 
wllh strength and mob!llty due to no Improvement 
Is nollned [sic] ... " The summary section of the 

_ ....... plan alllo.dooumenl!ld Patlent/12"f!lll!bl~ ..... . 
morning In the kltallen causing pain to the left 
wrist..." 
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PREFIX 

TAG 
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ID 
PREFI~ 
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1807 SOUTH MILLENNIUM WAY, SUITE 100 
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PROVIDER'S PIJ\N OF CORRECT lOt-I 
(E!ACH CORRECTIVEACTIOII SHOULD fiE 

CROS~REFaR6NGEDTOTHEAPPHOFRUITE 
DEflCIEIIG'i) 

09/13/2013 

L 604 ConUnuad From page 69 1.. 604 
The pian did not Include documenlaUon that 
therapy services ware considered or discussed 
vtlth Paflent #2. 

Additionally, PeHant #2's record documented 
conUnued concerns. Examples Include, bul we1e 
not llm!ted to the following: 

-An IDG Comprehensive Assessment Detail 
note, dated 3122!12 slated he "continues to have 
multiple falls and balance Issues ••• vel}' unsteady 
and high fall rlsk; patient denies falls at this time.'' 

-A ftlll evant was documented on 8115/1<1. The 
nola stated Patlan! 112 used an exercise bike dally 
to help from becoming too stiff, thai he did not 
ambulate much and usually used a wheelchair. 
The nota staled Patient #2 had attempted to get 
off of the bike by himself and had fallen, landing 
on his back and hitting his head on a dresser. 
The note staled "Skilled nurses vlsiUng the paUent 
will assist family and olher caregivers In gentle 
passive ROM exercises to assist wllh the 
stiffness that afflicts pa!Jant, especlaDy In the 
morning." 

-An RN Case Manager visit nota, dated 8/29(12 
stated "he has not been able to walk lately; wife 

~--1--~-~ stateETIIl-lhe-Jast.2-waeks-thsre-haabeen.a~-- --~ ---· ~-~--------~---·-~--~--~ __ ----'--------...; 
deterioration In ambulatron •.• " ' 

-A physician's Face to Face Visit Detail note, 
dated 5117/13 staled "This man has had an 
obvious daollne ... more ohoreafonn lype 
movements [rapid, Jerky movements). He Is 
ge!ijl]g .weaf<f)r.and _ transfanilliJ Ia gatllng more 
difficult ••• " 

• An IDG Comprehensive Assessment Detail 
FORM CM!MllST(02·D9) Pr4v!OU&IIal1llons Ollsololo El'llnliD!l!DD11 tr conllnuallll!l sheet Poga 9ll of 12B 
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COMPLETED 1\. BUILDING ______ _ 

II. WING 

IO 
PREFIK 

TAO 
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1857 SOUTH MILLENNIUM WAY, SUITE 100 
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PRO\IICER'S PIAN OF CORRECTION 
{EAGfl CORAEClWEACnOtl SHOULD BE 

CROSSREFERENCEO TOTHEAPPROPRIATE 
DEFIOIENC'I') 

09/13/2013 

L 604 ConUnuecl From page 90 L 604 
note, dated 7/10113 $!eted he was having 
"lntermntent Issues wllh fneblD!y lo move his 
extremities ... " 

-An IDG Comprehensive Assessment Detail 
note, dated 7/24/13 staled he "has more Issues 
with Impaired mobYIIy ... " 

A Hospice Cerllficatron and Plan of Treatment 
dated ll/1 0/13 state a "Complete full assist wlth 
ADL's [slo]. He is bed bound much of the day ... " 

Pa!lent#2's record dooumented ongoing 
concerns. However, his record dld not include 
documentallon that therapy services ware 
considered or dlacUBaad wlth Pallen! 112. 

PaHent #2'$ 319/12 plan also stated he "has 
episodes of choking while drlnklng thin liquids ... " 

The plan did not Include documentation lhal 
therapy services, Including SLP servloea, were 
considered or discussed wl!h Palll!nl #2. 

Addlllonally, Pallllnl ii2's record documented 
conUnuad concerns. Examples Include, but were 
not llmlled lo !he following: 

·An RN Case Manager vlsltnote, dated B/29/12 ~ _,~ 
stated •speech somewhat !hick and slurred dit~ ~-, 

i 
•"·~-·~-··t--------~·f.-- j 

disease process. Pt Is able !o make needs 
known most of !he time but has problems 
somellmas It speech Ia more slurred ancllhlok 
than usual ... " 

-An IDG ComprahenslveAssessmant Detall 
······· note, dated li/15f'l3 stated •He Is lindlng It harder 

to talk, often aannot be underatcod ••• " 

FORM CMS·2891'{Da.Ql)) Ptovfouo Vet slunG Obllllluto EVeniiD:UDUI1 
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(><51 
ClCMPUiiiON 

DAlE 

l604 Conllnued From page 91 L604 
-A physician's Face to Face VIsit DetaflnDie, 
dated 5/17/13 stated "This man has had an 
obvious decline. Mora difficulty swallowing ••• " 

- AniDG Comprehensive Assessment Detail 
nota, dated 7/24/13 staled he "has Increased 
problems swallowing pills just In the last few 
weeks •.. 11 

A Hospice Cerllflcatlon and Plan of Treatment 
dated 8/10/13 slated "Now virtually unable to talk 
and can barely feed himself..." 

Patient #2's record documented ongoing 
concerns and increased difficulty In dining and 
communlcallng. However, his record did not 
Include documentation !hat therapy services, 
Including SLP services, ware considered or 
discussed wilh Patlent#2. 

c, Palient#3's records Included an Initial Hospice 
Cerllflcation and Plan ofTreatment which 
documen!ad his SOC on 6/11112. The plan 
documented Patient t/3 was an "89 year old man 
wllh colon cancer with possible metastasis to lhe 
right lddney. he [slojls able to ambulate with lhe 
help of a walker and slight asslsl.." The plan 
stated In the safely/security section "Fall Risk, 

-11-~-I..Efan_QLQareJ"dentlfll!liasEallRisltEactol•r.'::_' ~~~~ --1~~~~~~~~~~~~--1--~-~-1---1-~--1 

The plan did not Include documentallon that 
therapy services were considered or discussed 
with Pallen! #3. 

Addlllonally, Patlent#3's record documented 
continued fall risk concerns. Examples include, 

·· out were not lrm!fedto!heTol!oWTng: 

-An lOG Comprehensive Assessment Delall 
FORM GM5-26117(og-8D} PrellloUB VaJafons Obso!ato EvenliD:UODjj Fac!llly ID: 101664 Jf oonUnuallon ohaat Page 92 of 120 
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09/13/2013 

!><5) 
COMPUffiON 

DATE 

l604 Gonlfnued From page 92 L 604 
nola, dated 6/12/13 slated he was "Vel}' unstaady 
and high fall riskj patient denies falls at this Ume." 

·An lPG Comprehensive AssassmentDetail 
note, dated 6/26/13 stated he was •vary unsteady 
on his feet." 

-An lOG Comprehensive Assessment Detail 
nota, dated 8107/13 stated he "had a fall over this 
last weet1end. He dentes InJury. He continues to 
gat weaker." 

-An RN Case Manager nola documented Patient 
fl3 fell on 8112/13 whfte leaning over to pick up 
pine needles and slicks. The fall resulted Jn a 
knot on his felt butloolt and the note documented 
Faliant 113 reported baing "pretty sore." 

-An IDe GomprehenslveAssessmantDe!all 
note, dated B/21/13 stated "Has had falls aVBI}' 
other week for at least the last 2 weeks wllh 
minor Injuries. Continues wl!h his allered 
judgement ... " 

·An IDG ComprehanslveAssessmanl Detail 
nota, dated 9/04113 slatad "Pallen! has had a fall 
or accident every weak rorlha lastsavaralwaek. 
Has not had any major Injuries. Poor judgement 

~·-~tubbom d£llennlnaJion are primary reasons 
"" mls." 

Patient #3's record documented ongoing 
concerns and Increasing faDs. However, his 
record did nollnolucle documentation that lherapy 
services Wal'll considered or discussed wllll 
Petlenll3. 

d- PailentiM's B/18/13 Hospice Cartlficalion and 
Plan ofTreatment documented Ills SOC on 

Ev•ntJD:LIOOI1 

. 
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TAG 
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COMPLETION 

'""" 
l 604' ConHnued From page 93 L 604 

10128/11. The plan daoumenled ha was a 94 
year old man withE! terminal diagnosis of "Oebll!ly 
unspeolflad." 

The 8/18/13 plan staled Patient #<I required 
minimal assistance for ambulallon, used a cane, 
haa Increased unsteadiness, nmped on his len 
l!lg and was at rls!c for falls due to fatlgue and no! 
at1vays using his cane. The note also 
documented Pal!ent #4 had adema In both legs · 
which was uncomforlable, had right hlp and left .I 
knee ''problems and ha almost fell" during lhe 
RN'svlslt 

The plan dld not Include dooumentallon that 
therapy services wane considered or discussed i 

-~K I' 

AddiUonally, PaUent #4's record documented 
oonUnuad fall rlslc conoems. Examples Include, ,I 

but were notlfmlted to the following: 

- RN Case Manager notes dated B/20/13, 8/27/13 ' 
and 9/03/13 documented Patient #4 did not j 
always use hls cane and relied on furniWra to .' 
catch himself when he was off balance, The 
notes documented he used a 4 wheel wa!l<er In j' 

hallways. The notes slated "Patient Is at rlslt for 
--~··~ _falls..duaJoJall!l!!.llilll!ln.Ot alwgy.;; uslm!_!lf~---~--- --~~~-·~~.- , 

=~:~ttt4's record dooumen!ed ongoing ---·--·---··- -·- -1 
concerns. However, his record dld not Include 1' 

dooumenlallon that lharapy services ware 
<Jonslderad or discussed wllh hlm. II 

AddillonalfY,lhed!egnoses aaclfon ofPaUent#4's ··· - - ... _ 
8/1 8fl3 plan Included "Dysphagia leading to 
!nadequata nulrltlonallnlal(e (lnabll!ly or 
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L 604 Continued From page 94 L 604 
unwillingness to lake food or fluids) ... " and 
documented he had lost SO pounds In lhe past (l 
months "etiology unknown as he says he Is 
eating ... " 

The plan dld not Include documenlallon that 
therapy services, Including SLP services, were 
considered or dlsoussed with Pallen! t/4. 

