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This was a hospice Federal recertification
and State re-licensure survey.

Survey Dates: 5-8-14, 5-9-14, 5-12-14,
& 5-13-14

Facility #: 007520
Medicaid Vendor #: 200147600A
Surveyor: Vicki Harmon, RN, PHNS

Good Samaritan Hospice was found to be
out of compliance with IC 16-25-3 and
Conditions of Participation 42 CFR
418.54 Initial and Comprehensive
Assessment of the Patient; 42 CFR
418.56 Interdisciplinary Group, Care
Planning, and Coordination of Services;
42 CFR 418.76 Hospice Aide and
Homemaker Services; 42 CFR 418.108
Short-term Inpatient Care; and 42 CFR
418.112 Hospices That Provide Hospice
Care to Residents of a SNF/NF or
ICF/MR.

Quality Review: Joyce Elder, MSN,
BSN, RN
May 20, 2014
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TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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L000520
Based on clinical record and hospice L£.000520 L520 The Hospice Patient Care 05/21/2014
policy review and interview, it was Coordinator conducted staff
. . . L. education on 05/21 regarding the
determined the hospice failed to maintain comprehensive assessment,
compliance with this condition by failing Education stressed the
to ensure the registered nurse had importance of completing all
conducted a complete assessment of the information on the
. ' Shysical h ol comprehensive assessment and
patler.1ts physica ,.psyc osoc1a', that all questions/sections in the
emotional, and spiritual needs in 7 of 13 assessment are to be completed
records reviewed creating the potential to on all patients. A new auditing
affect all of the hospice's 13 current process has baen |mplemen.ted in
. See L 521): by faili that each member of the patient's
patients (See ); y al 1n.g tf) e?nsure treatment team will audit the
all members of the the interdisciplinary assessment section of the team
group (IDG) had participated in the member before them to ensure
completion of the comprehensive that it is complete. The Hospice
tsin 13 of 13 d . d Patient Care Coordinator has
assessmen §1n ) 0 records reviewe revised the new patient checklist
and failed to evidence the IDG had to audit that all sections of the
consulted with the attending physicians comprehensive assessment
to complete the comprehensive (including psychosocial,
tsin 12 of 13 d . d emotional, and spiritual) are
assessmen s 9 records reviewe completed. In order to ensure that
creating the potential to affect all of the all members of the Hospice
hospice's 13 current patients (See L 523); Interdisciplinary Group (IDG), in
by failing to ensure comprehensive consultation with the attending
ts identified th tients' physician, participate in the
assessmen.s tdenti ¥e ¢pa leI.l S completion of the comprehensive
psychosocial, emotional, and spiritual assessment, it will now be faxed
needs in 3 of 13 records reviewed to both the Hospice Medical
creating the potential to affect all of the Dtltrec(tjgr a"‘:} the .patlfent's . g
. . attendin sician for review an
hospice's 13 current patients (See L 524); . ng physici view
- ) signatures upon completion by
by failing to ensure comprehensive the IDG members. The
assessments included an initial comprehensive assessment form
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bereavement assessment in 1 of 13 has also been amended to
records reviewed creating the potential to include .the signature of all
., . appropriate IDG team members
affect all of the hospice's new patients for the patient prior to faxing to
(See L 531); by failing to ensure all the Hospice Medical Director and
identified problems had been reviewed the patient's attending physician.
for new needs and that the attending The H,C’Sp'ce Patient Care
hvsician had buted to th . Coordinator conducted staff
physician had contributed to the reviews education on 05/21 regarding the
and updates in 13 of 13 records reviewed importance of completing all
creating the potential to affect all of the sections of the comprehensive
hospice's 13 current patients (See L 533); assessment, including the )
by faili hensi bereavement assessment which
y failing to 'ensure comprehensive is part of the psychosocial
assessments included data elements to be assessment. The bereavement
used for the measurement of outcomes in assessment will be completed
13 of 13 records reviewed creating the and placed in the patient's chart
tential to affect all of the hospice's 13 within 5 days of admission to the
potentia 9 atfect all ol the hospice's Hospice program. The Hospice
current patients (See L 534); and by Patient Care Coordinator has also
failing to ensure data elements had been developed a revised "checklist" to
incorporated into comprehensive review each patient's chart for
ts i " i d completeness. The checklist now
asse.ssmen S§1n a. Systematic an includes a listing for the
retrievable way 1 13 of 13 records bereavement assessment.The
reviewed creating the potential to affect IDG meets every 14 days to
all of the hospice's 13 current patients review and update
See L 535 the assessment and care plan for
(See )- each hospice patient. The review
considers any changes that have
The cumulative effect of these systemic taken place since the initial/last
problems resulted in the hospice being gsfsessrpent a”ti will '?Clutlde
. . . information on the patient's
founc} f)ut of compliance w1t}.1 tchls progress toward desired
Comprehensive Assessment of the reassessment of the patient's
Patient. response to care. At the
conclusion of the IDG
assessment review, the IDG
assessment update will be faxed
to the Hospice Medical Director
and the patient's attending
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physician for review and signature
and then faxed back to the
hospice office. Education for all
appropriate staff regarding the
importance of completing each
section of the updated
assessment was conducted by
the Hospice Patient Care
Coordinator on 05/21/2014. The
PCC will also audit each updated
assessment performed by the
IDG to ensure that all identified
problems have been reviewed for
new needs.The Hospice Patient
Care Coordinator has identified
elements within the
comprehensive assessment to
allow for measurement of
outcomes. The measures
specifically include bowel function
while on opioid pain medication.
New forms were created to allow
for ease of measurement and
monitoring.100% of Hospice
comprehensive assessments will
be audited to ensure compliance
with the requirement that all
questions/sections are addressed
and completed, including the
bereavement section. 100% of
patient care records will be
audited to ensure that the
comprehensive assessment is
completed by all appropriate IDG
members, including the Hospice
Medical Director and the patient's
attending physician.100% of
patient charts will be audited
every 2 weeks by the Hospice
Patient Care Coordinator to
ensure compliance with the
timeliness and completeness of
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the update/review of the patient's
comprehensive assessment and
to ensure that the Hospice
Medical Director and the patient's
attending physician have
contributed to the reviews and
updates.100% of charts will be
monitored/audited monthly and
results reported quarterly to the
Hospital-Wide Performance
Improvement for bowel program
with opioid use. Committee. A
goal of 90% of patients
experiencing improvement or
maintaining stability has been
set.The Hospice Patient Care
Coordinator will be responsible
for monitoring these corrective
actions to ensure that this
deficiency is corrected and will
not recur.
L0O00521 | 418.54
INITIAL & COMPREHENSIVE
ASSESSMENT OF PATIENT
The hospice must conduct and document in
writing a patient-specific comprehensive
assessment that identifies the patient's need
for hospice care and services, and the
patient's need for physical, psychosocial,
emotional, and spiritual care. This
assessment includes all areas of hospice
care related to the palliation and
management of the terminal illness and
related conditions.
Based on clinical record and hospice L000521 L521 The Hospice Patient Care 05/21/2014
policy review and interview, the hospice Coordlpator conducted staff
. . education on 05/21 regarding the
failed to ensure the registered nurse (RN) comprehensive assessment.
had conducted a complete assessment of Education stressed the
the patients' physical, psychosocial, importance of completing all
emotional, and spiritual needs in 7 (#s 1, information on the
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2,3,4,5,9, and 12) of 13 records comprehensive assessment and
reviewed creating the potential to affect that all questions/sections in the
1l of the h ce's 13 . assessment are to be completed
all of the hospice's 13 current patients. on all patients. A new auditing
process has been implemented in
The findings include: that each member of the patient's
treatment team will audit the
.. . assessment section of the team
1. Clinical record number 1 included a member before them to ensure
comprehensive nursing assessment that it is complete. The Hospice
completed by the RN, employee M, on Patient Care Coordinator has
12-27-13. The effectiveness of the revised the new patient checklist
p dicati d to audit that all sections of the
curr'ent pain rpe 1cations an t.reatments, comprehensive assessment
barriers to pain management, if (inc|uding psychosociaL
nutrition/hydration was a problem, emotional, and spiritual) are
urinary tract infection, current sleep completed.100% of Hospice new
t h sl t i comprehensive assessments will
pa e@, change in sieep p‘? em, 1 be audited by the Hospice Patient
sedatives were used, fall risk assessment, Care Coordinator to ensure
and psychosocial assessment portions of compliance with the requirement
the assessment had been left blank. that all questions/sections are
addressed and completed. The
o ] Hospice Patient Care Coordinator
2. Clinical record number 2 included a will be responsib|e for monitoring
comprehensive nursing assessment these corrective actions to ensure
completed the RN, employee F, on tha(: th'I|T detflmency is corrected
and will not recur.
2-27-14. The treatments or meds the
patient received for pain, barriers to pain
management, urine color, frequency of
urinary tract infections, physical mobility,
and durable medical equipment and
supplies in the home and/or needed
portions of the assessment had been left
blank.
3. Clinical record number 3 included a
comprehensive nursing assessment
completed by the RN, employee N, on
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: KVHO11 Facility ID: 007520 If continuation sheet Page 6 of 148




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

PRINTED: 06/06/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

151526

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN HOSPICE

X2) MULTIPLE CONSTRUCTION

00

STREET ADDRESS, CITY, STATE, ZIP CODE
520 S7TH ST
VINCENNES, IN 47591

X3) DATE SURVEY

COMPLETED
05/13/2014

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

3-17-14. The frequency of urinary tract
infections and sleep pattern portions of
the assessment had been left blank.

4. Clinical record number 4 included a
comprehensive nursing assessment
completed by the RN, employee M, on
5-2-14. The kinds of things that make
the patient's pain worse, barriers to pain
management, type and size of the
tracheotomy, and the neurological
functioning portion of the assessment had
been left blank.

5. Clinical record number 5 included a
comprehensive nursing assessment
completed by the RN, employee M, on
4-16-14. The level of pain assessment,
last bowel movement, urine color,
activities of daily living, and
psychosocial portions of the assessment
had been left blank.

6. Clinical record number 9 included a
comprehensive nursing assessment
completed by the RN, employee M, on
3-31-14. The assessment identified the
patient had "no pain". The assessment
states, also, "meds, repositioning" makes
the pain better and that walking makes
the pain worse. The assessment indicates
the current pain medication is "effective"
and that the pain is "aching." The pain at
its worst in the past week, right now, and
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acceptable level of pain portion of the
assessment had been left blank.

7. Clinical record number 12 included a
comprehensive nursing assessment
completed by the RN, employee ?
(signature page missing) on 4-4-14. The
current sleep pattern and change in sleep
pattern and psychosocial portions of the
assessment had been left blank.

8. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

9. The hospice's 5/12 "Scope of
Services" policy states, "A
comprehensive initial assessment will be
performed by an RN, to collect data
about the patient and their environment
within 72 hours of admission into the
hospice program . . . Assessments may
include: ... pertinent physical findings
i.e. sensory, integumentary, respiratory,
elimination, neurological status; severity
of symptoms and factors that alleviate or
exacerbate physical symptoms, problems,
needs, strengths, limitations and goals,
psychosocial status, nutritional status . . .
functional status."
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L000523 | 418.54(b)
TIMEFRAME FOR COMPLETION OF
ASSESSMENT
The hospice interdisciplinary group, in
consultation with the individual's attending
physician (if any), must complete the
comprehensive assessment no later than 5
calendar days after the election of hospice
care in accordance with §418.24.
Based on clinical record review and L000523 L523 In order to ensure that all 05/21/2014
interview, the hospice failed to ensure all memb.erg o,f the Hospice ,
. L Interdisciplinary Group (IDG), in
members of the the interdisciplinary consultation with the attending
group (IDG) had participated in the physician, participate in the
completion of the comprehensive completion of the comprehensive
assessments in 13 (#s 1 through 13) of 13 assessment, it will now be faxed
. . . to both the Hospice Medical
records reviewed and failed to evidence Director and the patient's
the IDG had consulted with the attending attending physician for review and
physicians to complete the signatures upon completion by
comprehensive assessments in 12 (#s 1, Lhaeslzi ZZZna:S:S:(;ZZnttoform
2,3,5,6,7,8,9,10, 11, 12, and 13) of include the signature of all
13 records reviewed creating the potential appropriate IDG team members
to affect all of the hospice's 13 current for the patient prior to faxing to
patients. the Ho§p|ce Medlcgl D|rectc')r'and
the patient's attending physician.
100% of patient care records will
The findings include: be audited to ensure that the
comprehensive assessment is
1. Clinical record number 1 included a completed by all appropriate IDG
. members, including the Hospice
comprehensive assessment dated Medical Director and the patient's
12-31-13. The assessment failed to attending physician.The Hospice
evidence participation by the medical Patient Care Coordinator will be
director member of the IDG and failed to responsible for monitoring these
. . . . corrective actions to ensure that
ev1de?nf:e consultation with the attending this deficiency is corrected and
physician. will not recur.
2. Clinical record number 2 included a
comprehensive assessment dated
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: KVHO11 Facility ID: 007520 If continuation sheet Page 9 of 148
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2-27-14. The assessment failed to
evidence participation by the medical
director or the spiritual care counselor
members of the IDG and failed to
evidence consultation with the attending
physician.

3. Clinical record number 3 included a
comprehensive assessment dated
3-19-14. The assessment failed to
evidence participation by the medical
director or the spiritual care counselor
members of the IDG and failed to
evidence consultation with the attending
physician.

4. Clinical record number 4 included a
comprehensive assessment dated 5-2-14.
The assessment failed to evidence
participation by the medical director
member of the IDG.

5. Clinical record number 5 included a
comprehensive assessment dated
4-16-14. The assessment failed to
evidence participation by the medical
director member of the IDG and failed to
evidence consultation with the attending
physician.

6. Clinical record number 6 included a
comprehensive assessment dated
4-30-14. The assessment failed to
evidence participation by the medical
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director and spiritual care counselor
members of the IDG and failed to
evidence consultation with the attending
physician.

7. Clinical record number 7 included a
comprehensive assessment dated
11-8-13. The assessment failed to
evidence participation by the medical
director member of the IDG and failed to
evidence consultation with the attending
physician.

8. Clinical record number 8 included a
comprehensive assessment dated 5-5-14.
The assessment failed to evidence
participation by the medical director,
medical social worker, and spiritual care
counselor members of the IDG and failed
to evidence consultation with the
attending physician.

9. Clinical record number 9 included a
comprehensive assessment dated
3-31-14. The assessment failed to
evidence participation by the medical
director and spiritual care counselor
members of the IDG and failed to
evidence consultation with the attending
physician.

10. Clinical record number 10 included a
comprehensive assessment dated
12-31-13. The assessment failed to
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evidence participation by the medical
director member of the IDG and failed to
evidence consultation with the attending
physician.

11. Clinical record number 11 included a
comprehensive assessment dated
11-28-12. The assessment failed to
evidence participation by the medical
director member of the IDG and failed to
evidence consultation with the attending
physician.

12. Clinical record number 12 included a
comprehensive assessment dated 4-8-14.
The assessment failed to evidence
participation by the medical director and
spiritual care counselor members of the
IDG and failed to evidence consultation
with the attending physician.

13. Clinical record number 13 included a
comprehensive assessment dated
10-17-13. The assessment failed to
evidence participation by the medical
director member of the IDG and failed to
evidence consultation with the attending
physician.

14. The patient care coordinator stated,
on 5-8-14 at 10:05 AM, "We call the
attending physician to get the order to
start hospice services. We consult with
the doctor or the nurse at that time." The
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patient care coordinator was unable to
provide documentation of the
consultations when asked on 5-13-14 at
10:00 AM.
15. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.
L000524 | 418.54(c)
CONTENT OF COMPREHENSIVE
ASSESSMENT
The comprehensive assessment must
identify the physical, psychosocial,
emotional, and spiritual needs related to the
terminal iliness that must be addressed in
order to promote the hospice patient's
well-being, comfort, and dignity throughout
the dying process.
Based on clinical record and hospice L000524 L524 In order to ensure that all 05/28/2014
policy review and interview, the hospice memb,er§ O,f the Hospice ,
. ! Interdisciplinary Group (IDG), in
failed to ensure comprehensive consultation with the attending
assessments identified the patients' physician, participate in the
psychosocial, emotional, and spiritual completion of the comprehensive
needs in 3 (#s 3, 6, and 8) of 13 records assessment, it W,'” now b,e faxed
. d . h al f to both the Hospice Medical
reviewe creat.mgt € potentia to'a ect Director and the patient's
all of the hospice's 13 current patients. attending physician for review and
signatures upon completion by
The findings include: the IDG. The assessment form
' has also been amended to
o ] include the signature of all
1. Clinical record number 3 included a appropriate IDG team members
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psychosocial comprehensive assessment for the patient prior to faxing to
completed by the medical social worker, the Ho§p|c'e Medlcgl D|rectc.)r'and
the patient's attending physician.
employee E, on 3-19-14. The assessment Furthermore, the Hospice Patient
states, "SC [spiritual care] 1 X eval [one Care Coordinator has developed
time for evaluation]." a revised "checklist" for
completeness. The new checklist
. . includes assessing for the
The record failed to evidence a presence of the psychosocial and
spiritual care counselor had assessed the spiritual assessments.100% of
patient to identify any spiritual needs. patient care records will be
audited to ensure that the
.. . comprehensive assessment is
2. Chmceq record numbel.r 6 included a completed by all appropriate IDG
psychosocial comprehensive assessment members, including the Hospice
completed by the medical social worker, Medical Director and the patient's
employee E, on 4-30-14. The assessment attending physician.The Hospice
"SC 1 X Eval tient' Patient Care Coordinator will be
sta.tes, val per [patient's responsible for monitoring these
child]." corrective actions to ensure that
this deficiency is corrected and
The record failed to evidence a will not recur.
spiritual care counselor had assessed the
patient to identify any spiritual needs.
3. Clinical record number 8 included a
comprehensive nursing assessment
completed on 5-5-14. The record failed
to evidence the patient's psychosocial and
emotional needs had been assessed by the
medical social worker and failed to
evidence the patient's spiritual needs had
been assessed by the spiritual care
counselor.
The record included a "Spiritual Care
Request Form" dated 5-5-14. The form
states, "Spiritual Needs: Pt [patient]
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L000531

stated [the patient] just wants to talk to
someone. Does not want a prayer shawl."

4. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

5. The hospice's 5/12 "Scope of
Services" policy states, "Assessments
may include: . . psychosocial
status-emotional/behavioral status . . .
cultural, religious needs, spiritual needs
and concerns."

418.54(c)(7)

CONTENT OF COMPREHENSIVE
ASSESSMENT

[The comprehensive assessment must take
into consideration the following factors:]

(7) Bereavement. An initial bereavement
assessment of the needs of the patient's
family and other individuals focusing on the
social, spiritual, and cultural factors that may
impact their ability to cope with the patient's
death. Information gathered from the initial
bereavement assessment must be
incorporated into the plan of care and
considered in the bereavement plan of care.

Based on clinical record and hospice
policy review and interview, the hospice
failed to ensure comprehensive
assessments included an initial

L000531

L531 The Hospice Patient Care
Coordinator conducted staff
education on 05/21 regarding the
importance of completing all
sections of the comprehensive

05/21/2014
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bereavement assessment in 1 (# 8) of 13 assessment, including the
records reviewed creating the potential to pereavement assessme'nt which
., X is part of the psychosocial
affect all of the hospice's new patients. assessment. The bereavement
assessment will be completed
The findings include: and placed in the patient's chart
within 5 days of admission to the
.. Hospice program. The Hospice
1. Chm.cal record number 8, st.art of care Patient Care Coordinator has also
5-2-14, included a comprehensive developed a revised "checklist" to
nursing assessment dated 5-5-14. The review each patient's chart for
record failed to evidence an initial completeness. The checklist now
b had b includes a listing for the
ereavement assessment had been bereavement assessment.100%
completed. of patient charts will be audited
for the presence of the
2. The hospice director and the patient bereavement assessment to
dinat ble t id ensure the comprehensive
care coo.r. 1nator were una : e to provide assessment is complete. The
any additional documentation and/or Hospice Patient Care Coordinator
information when asked on 5-13-14 at will be responsible for monitoring
10:00 AM. these corrective actions to ensure
that this deficiency is corrected
. and will not recur.
3. The hospice's 5/12 "Scope of
Services" policy states, "Assessments
may include: . . . anticipated discharge
needs including bereavement and funeral
needs, support group needs . . . survivor
risk factors."
L000533 | 418.54(d)
UPDATE OF COMPREHENSIVE
ASSESSMENT
The update of the comprehensive
assessment must be accomplished by the
hospice interdisciplinary group (in
collaboration with the individual's attending
physician, if any) and must consider
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: KVHO11 Facility ID: 007520 If continuation sheet Page 16 of 148




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

PRINTED: 06/06/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILDING 00 COMPLETED
151526 B‘WING 05/13/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
520 S7TH ST
GOOD SAMARITAN HOSPICE VINCENNES, IN 47591
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CAEACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
changes that have taken place since the
initial assessment. It must include
information on the patient's progress toward
desired outcomes, as well as a
reassessment of the patient's response to
care. The assessment update must be
accomplished as frequently as the condition
of the patient requires, but no less frequently
than every 15 days.
Based on clinical record review and L000533 L533 The IDG meets every 14 05/30/2014
interview, the hospice failed to ensure all :zzzst;:z:f;vngn:;:g?;i ;2?
identified problems had been reviewed each hospice patient. The review
for new needs and that the attending considers any changes that have
physician had contributed to the reviews taken place since the initial/last
and updates in 13 (#s 1 through 13) of 13 gsfsessrpent ant(;wnl '?Clutlde
) ) ) information on the patient's
records reviewed crefitlng the potential to progress toward desired
affect all of the hospice's 13 current outcomes as well as a
patients. reassessment of the patient's
response to care. At the
. . conclusion of the IDG
The findings include: assessment review, the IDG
assessment update will be faxed
1. Clinical record number 1 included an to the Hospice Medical Director
initial comprehensive assessment dated aﬂd the pa]:nent s.attendc;ng. t
. physician for review and signature
12-31-13. The record ev.ldenced the and then faxed back to the
assessment had been reviewed and hospice office. Education for all
updated by the interdisciplinary group appropriate staff regarding the
(IDG) on 3-28-14, 4-11-14, 4-25-14, and importance of completing each
. . section of the updated
5-9-14.. The re'c?rd failed to'e'Vldencc.e the assessment was conducted by
attending physician had participated in the Hospice Patient Care
the reviews. Coordinator on 05/21/2014. The
PCC will also audit each updated
. assessment performed by the
A. The 3-28-14 update failed to IDG to ensure that all identified
eVldence the patlent's ul‘lnal'y status had prob|ems have been reviewed for
been reviewed and updated. new needs.100% of patient charts
will be audited every 2 weeks by
. the Hospice Patient
B. The 5-9-14 update failed to e Hospice Patient Care
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evidence the patient's psychosocial and Coordinator to ensure compliance
. . with th mpleten f th
spiritual status had been reviewed and € completeness of the
dated update/review of the
updated. patient's assessment and to

ensure that the Hospice Medical
2. Clinical record number 2 included an Director and the patient's
attending physician have
contributed to the reviews and
updates.The Hospice Patient

initial comprehensive assessment dated
2-27-14. The record evidenced the IDG

had reviewed and updated the assessment Care Coordinator will be
on 3-14-14, 3-28-14, 4-11-14, 4-25-14, responsible for monitoring these
and 5-9-14. The record failed to corrective actions to ensure that

this deficiency is corrected and

evidence the attending physician had will not recur.

participated in the reviews.

3. Clinical record number 3 included an
initial comprehensive assessment dated
3-19-14. The record evidenced the IDG
had reviewed and updated the assessment
The record evidenced the IDG had
reviewed and updated the assessment on
3-28-14, 4-11-14, 4-25-14, and 5-9-14.
The record failed to evidence the
attending physician had participated in
the reviews.

A. The 3-28-14 update failed to
evidence the patient's nutrition /
hydration, bowel elimination, urinary
status, integumentary, neurological /
mental status, sleep, endocrine status, and
mobility status had been updated.

B. The 4-11-14 update failed to
evidence the patient's bowel elimination,
urinary status, integumentary,
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neurological / mental status, sleep status,
and endocrine status had been updated.

C. The 4-25-14 update failed to
evidence the patient's nutrition /
hydration status, sleep and endocrine
status had been updated.

4. Clinical record number 4 included an
initial comprehensive assessment dated
5-2-14. The record evidenced the
assessment had been updated on 5-9-14
by the IDG. The record failed to
evidence the attending physician had
participated in the review and update.

5. Clinical record number 5 included an
initial comprehensive assessment dated
4-16-14. The record failed to evidence
the assessment had been reviewed and
updated at any time.

6. Clinical record number 6 included an
initial comprehensive assessment dated
4-30-14. The record evidenced the
assessment had been updated on 5-9-14
by the IDG. The record failed to
evidence the attending physician had
participated in the review and update.

7. Clinical record number 7 included an
initial comprehensive assessment dated
11-8-13. The record evidenced the
assessment had been updated on 3-14-14,
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3-28-14, 4-11-14, and 5-9-14. The
record failed to evidence the attending
physician had participated in the reviews
and updates.

A. The record failed to evidence the
assessment had been reviewed at least
every 15 days. The assessment was
updated on 4-11-14 and not again until
5-9-14.

B. The 3-14-14 update failed to
evidence the patient's comfort,
cardiorespiratory status, nutrition /
hydration status, bowel elimination,
urinary status, integumentary status,
neurological / mental status, sleep status,
endocrine status, mobility status,
self-care status, and psychosocial status
had been updated.

C. The 5-9-14 update failed to
evidence the patient's mobility and
psychosocial status had been updated.

8. Clinical record number 8 included an
initial comprehensive assessment dated
5-5-14. The record evidenced the
assessment had been updated on 5-9-14.
The record failed to evidence the
attending physician had participated in
the review and update.

The review failed to evidence the
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patient's comfort due to pain status,
cardiorespiratory status, nutrition /
hydration status, bowel elimination
status, neurological / mental status, sleep
status, mobility status, self-care status,
and psychosocial status had been
updated.

9. Clinical record number 9 included an
initial comprehensive assessment dated
3-31-14. The record evidenced the
assessment had been updated by the IDG
on 4-11-14, 4-25-14, and 5-9-14. The
updates failed to evidence the attending
physician had participated in the reviews.

A. The 4-11-14 review failed to
evidence the patient's psychosocial and
spiritual status had been updated.

B. The 5-9-14 review failed to
evidence the patient's psychosocial status
had been updated.

10. Clinical record number 10 included
an initial comprehensive assessment
dated 12-31-13. The record evidenced
the IDG had updated the comprehensive
assessment on 3-28-14, 4-11-14, and
4-25-14. The updates failed to evidence
participation by the attending physician.

11. Clinical record number 11 included
an initial comprehensive assessment
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dated 11-28-12. The record evidenced
the IDG had updated the comprehensive
assessment on 2-28-14, 3-14-14, 3-28-14,
4-11-14, and 5-9-14. The updates failed
to evidence participation by the attending
physician.

A. The record evidenced the
assessment was updated on 4-11-14 and
not again until 5-9-14, a period of 28
days between reviews.

B. The 3-14-14 review failed to
evidence the patient's integumentary
status and mobility status had been
updated.

12. Clinical record number 12 included
an initial comprehensive assessment
dated 4-8-14. The record evidenced the
assessment had been updated by the IDG
on 4-11-14, 4-25-14, and 5-9-14. The
record failed to evidence the attending
physician had participated in the updates.

The 5-9-14 review failed to evidence
the patient's psychosocial or spiritual
status had been updated.

13. Clinical record number 13 included
an initial comprehensive assessment
dated 10-17-13. The record evidenced
the assessment had been updated by the
IDG on 4-11-14, 4-25-14, and 5-9-14.
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The record failed to evidence the
attending physician had participated in
the updates.

A. The 4-11-14 review failed to
evidence the patient's comfort,
cardiorespiratory , nutrition / hydration,
bowel, urinary, neurological / mental,
sleep, and endocrine status had been
updated.

B. The 4-25-14 review failed to
evidence the patient's nutrition /
hydration, neurological / mental,
endocrine, and mobility status had been
updated.

14. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

L000534 | 418.54(e)(1)

PATIENT OUTCOME MEASURES

(1) The comprehensive assessment must
include data elements that allow for
measurement of outcomes. The hospice
must measure and document data in the
same way for all patients. The data
elements must take into consideration
aspects of care related to hospice and
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palliation.
Based on clinical record and hospice L000534 L534 The Hospice Patient Care 05/28/2014
policy review and interview, the hospice Coordlnator. h?S identified
. . elements within the
failed to ensure comprehensive comprehensive assessment to
assessments included data elements to be allow for measurement of
used for the measurement of outcomes in outcomes. The measures
13 (#s 1 through 13) of 13 records specifically include bowel function
. d . h a1 f while on opioid pain medication.
reviewed creating the potential to attect New forms were created to allow
all of the hospice's 13 current patients. for ease of measurement and
monitoring.100% of charts will be
The findings include: monitored/audited monthly and
results reported quarterly to the
o ) Hospital-Wide Performance
1. Clinical record number 1 included an Improvement Committee for the
initial comprehensive assessment dated bowel program on opioid pain
12-31-13. The assessment failed to metf:hc?non. A goal of 90% of
. patients experiencing
evidence data eleme.nts for the improvement or maintaining
measurement of patlent outcomes. stability has been set. The
Hospice Patient Care Coordinator
2. Clinical record number 2 included an will be responsible for monitoring
nitial hensi t dated these corrective actions to ensure
Inttial comprenensive assess'men ate that this deficiency is corrected
2-27-14. The assessment failed to and will not recur.
evidence data elements for the
measurement of patient outcomes.
3. Clinical record number 3 included an
initial comprehensive assessment dated
3-19-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.
4. Clinical record number 4 included an
initial comprehensive assessment dated
5-2-14. The assessment failed to
evidence data elements for the
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measurement of patient outcomes.

5. Clinical record number 5 included an
initial comprehensive assessment dated
4-16-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

6. Clinical record number 6 included an
initial comprehensive assessment dated
4-30-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

7. Clinical record number 7 included an
initial comprehensive assessment dated
11-8-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

8. Clinical record number 8 included an
initial comprehensive assessment dated
5-5-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

9. Clinical record number 9 included an
initial comprehensive assessment dated
3-31-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

10. Clinical record number 10 included
an initial comprehensive assessment
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dated 12-31-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

11. Clinical record number 11 included
an initial comprehensive assessment
dated 11-28-12. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

12. Clinical record number 12 included
an initial comprehensive assessment
dated 4-8-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

13. Clinical record number 13 included
an initial comprehensive assessment
dated 10-17-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

14. The hospice director and the patient
care coordinator were unable to provide a
list of the data elements that comprise the
hospice's comprehensive assessments and
were unable to explain how the data
elements were used in the hospice's
quality assessment performance
improvement program when asked on
5-13-14 at 2:50 PM.

15. The hospice's 01/06 "Performance
Improvement" policy failed to evidence
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data elements were to be incorporated
into the comprehensive assessment and
failed to evidence a process to retrieve
the data and incorporate them into the
hospice's quality assessment performance
program.
L000535 | 418.54(e)(2)
PATIENT OUTCOME MEASURES
(2) The data elements must be an integral
part of the comprehensive assessment and
must be documented in a systematic and
retrievable way for each patient. The data
elements for each patient must be used in
individual patient care planning and in the
coordination of services, and must be used
in the aggregate for the hospice's quality
assessment and performance improvement
program.
Based on clinical record and hospice L000535 L535 The Hospice Patient Care 05/28/2014
policy review and interview, the hospice gzzgﬁzt\?vrit:?nstf:mmed
failed to ensure data elements had been comprehensive assessment to
incorporated into comprehensive allow for measurement of
assessments in a systematic and outcomes. The measures
retrievable way in 13 (#s 1 through 13) of sp§0|f|cally .|n.clude. bowe! fUI’TCtIOH
1 4 . d . h ol while on opioid pain medication.
3 records reviewed creating the potentia New forms were created to allow
to affect all of the hospice's 13 current for ease of measurement and
patients. monitoring.100% of charts will be
monitored/audited monthly and
. . results reported quarterly to the
The findings include: Hospital-Wide Performance
Improvement Committee for the
1. Clinical record number 1 included an bowel program on opioid pain
initial comprehensive assessment dated metf:hc?non. A goal of 90% of
. patients experiencing
12.—31—13. The assessment failed to improvement or maintaining
evidence data elements for the stability has been set. The
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measurement of patient outcomes.

2. Clinical record number 2 included an
initial comprehensive assessment dated
2-27-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

3. Clinical record number 3 included an
initial comprehensive assessment dated
3-19-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

4. Clinical record number 4 included an
initial comprehensive assessment dated
5-2-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

5. Clinical record number 5 included an
initial comprehensive assessment dated
4-16-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

6. Clinical record number 6 included an
initial comprehensive assessment dated
4-30-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

7. Clinical record number 7 included an
initial comprehensive assessment dated

Hospice Patient Care Coordinator
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not recur.
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11-8-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

8. Clinical record number 8 included an
initial comprehensive assessment dated
5-5-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

9. Clinical record number 9 included an
initial comprehensive assessment dated
3-31-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

10. Clinical record number 10 included
an initial comprehensive assessment
dated 12-31-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

11. Clinical record number 11 included
an initial comprehensive assessment
dated 11-28-12. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

12. Clinical record number 12 included
an initial comprehensive assessment
dated 4-8-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.
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13. Clinical record number 13 included
an initial comprehensive assessment
dated 10-17-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

14. The hospice director and the patient
care coordinator were unable to provide a
list of the data elements that comprise the
hospice's comprehensive assessments and
were unable to explain how the data
elements were used in the hospice's
quality assessment performance
improvement program when asked on
5-13-14 at 2:50 PM.

15. The hospice's 01/06 "Performance
Improvement" policy failed to evidence
data elements were to be incorporated
into the comprehensive assessment and
failed to evidence a process to retrieve
the data and incorporate them into the
hospice's quality assessment performance
program.

