IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" GTTER - Govermnor DEBBY RANSGM, R.N,, RH.LT - Chief
RICHARD M. ARMSTRONG - Direclor BUREAU OF FACILITY STANDARDS
3232 Elder Streat

P.0. Box 83720

Balse, Idaho 83720-0036
PHCNE: (208) 334-6526
FAX: (208} 3654-1888

E-mail: fsb@dhw.idaho.qoy

CERTIFIED MAIL: 7007 3020 0001 4038 9758

November 12, 2014

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

RE: Horizon Home Health & Hospice, Provider #13 1520

Dear Mr. Higby:

Based on the follow-up visit at your facility, Horizon Home Health & Hospice, on October 23, 2014, by
our staff, we have determined that your facility continues to be out of compliance with the Medicare
Condition of Participation of Quality Assessment & Performance Improvement (42 CFR 418.58),

The deficiencies are described on the enclosed Statement of Deficiencies/Plan of Correction
(CMS-2567). Also enclosed is your copy of a Post-Certification Revisit Report (CMS-2567B), listing
deficiencies that have been corrected.

In our letter to you dated September 29, 2014, we stated: "failure to correct the deficiencies and achieve
compliance will result in our recommending that the Centers for Medicare and Medicaid Services (CMS)
Region X Office, Seattie, Washington, terminate your approval to participate in the Medicare program."”

Because of your failure to correct, we have made that recommendation. CMS will be in contact with you
regarding the procedures, timelines, and appeal rights associated with this recommendation that must be

followed.

Sincerely,

SYLVIA CRESWELL
Co-Supervisor
Non-Long Term Care

CS/pmt

Enclosures

ec: . Catherine Mitchell, CMS Region X Office
Debra Ransom, R.N., R.H.LT., Bureau Chief




HOME HEALTH & HOSPICE

Horizon Home Health & Hospice
Trevor Higby, Administrator

63 W. Willowbrook Dr,
Meridian, ID 83646

208-88-7877

November 23, 2014

Bureau of Facility Standards
Atin: Gary Guiles

3232 Elder Street

PO Box 83720

Boise, ID 83720-0009

Re: CREDIBLE ALLEGATION OF COMPLIANCE/PLAN OF CORRECTION

Dear Mr. Guiles,

Pursuant 1o the follow-up phone conversation which occurred on 11-25-14, please find
attached the updated Statement of Deficiencies/Plan of Correction (CMS2567) with the
alleged dates of compliance added to Tags L560, L562, L563, L5635, L566, L567, L569,
L570, 1.572, and L573. )

Thank you for your assistance and kindness extended to us during this process.

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

Singerely,

Amanda Corn RN
Director of Nursihg
Hotjzon Home Health and Hospice

ce: files
4 #’ L] * 1,
Delivering Life Changing Service
Boise/Meridian Doise/Meridian Hospice Burley Caldwel/Nampa
{208) 9387677 (208) 8345051 (208) 678-8500 (208) 4351990
{208) B33-7987 Fax {208) 824-505¢ Fax (208) 678-6500 Fax (209} 455-4274 Foax
Ernmett Mountain Home ‘Pwin Falla Weiser

(203) 365-1693 {208) 557-6054 (204) 733-2540 (208) 549-2104
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: RINTED: {4/12/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES R R LA L
CENTERS FOR MERICARE & MEDICAID SERVICES QMB NO, 09360391

STATEMENT OFf DEFIGIENGIES (X1} PROVIDER/SUPPLIER/GLIA - (X2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AHD PLAN OF CORREQTION IDENTIFICATION NUMBER: A BULDING COMPLETED
' R
£4520 | o.vma 10/23/2014

NAME OF PROVIOER OR SUPFPLIER N
HORIZON HOME HEALTH & HOSPICE

STREETADDRESS, GITY, STAYE, ZIP GODE
£00 N LINDER RD .
MERIDIAN, ID §3642

044) 1D SUMMARY STATEMEAT OF DEFIGIENGIES Y PROVIDER'S PLAN OF CORREGTION )
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACR GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR L€ IDENTIFYING INFORMaTION) TAG CROSS-REFERENCED TO THE ARPROPRIATE - DATE
PEFIGIENGY)
{L 00D} | INITIAL COMMENTS {L 000}
The following deficiencles were clted during the
follow up survey of your hoepice agency
condycted from 10/21/14 through 10/234,
Survayors conduciing the survey were:
Gary Gulles, RN, HF§,
Mangy Bax, RN, B8N, HFS g
Cherl Samilels, BSN, MSEd, RN, HFS
Acronyms used In this report Include:
GG - Continuous Care
DON - Director of Nursing
F2F - Faca-fo-Face [Assessment]
GIP - General Inpatient {Gare}
V- Intravenous gy ETY
Med - Madication 2N L
PIP ~ Parformance improvament Projects
POC - Plan of Cars
QAP| - Quallty Assurance Performance
Improvernant
G - Quality Improvament
{L522}| 418.54(a) INITIALASSEBSMENT {L 522}
The hospice regiatered nurse must complete an 1522~ 418.54 (a ) Inltfal Assessmant;
fnittal asgessment within 48 hours aftsr the !
election of hospice care I accordance with Agency will ensure an injiial
§418.24 Is complete (Unfass the physician, assossment is completed for each
patient, of represantalive requests that the niltal patient admilled to service which is|
assessment be compleled In less than 48 hours.) comprebensisand patient spacific, i }
, reviawed by the (DG and which
This STANDARD Is not mat as evidenced by: adequately As56590s the allan a1
Based on record review and staff Interview, i tamily needs at the fime of 5
was determined the agency Faifed to conduct & admission arid that contributes to |
pattent specific comprahensive assessment that the overall plan of care for each
ldentifled unique patient neads for 1 of 3 active patient with development of spacific| -
pationts (Palient #2) who were admilted since inferventions, P

DIRECTORG O PROVIDERISUPPLIER REFRESENTATIVE'S SIGNATURE , ;l(rf )
Wl M/ actin O, Nugsayy

gar

{¥B) DATE

/A5

Any daflclancy stolemenl ending wilh an asterlsk () danotes & dafielancy which the Insfitution may be edused from cotidatlng providing i Is delemined that
other sefeguatds pravide sufficiant pretesiion {o ltie patients. (See Islruglions) Excent for nursing homes, the findings staled abave are discloasble B0 days
following the data of survey whethat of not & plan of cenreclion is provided, Fur nurglng homas, the above findings and plans of coprectlon are discléaably {4
dave follovdng the dals (hasa documenis are made avaliable o the facilfty. If defielancles are clled, an approved plan of orection Is raguisie to continuad

program parlcipaton,

FORM CMS-2667(02-95) Previous Verskns Obiolkele

Evant ID:MRIl2

Fardity 1D 131620

If eonllnuation shest Paga 1 of 29
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

- GENTERS FOR MEDICARE & MEDICAID SERVICES

CER

PRINTED: 111122014
FORM APPROVED
OMB NO. 0938,03¢1

10/15/14 and whose SQC assessmenfs wera
roviewad. This resultad in the agency not having
comprehenslve Information eritical to ensure a
patient received adequale caré. Flndings include:

Patient #2 was an 87 year old male admitted to
the agenay on 10/16/14 with a dlagnosls of
cirthosls of the fiver. He received SN, HA, and
M8W services. His record, including the S0G
assessment and POC for the cartification period
10/18¢14 to 1/13/2018, was reviewed,

Pallant #2'3 record includsd a 30C visit note,
dated 10/16/14 and slgned by the RN Gase
Managsr. The skin assessment seclion of the
vigll note stated he had 1 wound idenlifiad as a
stage 1 pressure uleer, The Nafionai Pressure
Ulcer Advisory Panel defines a slage 1 pressure
ulcer as Intact skin with non-blanchable redness,
usually over a bony prominence. Aslage 1 ulcer
does not lypically require the application of a
dressing as fhe skin [s intact. The vislt note did

‘I not indicate whera the slage 1 pressurs ulcer was

located.

1 The natralive section of the SOG vislt note stated

Pationt #12 had 2 wound on his left stumnp which
was healng and indlcaled he was going toa
wotind care clinic for ¢are of the waund.
However, the nole did not Indicate the lypa of
wolnd, and did not Include wound measurements
or a description of ths wound.

Pallent #2's record included a wound assassment
tool, completed on 10116/14, and signad by the
RN Case Manageér. it documented alelf leg
stump wound described as sy old ter, The
areas of the tool used to document the fength,
width and depth of the wound, presence of

the hospice Initial assessmentwithin

4B8hoursafterthe palienthaselected |
the hospice benefil. Educationto |
include Instruction on oblainingand |
following of orders, assessment and
documentation ofwounds andwound
care within the electronic
documentation systern.