Further, the Nutrition and Hydration secllon of 
Pallen! #4's RN Case Manager notes dated 
8/20113, 8127/13 and 9/3/13 slated •wo Problem.• 
Nn lnformaUon related lo his diagnosis of 
dysphagia or his weight Joss was present 

Patient il4's reoord did not Include documentation 
that therapy servloee, Including SLP services, 
were considered or discussed with Patient #4. 

e. PaUent #6's records InclUded an Eleollon of 
Hospice Benallts form dated 6/01/12, a 
revocallon statement dated 6/16/12, an Election 
of Hospice Benefits form dated 7/13/12, a 
revocation statement dated 1/26/13, an Election 
of Hospice Banams form dated 1/27/13, and a 
revocallon statement dated 6/29/13. 

Her 6/27/13 Hospice CerUfloatlon and Plan of 
- -~-~--- -TrealmaAt-dGsumented-<~he-waS-a-7-2-yaar~ld- , __ 

lllmala with COPD. The plan stated she required 
111QXImum assistance, had left side hemlplag!e, 
required 1 parson assistance and a quad cane for 
ambulaUon, assistance wl!h transfers and 
aBSlstenca with dressing. The plan stated she 
had altered endurance and "has no ~oUvlty 
loiJ>ran!;a1ll £16}' poor coordination and balance 
and gait disturbance. 

The plan d!d not Include documentation that 

. 

09/13/2013 
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L 604 Con!inuad From page 95 L 604 
therapy services ware considered or discussed 
wllh Palientil!i, 

AddlUonally, Patient #6's record documented 
continued concerns. Examples Include, but ware 
no! limited to the foMowlng; 

-An RN Case Manager note dated 7/08/13 
documented Pallen!115 fell and landed on her 
rlghtelde. 

-A physician's Face to Fac.e VIsit Details nota 
dated 7/11/13 documented Patient :flO had 
developed "severe" edema In her legs, rasul!lng 
In "her ability to move and manage al home very 
dllficul~ especially when she has to gat up to go 
to !he bathroom frequently In the morning. Last 
week when after [sic) she had gone to !he 
bathroom, she got up and lhan had a fall 
landing ... " ihe note documented her right hip 
was sill tender. The note stated the physician 
"IV'dl also chec!1 wllh !he ptwsloollheraplst, 
(therapist's name}, who works for jfaolll!y name] 
and soo lf we could have him help us with this. I 
am unable to perform manual lymphedema 
treatment He possibly could." 

However, the IDe note, dated 7111/13 dld no! 
Include informaHoo regarding the physical 

·~~·· -- ·~ lheraplstreferral;---~·-· 

... 

- RN Case Managernot!ll1 dated 7118/13 
documented oonUnuad edema. Her IDG notes, 
dated 7/24/13 slated compression stockings 
would be triad. Information regarding the 
physician's 7/11/13 referral to PTwas not 
lncludadJn !he JOG nol9. ~ 

-An RN Case Manager notes dated 7/215113 and 
FORM CMS·2liB7(0HIS) Ptavlou• Vami ... Obsolela Evont f~UOD11 FacllliyiO: 1~1till4 If con\IJluaUon sl,at Page Sllof 126 
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l604 Continued From page 96 L 604 
9/01/13 dooumentad her edema remained the 
same. An lOG nola, deled 6/07/13 documented 
Patient #5 refused lo wear the oomprasslon 
stooldngs, so her left leg was betng wrapped with 
anAoewmp. 

-An RN Case Manager note dated 8/06/13 
documented Pallen! lt6's edema remained the 
same. 

-An RN Case Manager note dated 0/.28/19 
documented Patlent 115 fell, siJdJng off of her bed 
and landing on her btl!locks. 

However, beyond the physician's 7/11113 nola, 
Patient #6's record dld not Include documentalion 

· that therapy services were constdered or 
discussed wlth her. 

f. Patient tiS's records Included an lnftlal Hospice 
Cerllllca!lon and Plan of Treatment whloh 
documented his SOC on 7111/13. The plan 
documented Patient liB was an BB year old male 
with Parkinson's Disease. 

The 7/11/13 plan slated ''He demD/lstrates 
Increased stiffness In h!s upper ami tower 
eldmml!les wllh right sided upper extremity 
iremors which Is somewhat controlled by 
mealoaUons. ?aUent nas lnoreasild dlffiOilll.YWiilf'--~+~~~ -~~-----·~~~-··- .... - ~ -~1- -~--+ 
baste every day aclivlly of dally living lit [related 
lo] decreased and unequal upper distal extremity 
grasp. Patient finds It dlffioult to hold simple 
objects suah as a razor, turning a door l<nob to 
open a door [sic], Patient .o/o [complaints oij 
Vertigo [sic] when moves his head to look up, and 
then baokdeWil1'tlllddll<l!lness When ambulallng1 
and oonoarned !hal he may fall because of It [sic]. 
PaUent daoreaaad sansaUon In hls lower 

... 

FORM OMS·2567(02·99) P"'vlou• V.rsfons Oh•o!fllo EvaoiiD;LI0911 Fscllil}IID: 181564 If conllnuaUon oheat Peg a 97 of 12B 



DEPARTMENT OF HEALTH AND HUMAN. SERVICES 
CENTERS FOR MEDICARE & ME91CAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN DP OOMSOTION 

NAMS: OF PROVIDER OR SUPPLIER 

ACCENT HOSPICE CARE 

{XI) PIIOVIDER/SUPPU!!R/OUA 
IDEN11FICATION NUMaER: 

131654 

SUMMARY STATEMENT OFDEFIO!ENOIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

RaGUU\TOR'f OR ~SC' IDENTIFYING JWFOIUMTIDN) 

l604 continued From page f17 
extremities r/t his disease, and not able Ia 
ambulate as wall as he used too ••• " 

The funcllonallfmllatlons secUan oF the plan 
staled he used a 4 wheeled walker ror 
ambulallon, had galt disturbance, and poor 
ooordlnatlorJ and balance. The plan also 
documented he required assistance wlth bathing 
and loilellng. 

The plan did nat Include dooumsnlallon that 
therapy services were cansldered or discussed 
wlfh Patient #5. · 

Addl!lonally, Patlent iiB's raoord dacumen!ed 
oon!lnuad mobrllty concerns. Examples Include, 
but were not llmlled to, the following: 

- RN Case Manager visit nates dated 7111/13, 
7/16/13, 8/1/13, 8/06/13, 6/13/13, 8/20/13, 
B/27/f3, 9/03/13,9/10/13 slated "Poor 

. 
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ConrdlnaUon and Balance (VerUga when looking 1 
up or ambulating), Galt Disturbance ,! 

(VerUgo/unsteady galt),» 

- Tha RN Case Manager vlslt notes dated 8/01/13 j 
and B/06/13 also slated Patient #a's oeregtvar • 
was "havlr~g to help paUenl mare In shower and 
dressing pallent r/t stlrfoess ••• " 

--+~1- .-···~·--.----t--~··-·-··~···~-~~····.--··--· .. .-·--~·-1-·· . 
-The RN Case Manager visit notes dated 8113/13 
stated Patient #8 was walking oulslde and 
became !Ired. Ha ''Wentta sll dawn on a 
Rubbermald garbage oan thai was laying 
sideways on the ground, rolled aff of the garbage 
carl and on !o !he ground. Pallent reports no 

......... lnjutles, C/O tw:maasedstllfnasslode)land • ..... 
muscle pain ganarallzed..,had to call someone to 
help get patient off of the ground. PaUant lo [slol 
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Ul04 ConUnued From page 98 I. 604 
weak to help muoh ••. [care g!ver'a namej reports 
she had to dress end bath pallent completely 
now. Patient not able to provide much help." 

- Tha RN Case Managervlsfl note dated 8/27/13 
staled Patlan! #B's oarsglvar had been out of 
town. Tha note documented PaHent #6 was 
concerned whne tfle caregiver was gone 
"because hls stiffness prevents hfm getting [slcj 
out of bed on his own, so he slap! In hfij recliner'' 
when lhe caregiver was gone. 

-The RN Case Manager vlsll notes dated 9103113 
and 9/10113 staled Patient t!B was "exhibiting 
increased tremorlng In lert and right upper 
extremiUas ••• " 

Patient #8's record documented ongoing 
concerns, Increased stiffness and tremors. 
lnoreased need for esslslance, and a fall. 
However, his record did not Include 
documentallon thai therapy services were 
considered or discussed with Patient #6. 

- Addlllonally, RN Case Manager vlall notes dated 

I 
I 
i 

7/11/13, 7116113, 8/01/13, 8/0!l/13, 8113113. 

1

. 

8120113, 8/27113, !1/03/13 and 9/10/13 
documented PaUent i/8 experienced "Dysphagia 
(Chol1ea on food ocoas!cmaUy) ••• Dlffiouily _ ~~·-·- ·- --··1 
QhewJng.(Unable.to.opan-moufh..aswlde or-cbew·--~ ·- -------··--·-·---·--·-· '---

·- '--------- as good}." 