L000536

Based on clinical record and hospice
policy review and interview, it was
determined the hospice failed to maintain
compliance with this condition by failing
to ensure all members of the

L000536

L536 The Hospice Patient Care
Coordinator has revised a new
patient "checklist" to ensure
completeness. The checklist
includes audits to ensure that all
members of the IDG (e.g.

06/12/2014
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interdisciplinary group had participation medical director, social worker,
in the establishment of the plan of care in ;glrrtlit:i2;f:éﬁnc?ﬁ:fiil\?gl)olan\1’:nt of
1 of 13 records reviewed and failed to and signed the plan of care.
ensure consultation with the attending Furthermore, completed plans of
physician in the establishment of the plan care will be faxed to the Hospice
of care had been accomplished in 13 (#s Medlcgl Dlrectc.)r.and the p§t|ents
h h ¢ 4 ] d attending physician for review,
1 through 13) of 13 records reviewe comment, and signature. On
creating the potential to affect all of the 05/21/2014 the Hospice Patient
hospice's 13 current patients (See L 537); Care Coordinator conducted
by failing to ensure the comprehensive educat'lon W'th, all applicable staff
1 ¢ ad d all identified regarding the importance of all
plans of care addressed all identitie members of the IDG, including
needs in 7 of 13 records reviewed the patient's attending physician
creating the potential to affect all of the participate in the establishment of
hospice's 13 current patients (See L 538); the plan of care. lThe ?jbotvt?] .
. . process was explained at tha
by failing to ensure the attending time. On 06/02/2014 the Hospice
physician had participated in the Patient Care Coordinator will
establishment of the plans of care in 13 of provide education to all staff
13 records reviewed creating the potential members regarding the need to
to affect all of the hospice's 13 ¢ educate patients, patient's care
0 % cctall ot the osplce§ ) curren giver(s), and SNF staff regarding
patients (See L 543); by failing to ensure the proper functioning, utilization,
plans of care included patient and/or and proper response to problems
caregiver education regarding the use of for a.I:jmdeglcaHl qulprrzert\;
; . . provided by Hospice to the
mefhcal equlprPent in 1 of 1? records patient. PCC will also educate
reviewed creating the potential to affect staff on the proper documentation
all of the hospice's 13 current patients of the provision of this education
(See L 544); by failing to ensure the in the patient's record.The
hensi | £ included Hospice Plan of Care is being
fzompre énswe plans of care nciu .e revised to reflect elements in the
Iinterventions based on COIan'GhGnSlVC Comprehensive assessment more
assessments in 7 of 13 records reviewed accurately. On 05/21/2014 the
creating the potential to affect all of the Patl(;ent CsredCoordln?tor | staft
. . it ti
hospice's 13 current patients (See L 545); conducted education for al sta
o ) to emphasize that all issues
by failing to ensure plans of care included identified on the comprehensive
a detailed statement of what disciplines assessment are to be reflected
were responsible for the implementation on the patient's plan of care. This
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of interventions related to identified education will be repeated on
problems in 13 of 13 records reviewed 06/ 02/2014.'The Hosplce.Patlent
. Care Coordinator has revised the
(See L 547); by failing to ensure plans of new patient "checklist" to include
care included measurable patient auditing of the plan of care for
outcomes in 13 of 13 records reviewed issues identified in the
creating the potential to affect all of the comprehensive as.sessm(?nt and
. . updates.The Hospice Patient
hospice's 13 current patients (See L 548); Care Coordinator provided
and by failing to ensure plans of care had education to staff on 05/21/2014
been reviewed and revised at least every on the selecting and documenting
15 days in 3 (#s 5, 7, and 11) of 13 th.e appropriate f:iiscipline(s) that
. . will be involved in the
records reviewed and failed to ensure interventions identified on the
plans of care had bee updated to address patient's plan of care. Specifically,
new identified needs in 5 of 13 records staff were instructed to select only
reviewed creating the potential to affect those disciplines that were
. . responsible for performing the
all of the hospice's 13 current patients intervention identified in the care
(See L 552). plan.On 5/21/2014 the Hospice
Patient Care Coordinator
The cumulative effect of these systemic PFOVIdt?d education t.o all §taff
. . . regarding how to write objectives
problems resulted in the hospice being and goals in the plan of care so
found out of Compliance with this that planned interventions will
condition, 42 CFR 418.56 have measureable
Interdisciplinary Group, Care Planning, outcomes. Staff are now required
T . to write interventions in plans of
and Coordination of Services. care that are specific, objective,
and measureable.On 05/21/2014
the Hospice Patient Care
Coordinator developed a new
process and provided education
to all staff that all plans of care
will be reviewed by the IDG every
14 days and faxed to the Hospice
Medical Director and the patient's
attending physician for review,
coordination, and signature. Staff
are to ensure that plans of care
have been updated to address
new identified needs from the
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IDG updated assessment or as
identified by staff at any time in
the course of care and
treatment.100% of charts will be
audited every 14 days utilizing
the patient checklist by the
Hospice Patient Care Coordinator
to ensure all members of the IDG
(including the Medical Director
and the patient's attending
physician) have participated in the
development of the plan of
care.100% of patient records will
be audited every 14 days by the
Patient Care Coordinator to
ensure that staff are providing
and documenting in the plan of
care education to patients,
patient's care giver(s), and staff at
SNF regarding any medical
equipment Hospice supplies to
the patient.100% of charts will be
audited every 14 days utilizing
the patient checklist by the
Hospice Patient Care Coordinator
to ensure that all issues identified
in the patient's comprehensive
assessment and issues identified
in the IDG updated assessment
are accurately reflected on the
patient's plan of care.100% of
patient charts will be audited
every 14 days to ensure that
plans of care identify those
disciplines that are responsible
for completing the intervention
identified on the patient's care
plan.100% of patient care

plans will be audited every 14
days by the Hospice Patient Care
Coordinator to ensure that
identified goals are written so that
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they are objective and have
measureable outcomes.100% of
patient charts will be audited
every 14 days by the Hospice
Patient Care Coordinator to
ensure that plans of care are
reviewed every 14 days and
include new issues identified from
the updated assessment or in the
course of care and treatment.The
Hospice Patient Care Coordinator
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not recur.
LO00537 | 418.56
IDG, CARE PLANNING, COORDINATION
OF SERVICES
The hospice must designate an
interdisciplinary group or groups as specified
in paragraph (a) of this section which, in
consultation with the patient's attending
physician, must prepare a written plan of
care for each patient.
Based on clinical record and hospice L000537 L537 The Hospice Patient Care 05/28/2014
policy review, the hospice failed to Cogrdmator hgs revised a new
patient "checklist" to ensure
ensure all members of the completeness. The checklist
interdisciplinary group (IDG) had includes audits to ensure that all
participation in the establishment of the members of the IDG (e.g.
plan of care in 1 (# 8) of 13 records mgsﬂcal director, social worker,
. . spiritual care counselor) have
reviewed and failed to ensure participated in the development of
consultation with the attending physician and signed the plan of care.
in the establishment of the plan of care Furthermore, completed plans of
had been accomplished in 13 (#s 1 care will be faxed to the Hospice
. Medical Director and the patient's
through 13) of 13 records reviewed attending physician for review,
creating the potential to affect all of the comment, and signature. On
hospice's 13 current patients. 05/21/2014 the Hospice Patient
Care Coordinator conducted
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The findings include: education with all applicable staff
regarding the importance of all
. members of the IDG, including
Reg‘ar‘dlng all members of the IDG the patient's attending physician
participation: participate in the establishment of
the plan of care. The above
1. Clinical record number 8, start of care ?:ﬁ:e?;gfsofégféged,ﬁtbtat
. | . (o} wi
5-2-14, included a plan of c?re dated audited every 2 weeks utilizing
5-2-14. The plan of care failed to the new patient checklist by the
evidence the medical director, the social Hospice Patient Care Coordinator
worker, or the spiritual care counselor tg ensure all memt?ers O_f the IDG
had .. dinth blish £ (including the Medical Director
ad participated 1n t .e este.l 1shment o and the patient's attending
the plan or consultation with the physician) have participated in the
attending physician had been development of the plan of
accomplished. care.The Hospice Patient C.are
Coordinator will be responsible
) ) ) for monitoring these corrective
2. The hospice director and the patient actions to ensure that this
care coordinator were unable to provide deficiency is corrected and will
any additional documentation and/or not recur.
information when asked on 5-13-14 at
10:00 AM.
3. The hospice's 05/12 "Scope of
Services" policy states, "Criteria for Plan
of Care. The attending physician, the
medical director or physician designee
and the IDG prior to providing care,
develops and initiates the IDG care plan
within twenty-four (24) hours."
Regarding attending physician
consultation:
1. Clinical record number 1 included a
comprehensive plan of care (POC)
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established by the IDG on 12-26-13. The
record failed to evidence the IDG had
consulted with the attending to establish
the plan.

2. Clinical record number 2 included a
comprehensive POC established by the
IDG on 2-26-14. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

3. Clinical record number 3 included a
comprehensive POC established by the
IDG on 3-14-14. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

4. Clinical record number 4 included a
comprehensive POC dated 5-1-14. The
plan of care failed to evidence the
medical director, the medical social
worker, or the spiritual care counselor
members of the IDG had participated in
the establishment of the plan. The record
failed to evidence the IDG had consulted
with the attending to establish the plan.

5. Clinical record number 5 included a
comprehensive POC established by the
IDG on 4-15-14. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

6. Clinical record number 6 included a
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comprehensive POC established by the
IDG on 4-29-14. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

7. Clinical record number 7 included a
comprehensive POC established by the
IDG on 11-5-13. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

8. Clinical record number 8 included a
comprehensive POC established by the
IDG on 5-2-14. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

9. Clinical record number 9 included a
comprehensive POC established by the
IDG on 3-29-14. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

10. Clinical record number 10 included a
comprehensive POC established by the
IDG on 12-29-13. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

11. Clinical record number 11 included a
comprehensive POC established by the
IDG on 11-27-12. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.
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L000538

12. Clinical record number 12 included a
comprehensive POC established by the
IDG on 4-3-14. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

13. Clinical record number 13 included a
comprehensive POC established by the
IDG on 10-16-13. The record failed to
evidence the IDG had consulted with the
attending to establish the plan.

14. The patient care coordinator stated,
on 5-8-14 at 10:05 AM, "When the IDG
establishes the plan of care, the whole
plan is not sent to the attending, just the
signature page."

15. The hospice's 01/04 "Provision of
Services" policy states, "The attending
physician reviews and approves the
interdisciplinary group care plan."

418.56

IDG, CARE PLANNING, COORDINATION
OF SERVICES

The plan of care must specify the hospice
care and services necessary to meet the
patient and family-specific needs identified in
the comprehensive assessment as such
needs relate to the terminal iliness and
related conditions.

Based on clinical record and hospice

L000538

L538 The Hospice Plan of Care is

06/12/2014
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policy review and interview, the hospice being revised to reflect elements
failed to ensure the comprehensive plans in the comprehensive
. . K assessment more accurately. On
of care addressed all identified needs in 7 06/02/2014 the Patient Care
(#s2,3,5,6,8,9, & 12) of 13 records Coordinator will conduct
reviewed creating the potential to affect education for all staff to
all of the hospice's 13 current patients. ?mph?S'ze that all issues )
identified on the comprehensive
) ) assessment are to be reflected
The findings include: on the patient's plan of care. The
Hospice Patient Care Coordinator
1. Clinical record number 2 included an has rev.|sed the new patlgpt
nitial hensi . "checklist" to include auditing of
initial comprehensive nursing as'sessn.nent the plan of care for issues
dated 2-27-14. The assessment identifies identified in the comprehensive
the patient experiences shortness of assessment.100% of charts will
breath with exertion, a "cough", and be gudlted ut|I.|Z|ng the new ‘
diminished 1 ds. Th ¢ patient checklist by the Hospice
) 1m.1nls cd lung .soun - © asse.ssmen Patient Care Coordinator to
indicates the patient has Type Il diabetes ensure that all issues identified in
controlled with an oral hypoglycemic the patient's comprehensive
medication and identifies "Alteration in assessment are accurately
Endocrine Svstem" bl reflected on the patient's plan of
ndocnne System: as a probiem. care.The Hospice Patient Care
Coordinator will be responsible
A. The comprehensive plan of care for monitoring these corrective
dated 2-26-14 failed to evidence the Zc?‘o.ns to ensure thta:jthlsd "
eficiency is corrected and wi
sl'lor.tn.ess of breath, cough, and not recur.
diminished lung sounds had been
addressed.
B. The plan of care identifies the
patient as "diabetic" and on a diet "as
tolerated."
C. The record included an initial
psychosocial assessment dated 2-27-14
that identifies "depression" as a problem.
The assessment states, "Pt [patient]
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expressed concern re: primary cg
[caregiver] . . . ability to cope [with]
cgiving [caregiving] tasks. Pt also has
raised / cared for [grandchild] since
[grandchild] was 5 wks [weeks] old.
[Patient] does not have custody. Concern
expressed re: [grandchild's] reaction to
pt's illness & declining health as well as
when [the patient] dies."

D. The comprehensive plan of care
dated 2-26-14 failed to address the
patient concerns and needs related to the
grandchild.

2. Clinical record number 3 included an
initial comprehensive nursing assessment
dated 3-17-14. The assessment identifies
the patient has "palpitations, fainting /
dizziness, and nocturnal dyspnea."

The plan of care dated 3-14-14 failed
to evidence the identified problems had
been addressed.

3. Clinical record number 5 included an
initial comprehensive nursing assessment
dated 4-16-14. The assessment identifies
the patient "uses a cane when up . . .
mainly in bed . . . unable to stn
[stand]/walk." The initial psychosocial
assessment dated 4-16-14 identifies the
patient has a history of alcohol abuse.
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The comprehensive plan of care dated
4-15-14 failed to address the identified
impaired physical mobility problems and
history of alcohol abuse.

4. Clinical record number 6 included an
initial comprehensive nursing assessment
dated 4-30-14. The assessment identifies
the patient is hard of hearing and that
"Alteration in Physical Mobility" is a
problem.

The comprehensive plan of care dated
4-29-14 failed to address the identified
hearing and mobility problems.

5. Clinical record number 8 included an
initial comprehensive nursing assessment
dated 5-5-14. The assessment identifies
the patient has "fainting / dizziness,
nocturnal dyspnea . . . pacemaker June
2013 ... difficulty swallowing . . .
problems starting [urinary] stream."

A. The comprehensive plan of care
dated 5-2-14 failed to address the needs
identified on the nursing assessment.

B. The update to the plan of care
dated 5-9-14 failed to address the needs
identified on the nursing assessment.
The update states, "Cardiorespiratory
status: oxygen, neb txs [nebulizer
treatments] . . . urinary status: no new
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needs identified." The nutrition /
hydration portion of the updated plan of
care had been left blank.

6. Clinical record number 9 included an
initial comprehensive nursing assessment
dated 3-31-14 that identifies the patient
has dizziness, an "occasional cough",
"problems with dietary intake . . .
difficulty chewing." The initial
psychosocial assessment dated 3-31-14
identifies the patient has depression.

The comprehensive plan of care
dated 3-29-14 failed to evidence the
needs identified in the nursing and
psychosocial assessments were
addressed.

7. Clinical record number 12 included an
initial comprehensive nursing assessment
dated 4-4-16. The assessment identifies
the patient is a "bilateral amputee. [right]
side paralysis" and that impaired physical
mobility was a problem. The initial
psychosocial assessment dated 4-8-14
identifies the patient is "anxious."

The plan of care dated 4-3-14 failed to
evidence the impaired physical mobility
needs or the patient's anxiety had been
addressed.

8. The hospice director and the patient
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care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.
9. The hospice's 5/12 "Scope of
Services" policy states, "Contents of the
Plan of Care . . . Identification of
problems, needs, strengths, medications,
limitations and the establishment of
appropriate goals."
L000543 | 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.
Based on clinical record and hospice L000543 L543 The Hospice Patient Care 06/12/2014
policy review and interview, the hospice Cogrdlnator ha; revised a new
. . L patient "checklist" to ensure
failed to ensure the attending physician completeness. The checklist
had participated in the establishment of includes audits to ensure that all
the plans of care in 13 (#s 1 through 13) members of the IDG (e.g.
of 13 records reviewed creating the m‘?‘,"ca' director, social worker,
ol ffect all of the hospice's 13 spiritual care counselor) have
potentia t9 altect all ot the hospice's participated in the development of
current patients. and signed the plan of care.
Furthermore, completed plans of
The findings include: care will be faxed to the Hospice
’ Medical Director and the patient's
o ) attending physician for review,
1. Clinical record number 1 included a
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comprehensive plan of care (POC) comment, and signature. On
established by the interdisciplinary group 05/21/2014 'the Hospice Patient
. Care Coordinator conducted
(IDG) on 12-26-13. The record failed to education with all appropriate
evidence the IDG had collaborated with staff regarding the new care plan
the attending to establish the plan. process.100% of charts will be
audited every 14 days utilizing the
2. Clinical record number 2 included a Eiv;/p;i)s;linatt;hnetcg:; %/cfgr?iinator
comprehensive POC established by the to ensure all members of the IDG
IDG on 2-26-14. The record failed to (including the Medical Director
evidence the IDG had collaborated with aﬂdstir;?aﬁ?tri;:? Zt:tei);d:t%d i the
the attending to establish the plan. gezelopm ent of tFr)w e pk; of
care.The Hospice Patient Care
3. Clinical record number 3 included a Coordinator will be responsible
comprehensive POC established by the facz:rtirg:;itt(())reirr:glj?:?r?a(:ct)rr\riz(:ﬁve
IDG on 3-14-14. The record failed to deficiency is corrected and wil
evidence the IDG had collaborated with not recur.
the attending to establish the plan.
4. Clinical record number 4 included a
comprehensive POC dated 5-1-14. The
plan of care failed to evidence the
medical director, the medical social
worker, or the spiritual care counselor
members of the IDG had participated in
the establishment of the plan. The record
failed to evidence the IDG had
collaborated with the attending to
establish the plan.
5. Clinical record number 5 included a
comprehensive POC established by the
IDG on 4-15-14. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.
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6. Clinical record number 6 included a
comprehensive POC established by the
IDG on 4-29-14. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.