Responsible: Director of Nursing of
designee will review 0% of initial
admission ssseesmants on a quarerly
basis per previous plan of correction.
Indicators with less than 85%
compliance will require an action plan.
All clinleal review findjngs will be ;
reported to the QAP} commities and /
governing body on a quarlerly basis.|

Completion: 11-26-14 |

STATEMENT OF DEFIQIENCIES (%1} PROVIDER/SUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AN PLAN OF CORRECTION IDENTIFIGAYION NUMBER: A BUILDING . COMPLETED
131420 B.WING 4012512014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE s
400 M LINDER RD
OME 5
HORIZON HOME HEALTH & HOSPIGE MERIDIAN, ID 83842
oy SUMMARY STATEMENT OF DEFISIENCIES i) FROVIDER'S PLAN OF GORREGTION {%8)
FREFIX {EAGH DEFICIEMGY MUST BE PRECEDED BY FULL PREEIR {EACH GORRECTIVE AQTION SHOULD RE COMPLETION
TAG REQULATORY OR L3¢ (DENTIFYING INFORMATION) TAG CROSS-REFEARNGED TO THE APPRUPRIATE TKTE
. DEFGIENCY}
{L.522}| Continlred From page 1 {L 622} 5tatf will be instructed on complation of

FORM GH5-2567{012-88) Pravious Varsions Obzalela

Evenl ID:MRIHE

Feclity 10: 131620

1f conlinuation sheat Page 2 of 29
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PRINTED: 11/12/2014

HORIZON HOME HEALTH & HOSPICE

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEDR
CENTERS FOR MEDIGARE & MEDIGAID SERVIGES QOMB NO. 0938-0391
- [rATEMENT OF DEFICIENGIES  [(X1) PROVIDERISUFPLIERICLIA £<2) MULTIPLE CONSTRUBTION (%) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING " COMPLETED
. R
131520 B. WING 10/23/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE

200 N LINDER RD
MERIDIAN, ID 83842

{(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1]
BREFIX

TAG .

PROVIDER'S PLAN OF CORRECTION. -
{EACH CORRECTIVE ACTION SHQULD BE
CROSS-REFERENCED TO THE APFROPRIATE

BEFICIENCY) -

L xe
COMPLETION
ORYE

(L 522}

{L. 643}

.| comprehenaiva to Include delalls ralated to his

Continued From page 2

drainage, color of strrounding skin and Indication
of healing were blank.

Buring an interview on 10/23/14 at 11:556 AM, the
DON reviewed Patient #2's record and conlirmed
the SOC assossment Jacked Information,
ragarding the locatlon of his stage 1 pressure
ulger and description and measurements of the
vrotnd on his leftleg stump.

Patlent #2's assesament al the 30C was not

wounds,
418.560)) PLAN QF CARE

All hospice care and services furnilshed to
patlents and their familles must follow an
Individualized wrilten plan of care established by
the hosplce interdlseiplinary group in collaboration
with the altending physiclan (if any), the paitent or
rapresentative, and the priniary caregiver in
accordange with the patlant's neads If any of
them so desire.

This STANDARR 5 not mat as evidenged by:
Based on record review and staff inferview It was
determined the agency falled {o ensure an
Individualized wrillan plan of care developed by
the hospice interdlselplinary group In collaboration
with the altending physician was followed for 3 of
10 patlanta (2, #3 and #5) whose records were
revlewead, Failure to follow ihe individualized plan
of cara had the potential to interfere with hosplee
staff meeting the current medical needs of the
patient, Findings include:

{L 522}

{Lédaj

1. Patiant #2 was an 87 year old male admilied to

L543 - 418.56 (b ) Plan of Care l

Ditector of Nuraing or des! i
¢ gnee will
Provide staff education review of Palicy

2,044 The Plan of Care, 2.046
Verlficafion of Physician' s Orders,
2046.A Addendum: Orgenizational
SPE_cif:'c Elements for Qrders. Instructio
will include formulation of the patient's n‘
plan of care In conjunctlon with the
paflent, caregiver/faml Iy with sach plan
of care to be individualized with specific
intsrventions/measurable goals to meet
the overall needs of the patlent and

fa mily unit. Education provided will also
incluide obtaining specific MD orders for
) réquired intarventions at the Stant of
Care and ongoing to meet

The needs of the patient such as woung
care, missed visit nolifications, and
updating the visit frequency when
adding PRN visits {o the schedule,

FORM CH5-2667(02-08) Fiavious Varsiens Obsclels

Evenl [D:MRIN2

Faclity ID: 131620

If continuation sheel Page 3 ¢f 29




DEPARTMENT OF HEALTHAND HUMAN GERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 11/12/2014
FORM APPROVED -
OMB NQ. 0838-0391

STATEMENT OF DEFICIENGIES {X1} PROVIDER/BUPPLIER/CLLA
AND PLAN OF GORRECTION IOENTIFIGATION HUMBER:

131620

{42} MULTIPLE CONSTRUCYION

A, BUILRING

B, WING

X3} DATE SURVEY
COMPLETED

R :
10/23/2014

NAME OF PROVIOER OR SUPPLIER
HORIZON HOME HEALTH & HOSPICE

BTREET ARDRESS, CITY, ST:i\TE. 2P CODE
400 N LINDER RD
MERIDIAN, ID 83842

{4) ID
FREFIX
TG

BUMMARY STATEMENT QF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FUIL
AEGULATORY ORLSG IDENTIFYING INFORMATION)

1]
PREFI
TAG

PFROVIDER'S PLAN OF CORBECTION {X5}
{EACH GORREGTIVE AGTION SHQULD BE GOMPLETION

CROES-REFERENGED TO THE APPROPRIATE DATE
DEFICIENEY)

{L 543}

Conlinvied From pags 3

the agenoy on 10/16/14 with a diagnosis of
clrirhosis of the liver, He recelved SN, HA, and
MW sarvices. His ragord, Includirg the POG for
tha certiilealion perdod 10416114 {fo 11316, was
reviewed.

Pallent #2's POC for the certifcalion period
10f16f14 to 1/13/15, includad an order for wound
vare o his laft stump wound to he completed 2
times perweek, His racord fncluded 2 visil hotes
for Patiant #2's first week of services, daled
10/16/14 and 10/17/14, end signed by the RN
Case Managsr. However, neflher of the nolas
dooumented wound care was completed to his
left slump wound,

During an Intetview on 10/23/14 at {1:55 AN, the
DON raviowed Patisnt #2's record and confirnad
there was no documentation of Wound ¢are 1o his
laft stump waund,

Patient #2 did not recelve wound care as ordered
in his POC,

2. Palient #5 was a 77 year old female admilied
to the agency on 8/18£12, with 4 dlagnosls of
Alzheimer's Disease. She received SN, HA, and
MEW services. Hsr record, including the POC for
the certiflcation period 8/08/14 to 10/06/14, was
reviewed,

Pallent #5' record Inclded a physlcian's order,
signed by the Medica Director on 10/02/14, The
arder Included SN viglte 2 times a wesk for 2
waeks, eftectlve 10/07/14, Howaver, Patient #5's
racord included only 1 SN vislt for the week of
10/M2/14 to 10/18/14, dated 10115714

During an interview on 10/23/14 at 11:60 AM, the

{L. 843}

Rezponsible: Director of Nursing or
designee will review 0% of
assessments and Plans of Careon a
quarterly basis per previous plan of
correclion. Indicators with legs than
#8% compllance will require an aclion
plan. All ¢iinical review findings will be
reportad to the QAPI commiltee and
governing bady on a quarterly basis. |

Completion: 11-26-14 5

FORM GMS-2667(03-09) Previoua Varsions Obsolels Evenf1D; MRilt2

Faclkly ID: 21520 iIf continvation sheet Page 4 of 20
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

mr v v

PRINTED: 11122014
FORM APPROVED
OMB NG. 0938-0381

STATEMENY OF DEFICIENGIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLR CONSTRUGTION (¥3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION HUMBER: A BUILOING COMPLETED
R
131520 8.WING 101232044

NAME OF PROVIDER OR SUPPLIER
HORIZON HOME HEALTH & HOSPICE

STREETADDRESS, CITY, STATE, ZIP GODE
900 N LINDER RO
MERIDIAN, 1D 63642

(X4} ID
PREFIZ
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REQULATORY QR LSC IDENTIFYING }NFDRMATiON}

2l
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION
(EAGH CORREGTIVE ACTION SHOULD BE
GROSS-REFERENCED T0 THE APPROPRIATE
DEFICIENCY)

(x5)

DATR

{L 548}

(L553)

Conilnued From page 4

DON reviewed Patient #5's record and confirmed
2 vislls were ordared by tha physiclan and only 1

visll was complated for Ihe week of 1042/14 10

§0/18/14,

Pallent #5 did not recalve SN vistls as ordered In
her POC, '

3, Patlent#3's medical record docurented an 88
year old male who was admilted for hosplee
services on 10/15/14 and was currently a patient
as of 10123114, His ferminal diagnosls was lung
Gancar. '

A'"Visit Note Reporl” by the RN, dated 10/20/14
at 2:23 PM, stated Patisnt #3 had slgns of
Infection at a chest drain aite as evidenced by
increased redness and & amall amount of yellow
green drainage from lhe Ingertion site. The note
stated the RN appiied a thin layer of anfiblotlc
ointment lo the red areas argund the the insertion
site. Pallant #3's medical record did not contain
orders 1o trgat the infectlon at the inseriien site,

The RM who carad for Patianl #2 was intervlewed
on 10/23/14 beginning af 10:00 AM. Ehe
copfirmad there was no order to freal the Infecled
araa at Patient #3's draln insertion slie.