-The RN case Manager visit notes dated 9/03113 
and 9/10/13 stated PaUent tiS's caregiVer 
reported "patient having more dlffloulty openl119 
his moulh wide enough to he able to eat certain 
things he used lo Nke ea~n9···" ... 

Pallenl ~IB's record documented ongoing 

.. ' .. .. 
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L 604 Continued From page 99 I. 604 
concerns and Increased dill!ctdly In dining. 
However, his record did not include 
dooumenfaUon !hat therapy services, Including 
SLP services, ware considered or discussed with 
Palfent#B. 

g. Pal!ent liS's records Included an lnlllal Hospice 
Cerfmcatlon and Plan of Treatment which 
documented his SOC on 7/30/18. The plan 
documented Paliant 119 was an 79 year old male 
with and stage dementia. The plan slaled he 
required minimal assistance. 

Pallen I #9's record dooumanled decrease In 
mobility as follows: 

-An RN Case Manager nola dated B/02/13 
documented Patient 119 tripped of a hose while 
ge!Ung gasoUne and fell, resulting In a sore hlp 
and lrrltaUng his felt elbow, which had bean 
Injured in the pas!. 

-An RN Case Manager note dated 8/09113 
documented "Galt Disturbance (unsteady at 
times)." 

-An RN Case Manager note dated B/16/13 
documented "Galt Disturbance (unsteady on his 
i\let most of the lime)." The nola slated "No falls 

~-_, ihlswaak·buthilll'reuarloos-galranltallerad~-r----~ ~~·,, ··~~~~~~~ 

... 

decision mal,!ng aonllnue to create safety 
Issues." 

- RN Case Manager notes dated 8/22113, 
8/30113, and 9/06/1 a documented "Alteration in 
Endurance (can't work like ha used to},· Galt 
Dlsturhanoe (unsteady on h!s feet most ofllle 1 . . 
Ume)." The nota slated "Ha Ia unsteady on his 
feet most or the lime, and slates that he 
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L 604 Continued From page 100 
'stumbles arotJnd quite a blr.-'' 

However, his record did not fnoluda 
dooumenta!lon that therapy servloas were 
considered or discussed with Pallen! #9. 

h. Pattenl#11's records Included an Efeol!on of 
Hospice Benefits form deled 9/12112, a 
revocation statement deled 2/09/13, an Election 
of Hospice Benefits fotm daled 2112113, a 
revocation statement dated 6/07/13, and an 
Election of Hoap!ce Benefits form dated 6/09/13. 

Her 9/12112lnll!al Hospfoa Cartmcallon and Plan 
of Treatment documented she was a 57 year old 
female with pulmoneny disease (end stage 
COPD). The plan stalsd she required m!nlmal 
assistance wllh ambula!lon bu! required 
suparvlslon, used a scooter and a 4 wheel wafl<ar 
and experienced galt disturbance. The plan also 
slated she had a history of taU and mulHple vlslls 
lo the emergency room, The plan staled was at 
risk for CaRs and hsd reoen!ly !ripped over her 
ozygen tubing and fall. 

However, !he 9112113 plan did notlnoluda 
dooomantal!on that therapy sarvlcas were 
considered or dlsousssd with Patient #11. 

.· 
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.Hosploa Cerllfloatlon and Plan of Treatment 
documented continued fall rlak. However, none 
of the plans fncludsd documentation that therapy 
eervlces ware considered or discussed with 
Patlent #11. 

.Addlllonally, her 5/09113 Hospice GerllflcatroR and 
Plan of Treatment documented she required 
maximum assistance for bathing and needed a 
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L617 

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 balance. 

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 8:25AM. He stated he 
did not evaluate patients for therapy services. 

Staff F, an RN Case Manager, was Interviewed 
on 9/13/13 beginning at 1:20PM. She stated she 
did not evaluate patients for therapy services. 

Patients' potential needs for therapy services 
were not evaluated by the agency. 
418.76{c)(3) COMPETENCY EVALUATION 

{3) The competency evaluation must be 
performed by a registered nurse In consultation 
with other skilled professionals, as appropriate. 

L617: 1. All Currently employed CNA's co npleted 
competency evaluations performed by hos ice 
staff RN's, bringing all staff into compliance with this 

L 617 requirement. 2. This action will result in en uing all 

CNA's caring for patients are competent in roviding 
patient care techniques. 3. CNA competen y 
evaluations will now be completed at hire a d 

updated annually with on-site visits to ensu e 
This STANDARD is not met as evidenced by: 
-saseaon reviewofpers-unnel-files-andstatt- · 
Interview, 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 
techniques. Findfngsinclude: 

_ _ _ _ th.§.t..C:to.Ji\'s_provid~ ~ompetElllt_c_are irl~CC:_tl dance __ _ 

CNA personnel files were reviewed with the 

FORM CMS~2S67(02-99) PreVIous Versions Obsolete EVent ID: L!09f1 

with each patient's established POT. 4. T e 
completion date for correction will be 11/15 2013. 
ft>,ddendum: 
5. The CRNC or DCS/SW OR QD will ens re all 

CNA's are evaluated by an RN OR CRNC R QND 

athiiEU3nd annu<311y. 6.The fimmce/HR DJ ~ctor 
OR QD will be responsible for maintaining t ese 
competencies in each staffs employee file. 
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L 617 ConUnuecl From page 102 L 617 
Director of Finance and Human Resources on 
9/11113 at 11:16 AM. Competency evaluallons 
were missing for the following: 

Staff A, CNA, hlre date 1107/13 
Staff B, CNA, hire dale 4120/12 
S!atf C, CNA, hire dale 6101/13 
Staff D, GNA. hire date 6126113 

The Director of Finances and Human Resources 
conftrmed the personnel records laolmd evidence 
of an RN competency evaluation, She slated the 
DCS/SW handled all evafUaUons. 

The DCSISW was lntanJiewed on9/12113 
beginning at 1:25 PM. He staled !hat he did not 
perform CNA compelency evaluations because 
he wes not an RN. He conflrmecl the CNAs did 
not have compalenoy evaluations performed by 
an RN. He confirmed !hat without and RN 
evaltialing CNA competency, II was difficult to 
datarmlne If lhe CNA was able to perform all 
patient care tasks assigned. 

The agency did not perform competency 
evaluations for CNA staff. 

L632 41B.7fl(h)(2) SUPERVISION OF HOSPICE 
AIDES -- ~· ~ .. ,_ ~-- ~- ~ 

(2) A registered nurse must make an annual 
on-site vlsit to !he location where a paUent Is 
reoalvlng care in order to observe and assess 
each aida while he or she Is performing cere. 

'fhfs STANDARD Is not met as evidenced by; 
····· Bast'ldonstatffntafillaw and revieW ofp£ll1lonnel 

files, It was determined the hospice fallad to · 
ensure annual on-site vlsl!s were made to assess 

EvanliD: Ll001:f 

L632 g.m 
All.c::vm::nUy employed CN.As complelcd cnmpetcncy 

~- ~ ~ ~--, !,~JJmui~ID~; pprfi!rn11:d b,Yhe__mi~_U!JffJlN§~.mlluJiJJJI ___ , 
nllsiltff'i.nio compUan{:O with thl$ n:quirerocnt. CNA 
competency evafu!ltions will now ba completed ot 
bim und llpl.Wted nnnunUy wirh on"' .site 'Yfshs to cnsurn 
tlmt CN'As pn:wide: ccrupdtcnt eon: in uccvrdl!ncc with 
enclt pnllcni's csroblished I'OT. The Des -wm cnsura 
nll. CN_A$ nm ~;V_I!ltmtctf by on~ ~~:t hit1= apd_ ~J!U~ly~ __ 
Tlw- Flmumc/Hlt Dlre.c::tor wfU be responsible for 
mninmlnlng:tinm:'ttlmpeumcfesin-.:nehstuff's 1 --
personnel rue. 
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L 632 Conllnued From page 103 
oara provided by 4 of 4 CNAs (A-0) whose 
personnel Illes were reviewed. This led loa lack 
of aide oversight and a Jack of clarity as to 
whether aides were performing tasks In 
accordanoa wllh POTs. Findings include: 

Personnel files were reviawecl with file Director of 
Finance and Human Resouroes on 9/11/13 at 
11:15 AM. The following GNA'a personnel Illes 
lacked evidence of an annual on-site visit 

Staff A, CNA. hire date 1/07/13 
Staff 8, GNA, hire dale 4/20/12 
Staff c, CNA, hire dale 6/01/13 
Staff D, CNA, hire dale 6/26/13 

The Director of Finances and Human Resources 
confirmed the personnel records lacked evidence 
of an annual onsne vis!! from lhe RN. She slated 
the DCSISW handled all evaluallona. 

The DCS/SW was Interviewed on 9/12/13 
beginning at 1:26 PM. He slated that he did not 
perform CNA competency evaluations because 
he was not an RN. He confirmed there Vl(as no 
doournantallon to lndfoale en-sile vlsfls had bean 
performed by an RN. He confirmed that without 
and RN evelua!lng CNA competency, II was 

··· - · · - ·difficult to detarmfnelfthe-GNA'waM~ble-to · -
perform all pallenl care tasks assigned In 
accordance w!lh POTs. 