7. Clinical record number 7 included a
comprehensive POC established by the
IDG on 11-5-13. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.

8. Clinical record number 8 included a
comprehensive POC established by the
IDG on 5-2-14. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.

9. Clinical record number 9 included a
comprehensive POC established by the
IDG on 3-29-14. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.

10. Clinical record number 10 included a
comprehensive POC established by the
IDG on 12-29-13. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.

11. Clinical record number 11 included a
comprehensive POC established by the
IDG on 11-27-12. The record failed to
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L000544

evidence the IDG had collaborated with
the attending to establish the plan.

12. Clinical record number 12 included a
comprehensive POC established by the
IDG on 4-3-14. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.

13. Clinical record number 13 included a
comprehensive POC established by the
IDG on 10-16-13. The record failed to
evidence the IDG had collaborated with
the attending to establish the plan.

14. The patient care coordinator stated,
on 5-8-14 at 10:05 AM, "When the IDG
establishes the plan of care, the whole
plan is not sent to the attending, just the
signature page."

15. The hospice's 01/04 "Provision of
Services" policy states, "The attending
physician reviews and approves the
interdisciplinary group care plan."

418.56(b)

PLAN OF CARE

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

Based on clinical record review and

L000544

L544 On 06/02/2014 the Hospice

06/12/2014
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interview, the hospice failed to ensure Patient Care Coordinator will
plans of care included patient and/or f;g;ggi;ﬁ;?g;;otsg it::d 0
careglver ed.ucatlon.regardmg the use of educate patients, patient's care
medical equipment in 2 (#s 8 and 11) of giver(s), and SNF staff regarding
13 records reviewed creating the potential the proper functioning, utilization,
to affect all of the hospice's 13 current and proper response to problems
. for all medical equipment
patients. provided by Hospice to the
patient. PCC will also educate
The findings include: staff on the proper documentation
of the provision of this education
.. . in the patient's record.100% of
1 Chmcal record Tlumber .8 included an patient records will be audited
initial comprehenswe nursing assessment every 14 days by the Patient Care
dated 5-5-14 that identified the patient Coordinator to ensure that staff
had a "Pleur X vac left chest." are providing and documenting in
the plan of care education to
] patients, patient's care giver(s),
A. A PleurX catheter system 18 and staff at SNF regarding any
designed to allow drainage of fluid that medical equipment Hospice
has accumulated in the chest or abdomen. supplies to the patient.The
. . . . Hospice Patient Care Coordinator
This system allows patients to drain fluid will be responsible for monitoring
from the comfort of their own home and these corrective actions to ensure
reduces the need for frequent trips to the that this deficiency is corrected
hospital or doctors office. and will not recur.
B. The literature regarding the PleurX
vac included detailed, step by step
instructions for the draining of the device
and describes the need to use sterile
technique to perform the procedures.
C. A skilled nurse visit note, dated
5-9-14 states, "Pt [patient] states that
Friday [adult child] did not get much
drainage out from PleurX vac. Resp
[respirations] are slightly labored."
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D. The plan of care, established by
the interdisciplinary group on 5-2-14,
failed to provide for the education and
training of the patient's family in the use
of the PleurX vacuum.

2. Observation during a home visit to
patient number 11, on 5-13-14 at 9:15
AM, with employee E, the medical social
worker, noted the patient using a pain
pump. The registered nurse, employee F,
was present adjusting the pain pump and
indicated she had "just changed the subQ
[subcutaneous] site." The patient used
the pain pump to self-administer pain
medication and was experiencing
difficulty with the pump. The home visit
was made to the patient in the skilled
nursing facility.

Clinical record number 11 included a
plan of care dated 11-27-12 with updates
completed on 3-14-14, 3-28-14, 4-11-4,
and 5-9-14. The plan of care, and the
updates, failed to provide for the
education of the patient and the skilled
nursing facility staff in the use of the pain

pump.

3. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
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CONTENT OF PLAN OF CARE

The hospice must develop an individualized
written plan of care for each patient. The
plan of care must reflect patient and family
goals and interventions based on the
problems identified in the initial,
comprehensive, and updated
comprehensive assessments. The plan of
care must include all services necessary for
the palliation and management of the
terminal iliness and related conditions,
including the following:

Based on clinical record and hospice
policy review and interview, the hospice
failed to ensure the comprehensive plans
of care included interventions based on
comprehensive assessments in 7 (#s 2, 3,
5,6,8,9, & 12) of 13 records reviewed
creating the potential to affect all of the
hospice's 13 current patients.

The findings include:

1. Clinical record number 2 included an
initial comprehensive nursing assessment
dated 2-27-14. The assessment identifies
the patient experiences shortness of
breath with exertion, a "cough", and
diminished lung sounds. The assessment
indicates the patient has Type Il diabetes
controlled with an oral hypoglycemic
medication, and identifies "Alteration in
Endocrine System" as a problem.

1000545 L545 The Hospice Plan of Care is

being revised to reflect elements
in the comprehensive
assessment more accurately. On
05/21/2014 the Patient Care
Coordinator conducted education
for all staff to emphasize that all
issues identified on the
comprehensive assessment are
to be reflected on the patient's
plan of care. This education will
be repeated on 06/02/2014. The
Hospice Patient Care Coordinator
has revised the new patient
"checklist" to include auditing of
the plan of care for issues
identified in the comprehensive
assessment and updates.100%
of charts will be audited every 14
days utilizing the new patient
checklist by the Hospice Patient
Care Coordinator to ensure that
all issues identified in the patient's
comprehensive assessment and
issues identified in the IDG
updated assessment are
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A. The comprehensive plan of care
dated 2-26-14 failed to evidence the
shortness of breath, cough, and
diminished lung sounds had been
addressed.

B. The plan of care identifies the
patient as "diabetic" and on a diet "as
tolerated."

C. The record included an initial
psychosocial assessment dated 2-27-14
that identifies "depression" as a problem.
The assessment states, "Pt [patient]
expressed concern re: primary cg
[caregiver] . . . ability to cope [with]
cgiving [caregiving] tasks. Pt also has
raised / cared for [grandchild] since
[grandchild] was 5 wks [weeks] old.
[Patient] does not have custody. Concern
expressed re: [grandchild's] reaction to
pt's illness & declining health as well as
when [the patient] dies."

D. The comprehensive plan of care
dated 2-26-14 failed to address the
patient concerns and needs related to the
grandchild.

2. Clinical record number 3 included an
initial comprehensive nursing assessment
dated 3-17-14. The assessment identifies
the patient has "palpitations, fainting /

accurately reflected on the
patient's plan of care.The
Hospice Patient Care Coordinator
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not recur.
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dizziness, and nocturnal dyspnea."”

The plan of care dated 3-14-14 failed
to evidence the identified problems had
been addressed.

3. Clinical record number 5 included an
initial comprehensive nursing assessment
dated 4-16-14. The assessment identifies
the patient "uses a cane whenup . . .
mainly in bed . . . unable to stn
[stand]/walk." The initial psychosocial
assessment dated 4-16-14 identifies the
patient has a history of alcohol abuse.

The comprehensive plan of care dated
4-15-14 failed to address the identified
impaired physical mobility problems and
history of alcohol abuse.

4. Clinical record number 6 included an
initial comprehensive nursing assessment
dated 4-30-14. The assessment identifies
the patient is hard of hearing and that
"Alteration in Physical Mobility" is a
problem.

The comprehensive plan of care dated
4-29-14 failed to address the identified
hearing and mobility problems.

5. Clinical record number 8 included an
initial comprehensive nursing assessment
dated 5-5-14. The assessment identifies
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the patient has "fainting / dizziness,
nocturnal dyspnea . . . pacemaker June
2013 ... difficulty swallowing . . .
problems starting [urinary] stream."

A. The comprehensive plan of care
dated 5-2-14 failed to address the needs
identified on the nursing assessment.

B. The update to the plan of care
dated 5-9-14 failed to address the needs
identified on the nursing assessment.
The update states, "Cardiorespiratory
status: oxygen, neb txs [nebulizer
treatments] . . . urinary status: no new
needs identified." The nutrition /
hydration portion of the updated plan of
care had been left blank.

6. Clinical record number 9 included an
initial comprehensive nursing assessment
dated 3-31-14 that identifies the patient
has dizziness, an "occasional cough",
"problems with dietary intake . . .
difficulty chewing." The initial
psychosocial assessment dated 3-31-14
identifies the patient has depression.

The comprehensive plan of care
dated 3-29-14 failed to evidence the
needs identified in the nursing and
psychosocial assessments were
addressed.
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7. Clinical record number 12 included an
initial comprehensive nursing assessment
dated 4-4-16. The assessment identifies
the patient is a "bilateral amputee. [right]
side paralysis" and that impaired physical
mobility was a problem. The initial
psychosocial assessment dated 4-8-14
identifies the patient is "anxious."

The plan of care dated 4-3-14 failed to
evidence the impaired physical mobility
needs or the patient's anxiety had been
addressed.

8. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

9. The hospice's 5/12 "Scope of
Services" policy states, "Contents of the
Plan of Care . . . Identification of
problems, needs, strengths, medications,
limitations and the establishment of
appropriate goals."

LO00547 | 418.56(c)(2)

CONTENT OF PLAN OF CARE

[The plan of care must include all services
necessary for the palliation and
management of the terminal iliness and
related conditions, including the following:]
(2) A detailed statement of the scope and
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frequency of services necessary to meet the
specific patient and family needs.
Based on clinical record and hospice L000547 L547 The Hospice Patient Care 05/21/2014
policy review and interview, the hospice Coordinator provided education to
. . staff on 05/21/2014 on the
failed to ensure plans of care included a selecting and documenting the
detailed statement of what disciplines appropriate discipline(s) that will
were responsible for the implementation be involved in the interventions
of interventions related to identified faigt'f'sepdeg;'_égﬁ pztt':f?t Seﬁ":m of
. . ifically, Wi
problems in 13 (#s 1 through 13) of 13 instructed to select only those
records reviewed with the potential to disciplines that were responsible
affect all of the hospice's 13 current for performing the intervention
: o o
patients. |dent|f|ed in the care plan. 1.00 %o
of patient charts will be audited
] ] every 14 days to ensure that
The findings include: plans of care identify those
disciplines that are responsible
1. Clinical record number 1 identified for completing the intervention
h . d fa skilled identified on the patient's care
the patlent Yv.as a resident O. askille plan.The Hospice Patient Care
nursing facility (SNF) and included a Coordinator will be responsible
plan of care dated 12-26-13. The plan of for monitoring these corrective
care identified knowledge deficit, actl_ops to ensure that this '
. . deficiency is corrected and will
potential for harm, altered circulatory not recur
status, altered neuro / sensory, altered
elimination, impaired skin integrity,
altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs (activities of daily
living), patient / caregiver adjustment to
illness, death related to terminal
diagnosis, and death and dying process as
problems to be addressed. The plan of
care indicated that all disciplines, the
registered nurse (RN), physician, patient,
caregiver, medical social worker (MSW),
volunteer coordinator (VC), facility
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nurse, facility aide, and facility social
services were responsible for all
interventions related to all of the
identified problems.

2. Clinical record number 2 included a
plan of care dated 2-26-14. The plan of
care identified knowledge deficit,
potential for harm, altered circulatory
status, altered neuro/sensory, altered
elimination, impaired skin integrity,
altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs, patient / caregiver
adjustment to illness, death related to
terminal diagnosis, death and dying
process, and spiritual needs as problems
to be addressed. The plan of care
indicated that all disciplines, the RN,
physician, patient, caregiver, and MSW
were responsible for all interventions
related to all of the identified problems
except spiritual care needs.

3. Clinical record number 3 included a
plan of care dated 3-14-14. The plan of
care identified knowledge deficit,
potential for harm, altered circulatory
status, altered neuro/sensory, altered
elimination, impaired skin integrity,
altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs, patient / caregiver
adjustment to illness, death related to
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terminal diagnoses, death and dying
process, and spiritual needs as problems
to be addressed. The plan of care
indicated that all disciplines, the RN,
physician, patient, caregiver, and MSW,
were responsible for all interventions
related to all of the identified problems
except spiritual care needs.

4. Clinical record number 4 included a
plan of care dated 5-1-14. The plan of
care identified knowledge deficit,
potential for harm, altered circulatory
status, altered neuro / sensory, altered
elimination, and death and dying process
as problems. The plan of care indicated
that all disciplines to include the home
health aide, RN, physician, caregiver,
MSW, and bereavement coordinator were
responsible for all of the interventions
related to the identified problems.

A. The plan identified alteration in
comfort and deficit in ADLs as problems
to be addressed. The plan indicated the
RN, physician, caregiver, and MSW were
responsible for all of the interventions
related to the identified problems.

B. The plan identified patient /
caregiver adjustment to illness / death
related to terminal diagnosis as a problem
to be addressed. The plan of care
indicated all disciplines, to include the
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home health aide, RN, physician, patient,
caregiver, MSW, VC, spiritual care
counselor, and bereavement coordinator
were responsible for all of the
interventions related to the identified
problem.

5. Clinical record number 5 identified
the patient was a resident of a SNF and
included a plan of care dated 4-15-14.
The plan of care identified potential for
harm, altered circulatory status, altered
neuro/sensory status, altered elimination,
impaired skin integrity, altered nutritional
status, altered respiratory status,
alteration in comfort, deficit in ADLs,
death and dying process, and patient /
caregiver adjustment to illness / death
related to terminal diagnosis as problems
to be addressed. The plan of care
indicated all disciplines, to include the
home health aide, RN, physician, patient,
caregiver, MSW, facility nurse, facility
aide, and facility social services, were
responsible for all of the interventions
related to the identified needs.

6. Clinical record number 6 identified
the patient was a resident of a SNF and
included a plan of care dated 4-29-14.
The plan of care identified knowledge
deficit, potential for harm, altered
circulatory status, altered neuro / sensory
status, altered elimination, impaired skin
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integrity, altered nutritional status, altered
respiratory status, deficit in ADLs, death
and dying process, and patient / caregiver
adjustment to illness/death related to
terminal prognosis as problems to be
addressed. The plan of care indicated all
disciplines, to include the home health
aide, RN, physician, patient, caregiver,
MSW, facility nurse and aide, and facility
social services, were responsible for all
of the interventions related to the
identified needs.

The plan identified alteration in
comfort as a need to be addressed. The
plan failed to specify any discipline that
was to be responsible for the
interventions related to the identified
needs.

7. Clinical record number 7 included a
plan of care dated 11-5-13. The plan of
care identified knowledge deficit and
potential for harm as problems to be
addressed. The plan failed to evidence
what disciplines were responsible to
implement the specified interventions
related to the identified needs.

The plan identified altered circulatory
status, altered neuro / sensory status,
altered elimination, impaired skin
integrity, altered nutritional status, altered
respiratory status, alteration in comfort,
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deficit in ADLs, death and dying process,
and patient / caregiver adjustment to
illness/death related to the terminal
prognosis as problems to be addressed.
The plan indicated all disciplines, to
include the home health aide, RN,
physician, patient, caregiver, and MSW,
were responsible for the implementation
of all interventions related to the
identified needs.

8. Clinical record number 8 included a
plan of care dated 5-2-14. The plan
identified knowledge deficit, potential for
harm, altered circulatory status, altered
neuro / sensory status, altered
elimination, impaired skin integrity,
altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs, and death and dying
process as problems to be addressed. The
plan indicated all disciplines, to include
home health aide, RN, physician, patient,
caregiver, and MSW were responsible for
the implementation of all interventions
related to the identified needs.

9. Clinical record number 9 included a
plan of care dated 3-29-14. The plan
identified knowledge deficit, potential for
harm, altered circulatory status, altered
neuro/sensory status, altered elimination,
impaired skin integrity, altered nutritional
status, altered respiratory status,
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alteration in comfort, deficit in ADLs,
and death and dying process as problems
to be addressed. The plan indicated all
disciplines, to include home health aide,
RN, physician, patient, caregiver, the
MSW, and the VC were responsible for
the implementation of all interventions
related to the identified needs.