Patient #7s care did nol fallow a wrltten plan of
cara, Including arders for all treatments
perfortnied,

418.56(d) REVIEW OF THE PLAN OF CARE

Arevised plan of care musl Include Informalton
from the patlent's vpdated comprehensive
asseasment and st nofe the patianl's progress
toward outsomes and goals specified in the plan

{L. 543}

L 553)

L553 418,56 {d) Review of the Plan of|
Care
Director of Nursing or designee will

provide staff education on the content of |
the patlent’s plan of care and ongoing  }

FORM CMS-2887{02-88) Previous Veralons Qbzglele

Eyent (D:#Rif12

FPacifity I, 131628

Il conllnuation sheel Page §of 29
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{jEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

s v

PRIMTED: 11/12/2014
- FORM APPROVED

OMB NO, (1938-0391

{¥2) MULTIPLE GONSTRUCTION

STATEMENT QF DEFIGIENCIES {1} PROVIDERISUPPLIERIGLIA (%3) DATE BURVEY
AND FLAN OF CORREGTION [DENTIFICATION HUMBER: A BUILBING COMPLETED
. : R
. 131520 B. WING 1012312014
NAME OF PROVIRDER OR SUPPLIER STREETADDRESS, CITY, 8TATE, 2IP GCODE .

HORIZON HOME HEALTH & HOSFICE

900 N LINDER RO
MERIDIAN, ID 83642

{4 [ BUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORREGION {x5)
PRERIX (EAGH DEFIGIEHGY MUST BE PRECEDED BY FULL . PREFX (EAGH CORRECTIVE ACGTIGN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCGED TO THE APPROFRIATE DATE
DEFICIENCY)
{L.553} | Conlinued From page § (L 563}|updates to the plan of care, Each pian of
of care care will ba individualized with spedific
' Interventiohs and measureable goals to
meet the overall needs of the pgtient.
This STANDARD is notmet as evidenced by: Slaff instruction will include review of
Hased oh record review and staff Interview, it Policy 2-044 The Plan of Gare and "
was determined the agency failed to ensure plans 2.032 Pain Assessment. Education wil
of care were revised to meet the ongolng heeds include assessment and follow-up of
of the patlent for 1 of 10 current patlents (#8) pain ratings, and hotification to the
whose records ware reviewed. The failure fo, physician when pain is above the ‘
revise plans of gafe placed (he patlent af risk (o pafient’s acceptabla level. Eech pian of \
have unimet needs. Findings Include: care s to reflect new ar changed goals
gpecific to the individual patient as ‘
Fatlent #8 was a 50 year old fomale admilted to ‘nacassary to accurately reflect and meeli
the agency on 811444 with a dlagnosts of the pallent's needs. ) i
- rnalighant neoplasm of the brain. She received Director of Nursing or designee will J
SN, HA, and MSW services, Her record, review 10% of initfal admission
Inoluding the POG for the cartification perlod . assassmentsievaluations on a quarierl
8/11/14 \o 11/08/14; was reviewed, basis. Indicators with less than 85%
compliance will require an action plan,
Pationt #8's racord includad a SN visit nole dated All clinical review findings wili be
10414714, and slgnad by the RN Gase Manager. reported to the QAP commiflee and -
The note included a path assessmenl that ulitized governing bady on a quarterly basis.
]a gun}erlc paln slacale t01aslseass r‘:ialng Eﬂflh Zertﬂ Responsthle: Director of Nursing is
ndicating no paln, and 10 Indicaling the inos ‘
severe pa, Ql‘ha vislt note stated gaﬂent#ﬁz‘s v responsible for the overall correction of
goal was to keep het pain at a levef of 4 ar balow, this standard.
and she raled her paln as a 5 during the 8N vistt, {
The visit note documented Patlent #8 stated she Completion: 11-26-14 -
had pain all of the 1ine, and her worst paln level .
in the last 24 hours was 10.
Palient #8's racord inotudad a SN vislt note dated
101614, and slgnad by the RN Case Manager.
The visit note documenled Patient #8 rated her
pain as an 8 durling the SN vislt, Additionaly, it
slated she reported she had pain all of the time,
and the warst pain fevel In lhe last 24 hours was
9.
FORM CM5-2667(02:59) Pravicss Vierslons Obsclete Fvenl ID:MRI2 Facliy 1D; 131520 }f canlinuallon aheel Pege & of 29
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PRINTED: 11712/2014

DERARTMENT OF HEALTH AND HUMAN SERVICES FORM APEROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT QF DEFIGIENCIES K1) PROVIDERISUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORREGTION [DENTIFICAYION MRABER: A BUILDING COHPLETED
’ R
131520 B. WING - 1072312014

NAME OF PROVIDER OR SUPPLIER
HORIZON HOME HEALTH & HOSPIGE

STREET ADDRESS, CHTY, $TATE, ZIP CCPE
200 M LINDER RD
MERIDIAN, ID 83642

PERFORMANGE IMPROVEMENT

This GONDITION is not mat a8 evidenced by:
Based on slaff Inferviews and review of QAP
documents, adverse avent docurnents, and
agency policias, it was determinedthe Hospice
faited to ansure 8 QART program was fully
developsd, implemented, and maintalned. This
resultad In the Hosplce's inabiiity to monltor
services and Improve the quality of pallent care
based on relevant data and actlons taken.

| Findlngs cluds;

1. Refer lo 1560 as it relates 1o the Hospice's
fallurs o develop, Implemenl, and maintaln an
ongeing QAPI program.

2. Refer to LB82 88 it relates to Hosplee's failure
to ensura adverse evenis were monltated and
quality Indlcator data was analyzed.

(%4} ID SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF GORRECTION o
FRERY {EACH DEFIGIENCY MUST BE, PRECEDED BY FULL FREFIX * (EACH GORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGHLATORY OR LSC IDENTIFYING (NFORMATION) TAG GROSS-REFERENCED 70 THE APPROPRIATE | DATE

DEFIGIENGY)

{L 663}] Continued From page 6 {L 563}

Patient #8's recard did not Include docurmentallon

lo indicate har physician had bsen contacled

regarding her severe paln, or that har POC had

besan updaled to address severe paln,

During an interview on 10723714 at 11:40 AM, the

DON reviewed Patient #18's record and conflrmed

her POG had not been updated to address her

severs pain.

L559 418,58 Quality Assessment & |

Patlent #8's POC was not updated o include i .

interventions and goals related to her severe level Performance Improvement !

of Pﬂiﬂ. D : i
(L559)| 418.68 QUALITY ASSESSMENT & (L 559} The Quality Assessment and !

Performance improvement plan has
heen revised to objectively and
systematically monitor and evaluate
the quality of care and services 7
provided for patients/families throughf
the coliection of data and then :
analyzing and monitoring of that data !
to evaluate patient outcomes and
agency processes.

Revisions to the QAPI program
inciude: a reformatted QAPI plan that
encompasses and clearly defines ail
elements required, created and |
implemented a PIP recommendation
form to demaonstrate the Governing |
Body oversight, improved the ;
quarterly meeting template, adopted :
a new PIP template, adopted a
definition for adverse events and

FORM CH5-2587(02-99) Previous Vaisions Obzolala

Evanl 1D KARIE2
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Continued From page 7

3. Refer to L563 as it relates to Hosplee's fallure
ta ansure the QAP program includad all relevant
data,

4. Refer to L5665 as It relates to the Hosplce's
failure to ensurs the Governing Body approved
the freguency and detall of QAPI data coliection,

6. Refor lo L5685 as It relates to the Hosplee's
fatiura to snsure the QAP| program dernonalrated
a focus an high-risk, high volume, or problem
[Arons areas.

6. Refer to L567 as [ ralatés o the Hospice's
falluse to ensure the QAPI program demonstrated
conalderalion of Incidance, prevalence, and
severity of problems In the deslgn of its program,

7. Refer to LG6¢ as It relates to the Hospice's
fallure to ansure advarse patient events wers
analyzed and prevenlalive measures were
Implernantad.

8, Rofer to 1570 as it relales lo the Hosplce's
failure to onsure performance improvement
aclions wers taken in response lo {he analysis of
quality indficator data,

9, Refer o L572 o it relates fo the Hosplce's
fallure to ensure PIPs raflected the scope and
complexity of the agencles sarvices and
operations.

10, Refer to L573 as It relates to the Hosploe's
faliure to ensure PIPs reflected measurable
progress. .

11. Rofer to L574 as It mlates to the fallure of the

Governing Body to ensure that an ongaing,

{L 658}
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{L 560}

| data-driven QAP! progridentlfied certain measures that will ‘

scope of setvices and ¢be monitored and clarified which
was daveloped, Implem qyality measures will be tracked,

The cumufativa effect o

adopted three PiPs that derhonstrate

soriously Impeded the gmeasured improvement, createda |

assess, nionfler, and Irtool ta aggregate data to better 4
Sarvicas., analyze and created several tools to | & Performance Improvemant

418.58 QUAHTYASSEsupport a comprehensive OAP]

PERFORMANCE IMPH
progran.