The egenoy did not perlbrm on-site assessments 
of CNA staff. 
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L 648 Continued From page 104 l 648 
Based on s!aff Interview and revlew of meeflng 

mlnu!as, agency policies, QAPI documents, 
infeclion control docLBTien!s, and personnel Illes, 
it was determined tile hospice failed to ensure 
organization and administration of seiVIces were 
conducted In a manner which provided direction 
and oversight of tile agency's operations. This 
resul!ed In the lnabnlty of the agency to provide 
necessary services and systems. Findings 
Include: 

1. Refer !o l661 as it ralales to the governing 
body's failure to ensure responsibility was 
assumed for implementing programs and 
providing dlracflon to the agency. 

L 661 416.100{b) GOVERNING BODY AND 
ADMINISTRATOR 

A governing body (or designated parsons so 
funcllonlng) assumes full legal authority and 
responsibUIIy for the management or the hospice, 
!he provision of all hospice services, l!s fiscal 
operations, and conHnuous quality assessment 
and performance Improvement A qualified 
administrator appointed by and reporting !o the 
governing body Is responsible for the day-to-day 
operation of the hospice. The admlnlslnator must 

~. ~aabnsplruief!ll,l!I;OCQ!11l.R..dJ>OSSIJ!l!ll'lEU()EifiOJ! I~ 
and experience required by the hospice's 
governing body. 

This STANDARD Is not met as evidenced by: 
Based 011 staff Interview and review of medical 

~ . records and lnfeotlon conlroldocuments, It was 
detennlned the governing bodv fa!fed to assume 
rurrrespolislbllityfortha managemantofihe ···· 
hosplce, the provision of all hospice services, and 
conllnuous quality assessment and performance 

FORM CMS-2li67(D2-1l9) Pte.vlous Vei'Slon:s Obsolale EvantiD!UOOf1 

L6511. A Governing Body meeting will be held 
f'" 11/15/2013 where 100% of the Govemlr g 
Body will be in attendance. During !his me ting 
he Medicare COP's will be reviewed ensurirg 
that all members of the Governing Body are 
aware of their specific duties and what area 
hey will be performing oversight as it relate 
o staff and patient responsibilities. 
The cumulative effect of the corrections afl( resolution 
f these systemic problems assures the abi ity 

. _lJ!JeJl<Jsf!icJ>to prgvld.e.!'!l'\ll~.fQilsls!Elr ~ ~ ~~ ~ ·-
~llh accepted standards of practice. 3. ~ ~ 
!Jne combined direction and oversight of thE 
~oveming Body, the Hospice Administrator 
pRNC and the Medical Director 
f'vill ensure that all staff are cllnioslly.supervl ed and ... 

.. hl!lallpati!)nt.,nd .families needs are mat eftecllvely. 
puarterty meeUngs of the Governing Body ill include 

review of the agencies pollees and proce<: ~res, 
nfeclion control care and servi=~ • 

Facffily IO; 131664 If conUnualion ahooi Page 105 ol1l!8 
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Improvement This 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 lha oversight of nursing seJVlcas altha 
agency. 

The policy Lines of AutholilyiUse of 
Organizational Chari, undated, stateclllle 
DCSISW oversaw the RN Case Managers, LPNs, 
Social WorkeriBereavement coordinator, CNAs, 
Chaplain/Assistant Bereavement Coordinator and 
!he Volunteer Coordinator. 

The policy Respons!billtles/Suparvlslon of Clinical 
Services, undated, staled lhe DCS was 
responsible for supervision of cllnlcel care. 

The agency job description for !he DCS/Director 
or Nursing stated "The OCS posiHon Is for a 
Ncensed RN (Registered Nurse) wllh hospice 
experience (addiHonai management experience 
Is advantageous, but rnust at least have pervious 
hospice RN/Case Management experience." 

In an Interview on 9109/13 at2:30 PM, lhe DCS 
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L651 Y all including !he Medical Director, Quaii!J 
~ssessment and performance improvamen and perso nal 
Files. This will ensure the 
poverning Body's responsibility for the 
management of !he hospice, including 
irectlon and oversight of all agency opemti ns. 4. Th 

;ompletlon date for 
;orrectlon will be 11/15/2013. 
DDENDUM: 
16. The CRNC OR QND 

nd the DCS/SW wtn be responsible for nur lng overslg t 
od !he Hospice Administrator for the day to day opera! on 
f lhe entire agency operation. 

- .. fdenllfied.bimself.llll !lP MSW. He confirmed he 
did not have an RN iiaensenorhadnifwomeaas- · -- ·- ···-·-·- -- - ---- --···-·- ·-· -·­
an RN Case Manager. He stated he supervised 
nursing services, Social Work services, Chaplain 
services and hospice aide services. Ha stated he 
did not supervise nursing clinical care but he 
relied on the RN case Managers to provide 
nursln(! oversight. He stated there was no formal 
process forth!Safillnonmsewasdeslgnatedes , . 
In charge of other nurses. He stated !nat if the 
RN Case Managers require further direction they 
could consul! the Medical Director. 
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The DCS was not qualified for his position par 
agency policy and nursing staff were not clinically 
supervised. 

2. Refer to L500 Condition of Participation: 
Patient Rights and related standard level 
deficiencies as they relate to the governing body's 
failure to ensure patients and their 
representatives were informed of their rights and 
that patient rights were upheld and promoted. 

3. Refer to l536 Condition of Participation: 
Interdisciplinary Group, Care Planning, and 
Coordination of Services and related standard 
level deficiencies as they relate to the governing 
body's failure to ensure patient-specific plans of 
care, containing measurable outcomes, were 
developed, revised, and followed for each patient 

3. Refer to L559 Condition of Participation: 
Quality Assessment and Performance 
Improvement and related standard level 
deficiencies as they relate to the governing body's 
failure to ensure a QAPI program was fully 
developed, implemented, and maintained. 

.. 4..ReferJ!LI....5Il_Q.<mdition of Participation: 
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I 
i Infection Control amfreiated standaraTevar·· - -

deficiencies as they relate to the governing body's 
failure to ensure a comprehensive infection 

······ ········ - .1 
control program was developed, implemented 
and maintained. 

5. Refer to L603 Condition ofParticipation: 
Physical Therapy, Occupauonat Therapy and · 
Speech-language Pathology and the related 
standard level deficiency as they relate to the 
governing body's failure to ensure therapy 
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L 651 Continued From page 107 L 651 
st~rvlces were offered and provided as Indicated 
by patient need. 

6, Refer lo L661 as It relates to lila governing 
body's failure to ensure employees were oriented 
to the hospice phllosopby. 

7. Refer to L663 as It relates !o the governing 
body's failure to anaure wrlt!en pollolas and 
procedures were developed which dasorlbed a 
malhod of assessment of staff competencies. 

B. Refer to L664 Condition of ParUclpation: 
Medloal Director and the related standard level 
deflclenny as they relate to the governing body's 
failure to ensure lhe mediOCII director provided 
sufflolent ovarslgh! neaessal}' to ensure patients' 
heallh, safety, nursing, social worJ(, therapy and 
counseling needs were met. 

9. Refer to L670 Oondlllon of Pa111clpatlon: 
Clinical Raoords and the related s!andard level 
deflclenoles as they relate to the govemlng body's 
failure to ensure clinical records lncladed 
comprehensive, Nmely lnformaUon which was 
readily available. 

10. Refer to L708 as IL relates to the governing 
body's !allure to ensure lnpa!lent respite care was 

- ~vallable.- --- - ----·---- - --1 -

L 661 

The cumulatlva effect of these systemic problems 
resulted in the lnabH!ty of the agency to provide 
hoaplce services consistent with accep!Bd 
standards of preo!loe. 
41B.1 OO(g){1)TRAINING 

(i) A hospice must provide orientation about !he 

. 

EventiP:UOilli 

. . 

L661 1661 
AUtiro, nH slllll'lll'!l given lin Oricnlllt!on mlilfunl I 
which fuc1udes our hosp[ce philosophy, Orieottttion 

········· .. 
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L 661 Continued From page 108 
hospice philosophy to all employees and 
contracted staff who have patient and family 
contact. 

This STANDARD Is not met as evidenced by: 
Based on staff interview and review of personnel 

records, it was determined the hospice felled to 
ensure orientation about the hospice philosophy 
was provided to 7 of 8 employees (Stall A, C, 0, 
E, F, G, and H) whose personnel flles were 
reviewed. The hospice also failed to have a 
process for orienting contract staff. This failure 
resulted the potential for steff to lack U1e 
Ullderstandlng of hospice philosophy necessary 
for caring for hospice patients. Findings Include: 

Personnel lUes were reviewed with the Director of 
Finance and Human Resources on fl/11/13 at 
11:15 AM. The following employees lack 
documentation of orientation to the hospice 
philosophy: · 

• Staff A, CNA, hired 1107/13 
- StaffC, CNA, hired 6/01/13 
-Staff D, GNA, hired 6/25/13 
-Staff E, RN, hired 5/28/13 

· ~ Staff.FTRN,blred412ZIJ;L ... ~~ .. 
-Staff G, RN, hired 5/01113 ~-- ~·---- - --
• Staff H, OGS/SW, hired 1/28/11 

The Director of Finance and Human Resources 
confirmed there was no documentatfon In the 
above Hsted employee files to Indicate they had 
received an or!.ent.J.IIon tothe hospice philosophy. 

L 663 418.100(g)(3) TRAINING .. 

(3) A hospice must assass the skills and 
competence of all Individuals furnishing care, 
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L661 HR has discussed with Staff !he Hospice 10130/1 
Philosophy & Mission Statement 
A orientation checklist was created by H.R for 11 
employees as well as Contracted staff . 
The HR and Rnanca Director will be responsi e 

for maintaining all personnel files which Include 
record of this ortentatlon as well as all licensure 
and in services . H.R . will maintain Checklist 
on a biweekly schedule . 