10. Clinical record number 10 included a
plan of care dated 12-29-13. The plan
identified knowledge deficit, potential for
harm, altered circulatory status, altered
neuro / sensory status, altered
elimination, impaired skin integrity,
altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs, death and dying process,
patient / caregiver adjustment to illness /
death related to terminal prognosis, and
spiritual needs as problems to be
addressed. The plan indicated all
disciplines, to include home health aide,
RN, physician, patient, caregiver, the
MSW, facility nurse and aide, and facility
social services were responsible for the
implementation of all interventions
related to the identified needs.

11. Clinical record number 11 identified
the patient was a resident of SNF and
included a plan of care dated 11-27-12.
The plan identified knowledge deficit,
potential for harm, altered circulatory
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status, altered neuro / sensory status,
altered elimination, impaired skin
integrity, altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs, death and dying process,
patient / caregiver adjustment to illness /
death related to terminal prognosis, and
spiritual needs as problems to be
addressed. The plan indicated all
disciplines, to include home health aide,
RN, physician, patient, caregiver, the
MSW, facility nurse and aide, and facility
social services were responsible for the
implementation of all interventions
related to the identified needs.

12. Clinical record number 12 identified
the patient was a resident of a SNF and
included a plan of care dated 4-3-14. The
plan identified knowledge deficit,
potential for harm, altered circulatory
status, altered neuro / sensory status,
altered elimination, impaired skin
integrity, altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs, death and dying process,
and patient / caregiver adjustment to
illness / death related to terminal
prognosis as problems to be addressed.
The plan indicated all disciplines, to
include home health aide, RN, physician,
patient, caregiver, the MSW, facility
nurse and aide, and facility social
services were responsible for the
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implementation of all interventions
related to the identified needs.

13. Clinical record number 13 identified
the patient was a resident of a SNF and
included a plan of care dated 10-16-13.
The plan of care identified knowledge
deficit, potential for harm, altered
circulatory status, altered neuro / sensory
status, altered elimination, impaired skin
integrity, altered nutritional status, altered
respiratory status, alteration in comfort,
deficit in ADLs, death and dying process,
and patient / caregiver adjustment to
illness / death related to terminal
prognosis as problems to be addressed.
The plan indicated all disciplines, to
include home health aide, RN, physician,
patient, caregiver, the MSW, facility
nurse and aide, and facility social
services were responsible for the
implementation of all interventions
related to the identified needs.

The plan of care identified spiritual
needs as a problem to be addressed. The
plan of care failed to specify the
discipline responsible for the
implementation of the interventions
related to the identified needs.

14. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
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information when asked on 5-13-14 at
10:00 AM.
15. The hospice's 5/12 "Scope of
Services" policy states, "Contents of the
Plan of Care . . . identification of
persons/disciplines responsible for each
service."
L000548 | 418.56(c)(3)
CONTENT OF PLAN OF CARE
[The plan of care must include all services
necessary for the palliation and
management of the terminal illness and
related conditions, including the following:]
(3) Measurable outcomes anticipated from
implementing and coordinating the plan of
care.
Based on clinical record and hospice L000548 L548 On 5/21/2014 the Hospice 05/21/2014
policy review and interview, the hospice Patlgnt Care Coprdlnator
. . provided education to all staff
failed to ensure plans of care included regarding how to write objectives
measurable patient outcomes in 13 (#s 1 and goals in the plan of care so
through 13) of 13 records reviewed that planned interventions will
creating the potential to affect all of the have measureable ,
hospice's 13 . outcomes. Staff are now required
ospice's 13 current patients. to write interventions in plans of
care that are specific, objective,
The findings include: and measureable.100% of patient
care plans will be audited every
.. . 14 days by the Hospice Patient
1. Clinical r.ecord number 1 included a Care Coordinator to ensure that
comprehensive plan of care (POC) identified goals are written so that
established by the interdisciplinary group they are objective and have
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(IDG) on 12-26-13. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified dehydration
and low blood pressure as a problem /
need with a goal of "Pt [patient] will
maintain adequate circulatory status as
long as possible within limits of the
disease process."

B. The POC identified sleep patterns
as a problem / need with a goal of "Pt
will maintain optimal level of
independence, self determination, and
quality of life . . . maintain optimal
orientation and communication skills . . .
achieve optimal sleep/rest pattern within
24 hours."

C. The POC identified bladder
spasms, constipation, and incontinence as
problems / needs with goals of
"elimination needs met to provide as
much comfort as possible . . . bowel
movement at a frequency which is
comfortable for them."

D. The POC identified "altered
nutritional status" as a problem / need
with goals of "adequate food & fluid to
maintain comfort . . . adequate food and
fluids as tolerated or desired . . . will feel
supported regarding nutritional options

measureable outcomes. The
Hospice Patient Care Coordinator
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not recur.
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related to end of life care."

E. The POC identified altered
respiratory status related to "diminished
bibasilar" with goals of "maintain
adequate respiratory status to achieve
comfort . . . satisfactory control of
symptoms within 24 hours."

F. The POC identified "Deficit in
ADLs [activities of daily living] . . .
ambulation, personal care . . . bed
mobility" as a problem / need with goals
of "optimal level of independence
through assistance with ADLs . . . basic
self care needs will be met."

G. The POC identified anticipatory
grief, funeral planning, need of life
review, alcohol abuse, health concerns,
and feelings of despair anger, guilt, and
abandonment as problems/needs with
goals of "emotional support to adequately
cope with illness / death . . . exhibit
functional coping skills."

2. Clinical record number 2 included a
comprehensive POC established by the
IDG on 2-26-14. POC failed to include
measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status related to peripheral
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fluid volume, non-dependent edema, and
color changes as a problem/need with the
goal of "maintain adequate circulatory
status as long as possible."

B. The POC identified altered
neurological / sensory status related to
"forgetfulness @ times" as a
problem/need with the goal to "maintain
optimal level independence, self
determination, and quality of life."

C. The POC identified occasional
bladder incontinence and occasional
constipation as a problem / need with the
goal to "have elimination needs met to
provide as much comfort as possible."

D. The POC identified dry skin as a
problem / need with the goal "comfort
will be promoted as skin integrity
changes throughout disease and dying
process."

E. The POC identified altered
nutritional status related to "diabetic" as a
problem / need with the goal "Pt will
have adequate food & fluid to maintain
comfort."

F. The POC identified altered
respiratory status related to "cough
non-productive . . . congestion" as a
problem / need with the goal to "maintain
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adequate respiratory status to achieve
comfort within disease process
limitations."

G. The POC identified alternation in
comfort "nausea" as a problem / need
with the goal "Pt will have maximum
level of comfort."

H. The POC identified financial
issues, need of life review, "grand[child]
is living [with] pt, history of previous
losses, family problems, financial
concerns, and mental health issues [with
child] as problems / needs with the goals
of "Pt/Cg [caregiver] will receive
emotional support to adequately cope
with illness/death . . . will exhibit
functional coping skills."

I. The POC identified spiritual needs
related to "death and dying, impending
death" with the goal "Pt/Cg [caregiver]
will receive desired spiritual support
throughout hospice care."

3. Clinical record number 3 included a
comprehensive POC established by the
IDG on 3-14-14. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status related to "fluid volume
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peripheral cardiac, edema non-dependent
... irregular heart rate" with the goal to
"maintain adequate circulatory status as
long as possible within limits of disease
process."

B. The POC identified altered
neurological / sensory status with goals to
"maintain optimal level of independence,
self-determination, and quality of life . . .
optimal orientation and communication
skills . . .optimal sleep/rest pattern."

C. The POC identified bladder
incontinence and constipation as problem
/ needs with the goal to "have elimination
needs met to provide as much comfort as
possible . . . bowel movement at a
frequency which is comfortable for
them."

D. The POC identified impaired skin
integrity related to decreased mobility as
a problem / need with the goal "Comfort
will be promoted as skin integrity
changes throughout the disease and dying
process."

E. The POC identified decreased
appetite as a problem / need with the
goals "adequate food & fluid to maintain
comfort . . . adequate food and fluids as
tolerated or desired . . . Pt/Cg will feel
supported regarding nutritional options."
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F. The POC identified altered
respiratory status related to cough,
dyspnea with exertion and at rest with
diminished lung sounds with goals to
"maintain adequate respiratory status to
achieve comfort . . . express satisfactory
control of symptoms."

G. The POC identified occasional
pain as a problem / need with the goal to
"have maximum level of comfort."

H. The POC identified "Deficit in
ADLs . . . personal care, transfers, bed
mobility" as a problem / need with the
goal "have optimal level of independence
through assistance with ADLs . . . basic
self-care needs will be met."

4. Clinical record number 4 included a
comprehensive POC established by the
IDG on 5-1-14. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
neurological/sensory status related to
"vision . . . mental status . . .
non-responsive . . . seizures . . . Ptis
nonresponsive status post near drowning"
with the goal "Pt and Cg will achieve
optimal sleep / rest pattern within 24
hours."
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B. The POC identified bowel and
bladder incontinence and constipation as
a problem / need with the goal "Pt will
have elimination needs met to provide as
much comfort as possible . . . a bowel
movement at a frequency which is
comfortable for them."

C. The POC identified altered
nutritional status "PEG tube Mickey" as a
problem / need with goals to "have
adequate food and fluids as tolerated or
desired . . . Pt/Cg will feel supported
regarding nutritional options related to
end of life care."

D. The POC identified altered
respiratory status "permanent
tracheostomy . . . chronic respiratory
failure, chronic lung disease, hx of
apnea" as a problem / need with goals to
"maintain adequate respiratory status to
achieve comfort . . . express satisfactory
control of symptoms."

E. The POC identified generalized
pain as a problem / need with the goal
"Pt/Family/Cg will express satisfaction
with the pain regime."

F. The POC identified "Deficit in
ADLs feeding, ambulation, personal care,
bed mobility" as problem / needs with the
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goal "Pt will have optimal level of
independence through assistance with
ADLs . . . basic self-care needs will be
met as tolerated."

G. The POC identified anticipatory
grief, funeral planning, financial issues,
need of life review, anxiety, history of
previous losses, family problems
"multiple re to pt [parent]", financial
concerns, legal and financial issues
"multiple re to pt [parent]", feelings of
despair, anger, guilt or abandonment with
goals "Pt/Cg will receive emotional
support to adequately cope with illness /
death . . . will exhibit functional coping
skills."

5. Clinical record number 5 included a
comprehensive POC established by the
IDG on 4-15-14. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status related to "fluid volume
... cardiac" with the goal to "maintain
adequate circulatory status as long as
possible."

B. The POC identified altered
neurological / sensory status as a problem
with the goal to "maintain optimal level
of independence, self determination, and
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quality of life . . . maintain optimal
orientation and communication skills . . .
achieve optimal sleep/rest pattern."

C. The POC identified altered
elimination as a problem / need with
goals to "have elimination needs met to
provide as much comfort as possible . . .
bowel movement at a frequency which is
comfortable for them."

D. The POC identified altered
nutritional status related to decreased
appetite and weight loss as a problem /
need with goals to "have adequate food &
fluid to maintain comfort . . . adequate
food and fluids as tolerated or desired."

E. The POC identified dyspnea with
exertion and diminished lung sounds as a
problem / need with the goal to "maintain
adequate respiratory status to achieve
comfort . . . will express satisfactory
control of symptoms."

F. The POC identified alteration in
comfort, "occasional pain" and
"numbness of soles of feet" with the goal
to "have maximum level of comfort . . .
satisfaction with the pain regime."

G. The POC identified "Deficit in
ADLs . . . ambulation, personal care,
transfers, bed mobility" as problem /
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needs with the goal to "have optimal
level of independence through assistance
with ADLs . . . basic self-care needs will
be met as tolerated."

H. The POC identified anticipatory
grief, need of life review, "potential
unresolved war time issues - per
[spouse]", and history of previous losses
as problems / needs with goals to
"receive emotional support to adequately
cope will illness / death . . . exhibit
functional coping skills . . . express
feelings of grief/loss."

6. Clinical record number 6 included a
comprehensive POC established by the
IDG on 4-29-14. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status as evidenced by "color
changes" with the goal to "maintain
adequate circulatory status as long as
possible within limits of disease process."

B. The POC identified altered
neurological / sensory status related to
decreased level of consciousness,
forgetfulness, and confusion with the
goal to "maintain optimal level of
independence, self determination, and
quality of life throughout the disease
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process."

C. The POC identified bladder and
bowel incontinence as a problem / need
with the goal to "have elimination needs
met to provide as much comfort as
possible."

D. The POC identified altered
nutritional status related to decreased
level of consciousness with goals to
"have adequate food & fluid to maintain
comfort . . . adequate food and fluids as
tolerated."

E. The POC identified altered
respiratory status related to a
non-productive cough and diminished
lung sounds with the goal to "maintain
adequate respiratory status to achieve
comfort."

F. The POC identified intermittent
aching in the back and anxiety as
problems / needs with the goal to "have
maximum level of comfort."

G. The POC identified "Deficit in
ADLs feeding . . . personal care,
transfers, bed mobility" with goals to
"have optimal level of independence
through assistance with ADLs."

H. The POC identified anticipatory
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grief, need of life review, anxiety, and
history of previous losses as
problems/needs with goals "Pt/Cg will
receive emotional support to adequately
cope with illness / death . . . will exhibit
functional coping skills."

I. The POC identified spiritual needs
related to "death and dying, impending
death" with the goals to "freely verbalize
spiritual needs and concerns . . . will
receive desired spiritual support."

7. Clinical record number 7 included a
comprehensive POC established by the
IDG on 11-5-13. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status related to "fluid volume
peripheral . . . edema" as a problem/need
with the goal to "maintain adequate
circulatory status as long as possible."

B. The POC identified altered
neurological / sensory status related to
hearing, speech / communication,
confusion and sleep pattern with the goal
to "maintain optimal level of
independence, self determination, and
quality of life . . . maintain optimal
orientation and communication skills . . .
optimal sleep/rest pattern."
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C. The POC identified bowel and
bladder incontinence as a problem / need
with the goal to "have elimination needs
met to provide as much comfort as
possible . . . have a bowel movement at a
frequency which is comfortable for
them."

D. The POC identified altered
nutritional status related to decreased
level of consciousness and increased
weakness as a problem / need with the
goal to "have adequate food & fluid to
maintain comfort . . . adequate food and
fluids as tolerated . . . will feel supported
regarding nutritional options related to
end of life care." The POC identified
altered respiratory status as a
problem/need with the goal to "maintain
adequate respiratory status to achieve
comfort . . . will express satisfactory
control of symptoms."

E. The POC identified pain and
"terminal restlessness" as problems /
needs with the goal to "have maximum
level of comfort . . . express satisfaction
with the pain regime."

F. The POC identified "Deficit in
ADLs feeding, ambulation, personal care,
transfers, bed mobility, home
management" as problems / needs with
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goals to "have optimal level of
independence . . . basic self-care needs
will be met."

G. The POC identified anticipatory
grief, need of life review, history of
previous losses, and communication
issues as problems / needs with goals to
"receive emotional support to adequately
cope . . . exhibit functional coping skills."

8. Clinical record number 8 included a
comprehensive POC established by the
IDG on 5-2-14. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified dependent
edema as a problem / need with the goal
to "maintain circulatory status as long as
possible."

B. The POC identified vision and
hearing problems and forgetfulness as
problems / needs with goals to "maintain
optimal level of independence, self
determination, and quality of life . . .
maintain optimal orientation and
communication skills . . . will achieve
optimal sleep/rest pattern."”

C. The POC identified constipation as
a problem/need with goals to "have
elimination needs met to provide as much

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

KVHO11  Facility ID:

007520 If continuation sheet

Page 77 of 148




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

PRINTED: 06/06/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

151526

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN HOSPICE

X2) MULTIPLE CONSTRUCTION

00

STREET ADDRESS, CITY, STATE, ZIP CODE
520 S7TH ST
VINCENNES, IN 47591

X3) DATE SURVEY

COMPLETED
05/13/2014

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

comfort as possible . . . have a bowel
movement as a frequency which is
comfortable for them."

D. The POC identified altered
nutritional status related to increased
weakness with goals to "have adequate
food & fluid to maintain comfort . . .
have adequate food and fluids as
tolerated or desired."

E. The POC identified dyspnea with
exertion and at rest and diminished lung
sounds as a problem / need with goals to
"maintain adequate respiratory status to
achieve comfort . . . will express
satisfactory control of symptoms."

F. The POC identified intermittent
back and chest wall pain, nausea, and
anxiety as problems / needs with goals to
"have maximum level of comfort . . .
express satisfaction with the pain
regime."

9. Clinical record number 9 included a
comprehensive POC established by the
IDG on 3-29-14. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified high blood
pressure as a problem / need with the
goal to "maintain circulatory status as
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long as possible."

B. The POC identified vision and
hearing problems and confusion as
problems / needs with goals to "maintain
optimal level of independence, self
determination, and quality of life . . .
maintain optimal orientation and
communication skills . . . achieve optimal
sleep/rest pattern."

C. The POC identified bowel and
bladder incontinence and bladder spasms
as problems / needs with goals of "have
elimination needs met to provide as much
comfort as possible . . . have a bowel
movement at a frequency which is
comfortable for them."

D. The POC identified altered
nutritional status as a problem / need with
goals to "have adequate food & fluid to
maintain comfort . . . adequate food and
fluids as tolerated and desired . . . will
feel supported regarding nutritional
options related to end of life care."

