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November 12,2014 

Trevor Higby, Administrator 
Horizon Home Health & Hospice 
1411 Falls Avenue East, Suite 615 
Twin Falls, ID 8330 I 

RE: Horizon Home Health & Hospice, Provider # 131520 

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-Cettification Revisit Repmt (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, Seattle, Washington, terminate your approval to patticipate 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, time lines, and appeal rights associated with this recommendation that must be 
followed. 

Sincerely, 

s~ 
Co-Supervisor 
Non-Long Term Care 

CS/pmt 
Enclosures 
ec: Catherine Mitchell, CMS Region X Office 

Debra Ransom, R.N., R.H.I.T., Bureau Chief 



RIZO 
HOME HEAL IH & HOSPICE 

Horizon Home Health & Hospice 
Trevor Higby, Administrator 
63 W. Willowbrook Dr. 
Mel'idian, ID 83646 
208-88-7877 

November 25, 2014 

Bureau of Facility Standards 
Attn: Gary Guiies 
3232 Elder Street 
POBox83720 
Boise, ID 83 720-0009 

Re: CREDIDLE ALLEGATION OF COMl'LlANCE/PLAN OF CORRECTION 

Dear Mr. Guiles, 

Pursuant to the follow-up phone conversation whioh occuned on I l-25-14, please find 
attached the updated Statement of Deficiencies/Plan of Correction (CMS2567) with the 
alleged dates of compliance added to Tags 1560, 1562, L563, 1565, 1566, 1567, 1569, 
1570, 1572, and 1573. 

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@horlzoilhh.com. 

Amanda Corn RN 
Director of Nmslng 
Hodzon Home Health and Hospice 
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DEPARTMENT OF Ht=ALTH AND HUMAN SI"RVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

6TATEMI;NT Of DEFICIENCIES 
AND PWI OPCORREOTION 

(X1) fROVlDERISUPPlJEI1/CliA· 
IDENTIFICATIO~ NUMBfiR: 

131520 
NMlE OF PROV!Dl;fl. OR SUPPlii!R 

HORIZON HOME HEALTH & HOSPICI'! 

(X4)10 
PREFIX 

TAG 

SUMMARY STATEM<NT OF DEFtCIENCIES 
(EACfi DEFICIENCY MUST ae PRECEDED BY FULL 

RmUlATORYOR LSC IDENTIFYING INFORMAIION) 

{l 000) INITIAL COMMENTS 

The following deficiencies were cited during the 
follow up $UIWY of your ho"Bpice agency 
conducted from 10/21/14 through 10/23/14. 
Surveyors con dueling the survey were: 

Gary Gtllles, RN, HFS, 
NancyBax, RN, BSN, HPS 
Cheri Samuels, BSN, MSEd, RN, HFS 

Acronyms used In this report Include: 

cc ·Continuous Cere 
DON • Director of Nursing 
F2F - Face·lO·fsoe [Assessment] 
GIP- General inpatient [Care] 
IV" lnlravenous 
Med -Medication 
PIP - Performance Improvement Pro]eols 
POC - Plan of Care 
QAPI· Quality Assurance'Performance 
Improvement 
Ql -Quality Improvement 

{L 522} 418.54(a) INITIAL ASSESSMENT 

The hospice regisWe<l nurse must complete an 
Initial assessment within 48 hours aller the 
election of hospice care In accordance with 
§418.241s complete (unless the physician, 
patient, or representative requests !hat the lnil!al 
assessment be compleied In less thari 48 hours.) 

lhis STANDARD is nol mat as evidenced by: 
Basad on record review and staff Interview, il 

was determined the. agency failed to conduct a 
pallent specific comprehensive assessment that 
ldenllfled unique patient needs for 1 of 3 active 
pa!ients (Patient #2) who were ad milled since 

PRINTED: l1112/2014 
FORM APPROVED 

OMB NO. 0938·0391 
(X~) MULTIPLE CONSTRUCTION (XI) DAlR SURVEY 

COMPLETED A.BVILDJNG ______ ~ 

a. Wl~o 

ID 
PREFIX 

TAG 

STREET ADDRESS, CIW, ~TAlE, liP CODE 

900 N LINOF.R RD 
MERIDIAN, ID 6364~ 

PROV!DfiR'S PI.AN OF CORRECTION 
(EACH CORR~CTIVEAC110NSHOVW BE 

CROSS·REFERENCEO 00 lHEAPPROPRIAlE 
PEFICIENO'f) 

R 
10123/2014 

(Xl) 
CQMPL~TIOM 

. DATE 

{l GOO} 

(L 622) 

l522- 418.54 (a) Initial As$essment 

Agency will ensure an initial 
assessment is completed for each ; 
patient admiUed to. service whicl') is,. 
~m::fpatrent specific, is . 
reviewed by the IDG and which : 
adequately assesses the patient and 
farnrly needs at the time of 'I 

admission arid that contributes to . 
the overall plan of care for each 
patient with development of specific' 
interventions. 

Any do clancy slalemenLen!Jing wlih an aslellsk (')denotes~ dofl~II\Cywhlch lho lnsl[ulion may bo sed fro"' oo1r ng providing il Is delerrniMd !hal 
ollwr sM•QVa!ds provide sufflalonl protsoUon lo llio pallenls. (Sselnslmcilons.) Except lor nmsing homes, lhe findings s!a!od above are diso!osablo 90 days 
following Jho dote of SUIVey whelher 01 not Q plan of cor~ecllon ;; ~rovlded. f'o• nursing homes, !he above findings and plans ol co,eollon aredlscloMble14 
deye lollowfng !he date !hose documenle are madQ available lo !he lacilliy. II deflcloneles aro clled, an approved plan ol correcUon Is 10qulsllolo conlinued 
program partlcipallon. 

Evontlo:M~III~ facility 10:131620 H conllnuali<Jn oheel Page 1 of 29 



DEPARTMENT OF HI'OALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMMNT Of D~FICIENCIES 
ANO PW\N OF CORRECTION 

(X1) PROVJDERISUPPli~RICliA 
IDEIIITIFICAYION NUMBER: 

·131520 
NAMii OF PROVIDER OR SUPPLIER 

l10RIZON HOME HEALTH & HOSPICE 

(X~) ID 
PREFIX 

TAG 

SUMMARY STATHMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY fUl~ 
REG~lATORY OR LSO IDENTIFYING INI'ORMATION) 

{L 522) Continued From page f 
10/15/14 and whose SOC as$essmo:mts were 
reviewed. This resulted in the ~gency not having 
comprehensive Information orilical to ensure a 
patient received adequate oaril. Findings include: 

Patient #2 was an 87 year old male admitted to 
the agency on 10/16/14 with a diagnosis of 
cirrhosis of tha liver. He received SN, HA, and 
MSW seNices. His record, Including t11e soc 
asseMment and. poe for the certification period 
10/16114 to 1/13/2015, was reviewed. 

Pallen! #2's record i"';luded a SOC visit note, 
dated.i0/16114 and signed by the RN Case 
Manager. The s~in assessment seolion of the 
visit note staled he had 1 wound idenlifiad as a 
stage 1 presaure ulcer. The National Pressure 
Ulcer Mvisory Panel defines a slags 1 pressure 
ulcer as Intact skin with non·blanohabla redness, 
usually over a bony prominence. A stage 1 ulcer 
doea not lypically require the applloallon of a 
dressing as the skin Is lnl!lol. The visit note did 

· not indicate where the stage 1 pressure ulcer was 
located. 

· The narrallve secllon of the soc visit note slated 
Patient i12 had a wound on his lefl stump which 
was healing and indica led he was going to a 
wound care clinic for care of the wound. 
However, the note did not Indicate the type of 
wound, and did not Include wound measurements 
or a description of the wound. 

Patient #2's record included a wound assessment 
tool, cornplef~d on 10/18114, and signed by the 
RN Case Manag6r. It documented a leflleQ 
stump wound described as a[\ old ulcer. lhe 
areas of the tool used to document the lenglh, 
width and depth of the wound, presence of 

FORM CMS-:2-587(02·09) PreV100s Vll!G!OliS Obso!e\a t=:\'lmliD:MRIIl2 

PRINTED: 11/1212014 
FORM APPROVED 

OMB NO 0936 0391 
(X2) MU"TIP"E CONSTRUCTION (Xa) DATE SURVOY 

COMPLETED 
A.BUI~OING ______ _ 

D.l'llN<l 

lb 
PREFIX 

TAO 

STREET ADDRESS, CIIY, STATE, liP COD!! 

$00 N LIND!iR RD 

MERIDIAN, 10 83642 

PROVIDE~S PLAN Of CORRECTION 
(EACH CO~RcCTIV!<ACTION SHOULD BE 

CROSS·RE~aR~NCEDTOTHEAPPROPRIAT!! 
DEFICIENCY) 

R 
10/23/2014 

{L 622} Staff will ba instructed on completio~ ofl 
the hospice Initial assessmentwllhm : 
48 hours<lftertha patient has elected ! 
the hospice benefil. Education to ! 
Include instruction on obtaining and / 
following of orders, <~ssessment and 
document<~tionofwoundsandwound 
care within the electronic 
documentation system. 
Rasponsiblo: Director of Nursing or 
designee will review '0% of Initial 
admission assessments on a quarterly 
basis per previous plan of correclion. 
lndicotors with less than 85% 
compliance will require an action plan. 
All clinical review findings will be , 
reported to the QAPI commiltee and / 
governing body on" quarterly basis./ 

Completion: 11-26-14 1 

~oclllty 10: 131620 If conlmUaltM $he~t P~ge 2 of 29 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR ME:DIOARE & MEDICAID SERVICES 

SrATEMENT OF DEI'ICIENCIRS 
AND PLAN OF CORRECTION 

(Xl) PROVID~fli~VPPliERICLIA 
IDENTIFICATION NU/Jai'!R; 

131520 

NAME OF PROVIboR OR SUPPli!<R 

HORIZON HOME HEALTH & HOSPICE 

(X~)ID 
PREFIX 

TAG 

SUMMARYSTI\TEMENT 0~ DEFICIENCIES 
(EACH DEFICIENCY MUST ll~ ~RECEDED BY FULl 
REGUlATORY OR LSC IDENTIFYING INFORMATION) 

(L 622} Continued From page 2 
drainage, color of surrounding skin and indication 
of healing were blank. 