The hosplce rmust deve Agerncy to Instruct QAPI commitiee ot

oA 1D SUMMARY STATEMENT OF DEFIGIENCIES ] PRGVIDER'S PLAN OF GORRECTION s}
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFI {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG (DENTIFYING INFORMATION) TAG GROSS-REEERENCED 1O THE APPROPRIATE DATE
. DEEICIENGY)
{L.569}| Continued From page 8 . {650}

L.660 418.68 Quality Assessment]

:include: a reformatted QAP plan that

i

1)

{
i
Revisions to the QAPI program ;
1
!
{

malnlain an sffsoliva, ol the QAP! Program, meet quarterly and. encompasses and clearly defines all
data-driven qualily asse quarterly review and findings to be

Improversnt program.
The hosplce's governingsy

under aantract or arrang
Indicaters rejaled to imp

bmitted to the Governing Board via

the prograr: reflects thesumrnary report for approval. Through Nots!
organizallon and seMvicewonitoring and evaluating, the QAPI ;Body oversight, improved the
services (Including hose e il determine whether orj duarterly meeting template, adopted
not the carefservice delivered is in
outcornas; and fakes aclaccordance with the predetermined

improvement In hospice jndicators of care/service as well as

hospica must malntain dthe specific criteria identified. When |
the care/service delivered does not
dsronstrate lis operatio match the pre-determined indicators/

its quallty assessment a:
improvement program &

specific criteria, the discrepancy will

This STANDARD is not

ceview, and staff Intervierbe determined,

be identified as a problem and
Baged on tavisw of QAF methods of resolving the problem wil

Hospioe falled lo ansure pugnonsible: Director of Nursing has
prograr Was davaloped, ultimate responsibility for the

mainfained. This resulle
Hosplee to evaluate its picorract
significantly Impeded the ongoing completion.

improve care and SENicecompletlon; 11/20/14 |

ive action for overall and

;@ new PIP template, adopted a

!

iquality measures will be tracked,

jadopted three PIPs that dernonstrate
:marked improvement, created a tool '

jjand created several tools to support a
(comprehensive QAP program. l
lAgency to instruct QAP! committee on;

lelements required, created and

lmplemented a PIP recommendation |
form to demonstrate the Governing

definitlon for adverse events and
Identified certain measures that will
be monitared and clarified which

to aggregate.data to hetter analyze

the QAPI Program, meet quarterly .andJ
quarterly review and findings to be”
submitted to the Governing Board via
summary report for approval. Through
monitoring and evaluating, the QAPI

FORM CMG-2657(02-39) Pravious Verakons Obsolale Eyan} ID;MRI12
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. Oh 10/21414 a1 1:30 PM, the Administrator and
i the DON, who was aiso the QAPI Goordinalor,

blank dosument titled "Quality Assegsmant and
Performance Improvement Meeling 2014," which
was not dated. The Adminlatrator indlcated this
was the QAPI Pian. This document slated the
goal was an 85% compliance rate for the 18
areas helow, '

Elaclion Statemsnt

Initlal cerlificallons

{nltial POG

Varbal{Supp Orders

Recort Qrdars

F2F Compliance :

Clinical record documentatlon accuracy
Thenely fillng of clinical records

ted raconcillation

Painfsymptom management

Wound cara

IV therapies

Management of CC, GIP, and Respila
Coordination of care

Bargavement assessment, PQC
Volunteer POC

live Discharges

Peath Diacharges

On 10/23/14, slarfitg at 1:30 PM, the
Administrator and DON wers Interviewed. YWhen
asked, they unabla to provids the reasons for the
salection of the 18 areas {above) or how they
reflected the complexlly of the organization and
services provided. The Administrater and PON
gould 1ot defing what tha 18 afeas meant, what
the quallty Indlcators ware, how they would be
svaluated, or haw the data would be used fo

were intérviewed. The Administrator provided a

_| specific criteria, the discrepancy will |

C X4 ID SUMVARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S FLAN OF GORRECTION e
PREFIX [EACH DEFICIENGY UST BE PRECEDED BY FULL PREEIX (EACH GORRECTVEACTION SHOULD BE | COMFLENON
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE DATE
) DEFICIENGY)
. - committee will determine whether or;
{L 660} Conlinued Fiom page 9 {L68%} not the care/service delivered is in

accordance with the precletermined |
indicators of carefservice as well as ]
the specific criteria identified. When :
the care/service delivered does not E
match the pre-determined indicatorsf,

1

be identified as a problem and
methods of resolving the problem wil
be determined.

The Quality Assessment and
Improvement (QAPI) plan has been
revised to follow the required
elements of a8 QAPI plan as per COP
interpretive guldelines for 418.58.
The planis structured in a manner -
that both clearly instructs the QAp{ !
commlttee as well as ensures all COPs’
are met, The outiine of the plan Is;
~1.0 Program objectives
-2.0 Program Administration and
Coordination

-2.1 Goverpance and
Leadership ;'

-2.2 Schedule
-3.0 Monitoring and Evaluating
-3,1 Routinely monitored data
-3.2 Priorities for resalution of |
problems . ’
~3.3 Monitoring to determine
effectiveness of ackion

FORM CRA-2507{02-98) Previols Verstons Dbsalale ByanpD: A2

Fatiity 1 131620
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PROVIDER'S PLAN OF CORRECGTION

{2) The hosplce must measure, analyze, and
track quallly indicators, Including adverse patient
events, and other aspeots of performance that
enable the hospice lo assess processes of ¢are,
hospice gepvices, and pperattonsa.

This STANDARD is not met as evidenced by;
Based on adversa avant and QAP dosyment
revlew, and staff interviews, It was determined
thal the Hosplee failed to engure adverse evenls
were monltoted end data was analyzed for all
patients recalving care fiom the Hosplce, This
resulted In a lack of information relaled to
adverse evants and impeded the Hosplee's ability
to ensure safety and iden(ify ways to Improve
patient outcomas. Findinga include:

04 1D SUMMARY STATEMENT OF DEFIGIENGIES D )
FREFIX {FAGH DEFICIENGY MUST BE PREGEDED BY FULL FREFIX (EACH CORREQTIVEACTION SHOULD AR CONPLETION
TAG REQULATORY OR L5C IDENTIFYING INFORMATION) TAG OROSS-REFERENGED TO THE APFROPRIATE DATE
‘ . DEFICIENGY)

{1 560}] Continued From page 10 (L 560) P34 Performance improvement ‘k

show measurable improvement, They stated | Projects ':

they had not had a QAPI meefing, When -4.0 OAP| Pragram Review \

requested, they coukd not produce dogurmentation

of aggregalte quality indlcator data or quality The PIP i .

Indicator data analyses. The Administrator and sectio ttif n:p atf f\owkllncludes a

the DON could niot provids Information related o ion that explains the reason for

how lhe quallty measures wera incorporatad Into the PIP.

the F;ospice’s Q%F'i plan, A!c:!ditiunaﬂy,llhe The newly adopted QAPI plan

Adminisirator and DON could not provida incornorat )

documented evidence that the 18 areas identited "Idl P t /Eo"‘ atable P‘*LE' red to as the

in the QAPI plan were approved by the Governing ndlcator/Outcomne Schedule® which |

Body. There was no aggregated qualily indicator specifies the detail and frequency of

dala, no analyzed qualily Indicator data, and no QAP data collection for the quality |

PiP's refloctive of the 18 areas. indicators adopted by Horizon and ;

The Hosploe's quality docurmentation did not approved by the Governing Body. |

demonagtrate that an effective, ongalng, The QAPI plan dictates data collection

hospige-wi]tlé data-dr}ven QAP prcégranl'n had for; occurrences (falls), infections

hesn developad, Implemanted, and mahiained. complaints and medicati !

oh errors N

(L 562} | 416.50(a)(2) PROGRAM SCOPE {I.662) because these areas have haen

deemed high risk, high voluine and
problem prone areas.

The QAPI plan now includes a
signature line of approval for the
Governing Body. t\

e e At

Date of Completion; 11-20-14

L 562 418 (a) (2) Program Scopez

The QAPI prograr‘f\ has been revised td:

ensure the agency is reviewing and

FORM CME-2867{02-08) Provious versiona Obsolels

Event ID:MRIE2
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Conlinued Fram page 11

On 10/22/14 at 1:30 PM, adverse eveni dala was
requasted from the DON, The DON provikded a
*Ql Event Summary” prinled 10/22/14 at 1:57 PM,
The documant teluded "Individuat Qf Event
Detait Raports” on 6 patient events. Two of 3
iIGtient Oceurrsice Reports™ Included avents of 2
patlent falls. One patlent fail oscurred 10/15/14,
and tha other acoutrad 10/17/44.

The Hosplce policy itled, Leadershlp-tncident
Reporing, dafed 3/2014, stated "The Direclor of
Nurslig, Clinical Supetvisor, or deslgnse will
review and complete and pracess the incident
report form, reques! any nacessary follow-up -
fram appropriate personnel, and inltiate incident
raport follow-up, as raquirad, The incldent
reporls will be monitored by the Parformance
Improvement Coardinator for analysis and
tracking. Tha Performance improvement
Caordinator will review the Incldants and conduct
follow-p as required.”

On 10/23/44 at 1:30 P, during an Intarviaw with
the DON, data and/or analyses of the falls was
requested, The DON was Interviewad agaln at
3:20 PM on 10/23/14. She stafed an Invesilgation
of the falls had not been cenducted. She also
staled the agency had not conducted analyses of
adversa palient evanls.

The Hosploe dig not measure or analyze advarse
svanis fo prevent fulure ocowimences,

418.58(b)(1) PROGRAM DATA

(1) The program must use quallly indleator data,
Including patient care, and other refevant data, in
the design of its program. .

{L'562)

{L 563}

monitoring adverse events {as defined
In the QAP! plan in section 3.3},

Additionally, all quality indicator data l
obtained from the clinical audlts are |

analyzed for all patlents receiving care
and to establish the agency's ability to;
improve patient outcomes.