E. The POC identified diminished
lung sounds as a problem / need with
goals to "maintain adequate respiratory
status to achieve comfort . . . express
satisfactory control of symptoms."

F. The POC identified intermittent,
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general back pain as a problem / need
with the goal to "have maximum level of
comfort . . . express satisfaction with the
pain regime."

G. The POC identified "Deficit in
ADLs . .. ambulation . . . transfers, bed
mobility" as problems / need with goals
to "have optimal level of independence
through assistance with ADLs . . . basic
self care needs will be met."

H. The POC identified anticipatory
grief, need of life review, anxiety, and
history of previous losses as problems /
needs with goals to "receive emotional
support to adequately cope with illness /
death . . . will exhibit functional coping
skills . . . will express feelings of
grief/loss."

I. The POC identified spiritual needs
related to death and dying and impending
death with goals "freely verbalize
spiritual needs and concerns . . . will
receive desired spiritual support
throughout hospice care."

10. Clinical record number 10 included a
comprehensive POC established by the
IDG on 12-29-13. The POC failed to
include measurable patient outcomes for
identified problems.
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A. The POC identified altered
circulatory status related to "fluid volume
peripheral, edema LLE . . . blood clot" as
problems / needs with the goal to
"maintain adequate circulatory status as
long as possible."

B. The POC identified speech /
communication and seizures as problems
/ needs with goals to "maintain optimal
level of independence, self determination,
and quality of life . . . maintain optimal
orientation and communication skills . . .
achieve optimal sleep/rest pattern."

C. The POC identified bowel and
bladder incontinence as problems / needs
with goals to "have elimination needs
met to provide as much comfort as
possible . . . have a bowel movement at a
frequency which is comfortable for
them."

D. The POC identified altered
nutritional status "decreased level of
consciousness . . . PEG tube . . . NPO
aspirations" as problems / needs with
goals to "have adequate food & fluid to
maintain comfort . . . adequate food and
fluids as tolerated or desired . . . will feel
supported regarding nutritional options
related to end of life care."

E. The POC identified altered
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respiratory status related to ronchi and
diminished lung sounds, "apnea episodes,
recent aspiration pneumonia, sleep
apnea" with the goal to "maintain
adequate respiratory status to achieve
comfort . . . will express satisfactory
control of symptoms."

F. The POC identified pain as a
problem / need with goals to "have
maximum level of comfort . . . will
express satisfaction with the pain
regime."

G. The POC identified "Deficit in
ADLs . . . personal care . . . bed mobility"
as a problem / need with goals to "have
optimal level of independence with
ADLs . . . basic self care needs met as
tolerated or desired."

H. The POC identified anticipatory
grief, need of life review, and
communication issues as problems /
needs with goals to "receive emotional
support to adequately cope will
illness/death . . . will exhibit functional
coping skills . . . will express feeling of
grief/loss."

I. The POC identified spiritual needs
related to death and dying, impending
death, and meaning of life with the goals
"Pt/Cg will freely verbalize spiritual
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needs and concerns . . . will receive
desired spiritual support throughout
hospice care."

11. Clinical record number 11 included a
comprehensive POC established by the
IDG on 11-27-12. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status as evidenced by weak
thready pulse, low blood pressure,
irregular heart rate, and vertigo with the
goal to "Maintain adequate circulatory
status as long as possible."

B. The POC identified a urinary tract
infection, foley catheter, and constipation
as problems / needs with a goal to "have
elimination needs met to provide as much
comfort as possible."

C. The POC identified decreased
appetite and nausea as problems / needs
with the goal for patient to "have
adequate food & fluid to maintain
comfort."

D. The POC identified diminished
lung sounds as a problem / need with
goals to "maintain adequate respiratory
status to achieve comfort . . . express
satisfactory control of symptoms."
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E. The POC identified anxiety as a
problem / need with the goal to "have
maximum level of comfort."

F. The POC identified "Deficit in
ADLs . .. personal care, transfers . . .
home management" with goals "have
optimal level of independence through
assistance with ADLs . . . basic self care
needs will be met as tolerated or desired."

G. The POC identified anticipatory
grief, need of life review, adjustment to
nursing facility placement, and history of
previous losses as problems / needs with
goals to "receive emotional support to
adequately cope with illness / death . . .
will exhibit functional coping skills . . .
will express feelings of grief/loss."

H. The POC identified "lack of
spiritual support" as a problem / need.
There were no measurable goals
documented for the identified problem.

12. Clinical record number 12 included a
comprehensive POC established by the
IDG on 4-3-14. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status related to peripheral
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fluid volume, "bilateral amputee", high
blood pressure, "CVA [cerebrovascular
accident], A fib [atrial fibrillation], HTN
[hypertension]" with a goal to "maintain
adequate circulatory status as long as
possible."

B. The POC identified vision, speech
/ communication, 1 word responses,
moving RUE but not aware with goals to
"maintain optimal level of independence,
self determination, and quality of life . . .
maintain optimal orientation and
communication skills . . . will achieve
optimal sleep/rest patterns."

C. The POC identified the patient has
a foley catheter and is incontinent of
bowel with goals to "have elimination
needs met to provide as much comfort as
possible . . . will have a bowel movement
at a frequency which is comfortable for
them."

D. The POC identified decreased
appetite, decreased level of
consciousness, diabetic, mechanical soft
diet and "fed by staff" as problems /
needs with goals "have adequate food &
fluid to maintain comfort . . . adequate
food and fluids as tolerated or desired . .
.will feel supported regarding nutritional
options related to end of life care."
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E. The POC identified a
non-productive cough, dyspnea at rest
and diminished lung sounds as problems
/ needs with goals to "maintain adequate
respiratory status to achieve comfort . . .
will express satisfactory control of
symptoms."

F. The POC identified pain and
"terminal restlessness" as problems /
needs with goals to "have maximum level
of comfort . . . will express satisfaction
with the pain regime."

G. The POC identified "Deficit in
ADLs feeding, ambulation, personal care,
transfers, bed mobility" as problems /
needs with goal "basic self care needs
will be met as tolerated or desired."

H. The POC identified anticipatory
grief, funeral planning, family frustration
at hearing loss, and history of previous
losses as problems / needs with goals to
"receive emotional support to adequately
cope with illness/death . . . will exhibit
functional coping skills . . .will express
feelings of grief/loss."

I. The POC identified spiritual needs
related to death and dying and impending
death as problems / needs with goals to
"freely verbalize spiritual needs and
concerns . . . will receive desired spiritual
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13. Clinical record number 13 included a
comprehensive POC established by the
IDG on 10-16-13. The POC failed to
include measurable patient outcomes for
identified problems.

A. The POC identified altered
circulatory status related to "cardiac",
weak thready pulse, and irregular heart
beat as problems / needs with the goal to
"maintain adequate circulatory status as
long as possible."

B. The POC identified vision and
hearing problems, decreased level of
consciousness and forgetfulness as
problems / needs with goals to "maintain
optimal level of independence, self
determination, and quality of life . . .
maintain optimal orientation and
communication skills . . . achieve optimal
sleep/rest pattern.”

C. The POC identified bowel and
bladder incontinence as problems / needs
with goals to "have elimination needs
met to provide as much comfort as
possible . . . have a bowel movement at a
frequency which is comfortable for
them."

D. The POC identified decreased
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appetite and level of consciousness and
increased weakness as problems / needs
with goals to "maintain adequate food &
fluid to maintain comfort . . . adequate
food and fluids as tolerated or desired . . .
will feel supported regarding nutritional
options related to end of life care."

E. The POC identified dyspnea at rest
and diminished lung sounds as problems
/ needs with goals to "maintain adequate
respiratory status to achieve comfort . . .
will express satisfactory control of
symptoms."

F. The POC identified alteration in
comfort (not specified) as a problem /
need with goals to "have maximum level
of comfort . . . will express satisfaction
with the pain regime."

G. The POC identified "Deficit in
ADLs feeding, ambulation, personal care,
transfers, bed mobility" as problems /
needs with goals to "have optimal level
of independence through assistance with
ADLs . . . basic self care needs will be
met as tolerated or desired."

H. The POC identified anticipatory
grief, history of previous losses, and
illness of other family members as
problems / needs with goals to "receive
emotional support to adequately cope
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with illness / death . . . exhibit functional
coping skills . . . will express feelings of
grief/loss."

I. The POC identified spiritual needs
related to death and dying, impending
death, and meaning of life with goals to
"freely verbalize spiritual needs and
concerns . . . receive desired spiritual
support throughout hospice care."

14. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

15. The hospice's 5/12 "Scope of
Services" policy states, "Contents of the
Plan of Care . . . identification of
problems, needs, strengths, medications,
limitations and the establishment of
appropriate goals."

LO00552 | 418.56(d)

REVIEW OF THE PLAN OF CARE

The hospice interdisciplinary group (in
collaboration with the individual's attending
physician, (if any) must review, revise and
document the individualized plan as
frequently as the patient's condition requires,
but no less frequently than every 15
calendar days.
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Based on clinical record and hospice L000552 L552 On 05/21/2014 the Hospice 06/12/2014
policy review and interview, the hospice Patient Care Coordinator
. developed a new process and
failed to ensure plans of care had been provided education to all staff that
reviewed and revised at least every 15 all plans of care will be reviewed
days in 3 (#s 5, 7, and 11) of 13 records by the IDG every 14 days and
reviewed and failed to ensure plans of fa.xed to the HOSp'C? Medical
Director and the patient's
Fare had been up-dated to address new attending physician for review,
identified needs in 5 (#s 1, 2, 3, 5, 10) of coordination, and signature. Staff
13 records reviewed creating the potential are to ensure that plans of care
to affect all of the hospice's 13 current have' beep .updated to address
. new identified needs from the
patients. IDG updated assessment or as
identified by staff at any time in
The findings include: the course of care and treatment.
100% of patient charts will be
. . . audited every 14 days by the
Regarding review every 15 days: Hospice Patient Care Coordinator
to ensure that plans of care are
1. Clinical record number 5 included a reviewed every 14 days and
plan of care established by the It:CMdZ ntevc\jl ISsues |dentt|f|eq fr;[zm
. . e updated assessment or in the
mterdlsmphne.lry group.(IDG) on 4-15-14. course of care and treatment.
The record failed to evidence the plan of The Hospice Patient Care
care had been reviewed and revised since Coordinator will be responsible
its establishment. for monitoring these corrective
actions to ensure that this
L ) deficiency is corrected and will
2. Clinical record number 7 included a not recur.
plan of care established by the IDG on
11-5-13. The record evidenced the plan
of care had been reviewed on 4-11-14
and not again until 5-9-14, a period of 28
days between reviews.
3. Clinical record number 11 included a
plan of care established by the IDG on
11-29-12. The record evidenced the plan
of care had been reviewed on 4-11-14
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and not again until 5-9-14, a period of 28
days between reviews.

4. The patient care coordinator stated, on
5-9-14 at 1:00 PM, "The original review
of the plan of care documents are sent to
the attending physicians for them to sign.
Some of them may be out at doctors'
offices.

5. The hospice's 05/11 "Good Samaritan
Hospice Interdisciplinary Group (IDG)
policy states, "The IDG shall meet at
least every fifteen days (15). The
purpose of such meeting is . ..
Establishment and review of the Patient
Plan of Care."

Regarding updates for new identified
needs:

1. Clinical record number 1 included an
"Interdisciplinary Progress Note", signed
and dated by the medical social worker
(MSW), employee E on 4-10-14. The
note identifies issues with billing and
patient responsibility for payment of
medications not covered by hospice. The
note states, "This SW [social worker]
asked clerk to get an updated bill
generated [unreadable] as soon as
possible for pt [patient] for peace of
mind."
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The 4-11-14 update to the plan of care
failed to address the billing and payment
issues. The update states, "No new needs
identified since last update."

2. During a home visit to patient number
2, 0on 5-9-14 at 9:40 AM, with the
registered nurse (RN), employee F, the
patient expressed grief related to not
seeing a grandchild the patient had raised.
The patient's adult child (the grandchild's
parent) had taken over the care of the
grandchild.

A. The initial plan of care, dated
2-26-14, identifies the grandchild lived
with the patient. A medical social
services (MSS) note dated 4-23-14 states,
"[Patient's adult child] took the
[grandchild] with and most of the clothes.
Pt very sad."

B. The 4-25-14 update to the plan of
care failed to evidence the plan had been
updated to address the patient's loss of
the grandchild's caregiver role.

3. Clinical record number 3 included an
initial comprehensive nursing assessment
dated 3-17-14. The assessment identifies
the patient has "palpitations, fainting /
dizziness, and nocturnal dyspnea."”

A. The plan of care dated 3-14-14
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failed to evidence the identified problems
had been addressed.

B. The update to the plan of care
dated 3-28-14 identifies the patient had
"syncopal episode X 1" [dizziness &
fainting]." The plan failed to evidence an
update with interventions to address the
dizziness and fainting episode.

4. Clinical record number 5 included a
"Change of Status" form dated 5-1-14
that identifies the patient had been
transferred to a skilled nursing facility.
The record failed to evidence the plan of
care had been updated to reflect the
patient's change in residence and that the
care had been coordinated with the
skilled nursing facility.

5. Clinical record number 10 included an
"Interdisciplinary Progress Note" dated
4-22-14 that indicated the skilled nursing
facility nurse had talked to the hospice
with a problem with the patient's feeding
tube. The note states, "I explained that if
it had to be replaced I did not think that
would be covered by hospice . . .will call
pt care coordinator. I asked her to call
me back & keep me updated on
situation."

The update to the plan of care dated
4-25-14 states, "No new needs identified
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since last update." The plan of care
failed to evidence the problem with the
feeding tube had been addressed by the
responsible entity.

6. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

LO00560 | 418.58

QUALITY ASSESSMENT &
PERFORMANCE IMPROVEMENT

The hospice must develop, implement, and
maintain an effective, ongoing, hospice-wide
data-driven quality assessment and
performance improvement program.

The hospice's governing body must ensure
that the program: reflects the complexity of
its organization and services; involves all
hospice services (including those services
furnished under contract or arrangement);
focuses on indicators related to improved
palliative outcomes; and takes actions to
demonstrate improvement in hospice
performance. The hospice must maintain
documentary evidence of its quality
assessment and performance improvement
program and be able to demonstrate its
operation to CMS.
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Based on administrative record and L.000560 L560 The Hospice Patient Care 06/12/2014
hospice policy review and interview, the Coordmator. hgs identified
h ce fail . i elements within the
ospice failed to ensure its quality comprehensive assessment to
assessment performance improvement allow for measurement of
(QAPI) program used patient outcome outcomes. The measures
measures from the comprehensive spgcmcally ,'nCIUde, boyvel function
I d K while on pain medication. New
assessment to measure, analyze, and trac forms were created to allow for
palliative outcomes in 1 (2013) of 1 year ease of measurement and
reviewed with the potential to affect all monitoring. These items will be
- . . . .
the facility's patients. mcorporate@ into the QAPI. 100%
of charts will be
_ _ monitored/audited monthly and
The findings include: results reported quarterly to the
Hospital-Wide Performance
1. The hospice's QAPI program Impro;emgnt C?mmlttee
. . regarding bowel program on
dogumentatlon for 201.3 failed to opioid medication. A goal of 90%
evidence the use of patient outcome of patients experiencing
measures from the comprehensive improvement or maintaining
assessments. stabll!ty has .been set. The .
Hospice Patient Care Coordinator
) ) ) will be responsible for monitoring
2. The hospice director and the patient these corrective actions to ensure
care coordinator were unable to provide a that this deficiency is corrected
list of the data elements that comprise the and will not recur.
hospice's comprehensive assessments and
were unable to explain how the data
elements were used in the hospice's
quality assessment performance
improvement program when asked on
5-13-14 at 2:50 PM.
3. The hospice's 01/06 "Performance
Improvement" policy failed to evidence
data elements were to be incorporated
into the comprehensive assessment and
failed to evidence a process to retrieve
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the data and incorporate them into the
hospice's quality assessment performance
program.
L000579 | 418.60(a)
PREVENTION
The hospice must follow accepted standards
of practice to prevent the transmission of
infections and communicable diseases,
including the use of standard precautions.
Based on personnel file review and L000579 L579 On 05/21/2014 the Director 06/12/2014
interview, the hospice failed to ensure all of Hosplce and the Hospmg
. Patient Care Coordinator will
employees had received annual require all staff to receive a TB
tuberculosis (TB) testing in accordance test at the time of hire and also
with the Centers for Disease Control require all staff to have an annual
recommendations and its own policy in 3 8 tei”at the S?me t:me each
year. All current employees
(files J, K, and M) of 13 personnel files whose most recent TB test is
reviewed creating the potential to affect more than 12 months old or
all of the hospice's 13 current patients. whose TB test result will be more
than 12 months old on the annual
. . TB testing date will receive an
The findings include: updated TB test by 06/12/2014.
100% of staff will have current
1. The hospice's 01/05 "Screening for TB (less than 12 months old) TB
Disease and Infection" policy states, test results in their employee
"Ref . CDC Core Curricul health record at all times.The
© erence.. ore ) }1rrlcu um on Hospice Patient Care Coordinator
Tuberculosis, Fourth Edition (2000) will be responsible for monitoring
Chapter IV . . . All GSHP employees will these corrective actions to ensure
be tested according to Good Samaritan that this deficiency is corrected
. . . and will not recur.
Hospital policy. Two step Mantoux skin
test will be given to all employees upon
hire and annually thereafter."
2. Personnel file J evidenced the
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L000607

employee had received an annual TB skin
test on 3-1-13 which was read on 3-4-13.
The file failed to evidence a subsequent
annual TB test had been administered in
March 2014.