~. - -· 

CRNC Will implement. and be responsible for 
11/01/2013 Compentency assessments. · 

L 663 CPR cartilicalionttaJnlnlJ conducted ·· · 091251.2013 
and all employees wllo required certifications re now 
current A Policy has been created addressin 
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L 663 Continued From page 109 
including volunteers furnishing services, and, es 
necessary, provide In-service training and 
education programs where required. The hospice 
must have written policies and procedures 
describing its method(s) of assessment of 
competency and maintain a written description of 
the in-service training provided during the 
previous 12 months. 

This STANDARD Is not mel as evidenced by: 
Based on staff Interview and review of personnel 
informaflon, it was de!emrlned !he hospice failed 
to ensure development of written policies and 
procedures describing a method of assessment 
of staff competencies. The hospice failed to 
ensure current CPR certification was maintained 
for 6 of 10 employees (Staff A, B, C, D, F, and H) 
whose personnel files were reviewed. It also 
failed to ensure assessment of the skills and 
competencies of 3 of 3 employees (B, F, H) who 
fUrnished care for greater than one year whose 
personnel records were reviewed. This resulted 
ln a lack of valldallon of current skills and 
competencies. Findings Include: 

1. Personnel files were reviewed with lhe 
Director of Finance and Human Resources on 
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L663 

CPR certification training was conducted 09/2512013 
and all employees who required certlffcatlons 
are now current. A policy has been created 
addressing agency in-service training educatio 

All slaff needing Competency assessment haVE been 
completed. The policy ouUines that competency 
assessment Will ~e done at hire by the 
DCSIGRNC. 

Alllndrvlduals will have a competency Ongoing 
annually to assure that individuals who have 
contact with patients and families are competen 
to complete required care and services. 

The H.R. Finance Director will be responsible 10/15/2013 
for maintaining all personnel files which Include 
record of staff competency assessments and 
current CPR Certifications. 

··········!- ... - - .9lttl13.at.i1:.11iAM--.. -··- -- ·- - - -- --

a. The following personnel flies lacked 
competency asSl;!Ssrnents: 

-Staff B, CNA, hired 4/20/12 
· -StartF, RN, hired 4/27112 

~Staff H, DCS/SW. hired 1/2.~ll1 .. 

The Director of Finance and Human Resources 
stated all evaluation were conducted and 
documented by the DCSISW. The DCSJSW was 
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L 863 Continued From page 11 o L 663 
lntarviewed on 9/12/13 at 1:26 PM. He confirmed 
lherawas no documentation to Indicate 
compatsncy assessments had been perlbooed 
on lhe lhrea employees that had provided 
services for greatsr than one year_ In addftion, he 
confirmed there was no estabUshed method or 
pollolas outUnlng how lo assess staff 
competenofes_ He also slatsd that no !nservlca 
training had been provided to staff wllhln the last 
12 months-

The hospice did not assess for competency or 
provide lnservioe training for staff. 

b. The following personnel Hies lacked 
dotumenlatlon of current CPR certiflcallon: 

-Staff A, CNA, hired 1107/13 
- Slalf B, CNA, hired 4120/12 
- Slaff C, CNA, hired 6101/13 
-SiartO, CNA, hired 6f25/13 
-Staff F, RN, hired 4127/12 
- Slaff H, DCS/li!W, hired 1126111 

The Director of Finance and Human Reaouri:es 
confirmed the above listed employee Illes did not 
contain a current CPR cert!Ucatton. Slle 
confirmed lhat current CPR cartlllcaUon was a 

-- - - ---- raijUlramantTrifemploymemantllll1swas ··-

.......... 

lnolw:led ln llle CNA, RN and MSW job 
desodpllons. 

Hospice employees dld not malnleln CPR 
o;;erUficatlon as required by Job desor/ptlons. 

l664 418.102 MEDICAL DIRECTOR 
.. . --

This CONDITION Is not met as evidenced by; 

~aollD:LIODl1 

+--- ...... ----- -

l 664 1. A Governing Body meeting wlu be held ~n 
· ··· · ovember 13, 2013 reviewing Will\ the Med ~~~~Director 

Is rasponslbillties as It relates to providing ufficient 
verslght necessal)' to anstJre patients neec s ara met. 
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L664 ConHnued From page 111 
Based on record review and Interview, !twas 

determined the Medical Director fa«ed fa ensure 
sulliclent oversight was provided neoassary to 
ensure patient needs were mel. This resulted In 
the laok of dlrentlon to staff to ensure lite pallenrs 
health, safety, social work, and therapy needs 
were mel Andlngs include: 

1. Refer to 1.669 as II relates to lite Medical 
Director's failure to ensura patient needs were 
meL 

1.669 41B.102(d) MEDICAL DIRECTOR 
RESPONSIBILITY 

The medloat director or physician designee has 
rasponslbHily for the medloal component of !he 
hospice's patient oare program. 
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In addition, llle Medical Directors Job descr plion and 
L 604 Services Agreement will be reviewed. 2. 

irhe cumulaUve result of these actions will 
~osure lhat Medical Director provides dlreol on 
and oversight of care and services ensuring that 
patients health, sefety,social work, and ther py needs 
re met 3. The procedure for lmplemenlln lhls plan 1 11 
e that a member of the Gavemlng Body wl allend 

~ach Entlra lOG Team Meeting ensuringth~ t the Medic 1 
Pirector Is providing direction and oversight pr care and 
ervlcas to the En !Ire JOG Team. In addltlo • at least 

L 669 yearly, the Medical Directors Performance Ill be revle \red ~-
y the Governing Body ensuing !hat he Js p vldlng . 
daquate direction and oversight of care an services ; 

o the EnUre lOG Team as wall as to the pat enls and 

1

1 

amllles served by the hospice. 4. Comple on Date 

Ill be 11/15/2013. 5. The Medical Olrecto performer ce l,.l 

ID be monitored at each Each EnUre JOG 
This STANDARD Is not mel as evidenced by: earn Meeting by a member of the 
Based on record review and Interview, rt was 

determined the Medical Oireotor failed to ensure lloverning Body. As previously stated the 
-sulficlentoveralghtwas provided maetpaUent ~edlal Directors psrfarmanca will be evaluat d end re-

1

.1' 