Date of Completlon: 11-20-14

FORM CM32847(02:89) Provious Verslong Chsalala
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This STANDARD 13 not met as evidenced by:
Based on QAP! dooument raview, policy raview,
and staff interviews, it was determined the
Hosplce failad to enaura the QAP] program used
quality Indlcalor data. This resulted in nssed
oppartunities to Improva palient care and
serviees., Findlngs nclude:

The Hosplaa policy "Improving Organtzationa
Performance” revised 3/2014, and updated
9124114, siatad the "Purpose” of the policy was
"To satabllsh a performance lmprovemant
framework which integrates activities to Improve
arganization performance, improve pallant safely,
reduce the risks for acquisitton and transmleslon
of infections and improve paliiative care
autcomas and services."

“The Admintsirator and DON provided nurmerous
docunents thaf were incongruent In determining
which speciflc quality Indicators had baen
monitored, These includsd:

- The Minutes of the Governing Body, dated April
22, 2014, Indicated the Hosplee wauld focus om:
Pharmacy ianagement

Hasples formulary

.1 Managing PPD cosis

Compliance with Medioare Part D
Palient diaghoses
Corraot diagnosls”

- The polley titted *Leadership -Pricriization of
Itporiant Processes Rouline MeasUiroment of
Indicators," dated 3712014 and updated 9/24/14,
listad 5 areas: but did not stafe which the
Hosplea would monltor. ‘

- Adocument titled "Quiallty Assessment and

following domains:
-Referral statistics
-Census Statistics

-infections
-Falls
| -Medication Safety

L 663 418 (b} (1) Program Data !

Agency will utilize the data collected| -
within the agency's EMR that is
produced on certain repoits. Quality,
data will be monitored in the

-Finance and Development
Revenue and Costs per patient day

Date of Completion: 11-20414i:

\
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Performanca Improvenant Meeting 2014, Vesper
Hosplea" documented 7 patient (all areas to be
mohitored. |

- A dogument tifed "Qualily Assessmont and
Patiormanae improvement Meeting 2014, not
dated, identifled the following 18 areas aa part of
the QAP prograrm; '

Election Statement

Initial certifications

tnitial POG

Verbal/Supp Orders

Recert Orders

F2F Compflance

Glnleal record decumantation accuracy
Timely fliing of clinieal records

Med raconciliation -

Paln/symplom management

Wound care

|V theraples .
Managament of CC, GIP, and Resplle
Coordination of cara

Bergavement assazsment, PQC
Volunteer POC

Live Dischargss

Daath Discharges

The docuiment did ol mention qualily Indicator
data or how such data would ha gathered or
ugad. No documents described qualily indicator
data,

On 10/22/14 at 1:30 PM, the Administrator and
DON were asked for dosumentalicn desaribing
how quality Indlcator data would he gathered and
used. The DON atated she dld not have

-documéntation as to how quality indicatar data

viould be galherad and used. She slaled the

FORM GMS-2667(02+99) Praviads Yerslons Ohsolala

Evenl iD:MRIH2
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(L 663}

{L 558}

Continued From page 14 .

agency was currenlly conducting chart audils to
gather data to deslgn its prograrm but this had not
happensd yat. )

The Hospice had nof used qualily indicator data

In Its QAPI program design.

418.58(b)(3) PROGRAM DATA

{3) The frequency and detail of the data collection
rust ba approved by the hosplea's governing
body. ‘

‘This STANDARD is not met ag evidanced by:
Based on review of QAPI dooumants, policy
review, and stalf infarviews, it was determined the
hospice fallad to ensure the Governing Body
approved the frequency and detail of QAPI data
collection, This resultad In the polentlal for
fmplementation of a QAP plan without
appropriate oversight and nput of the Governing
Bedy. Findings Include:

| The policy "Gaverning Body" revised 3/2014,

slated the "Relevant findings of parformance
improvement aclivitles are conslstently provided
fo the Governing Body" A policy statlng the
frequency and detail of the data collection would
be approved by the hosplee's governing bady was
not present.

On 10/22114 at 1:30 PM, the Adminiatrater and
DON were Interviewad. They hoth staled a QAPI
plan that dascribed the frequency and detail of
data collaction had not been developed.

The Governing Body did not approve the
frequancy and detail of the agency’s QAPI

(L 563}

L:565

it

L 565 418.58 (h) (3) Program
Data

The newly adopted QAPI plan
incorporates a table referred to as thel
“Indicator/Outcome Schedule” which |
specifies the detail and frequency of
QAPI data collection for the quality
indicators adopted by Horizon and
approved by the Govarning Body.

Date of Completion: 11-20-14

FORM GMS-2667(02-50) Pravious Veralens Obsalale . Event ID:14RIi{2

Facilty 1D: 131620 If continuation sheot Page 15 of 29




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 09380391
STATEMENT OF DRFICIENCIES {X1) PROVIDER/GUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; A. BUILOING COMPLETED

S R
131620 B. WING 102312014

PRINTED: 11/12/2014
FORMAPPROVED

NAME OF PROVIBER 9R SUPPLIER

HORIZON HOME HEALTH & HOSPICE

STREET ADDRESS, GITY, STATE, ZIP CUDE
900 N LINDER RB
MERIDIAN, [0 83642

N

SUMMARY STATEMENT OF DEFICIENCIES

[+

PROVIOER'S PLAN OF GORREGTION (X5}

(1) The hospice's performance improvement
activilies musl:

() Foeus onhigh risk, high volume, or
problem-prone areas.

This STANDARD Is hol met as svidenced hy:
Based on raview of QAPL documents, policy
review, and staff Interviews, it was determlned the

.| hospice falled to ensure its QAPI program

fooused on high-isk, high velums, or problem
prane areas. This resulled in the potential for
adversa patfant avents to contihue to cequr
withoul intervention to prevent future
oceurrences. Flndings lncluda;

The hospice policy "Improving Organizalional
Performance” ravised 3/2014 staled under
"Pracadures” that the hospice would "Adopt a
selentific, problem-solving, dala driven approach
to quallty assessment and performance
Improvament (QAPI), The scientllic,
problem-solving approach will include minimally:
Pianning for performance fmprovement with
Integration of information from other relevant
sctivities that focus on high risk, high volume,
problem prone areas and CMS mandatory
reporting items..."

On 10722414 starling af 1:30 PM, the
Administrator and DON were Inferviewed. The
Admintstrator slated the "Quallly Assessmeént and
Performance Improvemsnt Mesting 2044", with
18 areas ldentified, was the agency's QAP Plan.

' Agency will monitor the data that has

PREEI (BACH DEFIGIENGY MUST RE PREGEDED BY FULL PREFIY {EACH CORRECTIVE ADTION SHOULD BE COMPLETION
TAG REGULATORY OR L3G IDENTIFYING INFORMATION) TAB CROSS REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
{L 665} | Continued From page 16 {L 585}
program.
{L 566} | 418.58(c)(1){) PROGRAM ACTIVITIES {I. 6566}

L 566 418(c) (1) (i) Program ‘
Actlvities

been deemead as high risk, high ,
volume and problem prone onthe |
prescribed routine set within the QAPI
plan, Agency will utilize the Clinical ||
Audit tool provided to perform clinical!
audits/established chinical indicators !
for accuracy for the following which !
are high risk, high volume and may be ;
problem prone areas and CM$
mandatory reporting items. Agency
collection of data will be a sclentific,
problem salving, data driven approach
to quality assessment and
performance,

Election statement and consent form
Initial Certifications for terminal iliness:
Initial Plan of care
Verbal/Supplemantal orders
Recertification

Face to Face

Clinical Record Documentation
Timely Filing

Medication reconcitiation
Pain/symptom management
Wound Care

1

T

FORM GMS-2667(02:98) Fravlots Varstons Obsolele

Evenf ID:MRIIE2

’
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PROVIDER'S FLAN OF CORREGTIGH -

{L. 567}

(Th'a hospice's perfarmance Improvement

4y 1D SUMMARY STATEMENT OF DEFICIENCIES 1o, )
PREFIX (EACH DEFIGIENGY MUST BE PRECEOED BY FUEL PREFIX (AGH CORRECGTIVE ACTION SHOULD BE COMPLENOH
TAG REGULATORY O/ L5C I0ENTIFYING INFORMATION) TAG CROBS-REFERENCED TG THE APFROPRIATE DATE
: ‘ DEFIGIENGY} )
- IV therapy
(. 666} | Conlinued From page 16 , {1. 568}|profassional Management -
The 18 areas on {he "Quallty Assessment and Contm.uous Care, Respite Care, GIP
Performance impravament Meeting 2014" farm, Coordinatlon of Care
not daled, wers documentsd as; Disciplines: MSW, Chaplain, HHA,
Therapy (PT/OT/Speech) --
Etection Statement . ;
Inltial certifications assessments/mten'fentlons/goals
Inlitat POC Bereavement Services - hereavement
VerbalfSupp Orders assessment ~ plan of care
?gg%tog}r;?;sce Volunteer Services — Plan of care
n . N o
Glinical recerd documentation acouracy Discharges: Live discharge/revocation
Timely filig of ciinical records EDN
Mad reconelliation ABN
\F;ﬁn&l:mg:gm managamant Dfaath discharge i
IV theraples - Disposal of medications
Management of GG, GIP, and Respite
‘Coordination of care Clinical record review for the agency
Eg{l?:t\;eerpgg é}ssessmant, PQC will be 10% of the average daily
Live Discharges census ot for‘a cen:SUs less t'hgn 100
Death Discharges the agency will review 10 clinical
h f records; 5 active and 5 discharges.
During the same fterview on 10/22/44 starling at Reviews will be performed by the
1:30 PM, the Adminisirator and DON both stated, Director of Nurs?n or desi n\iee cach |
there was ho documentatlon that specifled what Ire Nursing or desig _
the high risk, high volure, problem-prone arsas quarter, utilizing the clinical audit tool
of the agency ware, The DON stated she did not with indicators identified. Final l
gpuhw wlhlch of lhglabo\ra 18 areas were high risk, review of all clinical records ~the
igh voliine, prablemi-prone areas. indicators meet an 85% compliance |
The agency coutd not demonstrate {ts QAP plan rate. Indicators less than 85% will be :
incorporated high rlek, high volume, or placed on an action plan for !
problem-prone areas. correction to be written, presented to
418.58(¢)(1)() PROGRAM ACTIVITIES {567} the QAP committee quarterly.