3. Personnel file K evidenced the
employee had received a TB skin test on
4-8-13 which was read on 4-10-13. The
file failed to evidence a subsequent
annual TB test had been administered in
April 2014,

4. Personnel file M evidenced the
employee had received a TB skin test on
3-1-13 which was read on 3-4-13. The
file failed to evidence a subsequent
annual TB test had been administered in
March 2014.

5. Employee O stated, on 5-13-14 at 2:00
PM, "TB tests are administered upon hire
and not again the next year until the
hospital education day sometime in June
usually."

418.76
HOSPICE AIDE AND HOMEMAKER
SERVICES

Based on personnel file and hospice
policy review and interview, it was
determined the hospice failed to maintain
compliance with this condition by failing
to ensure hospice aides had completed a

L000607

L607 By 06/12/2014 the Hospice
Patient Care Coordinator will
revise the Hospice Homemaker
and Aid competency evaluation
form to ensure the inclusion of all
elements of 42 CFR 418.76. All

06/12/2014

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

KVHO11

Facility ID:

If continuation sheet

007520

Page 97 of 148




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

PRINTED: 06/06/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
. BUILDING
151526 L WING 05/13/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
520 S7TH ST
GOOD SAMARITAN HOSPICE VINCENNES, IN 47591
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ o (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
hospice aide competency evaluation current HHA staff will be
program in 2 of 2 hospice aide files re.-fa\{aluated fo'r competency
. . . . utilizing the revised competency
reviewed of aides hired since the last form. Furthermore, after
federal survey on 4-8-11 creating the completion of the survey, it was
potential to affect all of the hospice's 13 determined that HHA staff had in
current patients (See L 608); by failing to fact We_” i
hosbi des had leted education annually.
ensure hospice al es. ad completed a Documentation of this education
competency evaluation program 2 of 2 is kept on an electronic system at
hospice aide files reviewed of aides hired the hospital and records/proof of
since the last federal survey on 4-8-11 completed education hourg can
. h a1 ff 1 of th be produced by the education
creat.lng the potentia to'a ect all of the department upon request. 100%
hospice's 13 current patients (See L 609); of HHA employees will be
by failing to ensure individuals had been re-evaluated for competency by
evaluated for the competent performance 06/12/2014 utilizing the revised
fhospi ide tasks in 2 of 2 h HHA Competency Assessment
0 OSpl.Ce aide tas S 2o ) ome. form that complies with all the
health aide files reviewed of aides hired required elements of 42 CFR
since the last federal survey on 4-8-11 418.76. Attainment of the
creating the potential to affect all of the necessary education hours wil
hospice's 13 ¢ patients (See L 615): continue to be monitored annually
osp1.c.e § 1> curren .p atients ( ee. ); by the Hospice Patient Care
by failing to ensure it had maintained Coordinator during the employees
documentation that individuals had been annual performance
evaluated for the competent performance gvaluguon.(;lj hetHOSfTI":: Patient
. . are Coordinator will be
of home' health alde.tasks in2 .of 2 h'orne responsible for monitoring these
health aide files reviewed of aides hired corrective actions to ensure that
since the last federal survey on 4-8-11 this deficiency is corrected and
creating the potential to affect all of the will not recur.
hospice's 13 current patients (See L 619);
by failing to ensure hospice aides had
received at least 12 hours of inservice
training in 1 of 2 files reviewed of home
health aides employed prior to January 1,
2013, creating the potential to affect all
of the hospice's 13 current patients (See L
620).
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The cumulative effect of these systemic
problems resulted in the hospice being
found out of compliance with this
condition, 42 CFR 418.76 Hospice Aide
and Homemaker Services.
L000608 | 418.76
HOSPICE AIDE AND HOMEMAKER
SERVICES
All hospice aide services must be provided
by individuals who meet the personnel
requirements specified in paragraph (a) of
this section. Homemaker services must be
provided by individuals who meet the
personnel requirements specified in
paragraph (j) of this section.
Based on personnel file and hospice L000608 L608 By 06/12/2014 the Hospice 06/12/2014
policy review and interview, the hospice Pat.|ent Care qurdlnator will
. . . revise the Hospice Homemaker
failed to ensure h(.>sp1c.e aides had and Aid competency evaluation
completed a hospice aide competency form to ensure the inclusion of all
evaluation program in 2 (files H and J) of elements of 42 CFR 418.76. All
2 hospice aide files reviewed of aides current HHA staff will be
hi . he last f 1 re-evaluated for competency
ired since the last federal survey on utilizing the revised competency
4-8-11 creating the potential to affect all form. 100% of HHA employees
of the hospice's 13 current patients. will be re-evaluated for
competency by 06/12/2014
. . utilizing the revised HHA
The findings include: Competency Assessment form
that complies with all the required
1. Personnel file H evidenced the elements of 42 CFR 418.76. The
individual had been hired on 2-27-12 to Hospice Patient Care Coordinator
ide hospi d . behalf will be responsible for monitoring
provide o§p1ce aide serv1?es on beha these corrective actions to ensure
of the hospice. The file failed to that this deficiency is corrected
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evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b)(3) of this section.

2. Personnel file J evidenced the
individual had been hired on 2-25-13 to
provide hospice aide services on behalf
of the hospice. The file failed to
evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b) of this section.

3. Employee O stated, on 5-13-14 at 2:15
PM, "I cannot find the competency
evaluations for [employees H and J]. 1
don't know if they were done or not."

4. The hospice's 01/04 "Provision of
Services" policy states, "Hospice Aide /
Homemaker Services: . . . Services will
be provided by trained and competent
individuals and under the director [sic] of
a Registered Nurse in accordance with all
Federal and State regulations."

The hospice's 12/05 "Orientation,
Inservice Training, Skills Verification"
policy states, "All employees will
compete the employee orientation
program and skills verification within
thirty (30) days of employment and prior
to any unsupervised patient care."

and will not recur.
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L0O00609 | 418.76(a)(1)
HOSPICE AIDE QUALIFICATIONS
(1) A qualified hospice aide is a person who
has successfully completed one of the
following:
(i) A training program and competency
evaluation as specified in paragraphs (b)
and (c) of this section respectively.
(ii) A competency evaluation program that
meets the requirements of paragraph (c) of
this section.
(iii) A nurse aide training and competency
evaluation program approved by the State
as meeting the requirements of §483.151
through §483.154 of this chapter, and is
currently listed in good standing on the State
nurse aide registry.
(iv) A State licensure program that meets
the requirements of paragraphs (b) and (c)
of this section.
Based on personnel file and hospice L000609 L609 By 06/12/2014 the Hospice 06/12/2014
policy review and interview, the hospice Pat.|ent Care qurdlnator will
. . . revise the Hospice Homemaker
failed to ensure hospice aides had and Aid competency evaluation
completed a competency evaluation form to ensure the inclusion of all
program for 2 (files H and J) of 2 hospice elements of 42 CFR 418.76. Al
aide files reviewed of aides hired since current HHA staff will be
. re-evaluated for competency
the last federal survey on 4-8-11 creating utilizing the revised competency
the potential to affect all of the hospice's form. 100% of HHA employees
13 current patients_ will be re-evaluated for
competency by 06/12/2014
. . utilizing the revised HHA
The findings include: Competency Assessment form
that complies with all the required
1. Personnel file H evidenced the elements of 42 CFR 418.76. The
individual had been hired on 2-27-12 to Hospice Patient Care Coordinator
will be responsible for monitoring
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provide hospice aide services on behalf
of the hospice. The file failed to
evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b)(3) of this section.

2. Personnel file J evidenced the
individual had been hired on 2-25-13 to
provide hospice aide services on behalf
of the hospice. The file failed to
evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b) of this section.

3. Employee O stated, on 5-13-14 at 2:15
PM, "I cannot find the competency
evaluations for [employees H and J]. 1
don't know if they were done or not."

4. The hospice's 01/04 "Provision of
Services" policy states, "Hospice Aide /
Homemaker Services: . . . Services will
be provided by trained and competent
individuals and under the director [sic] of
a Registered Nurse in accordance with all
Federal and State regulations."

The hospice's 12/05 "Orientation,
Inservice Training, Skills Verification"
policy states, "All employees will
compete the employee orientation
program and skills verification within

these corrective actions to ensure
that this deficiency is corrected
and will not recur.
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thirty (30) days of employment and prior
to any unsupervised patient care."
LO00615 | 418.76(c)(1)
COMPETENCY EVALUATION
An individual may furnish hospice aide
services on behalf of a hospice only after
that individual has successfully completed a
competency evaluation program as
described in this section.
(1) The competency evaluation must
address each of the subjects listed in
paragraph (b)(3) of this section. Subject
areas specified under paragraphs (b)(3)(i),
(b)(3)(iii), (b)(3)(ix), (b)(3)(x) and (b)(3)(xi) of
this section must be evaluated by observing
an aide's performance of the task with a
patient. The remaining subject areas may
be evaluated through written examination,
oral examination, or after observation of a
hospice aide with a patient.
Based on personnel file and hospice L000615 L615 By 06/12/2014 the Hospice 06/12/2014
policy review and interview, the hospice Pat'lent Care qurdlnator will
. . . revise the Hospice Homemaker
failed to ensure hospice aides had been and Aid competency evaluation
evaluated for the competent performance form to ensure the inclusion of all
of hospice aide tasks in 2 (files H and J) elements of 42 CFR 418.76. Al
of 2 hospice aide files reviewed of aides current HHA staff will be
hired i he last federal re-evaluated for competency
ired since the last tederal survey on utilizing the revised competency
4-8-11 creating the potential to affect all form. 100% of HHA employees
of the hospice's 13 current patients. will be re-evaluated for
competency by 06/12/2014
. . utilizing the revised HHA
The findings include: Competency Assessment form
that complies with all the required
1. Personnel file H evidenced the elements of 42 CFR 418.76. The
individual had been hired on 2-27-12 to Hospice Patient Care Coordinator
de hospi d . behalf will be responsible for monitoring
provide hospice aide services on beha these corrective actions to ensure
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of the hospice. The file failed to
evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b)(3) of this section.

2. Personnel file J evidenced the
individual had been hired on 2-25-13 to
provide hospice aide services on behalf
of the hospice. The file failed to
evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b) of this section.

3. Employee O stated, on 5-13-14 at 2:15
PM, "I cannot find the competency
evaluations for [employees H and J]. 1
don't know if they were done or not."

4. The hospice's 01/04 "Provision of
Services" policy states, "Hospice Aide /
Homemaker Services: . . . Services will
be provided by trained and competent
individuals and under the director [sic] of
a Registered Nurse in accordance with all
Federal and State regulations."

The hospice's 12/05 "Orientation,
Inservice Training, Skills Verification"
policy states, "All employees will
compete the employee orientation
program and skills verification within
thirty (30) days of employment and prior

and will not recur.

that this deficiency is corrected
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to any unsupervised patient care."
LO00619 | 418.76(c)(5)
COMPETENCY EVALUATION
(5) The hospice must maintain
documentation that demonstrates the
requirements of this standard are being met.
Based on personnel file and hospice L000619 L619 By 06/12/2014 the Hospice 06/12/2014
policy review and interview, the hospice Pat'lent Care qurdmator will
. . L revise the Hospice Homemaker
failed to ensure it had maintained and Aid competency evaluation
documentation that individuals had been form to ensure the inclusion of all
evaluated for the competent performance elements of 42 CFR 418.76. Al
of home health aide tasks in 2 (files H curren;[ H':G ?taff will b?
. re-evaluated for competency
and J) of 2 home health aide files utilizing the revised competency
reviewed of aides hired since the last form. 100% of HHA employees
federal survey on 4-8-11 creating the will be re-evaluated for
potential to affect all of the hospice's 13 cqmpetency by' 06/12/2014
. utilizing the revised HHA
current patients. Competency Assessment form
that complies with all the required
The findings include: elements of 42 CFR 418.76. The
Hospice Patient Care Coordinator
. will be responsible for monitoring
.l' P e'rsonnel file H eYldenced the these corrective actions to ensure
individual had been hired on 2-27-12 to that this deficiency is corrected
provide hospice health aide services on and will not recur.
behalf of the hospice. The file failed to
evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b)(3) of this section.
2. Personnel file J evidenced the
individual had been hired on 2-25-13 to
provide hospice aide services on behalf
of the hospice. The file failed to
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L000620

evidence the individual had been
evaluated for the competent performance
of any of the subjects listed in paragraph
(b) of this section.

3. Employee O stated, on 5-13-14 at 2:15
PM, "I cannot find the competency
evaluations for [employees H and J]. 1
don't know if they were done or not."

4. The hospice's 01/04 "Provision of
Services" policy states, "Hospice
Aide/Homemaker Services: . . . Services
will be provided by trained and
competent individuals and under the
director [sic] of a Registered Nurse in
accordance with all Federal and State
regulations."

The hospice's 12/05 "Orientation,
Inservice Training, Skills Verification"
policy states, "All employees will
compete the employee orientation
program and skills verification within
thirty (30) days of employment and prior
to any unsupervised patient care."

418.76(d)

IN-SERVICE TRAINING

A hospice aide must receive at least 12
hours of in-service training during each
12-month period. In-service training may
occur while an aide is furnishing care to a
patient.

Based on personnel file and hospice

L000620

L620 After completion of the

06/06/2014
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policy review and interview, the hospice survey, it was determined that
failed to ensure hospice aides had HHA staff had in fact well over 12
. . . hours of education annually.
received at least 12 hours of inservice Documentation of this education
training during 2013 in 1 (file I) of 2 files is kept on an electronic system at
reviewed of hospice aides employed prior the hospital and records/proof of
to January 1, 2013, creating the potential completed education hourg can
f 1l of the hospice's 13 be produced by the education
to g ect all of the hospice's 13 current department upon
patients. request. Attainment of the
necessary education hours will
The findings include: continue to be monitored annually
' by the Hospice Patient Care
) Coordinator during the employees
1. Personnel file I evidenced the annual performance
individual had been hired on 8-23-89 to evaluation.The Hospice Patient
provide hospice aide services. The file Care Coordinator will be
id d the aide had ved only 6 responsible for monitoring these
evi ence' the a.l ¢ a. .recelve. only corrective actions to ensure that
hours of inservice training during 2013. this deficiency is corrected and
will not recur.
2. Employee O indicated, on 5-13-14 at
2:20 PM, employee I had only received 6
hours of inservice training during 2013.
3. The hospice's 12/05 "Orientation,
Inservice Training, Skills Verification"
policy states, "All direct care staff will
are [sic] required to have twelve (12)
hours of in-services / training yearly."
L000646 | 418.78(d)
COST SAVING
The hospice must document the cost
savings achieved through the use of
volunteers. Documentation must include the
following:
(1) The identification of each position that is
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hospice policy review and interview, the
hospice failed to ensure it had
documented the identification of
positions occupied by volunteers and the
work time spent by each volunteer in 12
(April 2013 through March 2014) of 12
months reviewed with the potential to
affect all the facility's patients.

The findings include:

1. The hospice's "Volunteer Saving
Summary", for April 2013 through March
2014, failed to identify the position
occupied by the volunteer and failed to
identify the amount of work time spent
by each volunteer occupying the
positions.