During an interview on i0/23/14 at 11:55 AM, the 
DON reviewed Patient #2's record and conllrmed 
the SOC assessmenllacked Information 
regarding the location of his stage 1 pres'sure 
ulcer and description and measurements of lhe 
wound on his leflle!J stump. 

Patient 112'a assessment al the SOC was not . 
comprehensive to Include details related lo his 
woun<!». 

(L 643) 418.56(b) PlAN OF CARE 

All hoepice care and services furnished to 
patients a~d their families must follow an 
Individualized wrllten plan of care established by 
llle hospice inlerdi$Ciplinary groop in collaboralion 
with I he a !lending physician (if any), the patient or 
representative, and the primary oareulver In 
accordance wllh lhe patient's needs If any of 
lllem so desire. 

This STANDARD Is not mel as evidenced by: 
Based on record review and staff Interview It was 

determined the agency failed !o enswe an 
Individualized written plan of care developed by 
the hospice interdisciplinary group In collaborailon 
wilh the attending physician was followed for 3 of 
10 pallents (#2, #3 and #5) whose records ware 
reviewed. Failure !o follow lhe lndivlduall~ed plan 
of care had the potanllal to interfere wllh hospice 
staff meeting the current medicql needs of lhe 
patient. l'lndings Include: 

1_ P<~tiant #2 was an 87 year old male ad milled to 

FORMCMS-20131(02.oll9} P1avtau~ Var&li)M Obac~et~ ~wmliD:MRIIi2 

PRINTED: 11/12/2014 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MUlliPlE CONSTRUCIION (X~) DATE SURVOY 

COMPlEIEP 
A BUilPING_~--~-- , .. 

B. WING 

ID 
PREFIX 

TAG. 

STREE'f ADDRESS, CITY, STATE, ZIP CODE 

MO N LINDER RD 

MERIDIAN, ID 83642 

R 
10/23/2014 

PROVIDER'S PLAN OF CORRECTION . . (X61 
(EACH CORRECTIVE ACTION SHOULD BE <<>MPLETIO>I 

CRQSS·REFERENCoO TO THE APPROPRIATE OA<E 
!JEFICIENC'I) . 

{L543) LS43- 418.56 (b) Plan of Care . I 
Drre~tor of Nursing or designee will I 
~ov1de staff education review of Policy 
2,044 The Plan of Care, 2.046 
Verlficalion of Physician' s Orders, 
2046.A Addendum: Organizalional 
Specific Elements for Orders. Instruction: 
wtllmclude formulation of the palient's I 
plan of care In conjuncllon wilh the I 
patient, caregiver/:amlly with each plan 
?f care I? be mdivldualized with specific 
1111ervenl1ons/measurable goals to meet 1 
the overall needs of the patient and · 
~amlly unit !::ducat! on provided will also 
Include obtaining specific MD orders for 

· required inlerventions at the Sian of 
Care .and ongoing to meel 
The needs of the patient such as woun~ 
care, missed visit notifications and 1 
updaling tha visit frequency when ' 
adding PRN visits to the schedule. ! 

Fs.cClfJ'ID: 13162D II oonllnualion <heel Page 3 of 2.~ 



DEPARTMENT OF HEA~THAND HUMAN SERVICES 
CENH:RS FOR MEDICARE & MEDICAID SieRVICES 

STATEMENT OF DEFICieNCIES 
ANP PlAN OF CORR.CTION 

(XI) PROVJDEfl/SUPPLIERICLIA 
IOiiNTIFICATION NUMBER: 

131620 
NAMe OF PROVIPI!R OR ~UPPLIER 

HORIZON HOM~ HEALIH & HOSPICE 

(X4}1D 
PREFIX 

lAG 

SUMMARY STATcM~NT OF DEFICI<NCIES 
(EACH DEFICIENCY MUST BE PRECED~D 6Y FUI.t. 

REGUlATORY ORLSC IP<NTIFYING INfORMATION) 

{L 043} Continued From page 3 
tile ~gency on 10116/14 with a diagnosis or 
cirrhosis or lila liver. He received SN, HA, and 
MSW services. His record, Including the POC for 
the cerllllcallon period 10/1(l/14 (o 1/13/15, was 
reviewed. 

Pallen! #2's POC for the certlllcallon period 
10/16/14101/13/15, Included an order for wound 
care to his left slump wound to be completed 2 
times per week. His record Included 2 visit notes 
for Patient #2's first week of se!Vices, dated 
10/16/14 and 10/17/14, and signed by lhe RN 
Case Mana{ler. However, nellher of the notes 
documented wound care was compleled to his 
left stump wound. 

During an lnteJView on 10/23/14 al11:55AM, the 
DON reviewed Patisnt #2's record and confirmed 
!here was no documenlallon of wound care lo his 
left stump wound. 

Patient #2 did not receive wound care as ordered 
In his Poe. 
2. Patient #5 was a 77 year old female admllted 
to lhe agency on 8/18/12, with a diagnosis of 
Alzhefmijr's Disease. She received SN, HA, and 
MSW services. Her record, Including the POC for 
the certillcatlon period 8/08/14 to 10/06/14, was 
reviewed. 

Patient #5's record Included a physician's order, 
slsned by the Medical Director on 10/02/14. lhe 
order Included SN visits 2 times a week for 2 
weeks, effective 10/07/14, Howaver, Patient #5's 
record included only 1 SN visit for tile week of 
10/12114 to 10/18/14, dated 10/16114. 

During an Interview on 10/23/14 at 11:50 AM, the 
FORM CMS·2;67{02·99) Prow• v.roions Oboololo f.vooiiD; MRlll2 

PRINTED: 1"111212014 
fORM APPROV(;D . 

OMB NO 0938-0381 
(X2) MUmPl!; CONSTRUCTION (X3} DATE SURVEY 

GOMPI.ETED A. PUI~DING ______ _ 

6. WING 

10 
PR~fiX 

TAG 

STREET ADDRf.S$, CITY, 8TATE,Zie COPE 

$00 N LINOER RP 

MERIDIAN,ID 83G42 

PROVJDJ;R'S PLAN OF CORRoCYION 
{EACH CONRECTIVEACTION SHOULD ~E 

OROS$.1\J;FfRENCEO TO THE APPROPRIATE 
DEFICIENCY) 

~ 
10/23/2014 

(XS) 
COMJil€TCOII 

OATE 

{L {343} Responsible: Director of Nllrsing or [ 
desiljnee will review 1J% of \ 
assessments and Plans of Care on a 
qllarterly basis per previous plan of .. 
correction. Indicators with less than 
85% compliance will require an aclion 
plan. All cliniGal review findings will be 
reported to tile QAPI committee and 

I 
governing body on a quarterly basis. : 

Completlo!J: 11-26·14 

Fadl~ 10: 131620 II tonlinuallon $hoot P"'l• 4 of 29 



QEPARTME:NT OF Ht'ALTH AND HUMAN SERVICES 
CENTERS FOR Mf';DICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECWN 

{X1) PROVIDcRISUPPlloRICLVI 
IDENrlriOATtON IIUMPER: 

131520 

NAME OF PnOVIDER OR SUPPLIER 

HORIZON HOME HEALTH & HOSPICE 

(X<I) ID 
PREFIX 

TAG 

sUMMARY STATEMENT OF DEFICieNCIES 
(EAGH OEFICicNOY MUST BE PRECEOJ;D BY FUll 

ReGUlATORY OR LSC ID~NllFYJNG INFORMATION) 

{L 543} Conllnued From page 4 
DON reviewed Patient #5's record and confirmed 
2 vlslls were ordered by the physician and only 1 
vlsll was compleled for I he week of 10/12/14 lo · 
10/18/14. 

Pallen\ #5 did not receive SN vlslls as ordered In 
her POC. 

3. Patlent#3's medical record documented an 88 
year old male who was admllled for hosplc!l 
services on 10/15114 and was currently a patient 
as of 10!23/14. His terminal diagnosis was lung 
<;ancer. 

A "Visit Note Report" by the RN, dated 10/20/14 
at 2:23 PM, slaled Patient #3 had signs of 
lnfecUon at a chest drain site as evidenced by 
increased redness and a small amount of yellow 
green drainage from lha Insertion site. lhe note 
staled the RN !Jpplied a lhln layer of antibiotic 
oinlment to lha red areas around lhe the insertion 
site. Patlaht #3's medical record did not contain 
orders fo treat !he infection at the insertion site. 

lne RN who oared for Patlan! #3 was Interviewed 
on 10/23/14 beginning at1 0:00 AM. She 
confirmed Uwre was no order to treat the lnfe<;led 
area at Patient #3's drain Insertion site. 

Patient #3's care did not follow a \Willen plan of 
care, Including orders for all treatmsnls 
performed. · 

.{L553) 418.56(d) REVIEW OP THE PLAN OF CARE 

A revised plan of care musllncluda Information 
from 111e patient's updaled comprehensive 
as~essment and must note the patient's progreos 
tow~rd outcomes and goals specified In !he plan 

FORM CM$·2o~1(02·1l9) Pce'll<>u• Ve"lons Oh"llote £vent IO:Ml\1112 

PRINT~P; 11112/2014 
FORM APPROVED 

OMB NO 0938·0391 
(X2) MUlliPL!o CONSTRUCliON {~3) DATE SURVEY 

COMNETEO 
A BUILOINCI~ _ _,;___~--

B. WING 
R 

10/23/2014 

ID 
PREFIX 

TAG 

STREET ADDRE&S, CITY, STATE, ZIP CODE 

eoo N LINDER RO 

MERIDIAN, ID 83a42 

PRO'I\OER'S PlAN OF CORRECTION 
(EACH OORRECTNE ACTION SHOULD BE 

OROSS·R·FEREHCED TO THE APPROPRIATE 
DefiCIENCY) 

{L 643) 

{L 553) l553 418.56 {d) Review of the Plan of 

care 

Direclor of Nur~ing or designee will ; 
provide staff education on the content of: 
the patient's plan· of care and ongoing J 

IX51 
t~J.MNt!TIO.'I 

DAlfi 

If conllnuallo~ sheet Pogo o of 29 



DE:PARTMENT OF HEALTH AND HUMAN SE'RVIGES 
CE:NTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMeNT OF O!;FICIENCI!OS 
AND PLAN 0~ CORRECTION 

(X1) PROVIDERISUPPLI~WCL!A 
IDONTIFICATION NUMBER: 

NAME OF PROVIDER OR SUPPliER 

HORIZON HOME HEALTH & HOSPICJ: 

tX4) ro 
rRSPIX 

TAO 

SUMMARY STATEMENT OF OEFICIENCI~S 
(EACH OEFICiollOY MUST Pli PRoCEOED BY fULL 

REGUlATORY OR L~C IORNTIFYIIlD INFOJ\MATION} 

{L 553) Continued From page 5 
of care. 

