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Bldg. 00

This was a follow up Federal and State 

hospice recertification and relicensure 

survey.  

Survey dates:  June 7 and 8, 2016

Facility Number:  003227

Medicaid Number:  200418750A

Clinical Records Reviewed:  5

Home Visit:  1

Census:  26

L 0000  

418.56(b) 

PLAN OF CARE 

All hospice care and services furnished to 

patients and their families must follow an 

individualized written plan of care 

established by the hospice interdisciplinary 

group in collaboration with the attending 

physician (if any), the patient or 

representative, and the primary caregiver in 

accordance with the patient's needs if any of 

them so desire.

L 0543

 

Bldg. 00

Based on record review and interview, 

the skilled nurse failed to ensure wound 

treatments orders were followed per the 

plan of care for 1 of 5 records reviewed 

L 0543 The deficiency, “All hospice care 

and services furnished to patients 

and their families must follow an 

individualized written plan of care 

established by the hospice 
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for wound care in a sample of 6.  (#17)

Findings include:

1.  The clinical record for patient number 

17, SOC (start of care) 05/27/16, had a 

plan of care for the certification period of 

05/27/16 to 08/24/16, with orders for 

wound treatment to the right upper arm.  

The treatment order indicated to cleanse 

the area with soap and water, pat dry, 

apply vaseline gauze followed by gauze 

pad, secure with ecofix tape, and to 

change the dressing every 2 to 3 days and 

(prn) as needed.

a.  A skilled nursing visit note dated 

05/28/16, indicated "This LN [Licensed 

Nurse] did not have vaseline gauze 

neither did the patient.  This LN cleansed 

the area.  Applied ABT [antibiotic 

ointment] that patient had in the home 

and covered with optifoam .... "  The 

skilled nurse failed to follow the plan of 

care.

b.  Review of the skilled nursing visit 

notes dated 05/29/16, 05/30/16, 05/31/16, 

06/01/16, 06/04/16, 06/05/16, and 

06/06/16, failed to indicate if treatment 

had been provided to the patient's wound 

to the right upper arm.  The skilled nurses 

failed to follow the plan of care.

interdisciplinary group in 

collaboration with the attending 

physician (if any), the patient or 

representative and the primary 

caregiver in accordance with the 

patient’s needs if any of them so 

desire” will be corrected by 

ensuring compliance with L543 by 

the following: 1.The Agency’s 

Wound Care Policy was updated 

to reflect the following additions:   

a. Documentation in the EMR by 

the nurse will describe the 

appearance of the wound at each 

dressing change by the RN or 

designee as stated in the wound 

care policy. b.  Documentation in 

the EMR by the nurse will reflect 

the specific treatment of the  

wound at each dressing change 

by the RN or designee as stated 

in the wound care policy. c.  The 

policy will be sent to all nurses. 2.  

Education will be provided to all 

nurses concerning the policy 

 updates and proper 

documentation in the EMR 

regarding wound  assessment will 

be provided. 3.  Education for all 

nurses will be provided to 

emphasize following  the patient’s 

Plan of Care as written. 4.  The 

QAPI Coordinator will audit active 

patient charts with a  wound(s) for 

compliance and quality 

assurance. 5.  This standard will 

be met in full by July 15, 2016.
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2.  The Administrator and Employee HH, 

Training and Development Coordinator 

was interviewed on 06/07/16 at 4:30 PM.  

The Administrator and Employee HH 

were not able to provide any further 

information and / or documentation when 

asked.

418.64(b)(1) 

NURSING SERVICES 

(1) The hospice must provide nursing care 

and services by or under the supervision of 

a registered nurse.  Nursing services must 

ensure that the nursing needs of the patient 

are met as identified in the patient's initial 

assessment, comprehensive assessment, 

and updated assessments.

L 0591

 

Bldg. 00

Based on record review and interview, 

the agency failed to ensure skilled 

nursing visit notes included 

documentation of wound appearance and 

wound treatments provided for 2 of 5 

records reviewed for wound care in a 

sample of 6.  (# 16 and 17)

Findings include:

1.  The clinical record for patient number 

16, SOC (start of care) 04/13/16, had a 

plan of care for the certification period of 

04/13/16 to 07/11/16.  

a.  A physician order dated 05/25/16, 

indicated to cleanse the right shin skin 

L 0591 The deficiency, “All hospice care 

and services furnished to patients 

and their families must follow an 

individualized written plan of care 

established by the hospice 

interdisciplinary group in 

collaboration with the attending 

physician (if any), the patient or 

representative and the primary 

caregiver in accordance with the 

patient’s needs if any of them so 

desire” will be corrected by 

ensuring compliance with L543 by 

the following: 1.The Agency’s 

Wound Care Policy was updated 

to reflect the following additions:   

a. Documentation in the EMR by 

the nurse will describe the 

appearance of the wound at each 

dressing change by the RN or 

designee as stated in the wound 

07/15/2016  12:00:00AM
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tear with soap and water, apply 

non-adherent gauze, cover with coflex 

two times a week and prn (as needed).

b.  Review of a skilled nursing visit 

note dated 05/27/16, provided an 

observation of the patient's wound but 

failed to document if the wound 

treatment had been provided.

2.  The clinical record for patient number 

17, SOC 05/27/16, had a plan of care for 

the certification period of 05/27/16 to 

08/24/16, with orders for wound 

treatment to the right upper arm.  The 

treatment order indicated to cleanse the 

area with soap and water, pat dry, apply 

vaseline gauze followed by gauze pad, 

secure with ecofix tape, and to change the 

dressing every 2 to 3 days and prn.

a.  A skilled nursing visit note dated 

06/02/16, indicated the patient had an 

"abrasion on right forearm, dressing 

changed today per order."  The skilled 

nurse failed to document the appearance 

of the wound and failed to document the 

specific treatment order provided.

b.  A skilled nursing visit note dated 

06/03/16, indicated the patient's right 

forearm "dressing changed per order."  

The skilled nurse failed to document the 

specific treatment order provided.

care policy. b.  Documentation in 

the EMR by the nurse will reflect 

the specific treatment of the  

wound at each dressing change 

by the RN or designee as stated 

in the wound care policy. c.  The 

policy will be sent to all nurses. 2.  

Education will be provided to all 

nurses concerning the policy 

 updates and proper 

documentation in the EMR 

regarding wound  assessment will 

be provided. 3.  Education for all 

nurses will be provided to 

emphasize following  the patient’s 

Plan of Care as written. 4.  The 

QAPI Coordinator will audit active 

patient charts with a  wound(s) for 

compliance and quality 

assurance. 5.  This standard will 

be met in full by July 15, 2016.
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3.  The Administrator and Employee HH, 

Training and Development Coordinator 

was interviewed on 06/07/16 at 4:30 PM.  

The Administrator and Employee HH 

indicated they thought assessments were 

only documented with weekly 

measurements and were not aware of 

needing to provide documentation of the 

assessment / appearance of the wound 

with each nursing visit where treatment 

was provided.  

 L 9999

 

Bldg. 00

L 9999 No response necessary 07/15/2016  12:00:00AM
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