Corrective action will be

implemented/documented. The

FORM CHG-268T(02-84) Prgvions Yatslons Obtalala

£vant [D.MRI2
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@ T BUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S FLAN OF CQRRECTION %)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY ORL2C IDENTIFYING INFORMATION) TAG GROSE-REFERENCED TO THE APPRUPRIATE DATE
) g DEFIGIENCY} :
agency will continue to audit the
{L 867} { Continued From page 17 {1.667)| specific indicator until 85%
aotiviffes must] compliance Is achieved, |
() Gonsider Incldence, prevalence, and severily
of probleins In those areas,
Date of Completion; 11-20-14:
This STANDARD 18 not mef as evidenced by: )
Based of reviaw of QAPI docurnents, policy y
review, and slaff Inferviews, it was determined the L 567 418,58 (c) (1) (il) Program |
Hospice falled to ensure its QAPI program Activities -
demonstrated eensideration of incldence, !
prevatence, and severity of problems in the . :
design of its program. This resulted In the Agency will monitor the data that has!
potential for missed opportuniiies Ifor parformance been deemed as high risk, high !
improvemant In araas most likely lo affect patient volume and p ‘
oufcornss. Flndings Include: . problem pr{{ne_ onthe |
prascribed routlne set within the QAP),

The Hosplee policy “Improving Organlzational plan. Agency will utilize the Clinical |
f’aﬂormance“ revisad 3/2014, stated 1'1nder Audit toof provided to perform clinical
H i 1 N H
Procadures" that the Hosples would "Adopt 2 audits/estabilshed clinical Indlcators i
sclentifle, problem-solving, dala driven approach for ace for the f : T
fo quality assessment and parformance ceuracy for the fallowing which |
Impravement (QAPD. The sclentiflc, are high risk, high volume and may bej
problem-solving approach will include minimaly: problem prone areas and CMS
Planning for performance inyprovement with mand N

Integration of information from ofher relevant colle il.tory ;eportmg tems. ."ge!"?" '
aclivitles that focus on high risk, high volume, Ction of data will be a scientific,
problem prone areas and CMS mandatory problem solving, data driven approach
reporling itoms...” : to quality assessment and

: erfor .

On 10122144, during an Interview starling at 1:30 Ei boa e

v, the Administeator and DON ectlon statement atd consent form :
provided an undated document fitled "Quality Initial Certlﬂte‘]tIOhS for terminal iliness
Assessment and Performance Jmprovament Initial Plan of care !

. Maeling 2014." The dacuman( stated the goal

was an “85% compltance rate” using an “internal

Audit Tool" for tha following 18 areas:

Elaction Slatement

Initial certifications

" Faclity I0; 184520 If continvatlon sheal Page 18 of 29
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§4 1 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGTION 6)
PREFE (FACH DEFIGENGY MUST BE PRECEDED BY FyLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REQULATARY OR LSC IOENTIFYING INFORMATION) TAG CROI3-REFERENCAD TO THE APPROPRIATE DATE
< DERICIENGY]
Verbal/Supplemental orders
. nitlal POG " [Face t
Verbal/Supp Orders Clini c;;a ce .
Regett Orders inical Record Documentation
F2F Compllance Timely Filing
Clinleal record docurnentalion accuracy Medicatlon reconciliation
Hlod aconaon oo Paln/symptom management |
Pain/symptom management Y\‘j"g”d Care i,
Wound care therapy
IV theraples Professional Management -
Menagement of GG, GIP, and Respile Cantinuous Care, Respite Care, GIP
ereavamant assessitent, POC Coordination of Care
Volrtoor POG T Disciplings: MSW, Chaplain, HHA, |
Live Discharges ’Thera py (PT/OT/Speech) -- )
Death Discharges assessments/interventions/goals
. . ‘Bereavament Services - |
The document did not dascribe what the 18 areas areav fo SFW'C?S bereavementl
(listad above) meant or state the reason each assessment - plan of care
was solected, Volunteer Services — Plan of care
‘ . Discharges: Live discharge/revocation
During the interview on 10/22{14 starting at 1:30 EDN
PM, the Administrator and DON wers asked o ABN
[dantify the reasons the 18 areas were sefectad, B '
what selgclion criterla was considerad, and how Death discharge
an B5% compliance rate was delstmined Disposal of medications
accoplable {or all argas, espaclally for areas such
as IV therapy. The DON stated the chart audits Clinical d f
were to determiie areas to be monitored by the inical recor review for the agency |
QAP program but she satd data had nol bean will be 10% of the average daily *
gatnered and analyzed that would provide census or for a census less than 100 !
information on the prevalence and severily of the agency will review 10 clinical l
problams, ) |
records; 5 actlve and 5 discharges.
The agency's QAPI plan did not take inlo Raviews will be performed hy the
consideration incidance, prevalence, and savorily Director of Nursing or deslgnee each
of problems. .
(L 569}1 418.56(c)(2) PROGRAM ACTIVITIES {L 569)

FORM CMS-2657{02:36) Praviabs Verslons Thaolela

Event I0: MRAI2
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SUMMARY STATEMENT OF DEFIGIENGIES

D

PROVIDER'S PLAN OF CORRECTION

CQ\‘}’[EIIDN

{2) Performance Improvement activilies musf
frack adverse pattant evenls, analyze thelr
causes, and Implement preventive actions and
mechanisms that Include feadhack and fearning
throughout the hoapice. :

Thls STANDARD s not met as evidenced by:
Based on adverse event document revisw, policy
reviaw, and staff interviews, if was determined the
Hospice failed to ensure adyverse patient svenls
were analyzed and preventative measures were
Implemented. This ditaclly impacted 2 of 2
pailents (Patlents #11 & #12) who experienced
falls and whase Client Qceurrence Reports were
reviawad. This resulled in patlenis experienalng
falls without evidencs of investigation and
prevantive actions. Findings include:

The Hospice polley tilled Leadsrahip, Incident
Reporting dated 3/2014, stated "The Director of
Nursing, Clinical Supearvisor, or deslgnae will
raview and complete and process the Incldent
report form, request any nacessary foliow-up
from appropriate personnel, and inillate incldent
raport follow-up, as required. The Incldent reporis
vill bs monltored by the Performanca
Improverment Coordinator for analysis and
tracking. Tha Performance Improvement
Coordinator will review the incidents and condugt
follow-tip as required.* This polley was not
faliowed as evidencs by

Advarss event data was requested and the DON
provided a document, "Q Evant Summary”
printed 10/22714 at 1:57 PM which Ineluded
"ndividval Qf Event Delall Reports® for 6 patlsnts,
Included with the "Individual Ql Event Dotal)

Repoits” ware "Client Oceurrenca Report" forms.

review of all clinical records - the
Indicators meet an 85% compliance
rate. Indicators less than 85% will be
placed on an action plan for
correction to be written, presented to
the QAP committee quarterly. . i
Corrective action will be ‘

implemented/documented. The ,f
agency witl continue to auditghe

specific indicator until 85% !
compliance is achieved.

Date of Completlon: 11-20-14 '

L 569 418.68(c) (2) Program
Activities

Director of Nursing or designee will '
complete & 100% review of all :
occurrence/infection and com plaintsi
reported on a {workday) daily hasis, : I
investigate, follow through with "
resolution if deemed necessary, 1
document on oceurrence withina
written log, track and trend quarteﬂy
through the QAPI program and repor

quarterly findings, completes actlons '
plans and submits to the QAP
committea quarterly,

Date of Complétion: 11-20-14

¥4) 10 .
lgﬂE)fo {EAGH DEFICIENCY MUST BE PRECEDED BY RULY, PREFI {EACGH CORRECTIVE AGTION SHOULD RE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-ARFERENGED TO THE AFPROPRIATE ONE
: DEFICIENGY)
, quarter, utilizing the clinical audit tool
{L 589} | Continued From page 19 L 869 A : o
) pag { } with ihdicators jdentified. Final

FORM CAS 2687{02-98) Pravious Vatslons Obsolste
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X410
PREFIX
TAG

SUMWARY STATEMENT OF PEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FLILL
REGULATORY QR LEC IDENTIFYING INFORMATION)

T PROVIDER'S PLAN OF GORRECTION . 1]

PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE GOMPLETION
TAG . ORO3S-REFERENCED TO THE APFROPRIATE DATE

DEFIGIENCY}

{t.569)

Continyad From page 20

Two "Client Occuirrence Reporl” forms
documented palionts (Patfent #11 & #12) had
experlencad falls.