Tllis STANPARO is not met as evidenced by: 
ll<~sad on record review and .;taff Interview, It 

was determined the agency failed to ensure plans 
of care were revised to meet the ongoing needs 
of the patient for 1 Of 10 currenl patients (#8) 
whose records ware reviewed. The failure lo . 
revise plans of care placed the patient at risk to 
hav& unmet needs. Findings Include: 

Patient #8 was a 60 year old female admitted to 
the agency o~ 8!11114 Wllh a diagnosis of 
malignant neoplasm of the brain. She (ecaived 
SN, HA, and MSW serilces. Her record, 
Including the POG for the certific<rtion period 
8/11114 to 11/08/14; was reviewed. 

Patient #S's reoord included a SN visit note dated 
10114/14, and signed by the RN Case Manager. 
The nota inclucted a pain assessment that utilized 
a numeric pain scale lo assass pain, wllh lero 
Indicating no pain, and 10 lnoioallng the most 
severe pain. lhe visit note stated Patient #2's, ·· 
goal wa,s lo keep her pain at a level of 4 o.r below, 
and she rated her pain I;!S " 5 during I he SN visit. 
The visit note documented Patient#!! stated she 
had pain all of the time, and her worst pain level 
in the laat24 hours was 10. 

Patient #S's record inoluded a SN visit note dated 
10/16114, and signed by the RN Case Manager. 
The visll nota documen(ed Patient #8 rated her 
pain as ail 8 during the SN visit. Addili.onally, it 
staled she reported she had pain all of (he time, 
and the worst pain level In the last 24 hours was 
9. 

oven\IO:MRJI1~ 

PRINTED: 11112/2014 
· FORM APPROVEO 

OMB NO. 0936-0391 
{X2) MULTIPL~ CONSTRUCTION (X3) OATE SURVEY 

COMPlETED 
A.BUIL~ING ______ _ 

B. WING 
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10123/2014 

ID 
. PREfiX 

TAG 

STREETAOORES$, CITY, STATE, ZlP CODE 

900 N LIND~R RD 

MJORIDIAN, ID 63642 
PROVlbi:R'S PlAN OF CORRI!CTION 

(EACH CORRoCTIVI'.AOTION SHOULD BE 
CROSS-RffERENCEO TO THo APPROPRIATe 

D~FICI~NCY) 

(L 553) updates to the plan of care. Each plan oil 
c<~re will be tndivlouali~ed with specific­
Interventions arid measureable goals to 
meet the overall needs of the patient. 
Staff instruction will include review of 
Policy 2-044 The Plan of Care and 
2·032 Pain Assessment. Education will 
include assessment and follow-up of 
pain ratings, and notification to.the 
physician when pain is above the 
patient's acceptable level. Each plan of 
care is to reflect new or changed goals 
speciftc to the individual patient as · 1 
·necessary to accurately reflect and meet

1
•. 

the patient's needs. · 
Director of Nursing or designee will J 
review 1 O% of initial admission 

. assessments/evaluations on a quarter! . 
basis. Indicators witllless than 65% 
compliance will require an action plan. 
All clinical review findings will be 
reported to t11e OAPI commil\ee and · 
governing body on a quarterly basis. 
Responsible: Director of Nursing Is 
responsible for the overall correction of 
this standard. 

Completion: 11·26-14 

{M) 
COMPlfTJO.."t 

D,I\TE 
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DE'PARTMENl OF HEAlTH AND HUMAN SERVICES 
CE'Nlt:RS FOR Mt:DICAR<; & MEDICAID SERVICES 
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(L 563) Continued From page 6 (L 553} 
Patient #8's record ctid not include documentation 
lo indicate her physic! an had been contacted 
regardln9. her severe pain, or lhat her POC had 
been updated to address severe pain. 

During an inteJVIew on 10123/14 at 11:40 AM, the 
DON reviewed Patient #S'a teccrd and conOrmed 
her POC had nol been opdat<ld to address her 
severe pain. 

Patient #8's POC was not updated to Include 
lnteJVen\lons and goals related to her severe levei 
of pain. 

(L 659) 418.68 QUALITY ASSE:SSMENT & 
PERrORMANCEIMPROVEMENT 

This CONDITION is not met as evidenced by: 
Based on staff Interviews and review of QAPI 

documenls, adverse event documents, and 
agenoy policies, it was determined ·!he Ho$plce 
failed to ensure a QAPI progr~m was fully 
developed, implement~d, and maintained. lhls 
resulled In the Ho~plce's inability to monitor 
services and Improve the quality of patient car\1 
ba~ed on relevant data and actions laken. 
Findings Include: 

1. Refer to L560 as it relates to the Hospice's 
!allure to develop, Implement, and maintain an 
ongoing QAPI program. 

2. Reier to L662 as it relates to Hospice's lailure 
lo \Insure adverse !\Vents were tnonllored and 
quality Indicator data was analyzed. 

Eval'l.\ ID:MA1112 

(L 559) 

L559 418,58 Quality Assessment & 

Performance improvement 

The Quality Assessment and 
Performance Improvement plan has 
been revised to objectively and ! 

sy~tematically monitor and evaluate , 
the quality of care arid services I 
provided for patients/families through J 

the collection of data and then i 
analyzing and monitoring of that data ! 

to evaluate patient outcomes and 

1

1 

agency processes. 
Revisions to the QAPI program ; 
include: a reformatted QAPI plan that I 
encompasses and clearly defines all ·!

1 

elements required, created and . 
implemented a PIP recommendati~n I 
form to demonstrate the Governing 
Body over~ight, improved the \ 
quarterly meeting template, adopted : 
a new PIP template, adopted a 
definition for adverse events and 

facfily 10: 131~;2:0 If conllnuallon shoat Page 1 of 29 
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{L559} Conllnued From page 7 
3. Refer to L563 as it relates to Hospice's !allure 
to ensure the QAPI program Included all relevant 
data. 

4. Refer to l565 as It relates to the Hospice's 
failure to ensure the Governing Body approved 
the frequency ohd detail of QAPI data collection. 

5, Refsr to L566 as It relates·to the Hospfce's 
failure to en sur~ the QAPI program demonstrated 
a locus on high·risk, high volume, or problem 
prone areas. 

6. Refer to L667 as It relates to the Hospice's 
failure to ensure !he QAPI program o:!emonstrated 
considerallon of inGidence, prevalence, and 
severity of problems In lhe design of its program. 

7. Refer to L569 as It relates to the Hospice's 
!allure to ensure adverse patient events were 
analyzed and preventative measures were 
Implemented. 

8, Refer to L570 ~s It relates to the Hospice's 
failure to ensure performance Improvement 
aclfons were taken in response to the analysi~ ot 
quality indicator data. 

9. Refer to L572 as it relates lo lhe Hospice's 
faliur<> lo ensure PIPs reflected the scope and 
complexity of the a9encles services and 
operations. 

10. Refer to L673 as lt relates to l11e Hospice's 
failure to ensure PIPs reflected measurable 
progress .. 

i1. Refer to L574 as It relates to the fafiUTJ;l of the 
Governing l:lody to ensute th~t on ongoing, 
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{L 559) Continued From page 8 . (l5591 

scope ot servtoes an (be monitored and clarified which 
was developed, lmplemquality measures will be tracked, 

The cumulallve effect 0adopted three PIPs that demonstrate 
seriously Impeded thesmeasured improvement, created a l 
ass~ss, n1onltor, and lrrtool to aggregate data to better : L560 418.68 Quality Assessment! 
servtces. d : & p rf 1 ' {LoGO} 
41

8.5
8 

QUALITY ASSE analyze an created se~eral tools to ; e ormance mprovement 1 

PERFORMANCE IMPRsupport a comprehensive QAPI I . j 
program. \ ~evtslons to the QAPI program 1 

The h~splce must. deve Agency to Instruct QAPI committee on\ mclude: a reformatted QAPI plan that/ 
malntal!l an effaottve, 01 the QAPI Program meet quarterly and encompasses and clearly defines all I 
data-dnven quality asse ' ' : 1 . d i Improvement program. quarterly review and findings to be ,e ements requtre , created and 1 
The hospice'~ govarnln1submitted to the Governing Board via Implemented a PIP recommendation; 
the pro~ram: reflects ~hEsummary rep01t for approvol. Througl'form to demonstrate the Governing 
orgonlzatlon an~ servtcemonitoring and evaluating the O.API ;Body oversight, improved the 
eerviC6S (lno(udtng lilOSE · 

1 
:ql t f under contraol or ammgcommittee will determine whether on tar er Y meeting template, adopted 

Indicators related to imp
1
not the care/setvice delivered is in :a new PIP template, ad0pted a 1 

outcomes; and takes aclaccordance with the predetermined i definition for adverse events and , 
~mprovement In hospfce indicators of care/service as well as 

1
11dentified certain measures that will \ 

.. osplce must malntam d . , . . . . b · d 1 · · · \ its quality assessment at the specific cntena tdenttfted. When i e momtore anc clanfted whtch 
lmptovemenl ptogram a; the care/service delivered does not \quality measure~ wlll be tracked, \ 
demonstrate Its operaUo motch the pre-determined indicators/!adopted.three PIPs that demonstrate 

specific criteria, the discrepancy will ,marked tmprovement, created a tool ; 
This STANDARD is not be identified as a problem and .to aggregate.data to better analyze ; 
Based on review of QApnethods of resolving the problem will) and created several tools to support a! 
revleiY• and slafflnlaiVIelbe determined. rcomprehensive QAPI program. ! 
Hosptoe failed 10 ensure Responsible· Director of Nursing has IAgency to instruct QAPI committee on