needs. This failure directly Impacted 'l 0 of 11 iewed at least yearly by the Governing Bod • 
paffenls em -115, and i~7- #6) whose records 6. The members oflhe Governing 
were reviewed and had the potential to Impact all ~ad 'II 

~~~~--~ -EE:!rE~~;~~i:~~~~:!~i;s.~_ -~ ~ , :;:;~:0~:~!;~~:~;~::;:; ~:;din~~~-- _I 
patients' health, safely, nursing, social work, and 
therapy naeds. Findings include: 

1. The policy Medical Director Job DeacrlpUon, 
····· not dated, stated "The job deacrlpUon for the 

Medloal Director may lnolude, but Is not limited to, 
theTol!OWmg: ··· 

-Reviewing palfent's medical eligibility 

E"'ntiO:UDOil 

L669 
Please see plan of correction for section 

..... b664, - ... 
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L 669 Continued From page 112 L 669 
-Acting as a leader & medical resource to the 
Hospice Interdisciplinary leam." 

The policy did not specifically state what "Acting 
as a leader & medical resource" meant The 
policy did not address oversight of physician, 
nursing, social work, therapy, and counseling 
provided to patients. 

The DCS/SW was Interviewed on 9/27113 
beginning at3:30 PM. He confirmed the Medical 
Director job description did not specify the 
Medical Director's duties. 

The Medical Director's dulles were not specifred. 

2. Refer to L533 as II relates to the Medical 
Director's failure to ensure comprehensive 
assessments were updated in response to 
changes In patients' conditions. 

3. Refer to 1.536 Condition of Parllc!patlon: 
Interdisciplinary Group, Care Planning, and 
Coordination of Services and related standard 
level deficiencies as they relate to the Medical 
Director's failure to ensure patlant-speclflc plans 
of care, containing measurable outcomes, were 

. ...... .dev.elop.ed,mvlsll.d, andf91l()\',fe{j_fOl e!!.ch..P!lli<>nL.. - m 

I 
i 

I 
l 

I 

I 
4. Refer to l594 as it relates to the Medical 

·--·-· ···--r 
Director's failure to ensure medical social 
services were provided based on patients' and 
families' needs. 

5. Refer lg L603 Condllk>n of Participation: 
Physical Therapy, Occupallonal Therapy ana 
Spaecfl..Language Pathology and the related 
standard level deficiency as they relate to the 
Medical Director's failure to ensure therapy 

FORM CMS-2567(02--99) Previoos Vetsfom.t Obso..'cta EventiD:LI001i 

I 

Faelllly 10: 131554 If conlfnuatlon shoat Page 113 of 128 



DEPA~TMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEQICAIO SERVICE.B 

l!l"A1EMENTOFOEFICIENOIES 
AND PIAN OF CORRE0l1011 

!XI) PROIIIDERJSUPPIJERICUA 
!DENTIFI<::!UIQN NUMBER: 

NAME OF PROVIDER OR SllPPUeR 

ACCENT HOSPICE CARE 

(X4}1ll 
PREFIX 

li\G 

SUMMARY l!l"ATeMENTOF DEFICiaNCIIlS 
(!!AllH DEFICIENCY MUSTS~ PREOEO!lD BY FUll 

Rl!GULATORYOR LSO IDENTIFYING lNPORMAllON) 

L669 Continued From page 118 
services were offered and provided as Indicated 
by paUent need. 

L 670 418.104 CliNICAL RECORDS 

This CONDITION is nol mat as evidenced by: 
Basad on raoord ravlaw and Interview, it was 

determined the facllily falled to ensure cllnfllSI 
records were complete and Included 
comprehensive timely lnfonnalion which was 
readily available. This failure rasutled ln a lack of 
lnfonnation being avallabls on which to base cere 
decisions. Findings include: 

1. Refer to l674 as It relates lolheagencrs 
fafiure to ensure patlenl records included 
documentation of responses lo medloaflon. 

2. Refer to L679 as It relales to the agency's 
failure to ensure Hmely aulhenUca!fon of patient 
record enlr!es. 

3. Refer to Ul65 as It relates to .lhe agency's 
faHura to ensure patient olln!cal records were 
readily avaUable. 

--- --- -- - .:rtleoumul!!lille effect of these dellclenl practloes 
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L670 Please see plan of correction for section 
Ul74. 

resuKad In the lnabiii!Yoft!leageneytoensura- -1-- -- -- - -- ----- _ 
comprehensive patient lnfonnalion was avaHable 
and !hal patient needs were being met 

-- --- ---- ---- ·-·· - 1--- - -- ---

L 674 418.104(a)(3) CONTENT 

[Each pallenrs record must Include lhe following:) 
{3} Responses to madloatlons, symptom 
msiia!lemenl; trealmen!s;and services. 

This STANDARD Is not met as evidenced by: 

EVanlJD:L!Ollii 

l674 L674 11/15/13 

A new posiflon has been developed to essi t 
the DCS with chart audits. This new poslll< 11 

- - !will be ti~ad Cttnloal Rsglsterad Nur~!!> (:(lor ina tor 
CRNC). The DCS and !he CRNC will be 

auditing 5 nmdom charts a week. A chart a dit 

Fnc!Hiy Ill: 131554 If conllnuatton sheet Pago 114 cf 128 
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l674 Continued From page 114 
Baaed on review of medical records and staff 
Interview, It was determined lila facUlty failed to 
ensure all medical reoords contained 
documentation of responses to medication, which 
led to a lack ofcladly regarding lreatmen! of 1 of 
11 palienls (#B) whose records were reviewed. 
Tills fall!Jre resUlted In the potenftal fora missed 
opportunity to al!er a patient's POT. Findings 
Include: 

1. Pallen! iJfl was an 86 year old mala admll!ed 
to the hospice on 7/11113 for the terminal 
diagnosis of Parkinson's. Hfs medloal record for · 
lhe oarllflcallon period of 7/11113through 
1 0/0811 a was reviewed 

A Physician Ordar, deled 8121/13 and signed by 
the Rill Case Manager on 8/21113 and the 
physlc:lan on 812211 a, documented an order for 
Nystatin powder to be appUed toploally fo affected 
areas as needed. There was no dooumentallon 
In the medlcel record as to why the Nyslalln 
powder had bean ordered or where tlla powder 
wollld be applied. In addlllon, !hare was no 
dooumenlallon lo Indicate whether or not lila 
Nystalln powder had been effaoliva. 
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09113&013 

l674 of !he paUenrs response to madlcaUons, 
symptom management, treatments and 

SBfVices. The charts will be audited to ens re 
that the paUenl's plan of lrea!ment Is suff'mi nL 
The CRNC and/or !he DCS wm be required 
lo fill out the chart audit paperwork Ulled 
Comprehensive Documenlallon Review• ! 

show what areas lhe RNCM needs to lmpn: e 
~pon and what areas lhey are In compllanc 
ifiith. (Please see sample of Comprehansiv 
pocumantallon Review (4 pages)). 

- ·Ti1a-R~6asa.Manager-waslnleNiewad.£Jn ... - ··-- _ __ .. __ 
9/13113 atB:20 AM. He slated the Nystatin 
powder had been for a yeast lnfecHon PaUent #8 
hed developed in Ills groin area. He conllm1ed 
there was no dooumentaUon In !he medical 
record to Indicate Patient #8 had a yeast 
11\fecllon, when be had developed II, or whether 

. tile lnfecllonwaallaY~II!!lhlm p§ln, The RN 
Case Manager staled !he YE~Sst infaclfon "Cleared· 
up" afier Patient #8 used the Nyslelln powder. 
He confirmed !hare was no dooumenlallon In lhe 
medical record of Patient iJfl's response lo 

..... . ..... 
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L674 Continued From page 115 
treatment with lhe Nystatin powder. He agreed 
that this led to a lack of clarity related to Patient 
#8's course of treatment. 

Patient #8's medical record did not contain 
response to medications. 

L 679 • 418.1 04(b) AUTHENTICATION 

All entries must be legible, clear, complete, and 
appropriately authenticated and dated in 
accordance with hospice policy and currently 
accepted standards of practice. 

This STANDARD Is not met as evidenced by: 
Based on record review and interview, it was 

determined the facility failed to ensure the timely 
authentication of patient record entries for 10 of 
11 patients (#1 - #5 and #7 - #11) whose records 
were reviewed. This resulted in the potential for a 
lack of comprehensive information being 
available to the IDG on which to base POT 
decisions. Findings include; 

1. The Entries Into Clinical Records policy, 
undated, stated "Documentation In the cllnlcal 
record will be timely, detailed, accurate and 
reflect the care or services provided .•. AII entries 

--·- - "wiltfeffectthe date care,Jreatmentaod/Qr """ " _ 
services was provided, including the month, date 
and year, time and authentication ••• CIInlcal staff 
shall complete all required documenlation at least 
by the end of each work week ... " 

The policy did notlnclude a nationally accepted 
cummt~!andard of practice whlchallowedfor the 
weekly documentation. 

When asked, during an Interview on 9/11113 at 
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L674 

L679 1. The policy entries into the Clinical 
~ecords was updated to reftect that 
~ocumentation must be 
~uthenticated by midnight or an e-
!nail must be sent to the DCS by that 
ime, explaining valid reasons why 
his standard can't be met. 2. This 
ction will ensure that all records are 
omplete, with timely authentication, 
o information is available for all to 
ccurately and appropriately base 
are decisions. 3. The DCS 
onducted an in-service on 
0/23/2013 to review the policy and 
tandard, ensuring all staff 
nderstood this policy and the 
onsequences of not being in 
ompliance. 4. The completion 

" : afa TorTnls-oofrecfiOn-will" be" -"" "- """" """"" " 

1115/2013. 5/6. The Hospice 
dministrator will perform on-going 
onthly audits and those out of 

( pmpllance will receive appropriate 
} ogressive discipline. 

""" """"" 
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Ul79 Continued From page 116 L 679 

.......... 

9;45 AM, the DCS stated clinical staff were 
required to complete documentation by midnight 
of the dale of service. 

However, patient clinical records did not 
demonstrate clinical entries were completed 
within the 24 hour time frame as follows: 

a. Patient #1's 7/18/13 POT documented she was 
to receive care which included RN Case 
Manager visits once per week. Her. record did not 
consistenlty Include evidence of timely visit note 
authentication. Examples Include, but were not 
limited to, the following: 

-An RN Case Manager note documented a visit 
was made on 7/15/13 to assess concerns with 
Patient #1 's skin. The note was not authenticated 
until 8/14/13. 

-An RN Case Manager note documented a visit 
was made on 8/05/13to follow up on Patient #1's 
pain levels. The note was not authenticated until 
8114113. 

-An RN Case Manager note documented a vlsH 
was made on 8/23/13. The note stated Patient 
#i~hadGXperlenced.noac.ui<l9.i1(;lfl!l.el!. sjn~the 
prior week's visit. The note was not authentici:i!Eia ~ 
until 8/28/13. 

b. Patient #2's 6/06/13 POT documented he was 
to receive care which included RN Case 
Manager visits once per week and hospice aide 
visits 31imes perW<'JeK. _His record did not 
consistently include evidence of tiinelyVisitliO!Ef 
authentication. Examples include, but were not 
limited to, the following: 
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L679 Continued From page 117 
"A hospice aide note documented a visit was 
made on 8/09/13 and Patient #2 was provided 
with personal care. The note was not 
authenticated unUIB/12!13 • 

• An RN Case Manager note documented a visit 
was made on 8/15/13. The note stated Patient 
#2 had experienced a decrease in ability to walk 
and increased depression and frustration. The 
note was not authenticated unti!S/29/13. 

·A hospice aide note documented a visit was 
made on 8/20/13 and PaUent tr2 was provided 
with personal care. The note was not 
authenticated untiiB/22/13. 

c. Patient #3's 6/19112 POT documented he was 
to receive care which included RN Case 
Manager visits once per week and Social 
Services visits once monthly. His record did not 
consistently include evidence of timely visit note 
authentication. Examples include, but were not 