Patient #12's falt accurred 10415114, The "Client
Occurrence Reporl" form staled slaff at Pafient
#12's place of resldence reported Patient#12 foll
from bed end the fall was unwitnessed and the
gauge unclesr. [§ stated the cause was likely dus
io Patient #12's reslliessness throughott the
night,

Patiant #14's fall occurred 10/17/14. The "Client
Ogourrenca Report” form documented the
patient's son found har on the floor. Addillonally,
it stated she had apparently ttied o fransfer from
har sconter to her bed and sustained a skin tear
to her left lower extremily. Tha pallent's son had
put her In har scooter and wrappad a towel
around her lgg. The form aiso documented the
hosplee aide and nurse washed the patisnf and
providad ncontinence care and the wound was
dressed with absorbent drossing as It was
seeping serous fluld,

Each of the "Client Occurrence Report! fosms
Included areas lo decument physician notification
and response, follov-up cormants, and
occurrence updates. These secllons were not
completed on Patiant #11's and Patlent #12's
“elient Oceurrence Report” forms. The forms did

notincltde docurnentation of furthar Investigation, | -

analysls, and actiong,

On 10723144 at 1:30 PM, the DON was
intarviewed. She stated documentation of an
action takan or follow-up invesiigation to (he falis
was not present. She also staled adverse avents

wara not fracked by the QAPI program,.

{L 569}

FORM CM&.2867{02-80) Pievious Verglons Obsolals fvenl ID:MRIIA2
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SUMMARY STATEMENT OF DEFIGIENCIES

iD

PROVIDER'S PLAN OF CORRECTION

{3) The hospica must take actlons aimed at
parformance Improvement and, aflar
implernanting those aclions; the hosplee must
measure its success and track parformance o
ensure that Improvements are sustained.

This STANDARD is not mel as evidenced by:
Based on review ¢f QAP documents and agenqy
palicies and staff intorviews, It was determined
the Hosplce failed lo ensure performance
Improverent actions were faken, This restlted In
missed opgortuniifes lo Improve patienl care and
services, Findings Include;

The Hospice policy “Improving Otganlzational
Parformance" raviged 3/2014 and updated
0124/14 stated the "Furpose” of the pollcy was "To
establish a performance improvemant framawork
which Integratas activilles (o Improve drganization
parformanca, Improve patient safety, raduce the
risks for acquisition and transmisston of infectlons
and Improva palliative care outcomes and
services.”

The Leadership palicy "Sample QAP Plan,”
revised 32014, and updatett 8/24/14, stafed the
"Purpose” was "To conduct Performance
Irmprovement Projacts aimed al parformance
irprovement and to track performancs lo ensure
that it is sustalned.”

The above two policies were not followed as

“the collection of data and then

éﬁ?;ﬁ (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOP-K}’}:SE)TIOH
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APFROFRIATE DAIE
- BEFICIENGY]

(L6686} | Conlinued From page 21 {L 568}

The agenoy did not ensure adverse evants were

tracked and Invesligatet and acllons were taken

to prevent fulure acourrences. .
{L. 570} | 418.58(c)(3) FROGRAM ACTMIT(ES {LB70}| L 570 418,58(c) (3) Program

Activities

The Quality Assessment and
Performance Improvement plan has
been revised to objectively and
systematically monitor and evaluate
the guality of care and services |
provided for patients/families throug

=

T —

analyzing and monitoring of that data
to evaluate patient outcomes and
ApenCy pracasses,

o e

Date of Completion: 11-20-14

.FORM CMs-2567{02-98) Pievieus Vareions Obsalele

Event ID:MRII2
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PREFIX
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{L 670}

{L672)

Continued From page 22
avidenced by:

QAP doctiments provided by the Administrator
and DON warsa reviswed, Evidence of the
Initlation, monlitoring, and lracking of identliled
quality Improvemant acllvitles was not found in
the QAPI documants,

Interviews warae conpleted wilh the Administrator
and DON on 10/21/14 at 11:20 AM, 10/22/14 at
1:30 PN, and 10/23/14 at 1:30 PM. During each
of thevinterviews the Administrator and DON ware
asked to provide documented evidence of aclions
laken to Improve quality, and subsedquent
monitoring and tracking of perormance (o ensure
Improvement was sustalned, No svidence was
provided. On 10/23/14 at 1:30 PM, the DON
stated the agency was developlng tis plan and Ro
actions had yef been {aken to improve
performancs.

The agency. had not taken actions aimed at
performances improvement.

418.58(d)(1) PERFORMANCE IMPROVEMENT
PROJECTS

{1} The number and scope of distinet
perfarmance improvament projects conducted
annually, based on the heeds of the hospice’s
popuiation and internal organizational needs,
rust reflect the scope, complexily, and past .
performance of the hosplee's services and
operatlons.

Thls STANDARD 1t not met as svidenced by
Baged on review of OAPI dacuments, policy
raview, and staff Interviews, 1t was determined the

L 670}

1572 418.58(d) (1) Performance;
Improvement Projects

The QAPI Committee will implement |
(L 672} PIP topics indicated by data analysis. |
PIPs are implemented in accordance |
with CMS' protocol for conducting
PIPs. Implementation of hew PIPs or
any significant changes proposed to
existing PiPs will be subject to ‘.
approval by a delegated ]
representative, the Administrator. If |
the QAPI committee recommends a
naw PIP they will use the PIP
recommendation form. PIPs have
been selected in aceordance with CMS
guidelines, documentad, '

FORM CIZ-2507(02-99) Previaus Vartlons Obsalals Event iD-MRlH2
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{L 573}

Hosplca failed to conduct PIP's conslatent with
the naeds of the agenoy. This rasulied In the
Hospice's Inabilily to improve pallent oulcomes or
ser'vtges through Its QAP program, The findings
Inglude:

QAP dectiments provided by the Administrator
and DON were reviewsad. Evidence of PIP's was
not fotind In the QAP] docurmsants.

PIP's ware requestad during interviews with the
Hospica Adminislealor and DON on 10/21/14 al
11:30 AM, 10/22/14 &t 1:30 PM, and 10/23/14 at
1:30 PM. On 10123114 at 1:30 PM, the DON
staled (he agency was developing Its QAPI plan
and had not yet Implemented PIPs,

The Leadershlp polley “Sample QAP Plan”
revised /2014 and updated 9/24/14 stated the
"Purpose" wag “To conduct Performance
Improvement Projects almad at performance
improvament and to track performanace o ensure
that it Is sustalned.” This policy was not foliowed.

PIP's were not canducted by the agency.
418,58(d){2) PERFORMANGE IMPROVEMENT
PROJEGTS

(2)The hospice must dosument what
performance fmprovernent projects are baing
conduttad, the reasons for gonducting these
projecis, and the measurable prograss achisved
on these projesls.

This STANDARD Is not met as svidenced by
Based on review of QAF] documents, policy
review, and staff interviews, il was determined the
Hosplce failed to ensure PIP's were inltlated, the

STATEMENT OF DEFIGIENGCIES (%1} PROVIPER/SUPPLIER/QLIA 1%2) MULTIPLE CONSTRUCTION {43) DATE SURVEY
AHD PLAN OF CORRECTION {DENTIFICATION NUMBER: A, RUILDING COMPLETED
: R
. 431520 8, WING 101232044
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2iP CODE
900 M LIMDER RD
. H T CE
HORIZON HOME HEALTH & HOSP! | mERIDIAN, 1D 93642
ayip | SUMMARY STATEMENT OF DEFICIENCIES p PROVIDER'S PLAN OF GORREGTION .
PREFIX {EACH QEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECGTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY QR L5C {IBENTIFYING INFORMATION) TAG (RO34-REFERENOED TO THE APPRUFPRIATE PATE
' ’ DEFICIENGY)
{L 672} | Contwwed From page 23 {L572) implemented and show a measured |

improvement. {
Date of Completion: 11-20-14

— I .

\
j
:
H
!
¢
1

L. 573 518.58(d) (2) Performance
Improvement Projects !

|
The QAPI Cominittee will implement
{L 873} pip topics indicated by data analysis.
PIPs are impleme‘nted in accordance |
with CMS’ protocol for conducting |
PIPs. Implementation of hew PIPS or;
any significant changes proposed to |
existing PiPs will be subject to '
approval by a delegated l
representative, the Administrator. If;
the QAPI committee recominends a
new PIP they will use the PIP

recommendation form. PIPs have

i
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Continued From page 24

reasons for the PIP's spacified, and measurable
Improvement documented. This resuited In the
Inability of the Hospice to measute and monilor
the effacliveness of sarvices. Findings in¢lude:

QAR documents providad by the Administrator
and DON were reviewed, Dooumentation that
PI&'s had been conducted was nol present,

PIP's were requested during interviews with the
Administrator and DON on 10/24/14 at 11:30 AM,
10/22/14 at 1:30 PM, and 10/23/44 at 1:30 PM.
On 10/28/14 at 1:30 PM, the DON stated the
agency was developing Its QAP plan and had not
yat Implemented PiPs.

The Leadarship policy “Sample QAP! Plan”
revised 3/2014 and updated 9/24/14 stated lhe
"Putpose” was “To conduct Performance
Improvemen! Projects almed at parfortance
improvernent and fo Irack performance lo ensure
that it is sustained," This poliey was not followed.

The agency failed to snsure PIP's were Inltiated
and measurable Improvement documentad.
418,58(2)(1) EXECUTIVE RESPONSIBILITIES

The hosploe's governing body Is responsible for
ensurng the following:

{1)That an ongolng program for qually
improvement and patient safely i defined,
implernenled, and malntained, and is evaluated
anntialfy.