1 

program was developed ' 'ti QAPI p i maintained. lhls result~1ultlmate responsibility for the le . rogram, meet quar~erly and 
Hospice to evaluate its p

1
corrective action for overall and 'quarterly review and findings to be· : 

~ignitlcantly Impeded the ongoing completion. submitted to the Governing Board via : 

FORMCM8-.2ti67{02•a9) P'e~100~ Verslon& ObSQ!a(a EVGniiD;MRII12 ·~I . n~ ~ ID.1M620 If ~onllnu,llon $i)eel Page 9 ol29 
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{L 660} Continlled From page 9 

On 10/21/14 at1:30 PM, lh\!Administrator and 
the DON, who was also the QAPI Coordinalor, 
were Interviewed. The Administrator provided a 
blank document lilled "Quality Assessment and 
Performance Improvement Meeling 2014," which 
was not dated. The Adlninlstrator indicated this 
was the QAPI Plan. This document stated lhe 
goal was all 85% compliance rate for lhe 18 
areas below; 

Elaclion Slatemant 
Initial certification~ 
lnlllal POG 
Vetbai/Supp Orders 
Recart Orders 
F2F Compliance . 
Clinical record documentation accuracy 
illl'lely filing of clinical records 
Med reconciliation 
Pain/symptom management 
Wound care 
lV therapies 
Management of cc, GIP, and Respite 
Coordination of care 
Bereavement assessment, POC 
Volunteer POC 
Live Discharges 
Death Discharges 

on 10123/14, starting at 1:30PM, the 
AdminiSira!or and DON were Interviewed. Wilen 
asked, t{ley UQaQie to provide lhe reasons for the 
selection of the 18 areas (above) or how they 
reflected the coll'lplexlly of lhe organizallon ~nd 
services provided. The Administrator and DON 
could not \lefine what the 18 areas ll'leaol, what 
the quality lndlcalors were, how they would b~;~ 
evaluated, or how the data would ba used to 

FORM CM8·2007(0Z.~e) PlOlvloto• Vor61o"' Obsoleie CVenrlD:l..VUI12 

ID 
PREfiX 

TAG 

{L 660} 

PROVIDER'S PIAN OF CORRECTION 
(I!ACH CORRECTIVE ACTION SHOUlD BE 

CR088·REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

committee will determine whether or 
not the care/servi<;<;> delivered is in I 
accordance with the predetermined : 
indicators of care/service as well as ! 
the specific criteria id<;>ntified. When ! 
the care/servic<;> delivered does not I 

' match tho;> pre·determined indicators!, 
specific criteria, the dlscr<;>pancy will 1 

' be identified as a problem and \ 
methods of resolving the problem will 
be determined. 

The Quality Asse~sment and 
Improvement {OAPI) plan has been 
revised to follow the r<;>quired 
elements of a QAPI plan as per COP 
interpretive guidelines for 418.58. 
The plan is structured in a manner ' 
that both clearly instructs the QAPI I 

committee as well as ensures all COPs 
are met. The outline of the plan is; 
·1.0 Program objectives 
-2.0 Program Administration and 
Coordination 

-2.1 Governance and 
Leadership 

·2.2 Schedule 
. ! 

; 
"3.0 Monitoring and Evaluating 
·3.1 Routinely monitored data : 
-3.2 Priorities for resolution of 1 
problems . 
-3.3 Monitoring to determine 
effectiveness of action 

\X~) 
C01J.PlEit01i 

OATS. 
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{L 560} Continued from page 10 
show measurable Improvement. lhey slated 
they had not had a QAPI meallng. When 
requested, they could not produce documeniation 
of aggregate quality indicator data or quality 
Indicator data analys<;>s. The Administrator and 
the DON could not provide lnformallon related to 
how I he quality measures were incorporated into 
the Hospice's OAf'l plan. Additionally, the 
Administrator and OON could nol provide 
documented evidence that the 18 areas identified 
In the QAPI plan were approved by the Governing 
Body. There was no aggregal~d quality Indicator 
data, no anal)'t!ed qualily Jn.dlcator data, and no 
PIP's raflectiye of the 15 areas. 

The Hospice's quality documentation did not 
demonstrate that an effective, ongoing, 
hospice-wide data-driven QAPI program had 
been developed, lmplen1i:mted, and maintained. 

{L 562) 41MB(a)(2) PROGRAM SCOPE 

(2) The hospice must measure, analy~e. and 
track qua illy Indicators, Including adverse patient 
events, and other aspects of performance that 
enabla the hospice to assess processes of care, 
hospice services, and operallons. 

This STANDARD is not met as evidenced by; 
Based on adverse <>Vanl and QAPI document 

review, and staff intef'llaws, It was determined 
that the Hospice failed to ensure adverse events 
were monitored and data was analy~ed for all 
patients receiving care from the Hospice, This 
resulted In a lack of Information related to 
advers~ events and Impeded lhe Hospice's ability 
to ahsure safely and !denlify ways to Improve 
patient outcomes. Findings Include: 
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(L 660} -3.4 Performance Improvement 
Projects 

I 
.I 

{L 562} 

' 
·4.0 QAPI Program Review 

\ 
The PIP template now includes a I 
section that explains the reason for 
~e~~ i 

The newly adopted O.API plan I 
incorporates a table referred to as the: 
"Indicator/Outcome Schedule"-which j 
specifies the detail and frequ~ncy of 1 

QAPI data collection for the quality ) 
indicators adopted by Horizon and I 
approved by the Governing Body. l 
The QAPI plan dictates data collection! 
fat; occurrences (falls), infections, I 
complaints and medication errors f 
because these areas have been j 
dee111ed high risk, high volume and 

problem prone ar~as. \1. 

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

Date of Completion: 11-20-14 
\ 

L 562 418 (a) (2) Program Scope\ 
' 

The QAPI prograr.;l has been revised td 
ensure the agency is reviewln~.a~~d::__J! '----' 

Paci!ity JD: l:J1520 
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{L 662) Continued From page 11 
On 10/22/14 at 1:30PM, adverse event data was 
requested from the DON. lhe DQN provided a 
"QI Event Summary" printed 10/22/14 at 1:57 PM. 
The document Included "Individual Ql Event 
Detail Reports" on 6 patient events. Two of 3. 
"Client Occurrence Reports" Included events of 2 
patient falls. One patient ran occurred 10/16/14, 
and the other occurred 10/17/14. 

The Hospice policy titled, Leadership-Incident 
Reporting, date(! 3/2014, stated "The Director of 
Nursing, Clinical supervisor, or designee vAll 
review and complete and process the Incident 
report Form, request any necessary follow"up · 
from appropriate personnel, and iniUate Incident 
report folloW-UP., as required. The Incident 
reports will be monitored by the Performance 
Improvement Coordinator for analysis and 
tracking. 'fhe Performance Improvement 
Coordinator will review the Incidents and conduct 
folloW·Up as required." 

On 10/23/14 at 1:30 PM, during an Interview wllh 
the DON, data and/or analyses of the falls was 
requested. The DON was Interviewed again at 
3:20 PM on 10/23/14. She staled an Investigation 
of tha falls had not been conducted. She also 
stated the agency had not conduct<;~d !lnalyees of 
adverse patient events. 

The Hospice did not measure or analyze adverse 
events to prevenl future occurrences. 

{L 563} 418.58(b)(1) F'ROGRAM DATA 

{i) The program must use quaii!Y indlclltor data, 
Including patient care, and other relevant dala, In 
U1e design of its program. 
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(L 562} 
monitoring adverse events {as defined 
In the QAPI plan in section 3.3). 
Additionally, all quality indicator data 1 
obtained frgm the clinical audits are , 

{L 663} 

analyzed for all patients receiving care I 
and to establish the agency's ability to: 
improve patient outcomes. I 

Date of Completion: 11·20·14 
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{L 563) Continued From page 12 
Tills STANDARD Is not met as evidenced by: 
Based on QAPI document review, policy review, 
and staff inleJ'VIews, it was determined the 
Hospice failed to ensure the QAPI program used 
quality Indicator data. This resulted in missed 
opportunities to Improve patient oare and 
services. Findings Include: 

The Hospice policy"lmproving Organi~ational 
Performance" revised 3/2014, anti updated 
9/24/14, stated the "Purpose" of the polioywas 
"To establish a perfonnancalmprovemant 
framework which integrates aclivltles to Improve 
organization performance, Improve !>aUenl safety, 
reduce !he risks for acqulsi!lon and transmission 
of infecllons and improve palliative care 
outcomes and seiVIoes." 

lhe Mmlnlslra!or and DON provided numerous 
documents l.ha! were Incongruent In determining 
which specific quality Indicators had been 
monitored. These included: 

• lhe Mln~11es of the Governing Body, dated April 
22, 2014, Indicated lha Hospice wmlld focus on: 
Pharmacy managemenl 
Hospice formula!}' 
Managing PPD costs . 
Compliance wilh Medicare Part D 
Palient diagnoses 
Correct diagnosis" 

·The policy tilled "leadership -Priorlllzatlon of 
Important Processes Routine Measurement of 
Indicators,'' dated 312014 and updated 9/24/14, 
lis led 85 areas; but did not stale which the 
Hosplc<J would monitor . 

• A document titled "Quality Assessment and 
Evsnli!;>:MR.1112 
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{loea} L 563 418 (b) (1) Program Data \ 
! 