limited to, the following: 

" A Social Services note documented a visit was 
made on 6/28/13. The note stated Social Worker 
visits would continue at least 1 time per month. 

.. .. .. Thenotewas nalautMn1lt<iO!!ed .. u~UI6{30/13 . 

"An RN Case Manager note documented a visit 
was made on 7/02/13. The note stated Patient 
#3 had been friendly for the last several visits, 
The note was not authenticated untll7/07/13. · 

.. • A S.aclal Services note documented a visit was . .. 

made on8/SO.i13. The note slated Social Worker 
vlsUs would continue at least1 time per month. 
The note was not authenticated until 9/02113. 
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Continued From page 118 
-An RN Case Manager note documented a visit 
was made on 8/28/13. The note stated Patient 
#3's POT would continue as wri!ten. The note 
was not authenticated untll9/03/13. 

d. Patient #4's 7/09/13 POT documented he was 
to receive care which included RN Case Manager 
visits once a week. His record did not 
consistently Include evidence of timely visft nota 
authentlcatlon. Examples Include, but were not 
limited to, the following: 

·An RN Case Manager note documented a visit 
was made on 8/06/13. The note stated weekly 
vislls would continue. The note was not 
authenticated until 8/14/13. 

e. Patient #5's 7126/13 POT documented she was 
to receive care which included RN Case 
Manager visits 21imes per week and hospice 
aide visits 3 times per week. Her record did not 
consistently include evidence of timely visit note 
authenticatlon. Examples include, but were not 
limited to, the following: 

-An RN Case Manager note documented a visit 
was made on 8/19113. The note stated Pallen! 
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8/22/13. 

- An hospice aide visit note documented a visit 
was made on 8/23113. The note stated Patient 
#5 was assisted with a nebulizer treatments, skin ... 
{)are and to the hathroQm •.. The note was not 
authenticated until9101/13. - ······ 

- An hospice aide visit note documented a visit 
was made on 8/27113. The note stated Patient 
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L 679 Continued From page 119 
#5 was assisted with a nebulizer treatments, skin 
care and to the bathroom. The note was not 
authenticated untiiB/29/13. 

f. Patient #7's record included an Admission Note 
dated 7/26/13. Her record did not consistently 
Include evidence of timely visit note 
authentication. Examples Include, but were not 
limited to, the following: 

I -An RN Case Manager note documented a visit 
was made on 7/28113. The note stated Patient 
#7's POT would be developed. The note was not 
authenticated until7129113, 

·A Social Assessment, dated 7131/13, 
documented the inltial social assessment was 
being completed. The social assessment note 
was not authenticated untiiB/05/13. 

g. Patient #8's 7/11113 POT documented he was 
to receive care which included RN Case 
Manager visits once per week. His record did not 
consistenUy Include evidence of timely visit note 
authentication. Examples include, but were not 
limited to, the following: 

- ----- -AnRNCaseManager.notedocumente<!avisiL 
was made on 7/15/13. The note stated Patient 
#8 seemed to be doing well. The note was not 
authenticated untll?/18/13. 

- An RN Case Manager note documented a visit 
was made on 8/01113. The note stated Palient 
#8 .was. requiring m()re !!§slstance with showering 
and dressing. The note was not authentiC!ltea 

i until 8/12113. 

I h. Patient #9's 7/30/13 POT documented he was 
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to receive care which included 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 not 
limited to, !he following: 

-An RN Case Manager note documented a visit 
was made on 7/30/13, The note staled his vital 
signs were taken and he was dependent on his 
wife for all major concerns. The note was not 
authenticated until8/01/13. 

- A Social Services note documented a visit was 
made on 8/02/13. The note stated the Social 
Worker would complete the visit with the nurse 
later that week. The note was not authenticated 
until 8106/13. 

- An RN Case Manager note documented a visit 
was made on 8/16/13. The note stated he had a 
"precarious gait and altered decision making" 
which continued to "create safety issues." The 
note was not authenticated until 8/19/13. 

- A Social Services note documented a visll was 
made on 8100/13. The note stated additional 
infocmalion.was lube gatb!lr.!ll! .. ilYJh€l~S(lc~l . 
Worker. The note was not authen!lcated unllf - ····· ·· 
8/12/13. 

· - An RN Case Manager note documented a visit 
was made on 8/30/13. The note stated the POC 
would be continued. The note was not 
authenticated.uotll9/02/13. 

-An RN Case Manager note documented a visit 
was made on 9/06/13, The note stated the POT 
would be continued. The note was not 
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L 679 Continued From page 121 
authenticated unlil9/09/13. 

i. Pallen! #10's 6110/13 POT documented she 
was to receive care which lnciuded RN Case 
Manager visits 2 Urnes per week. Her record did 
not consistently Include evidence of Umely visit 
note authentication. Examples Include, but were 
not limited to, the following: 

-An RN Case Manager note documented a visit 
was made on 6/17/13. The note stated the POC 
would be continued. The note was not 
authenticated until 6/23/13. 

j. Patient#11's 5/09/13 POT documented he was 
to receive care which included RN Case 
Manager visits 2 times per week, hospice aide 
visits 2 times per week, and Social Se!VIce visits 
once per month. Her record did not consistently 
include evidence of timely visit note 
authantfcatlon. Examples Include, but were not 
limited to, llle following: 

-An RN Case Manager note documented a visit 
was made on 5/00!13. The note stated Patient 
#11 was able to comprehend and follow safely 
instructions. The note was not authenticated until 

....... 5/15/-13~ .. . 

An lnteJView was conducted with tl1e DCS/SW 
and RN Staff F together on 9/13/13 beginning at 
3:54 PM. They stated, If a nurse or the DCS/SW 
made a visit on a particular day and opened a 
visit note on that day, the note stayed open untu it 
Wal!.<:losed. During this time, the author could 
return to the oote ahaaad or edit entries but 
lllese would not be dated or timed. For example, 
as noted above, an RN Case Manager visit note 
documented a visit was made to Patient #11 on 
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L 679 ConUnued From page 122 L 679 
5/09/13. The note was opened on !hat date but 
was not authenlicated unlll5/15/13. The 
DCS/SW and RN stated In a case such as this, 
the note could be edl!ad or added to until it was 
closed on 5/15/13 and would not Indicate when 
the entries were made or what had been 
changed. 

When asked about the patient records, during an 
interview on 9/13/13 at i1:45 AM, the DCS/SW 
stated staff were expected to authenticate entries 
in paHenl records on the day the entry was made. 

The medical record allowed persons to make 
changes without documenting those changes and 
did not ensure timely authentication of entries In 
patient records. 

L 685 418.104{1} RETRIEVAL OF CliNICAL RECORDS 

The clinical record, whether hard copy or In 
eleclronlc form, must be made readily avallable 
on request by an appropriate authority. 

This STANDARD Is not met as evidenced by: 
Based on record review, review of policies and 
staff ln!arvlew it was determined the hospice 
failed to ensure the clinical record was readily 

......... available upon requestfor6of1i patients (#1-
#5 and~#iOPilifiose recoroswere reviewl'ld. !his · 
failure resulted In incomplete medical records and 
a lack of direction to staff as to what constituted a 
legal medical record. Findings Include: 

1. The hospice utilized en electronic database for 
its medical record. A list of 4 patient medical 

··· records(#1; #2, #3, and tt4} was given to the 
Administrative Director at approximately 2:00 PM 
on 9/09/13. At 3:60PM the Administrative 

~ORM CMS-2587{02-99) PreVious Vemkms Obootate EvaniiD:lJ0911 

L685 L 685 
10/15/13 

On 10/15/2013, a policy tilled "Content of 

the Clinical Recoro•, was developed. The 
purpose of this policy is to outline the 

requirement and components of a clinical 
record in order to ensure a complete record 
·s made readily available and provide a 

ponsistent direction to staff when printing a 
... -pompletecfinical recorD. Tnese recoids wilt ..... . 

t>e available upon request by authorized 
ndivlduals. Records will be printed out as 

ulckly as technology allows this task to tak • 
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L665 Continued From page123 L685 
!Jlrector had not been able fa print a single 
reoord. She apologized and stated every Item 
and vlslt nate In the record had to be prlnte!l 
fndfvldually. She staled a procedure !hat Included 
Which Items to prJnt for a complete legal medloal 
record and direotlona how to print the record had 
not been developed, 

On 9/10/13 at6:00 AM, surveyors entered !he 
hospice to ffnd lhe Administrative Assistant 
printing records. She stated lhe Admlnlslra!lve 
Olrealor was at home prlnUng other records. The 
4 medical records were given !o surveyors at 
10:30AM on9/10/13. Atthat!lme, lhe 
Administrative Director stated she had been up 
unll! 1:00AM on 9/1 D/13 prln!lng lhe records. 

Agency policies were reviewed, No pol/oy denned 
lhe conla!lls of a legal medical record or a 
procedure for slaff lo prtnt !he legal medica! 
record. 

TheAdminlslra!lve Director was Interviewed on 
9/10/13 at 10;30AM. She confirmed the agency 
had not developed a process to define !he legal 
medical record and did not have a way to ensure 
the complete legal medlcal record was available 
In a tfmely manner. 

·· ···· · · ·········· 1'11ea9erioynadnot C!eiiilropecl a ·process 10 · ···· · · ·· 
define medical records and malta !hem readily 
avaUabfa. 

2.. Agency staff were asked to prfnt cop! as of the 
medical recard rrom lhe alectronlo medical record 
system on 9/0El/13 through 9/12113. The content 
ofthe record racafvad bysurveyorsvarled ·· 
according to the staff member printing the 
records. Records were missing lnformalion. 
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Examples Include: 

L708 

a. Patient #10 was a 78 year old female who was 
admitted to the hospice on 3/12/13. She revoked 
hospice services on 6120113. The record was 
requested from the Administrative Assistant on 
9111/13. The record was printed and given to 
surveyors but did not contain nursing visit notes. 
At 2:00PM on 9/11/13, the Administrative Director 
confirmed the visit notes were not printed as part 
of the medical record and printed them to 

1 complete Patient #10's medical record. She 
i confirmed the agency did not have a procedure 
that provided direction to staff about printing 
medical records to consistently ensure the 
complete record was printed. 

The DGSISW was Interviewed about Patient #10 
on 9/12113 beginning at 10:50 AM. He then 
returned to his office and printed 5 General Admin 
Note Details for Patient #10's medical record. 
These were not part of the record that had been 
printed earlier. 

b. POTs were not included with the medical 
records for Patient#1, Patient#3, Patlent#4, and 
Patient#6. 

~Completediiilcal-records were not reaaHy 
available. 
418.108(b){1)(i) INPATIENT CARE FOR 
RESPITE PURPOSES 

Inpatient care for respite purposes must be 
.... ......... . ........... provided by oneoflhefollowln(J: .. _ ...... ... . ....... . 

(I) A provider specified in paragrapli (a} of this 