This STANDARD s not met as evidenced by.
Baged on QAP document review, policy review,
and stalf intsrviews, It was datermined the

IL573)

(L 674}

been salected in accordance with CMS
guidelines, documented, |
implemented and show a measured
improvement. :

Date of Completion: 11-20-14

L 574 418,58(e)(1) Executive
Responsibillties

Resources will be made available to
employees to assist them in gaining a |
hasic understanding of QAP
principles. In-services will be held |
periodically to reinforce the [
knowledge hase. Eachemployeeis |
responsible for the quality of care and i
services provided. The following |
summary of responsibilities provides a)
framework for the process of quality !
assessment and performance '
improvement. As per interpretive’
guideline 418.%8{b)(3) "..or it may
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{L 574} ] Contlnued From page 25 {L674} ;gﬁ;:uﬁsagﬁz: d?gihzr r;wret :
Governing Body falled to ensurs lhe Hosploa's . , viruciure and',
dministration of the QAP program.”
QAPI pragram was developed and implemented, a program.
This resufled in a lack of direction and overslight As such, the governing body appoints
of the QAP| program, Findings include: the Administrator to oversee the
During a recariification sutvey of the ageney, Ztruc'tlfre and administration. The
completed 910714, a datermination was made dministrator appoints the DON to
that the agancy's QAP] program had not been -serve also as the QAP Coordinator.
develdped, Impismented, and maintalned. A
subsequent CMS Statemant of Deflcloncies was TR -
isaued {o the agency, showing noncompliance R?sponmble. Executive Dir chtor and
with the Condition of Parilclpalion of QAP), Director of Nursing have uftimate
responsibility for the corrective actlon
An infarview with the Administralor was for overall and on
conducted on 10/24714 beginning st 11:25 AM, for overal and angoing completion of
He staled a formal mesling of the governing body o
had not oceurred since tha Gondition of Completion:11/20/14 |
Parlicipation of QAP! had been found out of
compliance. He staled the Governing Body had
dizcussed the deficlencies and approved an audit
loof for palient medical records In order o
deveiop g QAP plan, He staled there were no
minutes of this, He stated a format mesting to
approve a QAPI plan had not been held and was
not schedulad untll the first week in November.
He stated there was no documentation that the
Governing Body had parlicipated in the agency'’s
QAP program.
The Governing Body falted to ensure a QAP
program had heen developed and Implemented.
{L 626} | 418.76(g)(1) HOSPIGE AIDE ASSIGNMENTS {1625}
AND DUTIES
(1) Hospice aides are assigned lo a specille -
patient by a registered nilrae that Is 2 member of
{he inferdisciplinary group, Weiltan patient care
instrugtiong for a hosplce aide must he pleparad
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Confihued From page 26

Govetning Body falled o ensure the Hospice's
QAPI program Was developed and implemented.
This resulfed In a lack of diraction and oversight
of the QAPI program, Findings include:

During a recetificatlon survey of the agency,
completed 9/10/14, a determination was made
that the agency's QAPI program had nol bean
developed, implemented, and maintainad. A
subsecuent CM8 Stalement of Deficlencles was
lesued to the agency, showing noncompliance
with the Gondition of Participalion of QAP]

An Interview with the Adminlsirator was
conducted on 10121714 beginning at 11:25 AM.
Ha stated a fornial meeling of the governing hody
had not occurred since the Gondilfon of
Participation of QAPI had been found out of
compltance. He etated the Goveming Body had
discussed the deflclenclas and approved an audlt
too! for patient medical records In order to
develop a QAP plan. He stated there wera no
minutes of this. He stated a formal masting {o
approve a QAP plan had not haen hald and was
nat scheduled until the flrst week in November.
He slatad there was no dogumentation that tha
Govarning Body had parlicipatad In the agency's
QAPI program. )

Tha Governing Body fallad fo ensure a QAP
program had been developed and inplemented.
418.76(g)(1) HOSPIGE AIDE ASSIGNMENTS
AND DUTIES

(1) Hosplce aldes ara assigned to a specifio
patlent by a reglstered nures that is a member of
the interdisciplinary group. Wrillen pafient care
Instructions for & hosplee aide must be prepared

{L.574)

L625 418.76 (g ]} (1) Hospice Alde

{t.626) Asslgnments and Duties
Director of Nursing ar designee will in-

service the RNs of how to formulate the !
Hospice Alde Plan of Care, including the,
handout: Job Aide: Hospice Alde Flan -
of Care, along with RN coordination of
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{ } Gontloued From page 26 {L.625) care with the hospice aide responding '

| MSW gervives, Her record, including the POC for

by & registered nurse who ia responsible for the
supervision of a hosplde alde as spacified under
paragraph (h} of this section,

This STANDARD s nol met as svidenced by:

Based on patient record revisw, ohservation, and
sfaff Interview, it was determined that the written
patient care instructions for the hospice aldo
prapared by an RN wera Incomplete for 2 of 10
patlenis (47 and #8) whose hospiae alds care
plans ware reviswed. As a result, the hospice
alde plans of care did not acourately reflact
patienis’ needs and condilions. This had the
potential te nterfere With quality, completeness,
and coordinalion of pallent care. Findings
include:

1, Patlant#7 was a 80 year old femnale admitted
to the agency on 53143, with a diagnosis of
Alzhelmers Disease. She redaived SN, HA, and

the certiflcation period 9/23714 to 11/21/14, was
reviewod.

Patiant #7's POC Indicated sha was to raceive HA
visils 3 mes a week. Mer record includad an
Alds Care Plan, with an effective dale of
10/16/14, The care plan indicated she should be
welghed once a week by lne aide.

Paliant #7's racord Included 3 HA vislt notes for
ihe waak of 10/12/14 to 104184, dated 10/14/14,
10/186/14 and 10117114, and signad by the HA,
Patient #7's weight was nat recorded on the 3
noles, and each noled staled, "Not needed on
this visit."

During an Interview on 10/23/14 at 1:40 PM, the

DON reviewad Patlent #7's record and stated he

* lreview on a quarterly basis, 0% of

" lthe plans for acouracy and instruciions

and follow-up on reported Hospice aide
concemns and documentation of follow.

up. '
The Director of Nursing ar designee will
Hospite aide plans of care, reviewing

or fasks assigned are not outslde the
scope of praglice for the Hospice atdle.
Variances indicated wili be immediately
corracted and communicated direcgly to
the Hospice aide uniil 100% compliance
is demonstrated, Indicators of less than
86% will require and action plan. i
Findings will be reportad to the QAR i
committee and governing hody
quarterly. . i
Responsihle: Directar.of Nursing has
ullirnate responsibility for the correstive
action for overall and engoing
gompletion of this standard

Completion: 11-26-14
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HA care plan should have baen Updated to
indlcate Ihis change in hls POC. The PON

reflact his current needs.

RN Case Manager o Intlude accurate
instructions for the HA.

to the agency on 8/11/14 with a dlagnosis of
5N, HA, and MSW gervioas. Her record,

including the POC for the ceriification perlod
81144 to 11/08/14, was reviswad,

provide the following tasks: bathing, dressing,
hair care, nail care, oral cara, medlcation
remindars, shampoo, skin care, offer fluids,

bathroom,

10/03/14 and 10/08{14, and signed by tha HA,
The visit note dated 10/03/14, documenled &ll
assigned lasks were not complatad, and

The visit note dated 10/08/44, documented a

other aasighed tasks were not compisted, and

notificatlon, dated 101164, and sighed by the

was not ateady ehough (o safely stand on & scale.
She staled the RN Case Manager was na longer
uslng welghis to monitor his nulsition level and the

confrmed the HA gare plan was not accurate o
Pationt #7's HA care pfan was nol updated by the

2, Pationt #8 was a 50 year old famale admilted

malignant neopfasm of the brain, She received

Patiant #8's record includad an Alde Gare Plan,
wlih an offective date of 10/02/14, The care plan
Indicated the HA should make 1 visit per week, lo

prepara snack, and clean palient’s reom and -

Palient #8'% record Included HA'visit notes, dated

Indigated either they were not neaded, or refused.
medicaian reminder was completed, however; all

indleatad elthar they ware not needed, or refused.
Patlent #8's record also Included a missed visit
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HA. It did not Indleate the reason for the missed
visit,

Patient #8's record includad an HA supervisory
visit, dated 107184, and slghed by the RN Case
Manager. It documentad the HA folfowed the
plan of care, and had (he ability (o perform the
assigned tasks. Additionally, it documented the
HA services mat Patient #8's neads and no
changes to the HA care plan were nacessary.
The supervisory vislt note did not Indleate the HA
ggd not provided the agsigned tasks o Patient

During an interview on 10/22/14 at 1:30 PM, the
HA stated Patient #8 and/or her family had
dectined all servicas on her first 2 visits, and had
refused a visit on 10/6/14. The HA slated she
informed the RN Case Manager of the refusals,

During an nteivlew on 10/22/44 at 1:40 PM, the
RN Branch Manager stated the deelslon was
made to Intraduce HA sarvices to Pallent #8
before she acltually required assiziance with
personal care, They wanted her to get lo know
{he HA so she would be comforiable with her
when she heeded additional asslstance due o an
anticipated decline in her condition.

During an intervisw on 10/23/14 at 11:40 AM, ihe
DON reviewed Patient #8's record and confiimed
fhe HA care plan did not reflact her eurrent needs
or contain appropriate [nstructions for the HA,

Patlenf #8's HA care plan did not contain patient
cara Inslructions that were appropriate fo meet
het current noads, :
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