Agency will utilize the data collected,. · 
within the agency's EMR that Is 
produced on certain reports. Quallt~ 
data will be monitored in the I 
following domains: i 
-Referral statistics I 
·Census Statistics j 
·finance and Development ; 
-Revenue and Costs per patient davj 
-Infections , 
-Falls i 
-Medication Safety \ 

Date of Completion: 11·20·14 
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(L 563) Conlinued From p~ge 13 · {L 663} 
Performance lniprovemenl Meeting 2014, V<lllper 
Hospice" documented 7 patient r~ll areas to be 
monitored. -

-A document tilled "Quality Assessment and 
Performance Improvement Mealing 2014.'' nol 
dated, idenUOed the following 18 areas as part of 
the QAPI program: · 

ElecUon Statement 
lni~al oertirlcallons 
Initial POG 
Verbai/Supp Ordel".. 
Revert orders 
F2F Compliance 
Clinical record documentation accuracy 
Timely tiling of clinloal reco1ds 
Med reconciliation . 
Pain/symptom management 
Wound care 
IV therapies 
Management of cc, GIP, and Respite 
Coordination ot care 
flereavament assessment, POC 
Volunteer POG 
~lv~~> Discharges 
Dealh Discharges 

The document did Mt mention quality Indicator 
data or how such data would be galhared or 
used. No documents described quality Indicator 
data. 

On 10/22/14 at 1 :30 PM, lha Administrator and 
DON were asked for documentation describing 
how quality Indicator data would be gathered and 
used. lhe DON stated she dld not have 
:documentation as to how quality indicator data 
would be gathered and used. She slated the 
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REGULATORY OR LSC lDENTirYIN\> INFORI.\AIION) 

(L 563) Continued From page 14 
agency was currently conducting cllart audils to 
gather data to desi!Jn Its program but this had not 
happ~nad yet. · 

The Hospice had not used quality indicator data 
.ln Its QAPI program design. 

{L 56~) 418.58(b)(3) PROGRAM DAIA 

(3) The frequency and detail of the data collection 
must ba approved by Jhe hospice's governing 
body. 

This STANDARD is not met as e~Jdanced by: 
!lased on review of QAPI documents, policy 

review, and staff interviews, It wa~ determined the 
hospice railed to ensure the Governing Body 
approved the frequency and detail oi QAPI data 
colleotion. This re&ultad In the potential for 
lmplementa!lon of a QAP! plan without 
appropriale oversight and Input of lha Governing 
13ody. Flodlngs Include: 

The policy "Governing Body" revised 3/2014, 
staled the "Relevant flndlngs of performance 
improvement activities are consistently provided 
to the Governing Body.'' A policy stating lhe 
frequency and detail of th~ data collecllon would 
be approved by the hospice's governing body was 
not pre~ent. 

On 10122/14 at 1:30PM, !he Administrator and 
DON were Jnlerviewed. they both staled a QAP! 
pfan thai described lhe frequency and detail of 
data oalleclion had not been developed. 

The Governing Body did not approve lh~ 
frequency and detail of the aoenoy's QAPI 

fORM CMS·2661(0Z~Q) Pm~ous Vi!6[9nl Oo<OIO!o Event ID:MR!It2: 

PRINTED: 11/12/2014 
FORM Af'PROVSD 

OMB NO 0938-0391 
(X1) MULTIPL~ CONSTRUCTION (XS) DAlE SURVEY 
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10/23/2014 
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I PR~riX I 
TAO 

{L 563} 

{L•5B6) 

PROVIDER'S P~N OF CORREGIION 
(MCH GORRECYIVe AGIION 5HOULO BE 

CROSS·REPERiiNCoO 10 THE APPROPRIATE 
DEFICIENCY) 

L 665 418.58 (b) (3} Program I 
Data 

The newly adopted QAPI plan . 
incorporates a table referred to as thei 

I 
"Indicator/Outcome Schedule" which 1 
specifies the detail and frequency of 1 
QAPI data collection for the quality 
indicators adopted by Horizon and i 
approved by the Governing Body. ) 

Date of Co111ptetion: 11·20-14 

0161 
CO~PlEliOO 

O~lf 
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{L 565) Conllnued From page 15 
program. 

{L 566} 41B.58(c)(1)(1) PROGRAM ACTIVITIE:S 

(i) The hospice's performance Improvement 
activlllas must: 
(I) Focus on high risk, high volume. or 
problem-prone ar~as. 

This STANDARD Is not met as evidenced by: 
Based on review of QAPI documents, polloy 
review, and staff lntervfewa, il was determined the 
hospice failed t.o ensure its QAPI program 
focused on high·rlsk, high volume, or problem 
prone areas. This r<;>sulted in lhe potential for 
adverse patient events to contfnue to occur 
without interv~ntion to prevent future 
occurrences: l'lndlngs Include: 

The hospice policy "Improving Organizallonal 
Pertbrmance" revised 3/2014 stated under 
"Procedures' that the hospice would "Adopt a 
scientific, probleJn-solvlng, data driven approach 
to quality assess111ent and performance 
Improvement (QAPI). The scientific, 
problem-solving approaot1 will include minimally; 
Planning for performance Improvement with 
Integration of Information from other relevant 
activities !hat focus on high risk, high volume, 
problem prone areas and CMS mandatory 
reporting Items ... " 

On 10/22114 starting at 1:30PM, the 
Administrator and DON were Interviewed. The 
Administrator stated the "Quality Assessment and 
Performance Improvement Meeting 2014", with 
i 8 areas Identified, was. the agency's QAPI Plan. 

Jtvent lb:MRIJI2: 

PRINII':D: 11/1212014 
F!)RMAPPROVED 

OMB NO 0938-0391 
{X2) MULTIPLE CONSTRUCTION {X3) OAlfi SURVEY 

COMPL&TEO A. 6UILDI~G ______ ~ 

~.WING 

ID 
PRoFIX 

TA<l 

STREET AODR!<SS, CITY, STAT~. ZIP CODE 

900 N LINOoR RO 

MERIDIAN, ID 83642 

PROVIDER'S PLAN OP GORRiiCTION 
{EACH CORREOTN<ACTION SHOULD BE 

CROSS·RI;Ft;RENGED TO TH< APPROPRIATE 
OEFICIENC\') 

R 
10/2312014 

{X5) 
COMPLETIOH 

DAY~ 

{L 565} 

{L 566} 
L 566 418{c) (1) (i) Program 
Activities 

! 

I 
' 

Agency will monitor the data that has \ 
been deemed as high risk, high i 
volume ond problem prone on the i 
prescribed routine set within the QAPI\1 

plan. Agency will utilize the Clinical . 
Audit tool provided to perform clinical I 
audits/established clinical indicators ·I 
for occuracy for the following which ! 
ore high risk, high volurne and may be .

1 problem prone areas ond CMS 
mandotory reporting items. Agency i 
collection of data will be a scientific, 

1
1 

problem solving, data driven approach 
to quality assessment ond I 
performance. ! 

' ~lection statement and consent form I 
I 

Initial Certifications for terminal illness' 
Initial Plan of care I 
VerbaljSupplemel\tai orders 
Recertification 
face to Face 
Clinical Record Documentation 
Timely Filing 
Medic<~tion reconciiia lion 
Pain/symptom management 
Wound Core 

I 
Foc!li~ 10: 131~lo If continuallon si\Qol Page 16 of29 
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131520 
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(l566} Continued From page 16 

lhe 18 areas on the "Quality As$essment and 
Performance Improvement Mealing 2014" form, 
not dated, ware documented aa; 

Elec!lon Statement 
Initial certifications 
Jnlllal POC 
Verba!ISupp Orders 
Reoert Orders 
f2PGornpllance 
Clinical record documentallon acct!rany 
Timely fllliig of clinical records 
Mad reconciliation 
Pain/symptom management 
Wound care 
IV therapies 
MMagarnen! of cc, GIP, and Respite 
coordination of care 
Bereavement assessment, POC 
Volunteer poe 
Live Discharges 
Death Dlsoh~rgas 

During the same Interview on 10/22114 starling at 
1:30 PM, the Administrator and DON )lolh staled, 
there was no documentation that specified what 
the high risk, high volume, problem-proM areas 
of the agency were. The DON stated she did not 
know which of the above 18 areas ware high risk, 
high volume, problem.prone areas, 

The agency could not demonstrate Its QAPI plan 
incorporated high risk, high voluma, or 
problem-prone areas. 

(L 667) 418.58(c)(1)(11) PROGRAM ACTIVITIES 

[The hospice'" performance Improvement 

Evon\ ID;MR1112 

PRINTED: 11/12/2014 
I'ORM APPROVI:D 

OMB NO 0938 0391 
(X2) M!JLTIN~ CONSTRUCTION 

ABUILDING~------

(X3) OAT~ SURVEY 
COMPLETED 

B. WINO 

ID. 
PREFIX 

TAG 

STRon ADDRESS, CITY, STATE, ZIP CODE 

900 N LINPBR RD 

MERIDIAN, 10 83642 

R 
10/23/2014 

PROVlDER'S PLAN OF CORRECTION · {l\6) 
(MC~ CORRECTMl ACTION SHOULD 6E CO.IIP<HIOII 

CR08S·REFERtiNC~o TO THE APPROPRIATE DAYc 
DEFICIENCY) 

IV therapy 
(L 566) Professional Management­

Continuous Care, Respite Care, GIP 
!coordination of Care 

{1.. 567} 

Disciplines: MSW, Chaplain, HHA, 
Therapy (PT /OT /Speech) •• 
assessm ents/i nterve ntio ns/ goa Is 
Bereavement Services ·bereavement 
assessment- plan of c~re 
Volunteer Services- Plan of care I' 

Discharges: live discharge/revocation 
EON 
ABN I 

' Death discharge \ 
Disposal of medications ! 

Clinical record review for the agency 
will be 10% of the average dally ! 

. ' 
census or for a census less than 100 ' 
the agency will review 10 clinical li 

records; S active and 5 discharges. 
Reviews will be performed by the ! 

! 
Director of Nursing or designee each 1 

quarter, utilizing the clinical audit tool
1 

with indicators identified. Final j 
review of all clinical records- the 1 
Indicators meet an 85% compliance ! 
rate. Indicators less than 85% will be i 
placed on an action plan for ! 
correction to be written, presented to: 
the QAPI committee quarterly. 
Corrective action will be 
implemented/documented. The 
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REGUlATORY OIUSC IDENTIFYING INFORMATION) 

Continued From page 17 
aolivil!as must:] 
{ii) Consider Incidence, prevalence, and severity 
of problems In U10se areas. 