section. 
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L685 

- -·· - -

L 708 The policy Admission for Respite Care was 
pdated to include the name of Kindred He lthcare 
s the provider of Inpatient respite care for ur 

patients. In-service training and education as 
pompleted on 10/1812013 to review thepolr y and 
process required to fulfill patients and famlli s needs 
or respite care. 
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L 708 Continued From page 125 

This STANDARD is not met as evidenced by: 
Based on staff Interview and review of agency 

policies, It was determined the agency failed to 
ensure Inpatient respite care was provided to 
patients. This had the potential to affect the 
families of all patients who received hospice care. 
This resulted in the Jack of treatment options for 
families who required a break from caring for I 

terminally ill patients. 

The policy Admission for Respite Care, not dated, 
stated "Hospice admits patients to 
[blank space] Hospital for Inpatient respite care." 
The policy stated the hospice provided respite 
care but did not specify how this would be done. 

Staff F, RN, a Case Manager, was Interviewed on 
9110/13 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. 

Staff E, RN, another Case Manager, was 
Interviewed on 9113/13 beginning at2:05 PM. 
She stated the agency did not provide respite 
care. She said patients and/or their families 
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L 708 
2. These actions ensure that respite care 
is available and provided as needed and It at 
families of patients are given all treatment 
options. 
ADDENDUM: 
3. The DCS/SW OR QD will ensure that 
families requesting respite care understan 
th·e process and are provided the 
services needed. The Finance/HR Directo 
ORQD 
will be responsible to maintain a current 
contract with the respite care provider. 
4. The completion date for correction will 
be 11/15/2013. 5. The DCSISW or CRNC 
ORQD 
will ensure that during the Initial Primary IDG 
Team Meeting the POT accurately reflects any 
potential need for Respite Care. In addilio 
the DCS/SW or Administrator OR QD 
will attend each Entire IDG Team meeting 
ensuring that any potential respite situatio s are 
identified. The CRNC or QND will ensure hat 
during their weekly audit of 1 00% of all pat ent 
records that any potential respite situation are 

··· woofd naveT<nnranglifforsoctr"care-through"a~ - ----------
identified and acted~uponpt}ra.gE)nC)' P.oii<J ":"." 

private duty agency or other paid caregivers. 
6. The OCS/SW or CRNC OR QD will ens re 
that potential respite situations are identille d 

On 9/10/13 at 2:00PM, the Director of Finance during the Initial Primary IDG Team meeting. 
was interviewed. She stated respite care had The DCS/SW or Administrator OR QD will 
never .bean provided by the agency. ' ensure any potential respite situations are 

Tlleagency did not provide respite care. 
identified at each Entire IDG Teaf11.Meetln . 

L 795 416.114(d)(1) CRIMINAL BACKGROUND L795 The CRNC or QND will ensure that during I 

CHECKS ongoing weekly chart reviews potential res ite 
situations are identified. 
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L 795 Continued From page 126 

The hospice must obtain a criminal background 
check on all hospice employees who have direct 
patient contact or access to patient records. 
Hospice contracts must require that all contracted 
entllies obtain criminal background checks on 
contracted employees who have direct patient 
contact or access to patient records. 

This STANDARD Is not met as evidenced by: 
Based on reView of personnel records and 

Interviews wllh staff, the hospice failed to ensure 
criminal background checks had been conducted 
for 3 of 8 employees (Staff C, E, and F) who had 
dime! patient contaot and whose personnel files 
were reviewed. This had the potential to allow 
staff with criminal records access to patients. 
Findings Include: · 

Employee personnel flies were reviewed with the 
Director of Finance and Human Resources on 
9111/13 beginning at 11:15 AM. Personnel fifes 
were missing evidence of criminal background 
checks on staff, as follows: 

Staff C. CNA, whose hire date was 6/01/13 
Staff E, RN, whose hire date was 5/28/13 
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l795 L 795 10/15113 
AU currently employed hospice staff now 
have completed background checks and 
!he agency is in 100% compliance with lh 
issue. All future employees who have dir ct 
patient contact or access to patient recon: s 
will have had their fingerprints taken by th 
appropriate agency and their drug testing 
completed on !heir dale of hire. If there Is 
a problem with either one of these tests, t e 
employee will be notified immediately an< 
corrective action wltl be taken to fix the 
problem, up to and Including termination, 
if necessary. The Finance/HR Director is 
responsible for ensuring this requirement 
is fulfilled and !hat the results are kept in 
the employee's personnel file. 

Staff-F,RN,whosehiredatewas4/27/12 . . - ---- - -- ....... . . .. 

.... ........ . 

The Director of Finance and Human Resources 
confirmed the above employees currently had 
direct contact with patients. She also confirmed 
the personnel files lacked criminal background 
checks • 

The hosjl!ca did not obtain crlmlnalbackgiouriif ····· -­
checks on all hospice employees who had direct 
patient contact or access to patient records. 
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I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.l. '~UTCH" OTTER- Governor 
RICHARD M. ARMSTRONG- Dlreclor 

October 4, 2013 

Cory Castagneto, Administrator 
Accent Hospice Care 
1857 South Millennium Way, Suite 100 
Meridian, ID 83646-6349 

RE: Accent Hospice Care, Provider #131554 

Dear Mr. Castagneto: 

DEBRA RANSOM, R.N,RHJT, Chief 
BUREAU OF FACILITY STANIJAROS 

3232 Bder Street 
P.O. Box 63720 

Boise, 1D 6372fl.0009 
PHONE 208·334·6626 

FAX 208·364·1888 

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. 

F'indings #1: 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 

.......... conductedwith.the.Jollowing.Iesuits: ... 

The policy Admission for Respite Care, not dated, stated "Hospice admits patients to-····-­
{blank space} Hospital for inpatient respite care." The policy stated the hospice provided respite 
care but did not specify how this would be done. 

AnRegisteredNurse (RN) GaseManagerwas interviewedon9/10/13 beginning at 1:20PM. 
She stated the agency did not provide respite care. She said patients and/or their families would 
have to arrange lor such care through a private duty agency. 

A second RN Case Manager was interviewed on 9/13/13 begiuning 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 2:00PM, the Director of Finance was interviewed. She stated respite 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)(l)(i). 

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 docmnented 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. Ibe admissions 
packet did not include information regarding the availability of therapy services. 

On 9/10/13 at 2:00PM, the Director of Finance presented a contract for PT and OT services 
dated 9117/07. She stated to her knowledge PT and OT services had never been provided by the 
agency. She stated the last time SLP services had been provided was on 9/17/11. She alao stated 
the agency did not have doeun1entation oflicensure for therapists. 

Between 9110/13 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 211 OIL3atli:2JAM,t)IePireetorof Clilli~al. Seryices.(QC$lsi!tt.ed tile .!lge11cyl1aclr!~<Jr 
had a patient who required PT or OT services. He stated SLP services had last been provided 2.5 
years ago. 

Eleven patient records were reviewed. Eight of the 11 records docmnented potential therapy 
needs, which had not been addressed. 

The 2 Registered Nurse (RN) Case Managers were interviewed on 9/13/13 beginning at 8:25AM 
and on 9/13/13 beginning at 1:20PM 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 4 2 C:FR 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 umumounced 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 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 
eJiough ofeac]111lec1icllti<lil .. J\fterthe}.~N_leftthell()l1l~,thepatie!ltllllc1hiswife .vvere .. 
interviewed. They stated they had never had a problem getting medications. 

On 9/11113 beginning at 9:30AM, 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 getting 
medications for her husband from the agency. She stated that if she had questions or concerns 
about medications, the hospice was quickto 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 9:45AM, the Director of Clinical 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 frame. 

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 an§aB,egiste!ed }'Jurse @.N)toget]1eron<)/13/13 
beginning at 3:54PM. They stated, if a nurse or the DCS/SW made a visit 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 document~d 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 8:20AM. 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 
confmned 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 worker 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 assessrnenfnoh11:er tl1ari five(s) caienCiarC!aysatter the etect16i16fhospi6ecare." 
The Administrative Director was interviewed on 9/12/13 at 9:30AM. 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 timefrarne as follows: 

A patient record documented the patient was admitted to hospice services on 7/3 0/13. 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 perfom1ed by the DCS/SW on 8/09/13, ten 
days after the patient was adlnitted for hospice care. 

A patient reeord documented the patient was admitted to hospice services on 9/12112. 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. 

1be DCS/SW wrui interviewed on 9/11/13 at 4:00PM. 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(b). 

Conclusion #5: Substantiated. Federal deficiencies related to the allegation are cited. 

Allegation #5: 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: 

......... ARegistered.Nurse.(RN)_CaseManager .. was..intenriew_ed_on 9/l0Jl.3at2:00. PM •. .Sbe.stated 
during normal business hours, or Monday through Friday from 8:00AM to 5:00PM, 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 5:00PM 
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 each week, which included 24 hours a day 
o:h weekends. She stated thareach rturseknewwhentney were on-call and kepttheir phone 
nearby. 

Eleven medical records were reviewed. The records contained visit notes that had resulted from 
patients calling the RN during the weekend or aller regul;tr business hours. 

On 9/10/13 beginning at I 0:00AM, an ~"f visit was observed at the home of a patient. During 
the visit, the RN reiterated to the patient and his wife that nursing services were available 24n 
and to call if they needed anything. Mter 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 after 
hours assistance, they were able to contact the RN. 

On 9/11/13 beginning at 9:30AM, an aide visit was observed at the horne 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 horne 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) 
3 34-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the 
course of our investigation. 

Sincerely, 

w 
GARY GUILES 
Health Facility Surveyor 
Non-Long Term Care 

GG/pt 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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