This STANDARD Is not met as evidenced by: 
Based ori review of QAPI documents, policy 

review, and staff Interviews, it was determined the 
Hospice failed to ensure its QAPI program 
demonstrated oonsiderallon of lncld~nca, 
prevalence, and severity of problems In thB 
design of Its program. This resulted In the 
potential for missed opportunities for performance 
improvement In areas most likely to affect patient 
otl!comes. Findings Include: 

The Hospice policy "Improving Organltatlonal 
Performance" revised 312014. slated under 
''Procedures'' that the Hospice would "Adopt a 
sclenliflc, problem-solving, data driven approach 
to quality assessment and peiiormance 
Improvement (QAPI). the scientific, 
problem-solving approach will Include minimally: 
Planning for performance Improvement with 
lntegwllon of information from olher relevant 
activities I hat focus on high risk, high volume, 
problem prone area> and CMS mandatorY 
reporting Items .. .'' 

On 10122114, durtng an Interview starling at 1:30 
PM, tha Administrator and DON 
provided an undated dooument tilled "Quality 
As'sessment and Performance Improvement 
Me sUng 2014." The document stated lhe goal 
was an "85% compliance rate" using an "Internal 
Audit Tool" for the foilowln~ 18 areas: 

Elec!lon·statemenl 
Initial certifioallons 

Even( ID:MRll12 

PRINTED: 11112/2014 
FORMAPPROVEO. 

OMB NO 0930-0391 
~)MUlTIPlE CONSTRUCTION (X3) DATE SURVOY 

COMPlETED 
A- BUilDING....c----~~ 

B, \\1NO 

10 
PREFIX 

TAG 

STREET AODRE8$, C!lY, STATe, ~lp ~ODE 

900 N LINI;l~R RD 

Mt;RIPIAN, 10 83642 

R 
10123/2014 

PROVIDER'S plJ\N OF CORRECTION 
(1'1\C~ CORRECTIVEACTION SHOULD 6l! 

OROSS·REFERIMCEO TO THE APPROPRIATE 
OofiOIENCY) 

(X6) 
COMI'LHlON 

DAlf 

(L 567} 
agency will continue to audit the 
specific indicator until85% 
compliance Is achieved. 

Date of Completion: ll-20-14, 

' 
L 567 418.58 (c) (1) (ii) Program l 
Activities 

Agency will monitor the dat~ that has i 
been deemed as high risk, high j 

volume and problem prone on the I 
prescribed routine set within the QAPI. 
plan. Agency will utilize the Clinical I 
Audit tool provided to perform clinical' 
audits/established clinical indicators i 

' for accur3cy for the following which f 

are high risk, high volume and may bej' 
problem prone areas and CMS 
ma11datory reporting items. Agency 1 
collection of data will be a scientific, I 
problem solving, data driven approacH 
to quality assessment and i 
performance. j 

Election statement and consent form ; 
Initial Certifications for terminal illn~s~ 
Initial Plan of care !. 
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A/10 PlAN OF CORR~CTION 

(Xl) PROVIDER/SUPPlfErl/CLIA 
IDENTIFICATION ~UMBER: 

131520 

NAME Of PROVIDiiR OR SuPPLIER 
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PREFIX 

TAG 
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{L 567) Conllnued From page 18 
Initial POC 
Verbai/Supp Orders 
Recert Orders 
1'2F Compliance 
Clinical record documentation accuracy 
11mely 111lng ot clinical records 
Med reconciliation 
Pain/symptom management 
Wound care 
IV lheraplas 
Management of CO, GIP, and Respite 
Coordination of care 
Bereavement assessment, POC 
Volunteer poe · 
Live Discharges 
Death Discharges 

The documenl did no{ describe what the 18 areaa 
(listed above) meant or state the ffiason each 
was selected, 

During tile interview on 10122114 starting at 1:30 
PM, the Administrator and DON were asked to 
Identify the reasons !he 18 areas were seleclad, 
what selection criteria was considered, and how 
M 85% compliance rate was delermlned · 
acceptable for all areas, especially for <Heas such 
as IV lher<•PY· The DON staled !he chart audits 
were to determine areas to be monitored by lha 
OAPI program but she said data had not been 
gathered and analyzed that would provide 
inform a lion on (he prevalence and severity of 
problems. 

The agency's QAPI plan did not take into 
consideration incidence, prevalence, and severity 
of problems. 

{L 569) 418.58(c)(2) PROGRAM ACTIVITIES 

EvenliO:Mfll\12 

PRINTED; 11/1212014 
FORM APPROVf;O 

OMB NO 0038"0391 
(X2) MULTIPLE CONSTRVOTfON (l(3) DATE sURV!;Y 

COMPLETED A- BUILDING ______ _ 

0, WING 

ID 
PREfiX 

TAG 

STREeT ADPRESS, CITY, STAT~, i:IP CODE 

900 N UND~R 1\D 
MERIDIAN,.ID 83642 

PRO\ilDER'S PLAN Of CORRECTION 
(EACH CORREGTNSACliON SHOULD BE 

CROSS-RE~~RENCoD TO THEAPPROPRIATo 
DEFICIENCY) 

R 
10/23/2014 

IX6) 
(lOMPl..EliOU 

DATE 

(L 567} 
Verbal/Supplemental orders 
Recertification 

{l 569} 

Face to Face 
Clinical Record Documentation 
Timely Filing 
Medication reconciliation 
Pain/symptom management 
Wound care 
IV therapy 
Professional Management· 
Continuous Care, Respite Care, GIP 
Coordination of Care · 
Disciplines: MSW, Chaplain, HHA, 
Therapy (P'f/OT/Speech) •· 
assessments/interventions/goals : 
·Bereavement Services" bereavement! 
assessment- plan of c~re , 
Volunteer Services- Plan of care i 
Discharges: live discharge/revocation 

EDN . l 
ABN 
Death discharge I· 
Disposal of medications I 

Clinical record review for the agency \ 
will be 10% of the average daily ! 
census or for a census less than 100 ! 
the agency will review 10 clinical 1 

records; 5 active and 5 discharges. I 
Reviews will be performed by the 
Director of Nursing or designee each 
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{L 569} Continued From pag~ 19 

(2) Performance Improvement activities must 
track adverse patient ev<~nts, analyze their 
causes, end Implement preventive actions and 
mechanisms that Include feedback and learning 
throughout the hospice. 

!his STANDARD is not met as evidenced by: 
Based on adverse event document review, policy 
review, and staff interviews, It was determined U1e 
Hospice failed to eMure adver~e patient event~ 
were analyzed and preventative measures were 
Implemented. This directly impacted 2 of 2 
patients (Pall~nts #11 & #12) who experienced 
falls and whose Client Occurrence Reports were 
reviewed. !his resulted in patients experiencing 
falls wnhout evidence of jnvestlgatlon and 
preventive aotlons. Findingslnclu<te: 

The Hosp!co policy lilled Leadership, Incident 
Reporting dated 3/2014, stated "The Director of 
Nursing, Clinical Supervisor, or designee will 
review and complet~ and process the Incident 
report form, reque~t any necessary follow-up 
from appropriate personnel, and iniUate Incident 
report follow-up, as required. Th~;~lnoldent reports 
will be mot1tored by the Per1ornlance 
Improvement Coordinator for analysis and 
tracking. Tha PerformancE~ Improvement 
Coordinator will review the incidents and conduct 
foiiOW·UP as required." This pol)cy was not 
followed as evidence by: 

Adverse ev<lnt data was requested and the DON 
provl<ie:d a document, "QI Event Summary" 
printed 10/22/14 at 1:57PM which lnol\tded 
"Individual Ql Event Detail Reports" for 6 patients. 
Included with the "Individual QJ Event Detail 
Reports" were "Client Occurr<lnoo Repolt' forms. 

E•/oni!P;I.IR!II~ 

PRINrm: 11112/2014 
FORM APPROVED 

OMB NO 0938-0391 
(X2)'MUlTIPLE CON~TRUGT!oN (X3) DATE SUR\/f.Y 

COMPlETED A BUILDING _ _,__ ____ _ 

10 
PREFIX 

l'A<l 

STREET /IODMSS, CITY, ~TATE, ZIP CODe . 

QQO N LINDER RD 

MERIDIAN, ID 83642 
PROVID~R'B PIAN OF COR~aCTION 

(EACH CORRECTIVE ACTION SHOUlD ~E 
CROSS·RaF~RfNCEO TO THE APPROPRIATE 

OEFICIWC'() 

R 
10/23/2014 

{X&} 
CO.\IPLEJION 

DA1Ei. ·. 

(L 669} quarter, utrHzing the clinical audit tool 
with !hdicators identified. Final i 
review of all clinical records- the ·

1 Indicators meet an 85% compliance . 
rate. Indicators less than 85% will be I 
placed on an action plan for 
correction to be written, presented to 
the QAPI committee quarterly. . ' 

I 
Corrective action will be ! 
implemented/documented. Th~ / 
agency will continue to audlttthe • 
specific indicator untii8S% \ 
tompliance is achieved. ' 

! 

Date of Completion: 11-20-14 ' 

L 569 41B.58(c) (2) Program 
Activities 

Director of Nursing or designee will: 
complete a 100% review of all , 
occurrence/Infection and complalnts1 

reported on a (workday} daily basis, ! 
investigate, follow through with •

1

. 
resolution if deemed necessary, 
document on occurrence within a ! 

written log, track and trend quarterly! 
through the QAPI program and reporj 
quarterly findings, completes actions ; 
plans and submits to the QAPI · 

' committee quarterly. : 

Date of Completion: 11-20-14 
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DEPARTM!';NT OF Ht'ALTH AND HUMAN SERVICES 
CENTERS f'OR MEDICARE & MI::DICAID SERVICES 

STATEMENT OF DEFICIENCI!!$ 
f<ND PlAtl OF CORRiiCIION 

(X1) PROVIDoRISVPPLIERICl\A 
IO~NTIFICATION NUMBER: 

131520 
NAME OF PROVID"R OR SUPPliER 

HORIZON HOME HI'A~rH & HOSPICE 

(X4) \0 I 
PREFIX 

TAG 

SUMMARY STATEMENT OF PEfiCIENCIES 
(EACH OEFICt•NOY MUST BE PRECEDED ~y fUll 

REGULATORY OR LSO ID<Nl!FY!NO INFORMATION) 

(l669} Continved From page 20 
Two "Client Occurrence Report" forms 
dooumenled pallenls (Pallen! #11 & #12) had 
experienced (~lis. 

Pallen! 11-12's fall occurred 10/16/14. lhe "Client 
Occurrence Report" form st~ded staff at Patient 
11-12's place of residence reported Patlent#12 fell 
from bed and the fall was unwitnessed and the 
cause unclear. It slated !he cause was likely due 
to Patient #12's restlessness throughout the 
night. 

Patient#11's fall occurred 10/17/14. The"CIIent 
Ocourrenoe Reporf' form documented the 
patient's son found her on the rio or. Addlllonally, 
it stated she had apparently tried to transfer from 
her scootar to her bed and suslalned a skin tear 
to her left lower extremity. Tha pallent's sonlmd 
put her In her scooter and wrapped a towel 
arotlnd her leg. The form also documented the 
hospice aide and nurse washed the patient and 
provided lnconllnence <;>;~re and the wound was 
dressed wllh absor!Jent dr<Jsslng as It was 
seeping serous fluid. 

Each of the ''Client Occurrence Reporf' forms 
Included areas to document physician nolificallon 
and response, follow-up comments, and 
occurrence updates. These sections were not 
completed on Patient #11's and Patlan! 1112's 
"Client Occurrence Report" forms. The forms did 
not include documentation of further Investigation, 
analysis, and actions. 

On 10/23114 al1:30 PM, !he DON was 
lnlef'llewad. She staled documentation of an 
aollon taken or follow-up Investigation to the falls 
was no! present. She also staled adverse events 
.were not !racked by the QAPI program. 

t;veniiD:MRII12 

PRINTED: 11/12/2014 
FORM APPROVED 
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ID 
PREFIX 
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(E>\CH CORRECTIVEAOTION SHOUlD BE 
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{L 569} 

R 
10/23/2014 

I !~'I 
COMi'LE.liON 

OA.TE 
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(L 569} Continued From page 21 

lha agency did not ensure adverse events were 
tracked and Investigated and aollons were taketi 
to pr.event future occurrences. 

(L570} 41 B.5B(o)(3) PROGRAM ACT!Vilii:::S 

(3) Tha hospice must taka acllons aimed at 
perfonnanca lmproven1ent and, attar 
implementrng those actions; the hospice rilust 
measure Its success and track performance to 
ensure that lmprovemenls are sustained. 

This STANDARD is not mel as evidenced by: 
Based on review of QAPI documents and agency 

policies and staff interviews, It was determined 
the Hospice failed to ensure performance 
Improvement actions were taken. This resulted In 
missed opportunltfes to Improve patient care and 
setvloes. Findings Include; 

The Hospice policy "Improving Organllatlonal 
Pertonnance" revised 312014 and updated 
9124/14 slated the ''Purpose" of the policy was "To 
establish a performance improvement framework 
which Integrates activities (o Improve organization 
performance, Improve patient safety, reduce the 
risks for acquisition and transmission of Infections 
and Improve palliative care outcomes and 
services." 

The Leadership policy "Sample OAPI Plan,'' 
revised 3/2014, and updated 9/24/14, ata(ed the 
"Purpose" was "lo conduct Performance 
Improvement Projects aimed at performance 
improvement and to track performance to ensure 
thaf it ls suslained." 

The above two policies were not followed as 
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DAlE 
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' 

I 
(L570} 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 quality of care and services 1 

provided for patients/families through 
the collection of data and then / 
analyzing and monitoring of that data\, 
to evaluate patient outcomes and 

\ 
agency processes. 

Date of Completion: 11-20-14 
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{L 670} Continued From page 22 
evidenced by: 

QAPI documents provided by tha Adminis<rator 
and DON were revJawed. Evidence or tha 
lnillatlon, monitoring, and (racking of idenlllled 
quality hnprovement acllvitles was not found In 
the QAPI documents. 

Interviews were completed wllh the Admlnlstra!or 
and DON on 10/21/14 at 11:30 AM, 10/22/14 at 
t30 PM, and 10/23/14 at 1:30PM. During each 
of (he· interviews the Administrator and DON were 
asked to provide documented evi<Jence otacUons 
laken to improve quality, and subsequent 
monHoring and <racktng of performance to ensure 
lmprovemsnt wae sustained. No evidence was 
provided. On 10/23/14 at 1:30 PM, the DON 
slated the agency was developing Its plan and no 
actions had yet been taken to improve 
performance. 

Th<:> agency. had not taken actions aimed at 
performance improvem<:>nt. 

{L 672} 418.58(d)(1) PERFORMANCI" IMPROVEMENT 
PROJIOCTS 

(1) The number and scope of distinct 
performance improvement projects conducted 
annually, basad on the needs of the Msplce's 
population and internal organizational needs, 
nlust reflect <he scope, complexity, and past . 
performance of the hospice'~;~ services <;~nd 
operatrons. 

This STANDARD Is not metes evidenced by: 
Based on review of QAPI document>, policy 
review, and staff ln(al'/lews, It was detsrmtned the 
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{L 670} 

L572 418.58(d) (1) Performance: 
Improvement Projects \ 

The QAPI Committee will implement l 
(L 672} PIP topics indicated by data analysis.\ 

PIPs are implemented in accordance 1 

with CMS' protocol for conducting ! 
PIPs. Implementation of new PIPs or: 
any significant changes proposed to ' 
existing PIPs will be subject to : 
approval by a d~legated 1 

representative, the Administrator.lf ; 
the QAPI committee recommends a 
new PIP they will use the PIP 
recommendation form. PIPs have 
been selected in accordance with CMS 
guidelines, documented, 
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{L 572) Conunued f'rom page 23 
Hospice failed to conduct Plfl's consistent wllh 
lhe needs of the agency, This resulted In the 
Hospice's l~abilily lo improve patient outcomes or 
services through Its QAPI program. The findings 
Include: 

QAPI documents provided by lhe Admlnletralor 
and DON were reviewed. !':vidence of PIP's was 
not fo(Jnd In the QAPI documents. 

PIP's were requested during Interviews with !he 
Hospice Admfnfslrator and DON on 10121/14 at 
11:30 AM, 10/22114 al1:30 PM, and 10/23114 at 
1:30PM. On ·10123114 at 1:30PM, the DON 
staled lhe age hey was developing Us QAPI plan 
and had not yet Implemented PIPs. 

!he leadBrshlp policy "Sample QAPI Plan" 
revised 312014 and updated 9124114 stated the 
"Purpose" was "Yo conduct Performance 
Improvement Projecls aimed at performance 
Improvement and to track performance to ensure 
that it is sustained." This policy was not followed. 

PIP's were not conducted by lhe agency. 
{L 573) 418.58(d)(2) PERFORMANCE IMPROVEMENT 

PROJECTS 

(2)The hospice must document what 
performance Jmprovemant projects are being 
conducted, the reasons for conducting the$e 
projects, and the measurable progress achieved 
on thasa projeols. 

This STANDARD Is not met as evidenced by: 
Eased on review of OAPl documents, policy 
review, and staff interviews, it was deterrnlnad the 
Hospice failed to ensure PIP's were lnlllated, the 
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{L 572) ~mplemented and sho'!' a measured ! 
Improvement. I 

Date of Completion: 11-20-14 . 

I 
I 

.\ 
\ 
i 
\ 

\ 
I 

L 573 518.58( d) (2) Performance! 
Improvement Projects 1 

I 

lhe QAPI Committee will implement 
{L 573} PIP topics indicated by data analysis. 

PIPs are implemeilted in accordance, 
with CMS' protocol for conducting ! 
PIPs. Implementation of new PIPs or! 
any significant changes proposed to i 
existing PIPs will be subject to ! 
approval by a delegated i 
representative, the Administrator. If· 

' the O.API committee recommends a : 
new PIP they will use the PIP . 
recommendation form. PIPs have ; 
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(L 573) Continued From pa9e 24 
reason$ ror the PIP's specified, and meas~rabla 
Improvement documented. This resulted In lhe 
lnBbility of the Hospice to measure and monitor 
lhe effectiveness of ssNices. Findings include: 

OAR I documents provided by lhe Admlnlstralor 
and DON were reviewed, Oocumentallon that 
PIP's had bean conduote9 was not present. 

PIP's were requested during inteJViews wlth the 
Administrator and DON on 10/21/14 at 11:30 AM, 
10/22/14 at 1:30PM, and 10/23/14 at 1:30PM. 
On 10/23114 at 1:30PM, the DON stated the 
agency was developing Its OAPi ph:m and had not 
yet Implemented PIPs. 

The leadership policy "Sample QAPl Plan" 
revised 3/2014 and updated 9/24/'14 stated !he 
"Putpoae" was "To conduct Performam:e 
Improvement Projects ahn~d at p~rformance 
Improvement and to !rack performance to ensure 
lhat it is sustained." This polloywas not followed. 

The agency failed to ensure PIP's were Initiated 
and measurable Improvement documented. 

(l574} 418.58(e)(1) EXE'CUTIVE RE:SPONSIBILITIES 

Th~;~ hosploe's governing body Is responsible for 
ensurlng the following: 
(1)That an ongoing program tor quallly 
improvement and palient safety is defined, 
ln1plemented, and maintained, and is evaluated 
annually. 

This STANDARD Is not met as evidenced by: 
Based on QAPt document review, policy review, 

and a taft interviews, It was determined the 
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been 5elected In accord a nee with CMS· 
{L 573} guidelines, documerited, i 

(L 574} 

implemented and show a measured 
improvement. 

Date of Completion: 11-20-14 

L 574 418.58(e}(1} Executive 
Responsibilities 

! 

I 
I 
I 
i 

Resources will be made ova liable to ! 
employees to assist them in gaining a I 
basic understanding of QAPI !-
principles. In-services will be held \ 
periodically to reinforce the \ 
knowledge base, Each employee is ' 
respomibie for the quality of care and I 
services provided. The following 1 

summary of responsibilities provides a1 

framework for the process of quality ! 
assessment and performance ' 
improvement. As per interpretive· 
guideline 418.58{b)(3} ';,or it may , 

Facili~!O: 131520 If conilnQallon <~et Pog• 25 ol29 



DEPARTM!O:NT OF HEAlTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

SIAT~M~NT OF D~~ICIENCIES 
ANO PLAN OF CORR~CTION 

(X1) PROVIoofll/iUPPtiEl>/CliA 
ID~NTIFIOATION NUMSER: 

131520 
NAME Or PROViDER OR SUPPLIER 

HORIZON KoMS HEALTH & HOSPICE! 

(X4) ID I 
PREFIX I TAG 

SUMMARY STATEMENT OF DEFICIEHCIE6 , 
(EACH DEFICIENCY MUST BE PRECEDED BY FUll 

REGUlATORY OR lSC lD~NTlFYIHG IN~ORIMTION) 

{L 674} Contfnued From page 25 
Governing Body Mect to ensure the Hospice's 
QAPI program was developed and Implemented. 
ihls resulted in a lack or direction and oversight 
of lhe QAPI program. Findings include: 

During a reGertlfloation suiVey of the agency, 
completed 9/10/14, a dalermlnatlon was made 
tllat lila agency's QAPI program had not been 
developed, Implemented, and maintained. A 
s'ubsequent CMS Statement of Deficiencies was 
Issued to the ageriQy, ~howing noncompliance 
wilh the OondiUon of Partlclp~lion or QAPI. 

An interview with.the Administrator was 
conducted on 10/21/14 beginning at 1'1:25 AM. 
He stated a formal meeting of lhe governlng body 
had not occurred since tha Condition of 
Participation of QAPI had been found out of 
compliance. He stated lhe Governing Body had 
discussed lhe deficiencies and approved an audit 
tool lor p<~tient medio;;ll records In order to 
develop a QAPI plan. He stated tnare were no 
minutes or this. He stated a formal meeting to 
approve a QAPI plan had no! been held and was 
not scheduled until the flret week In November. 
He stated there was no documentation that the 
Governing Body had participated In the agency's 
QAPI program. 

Tile Governing Body failed to ensure a QAPI 
program had been developed and lmpl<;>nlenled. 

{L 626} 418.76(g)(1) HOSPICEAIDEASSIGNMI"NTS 
AND DUTieS 

(1). Hospice aides are assigned to a specific· 
patient by a registered mir~e that Is a member of 
the lnt<;>rdlsclpllnary group, WriUen patient care 
Instructions for a hosplca aide must be prepared 
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(L574} 
c/wose to appoint one or more , 
individual> to hcmdle the ~tructure and' 
administration of the QAPI progrom.": 

{l625) 

As such, the governing body appoints 
the Administrator to oversee the 
structure and administration. The 
Administrator appoints the DON to 

·serve also as the QAPI Coordinator. 

Responsible: fxecutive Director and I 
Director of Nursing have ultimate 
responsibility for the corrective actlon1 

for overall and ongoing completion ofi 
this standard. 
Completion:un0/14 i 
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(l 574} Oonllnued Ffom page 25 
Governing Body tailed lo ensure the Hospice's 
QAPI program was developed and Implemented. 
This resulted In a lack of direction and oversight 
of the QAPI program. Findings inch!de: 

During a recertification survey of lhe agency, 
mmpleted 9/10114, a determination was made 
that the agency's QAPI program had not been 
developed, implemented, and maintained. A 
subsequent OMS statement of Deficiencies was 
Issued to the agency, showing noncompliance 
wilh the condlllon of Partlclpai!on of QAPI. 

An lnterviewwlih the Administrator was 
conducted on 1012·1/14 beginning at 11:26AM. 
He stated a formal mea ling of the governing body 
had not occurred since the Condillon of 
Participation of QAPI had been found out of 
compliance. He slated the Governing Body nad 
discussed U1e deflclen<:les and approved an l!lldlt 
tool tor pallent mildlcaf records In order to 
develop a QAPI plan. He stated !here were no 
minutes of this. He slated a formal meeting to 
approve a QAPI plan had not been held and was 
not schedl!led untillhe first week In November. 
He slated tht:lre vias no documentation that the 
Governing Body had participated In !he agency's 
QAPI program. 

The Governing Body failed to ensure a QAPI 
program had been developed and Implemented. 

{L 625} 418.76(g)(1) HOSPICE AIDE AeSIGNMENTS 
AND DUTIES 

(1). Hospice aides are assigned to a specific 
paflent by a registered nurse that Is a member of 
the interdisciplinary group. Written patient oars 
Instructions for a ho~plca aide must be prepared 
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L625 418.76 (g) (1) Hospice Aide 
(!. 625l ll.sslgnments and Duties 

Director of Nursing or designee will In· I 
service the RNs of how Ia formulate the : 
Hospice Aids Plan of Care, including !he, 
handout: Job Aide: Hospice Aide Plan · 
of Care, along wilh RN coordination of ' 
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(L 626} Continued From page 26 
by a registered nurse who ls responsible for the 
supervision of a hospice aide as specified under 
paragraph (h) of this section. 

ihis STANDARD Is not met as evidenced by: 
tlased on patient record review, observation, and 
staff Interview, it was determined til at the written 
patient care inslruc!ions tor the hospice aide 
prepared by an RN were Incomplete for 2 of 10 
patients (#7 and #8) whose hospice aida care 
plans ware reviewed. As a result, the hospice 
aide plans of care did not accurately reflect 
patients' needs and condilions. lhls had the 
potential to Interfere With quality, completeness, 
and coordination of pallent care. Findings 
include: 

1. Patten! #7 was a 90 year old female admitted 
to the agency on 5131113, with a diagnosis of 
Alzheimer's Disease. She received SN, HA, and 
MSW services. Her record, Including the POC for 
the certlflcallon period 9123114lo 11/2'1/14, was 
reviewed. 

Patient #7's POC Indicated she was to receive HA 
vlslls 3 Umes a weak. Her record included an 
Aide Care Plan, wllh an effectlve data ol 
10116114. The care plan Indicated she should be 
weighed once a week by lha aide. 

Patient #7's record Included 3 HA vfslt notes for 
thlil week of 10/12/14 to 10l18114, dated 10114/14, 
10/15/14 and 10/17/14, and signee! by the HA. 
Patient #7's weight was not recorded on lha 3 
notes, and each noled slated, "Not needed on 
(his vlsll." 

During an Interview on 10/23/14 at 1:40PM, the 
DON reviewed Patient #7's record flnd stated he 
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{L 625} care with the hospice aide responding ' 
~nd follow·up on reported Hospice aide 
concems and documentation of folloW· 
up. 
the Director of Nursing or designee will 
review on a quarterly basis, 10% of 
Hospice aide plans of care, revieWing 
the plans for accuracy and instrucUons 
or tasks assigned are not outside the 
scope of prac(ice for lh\l Hospice aide.· 
variances indlc~ted will be immediately 
corrected and communicated directly to 
the Hospice aide unl11100% complianc~ 
is demonslialed. Indicators of less tlla~ 
85% will require and action plan. 1 
Findings will be reported to the QAPI , 
comrnillee and governing body 
quarterly. i 
Responsible: Director. of Nursing has 1 ultimale responslbilily for t~e corrective., 
action for overall and ongoing 
completion of this standard 

. . . I 
Completion: 11-26-14 i 
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{L 625} Cohtinuad From page 27 {L 625} 
was not steady enough lo safiliy stand on a scale. 
She stated lha ~N Case Manager was no longer 
using weights to monitor his nulrillon level and the 
HA care plan should have been updaled to 
Indicate this change in his POC. The PON 
confirmed the HA care plan was not accurate to 
reflect ~Is current needs. 

Patient #7'1l HA care plan was nol updated by the 
RN Case Manager to Include accurate . 
Instructions for the HA. 

2. Patient #8 was a 50 year old female admitted 
to the agency on 8/11/14 with a diagnosis of 
malignant neoplasm of the brain. She received 
SN, HA, and MSW aervi<Jes. Her record, 
includJng the POC for the certlflcatlon period 
8111/14 to 11/08/14, was reviewed. 

Patient #8's record InCluded an Aide care Plan, 
with an effective date of 10102114. lila care plan 
Indicated the HA ~hould make 1 visit per week, to 
provide the following !asks: balhlng, dressing, 
hair carl'l, nail care, oral care, medication 
reminders, shampoo, skin care, offer fluids, 
prepare snack, and clean pallent's room and 
bathroom. · 

Patient #8's record Included HA visit notes, dated 
10/03114 and 10108/14, and signed by the HA. 
The visit nota dated 10103/14, documented all 
aooigned tasks were not completed, and 
indicated either they were not needed, or refuoed. 
The visit nota dated 10/08/14, documented a 
medioaOon reminder wa~ completed, however, all 
other. assigned tasks were not completed, and 
Indicated either they were not needed, or refused. 
Patient #8's record also Included a missed visit 
notification, dated 10115/14, and oigned by the 
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HA. It did not Indicate the reason for lha missed 
visit. 

PaUent #8's record inoluded an HA supervisory 
visit, dated 10/16/14. and signed by the RN Case 
Manager. It documented the HA followed the 
plan of care, and had the ability lo perform the 
assigned tasks. Additionally, It documented the 
HA eervlces met Patient #S's needs and no 
changes to lhe HA care plan were necessal}'. 
The supervisory visit note did not Indicate the HA 
had not provided the assigned tasks to Patient 
#8_ 

Dllrlng an lntervlsw on 10/22/14 at 1 :~0 PM, lhe 
HA stated Patient #8 and/or her family had 
deollnad all aervlces on her flrsl2 visits, and had 
refused a visit on ·1 0/15/14, The HA ~Ia ted sllG 
Informed the RN Case Manager of the refusals. 

During an Interview on 10/22/14 at 1:40PM, the 
RN Sranch tvjanager stated tile decision was 
made to Introduce HA services to Pallen! #8 
before she aGIUally reqUired assistance with 
personal oars. They wanted her to get to know 
the HA so she would be comfortable with her 
when sha needed additional assistance due to an 
anticipated declhle In her condition. 

Durlng an Interview on 10/23/14 at 11:40AM, !he 
DON reviewed Patient #8''> record and confltmed 
the HA care plan did not refle.ct her current needs 
or contain appropriate lnstr\1CIIons for the HA. 

Pallen! tiS's HA care plan did not contain pallent 
care Instructions that were appropriate to meet 
her current heeds. 
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