2. The volunteer coordinator, employee
G, stated, on 5-12-14 at 1:35 PM, "We
don't have it broken down like that."

3. The hospice's 01/04 "Provision of
Services" policy states, "Volunteer
Services: Volunteers will be utilized in

hours and cost savings were
previously kept as an aggregate
figure. The Volunteer Coordinator
has revised the method by which
volunteer hours and cost

savings are tracked so that the
identification of positions
occupied by volunteers and the
work time spent by each
volunteer in those positions can
be tracked separately (and later
aggregated). The Volunteer
Coordinator has developed a new
tracking form to achieve this.
Education for volunteer staff on
how to complete the tracking form
will be completed by the
Volunteer Coordinator by
06/12/2014. Cost savings will also
be calculated for each volunteer
position (and later
aggregated).100% of volunteer
hours will be tracked by the
Hospice Volunteer Coordinator by
position for identification of cost
savings and total volunteer
hours.The Hospice Volunteer
Coordinator will be responsible
for monitoring these corrective
actions to ensure that this
deficiency is corrected and will
not recur.
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occupied by a volunteer.
(2) The work time spent by volunteers
occupying those positions.
(3) Estimates of the dollar costs that the
hospice would have incurred if paid
employees occupied the positions identified
in paragraph (d)(1) of this section for the
amount of time specified in paragraph (d)(2)
of this section.
Based on volunteer documentation and L000646 L646 Information on volunteer 06/12/2014
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the delivery of hospice care and services
in both administrative and direct patient
care roles under the supervision of the
volunteer with acceptable standards of
hospice practice. Volunteers will provide
a minimum of 5% of the total patient care
house [sic]. Good Samaritan Hospice
will document . . . the cost savings
achieved through the use of volunteers."
L000647 | 418.78(e)
LEVEL OF ACTIVITY
Volunteers must provide day-to-day
administrative and/or direct patient care
services in an amount that, at a minimum,
equals 5 percent of the total patient care
hours of all paid hospice employees and
contract staff. The hospice must maintain
records on the use of volunteers for patient
care and administrative services, including
the type of services and time worked.
Based on volunteer documentation and L000647 L647 Information on volunteer 06/12/2014
hospice policy review and interview, the hours and cost savings were
hospice fail it had previously kept as an aggregate
ospice failed to ensure it ha figure. The Hospice Volunteer
documented the percentage of patient Coordinator has revised the
care hours provided by volunteers in 12 method by which volunteer hours
(April 2013 through March 2014) of 12 and cost savings are tracked so
h . d with th ol that the identification of positions
months rev1ewe. Wlt t e.potentla to occupied by volunteers and the
affect all the facility's patients. work time spent by each
volunteer in those positions can
The findings include: be tracked separately .(and Igter
aggregated). Cost savings will
) ) also be calculated for each
1. The hospice's "Volunteer Saving volunteer position (and later
Summary", for April 2013 through March aggregated). The Volunteer
2014, failed to evidence documentation Coordinator has developed a new
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of the percentage of patient care hours tracking form to achieve this.
provided by volunteers. Education for volunteer stfaff on
how to complete the tracking form
will be completed by the
2. The volunteer coordinator, employee Volunteer Coordinator by
G, stated, on 5-12-14 at 1:35 PM, "We 06/12/2014. The aggregated
don't have it broken down like that." information on hours and cost
' savings will be utilized to ensure
that volunteer hours at a
3. The hospice's 01/04 "Provision of minimum equals 5 percent of the
Services" policy states, "Volunteer total patient care hours of all paid
Services: Volunteers will be utilized in hospice employees and contract
he deli fhosbi d . staff.100% of volunteer hours will
‘F ede 1very.0' osPlce care .an serv.lces be tracked by the
in both administrative and direct patient Hospice Volunteer Coordinator
care roles under the supervision of the by position for identification of
volunteer with acceptable standards of cost savings and total volunteer
hospi . Vol 1 d hours to ensure that volunteer
ospl?e practice. Volunteers wi .pr0V1 € hours at a minimum equals 5
a minimum of 5% of the total patient care percent of the total patient care
house [sic]. Good Samaritan Hospice hours of all paid hospice
will document . . . the cost savings employees and contract staff. The
hieved th h th £ volunt " Hospice Volunteer Coordinator
achieved through the use ot volunteers. will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not recur.
L000661 | 418.100(g)(1)
TRAINING
(1) A hospice must provide orientation about
the hospice philosophy to all employees and
contracted staff who have patient and family
contact.
Based on personnel file review and L000661 L661 On 05/28/2014 the Hospice 05/28/2014
interview, the hospice failed to ensure all Patient Care Coordinator
. . . provided education and training to
hospice staff had received hospice the Director of Hospice on the
orientation and training in 1 (file D) of 11 hospice philosophy.
files of reviewed of employees hired Documentation of the orientation
since the last federal survey on 4-8-11 Ef th‘? Dlrigltor thHOSP'Ce to the
i ) ospice philosophy was
creating the potential to affect all of the pice P Py
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hospice's 13 current patients. completed on 05/28/2014 and
documentation of same will
. . be entered by the Hospice Patient
The findings include: Care Coordinator into the
Hospital Education Record
1. Personnel file D failed to evidence the system which documents and
date on which the individual had been tracks COmF:'e#]“ ‘: educational
. . . requirements.The Hospice
hired as the hospice director. The file Patient Care Coordinator will be
failed to evidence the individual had been responsible for monitoring these
provided with orientation regarding the corrective actions to ensure that
hospice philosophy. th.is deficiency is corrected and
will not recur.
2. Employee D was unable to provide
any documentation the employee had
been provided with orientation regarding
hospice philosophy when asked on
5-13-14 at 1:40 PM.
L000672 | 418.104(a)(1)
CONTENT
Each patient's record must include the
following:
(1) The initial plan of care, updated plans of
care, initial assessment, comprehensive
assessment, updated comprehensive
assessments, and clinical notes.
Based on clinical record review and L000672 L672 On 05/21/2014 the Hospice 05/21/2014
interview, the hospice failed to ensure Patient Care Coordinator
. . developed a new process and
clinical reco%ds included updates to the provided education to all staff that
plan of care in 3 (#s 5, 7, and 11) of 13 all plans of care will be reviewed
records reviewed creating the potential to by the IDG every 14 days and
affect all of the hospice's 13 current fa,XEd to the HOSp'C? Medical
. Director and the patient's
patients. attending physician for review,
coordination, and signature. Staff
The findings include: are to ensure that plans of care
have been updated to address
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1. Clinical record number 5 included a new identified needs from the
plan of care established by the .upda.te.zd assessment or as
. L identified by staff at any time in
interdisciplinary group (IDG) on 4-15-14. the course of care and treatment.
The record failed to evidence the plan of 100% of patient charts will be
care had been reviewed and revised since audited every 14 days by the
its establishment Hospice Patient Care Coordinator
’ to ensure that plans of care are
reviewed every 14 days and
2. Clinical record number 7 included a include new issues identified from
plan of care established by the IDG on the updated assessment or in the
11-5-13. The record evidenced the plan course of care ar.1d treatment.
£ had b . don4-11-14 The Hospice Patient Care
ot care ha _ cen r.eV1ewe on o Coordinator will be responsible
and not again until 5-9-14, a period of 28 for monitoring these corrective
days between reviews. actions to ensure that this
deficiency is corrected and will
.. . not recur.
3. Clinical record number 11 included a
plan of care established by the IDG on
11-29-12. The record evidenced the plan
of care had been reviewed on 4-11-14
and not again until 5-9-14, a period of 28
days between reviews.
4. The patient care coordinator stated, on
5-9-14 at 1:00 PM, "The original review
of the plan of care documents are sent to
the attending physicians for them to sign.
Some of them may be out at doctors'
offices.
L000675 | 418.104(a)(4)
CONTENT
[Each patient's record must include the
following:]
(4) Outcome measure data elements, as
described in §418.54(e) of this subpart.
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Based on clinical record and hospice L000675 L675 The Hospice Patient Care 06/12/2014
policy review and interview, the hospice Coordmator. hgs identified
fail linical el elements within the
ailed to ensure clinical records included comprehensive assessment to
comprehensive assessments with data allow for measurement of
elements to be used for the measurement outcomes. The measures
of outcomes in 13 (#s 1 through 13) of 13 spgcmcally ,'n,CIUdef bowe! fuqctlon
4 . d . h al while on opioid pain medication.
records reviewed creating the potential to New forms were created to allow
affect all of the hospice's 13 current for ease of measurement and
patients. monitoring.100% of charts will be
monitored/audited monthly and
. . results reported quarterly to the
The findings include: Hospital-Wide Performance
Improvement Committee
1. Clinical record number 1 included an regarding the bowel program on
initial comprehensive assessment dated O]E)IOI?- mctadlcatlop. A goal of 90%
. of patients experiencing
12.-31-13. The assessment failed to improvement or maintaining
evidence data elements for the stability has been set. The
measurement of patient outcomes. Hospice Patient Care Coordinator
will be responsible for monitoring
.. . these corrective actions to ensure
2 Cllnlcal record pumber 2 included an that this deficiency is corrected
initial comprehensive assessment dated and will not recur.
2-27-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.
3. Clinical record number 3 included an
initial comprehensive assessment dated
3-19-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.
4. Clinical record number 4 included an
initial comprehensive assessment dated
5-2-14. The assessment failed to
evidence data elements for the
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measurement of patient outcomes.

5. Clinical record number 5 included an
initial comprehensive assessment dated
4-16-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

6. Clinical record number 6 included an
initial comprehensive assessment dated
4-30-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

7. Clinical record number 7 included an
initial comprehensive assessment dated
11-8-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

8. Clinical record number 8 included an
initial comprehensive assessment dated
5-5-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

9. Clinical record number 9 included an
initial comprehensive assessment dated
3-31-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

10. Clinical record number 10 included
an initial comprehensive assessment
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dated 12-31-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

11. Clinical record number 11 included
an initial comprehensive assessment
dated 11-28-12. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

12. Clinical record number 12 included
an initial comprehensive assessment
dated 4-8-14. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

13. Clinical record number 13 included
an initial comprehensive assessment
dated 10-17-13. The assessment failed to
evidence data elements for the
measurement of patient outcomes.

14. The hospice director and the patient
care coordinator were unable to provide a
list of the data elements that comprise the
hospice's comprehensive assessments and
were unable to explain how the data
elements were used in the hospice's
quality assessment performance
improvement program when asked on
5-13-14 at 2:50 PM.

15. The hospice's 01/06 "Performance
Improvement" policy failed to evidence
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data elements to be incorporated into the
comprehensive assessment and failed to
evidence a process to retrieve the data
and incorporate them into the hospice's
quality assessment performance program.
LO00679 | 418.104(b)
AUTHENTICATION
All entries must be legible, clear, complete,
and appropriately authenticated and dated in
accordance with hospice policy and currently
accepted standards of practice.
Based on clinical record and hospice L000679 L679 A new form for hospice 06/12/2014
policy review and interview, the hospice volunteer _‘Q’taﬁ tousein
fail hical documenting contacts with
ailed to e.nsure clinical notes were patients was developed by the
complete in 3 (#s 3, 10, & 13) of 4 Hospice Volunteer Coordinator.
records reviewed of patients that received The new form allows for more
volunteer services from the hospice detailed docgmentat!on of each
. h ol f 1 of th encounter with a patient. By
creating the potential to affect all of the 06/12/2014 the Hospice
hospice's current patients that receive Volunteer Coordinator will
volunteer services from the hospice. implement use of the new
volunteer clinical contact note and
. . . provide education to volunteer
The findings include: staff on the need to document a
detailed description of the contact
1. Clinical record number 3 included with the patient and the patient's
"Volunteer Documentation Sheets" dated react:tlo? _T_:d/ S/r Ires?onse to the
contact. The Volunteer
3-19-14, 3-26-14, 4-11-14, 4—18—14,.and Coordinator will also emphasize
4-26-14. The volunteer documentation the need for legibility
failed to evidence a description of the in documentation.The Hospice
contact made by the volunteer with the Volunteer Coordinator will audit
tient and the patient' i &/ 100% of charts monthly,
patient an ¢ patient's reaction and/or reviewing 2 volunteer notes per
response to the contact. chart, to ensure volunteers are
utilizing the new contact form and
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2. Clinical record number 10 included a
"Volunteer Documentation Sheet" dated
1-2-14. The volunteer documentation
failed to evidence a description of the
contact made by the

volunteer with the patient and the
patient's reaction and/or response to the
contact.

3. Clinical record number 13 included
"Volunteer Documentation Sheets" dated
4-5-14 and 4-24-14. The volunteer
documentation failed to evidence a
description of the contact made by the
volunteer with the patient and the
patient's reaction and/or response to the
contact.

4. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

5. The hospice's 04/09 "Clinical
Records" policy states, "Each clinical
record shall contain the following
pertinent past and current medical and
social data: . . . Complete documentation
of all services and events . . . Volunteer
Notes/Reports documents the type of
contact, activity performed and time
spent providing service."

for adequacey of details
regarding the volunteer's
encounter with the

patient, particularly a description
of the patient's reaction or
response to the contact. The
Hospice Volunteer Coordinator
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not recur.
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LO00704 | 418.108
SHORT-TERM INPATIENT CARE
Based on administrative record and L000704 L704 On 05/22/2014 the Director 05/22/2014
hospice policy review and interview, it of Hospice presented the CEO of
. i . Good Samaritan Hospital a
was determined the hospice failed to written agreement to provide
maintain compliance with this condition inpatient hospice care, which he
by failing to ensure a written agreement signed that day. The agreement
was in place for the provision of general Spec'_f'es’ among other things:
. . h fied the hospi hospice will provide a copy of the
inpatient care that specified the hospice hospice plan of care, medical
would provide a copy of the hospice plan records, and the inpatient
of care and the inpatient services to be services to be furnished; the
furnished creating the potential to affect |np-at.|ent proylder ha_s established
1l of the hospice's 13 t patient policies consistent with the
all ot the hospice S. ) current patien S_ hospice's palliative protocols;
(See L 711); by failing to ensure a written specifications for clinical records
agreement was in place for the provision and a discharge summary; the
of general inpatient care that specified the hospital will identify an individual
the inpatient ider h tablished responsible for the
e.lr%pa len PrOVI er. as esta 1? ¢ implementation of the provisions
policies consistent with the hospice's of the agreement; hospice would
palliative protocols creating the potential be responsible for hospice
to affect all of the hospice's 13 current orientation and training and
tients (See L 712): by failing t documentation of the training;
pa 1e.n s (See ); by .a1 Ing to ensure and the method for verifying the
a written agreement was in place for the requirements of the agreement
provision of general inpatient care that are met.The Director of Hospice
included specifications for clinical will maintain an active agreement
ds and a disch for the provision of inpatient care
recor. S and a disc .arge Summary at all times and will review the
creating the potential to affect all of the agreement annually for
hospice's 13 current patients (See L 713); compliance.The Director of
by failing to ensure a written agreement Hospice will be responsible for
in ol for th .. £ 1 monitoring these corrective
Was IP place forthe prqv151on 0 ) genf':ra actions to ensure that this
inpatient care that specified the inpatient deficiency is corrected and will
facility would identify an individual not recur.
responsible for the implementation of the
provisions of the agreement creating the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: KVHO11 Facility ID: 007520 If continuation sheet Page 118 of 148




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

PRINTED: 06/06/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

151526

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN HOSPICE

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE

520 S7TH ST
VINCENNES, IN 47591

00

X3) DATE SURVEY

COMPLETED
05/13/2014

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

L0O00711

potential to affect all of the hospice's 13
current patients (See L 714); by failing to
ensure a written agreement was in place
for the provision of general inpatient care
that specified the hospice would be
responsible for hospice orientation and
training and documentation of the
training creating the potential to affect all
of the hospice's 13 current patients (See L
715); and by failing to ensure a written
agreement was in place for the provision
of general inpatient care that specified the
method for verifying the requirements are
met creating the potential to affect all of
the hospice's 13 current patients (See L
716).

The cumulative effect of these systemic
problems resulted in the hospice being
found out of compliance with this
condition, 42 CFR 418.108 Short-term
Inpatient Care.

418.108(c)(1)

INPATIENT CARE PROVIDED UNDER
ARRANGEMENTS

If the hospice has an arrangement with a
facility to provide for short-term inpatient
care, the arrangement is described in a
written agreement, coordinated by the
hospice and at a minimum specifies-

(1) That the hospice supplies the inpatient
provider a copy of the patient's plan of care
and specifies the inpatient services to be
furnished;

Based on administrative record and

L000711

L711 On 05/22/2014 the Director

05/22/2014
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hospice policy review and interview, the of Hospice presented the CEO of
hospice failed to ensure a written GO,Od Samaritan Hospital a
. . written agreement to provide
agreement was in place for the provision inpatient hospice care, which he
of general inpatient care that specified the signed that day. The agreement
hospice would provide a copy of the specifies, among other things:
hospice plan of care and the inpatient hOSpfce will provide a copy orhe
. be furnished . h hospice plan of care, medical
services to be furnished creating the records, and the inpatient
potential to affect all of the hospice's 13 services to be furnished; the
current patients. inpatient provider has established
policies consistent with the
. . hospice's palliative protocols;
The findings include: specifications for clinical records
and a discharge summary; the
1. The hospice's administrative records hospital will identify an individual
failed to evidence a written agreement responsible for the .
th a hospital for th .. £ implementation of the provisions
with a .OSplt‘? or the pr0V1510r.1 0 of the agreement; hospice would
general inpatient care that specified the be responsible for hospice
hospice would furnish to the hospital a orientation and training and
copy of the patient's plan of care and documentation of the training;
dical hist and the method for verifying the
medical history. requirements of the agreement
are met.The Director of Hospice
2. The hospice director stated, on will maintain an active agreement
5-13-14 at 1:00 PM, "We provide general for the provision of inpatient care
inpatient t the hospital. We d ¢ at all times and will review the
inpatient care a . e hospital. . e do no agreement annually for
have a contract with the hospital. We do compliance.The Director of
have a contract with a hospital in Illinois Hospice will be responsible for
for our Illinois patients." monitoring these corrective
actions to ensure that this
. . deficiency is corrected and will
3. The hospice's 5/11 "Inpatient not recur.
Services" policy states, "General
inpatient level of care will be provided in
participating hospital . . . Hospice has a
contract with the facility defining the
roles of each provider in the Hospice
POC [plan of care] . . . Responsibility of
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Hospice: . . . Furnish to the hospital, at
the time of the patient's admission or as
soon as possible, a copy of the patient's
POC and medical history."
L000712 | 418.108(c)(2)
INPATIENT CARE PROVIDED UNDER
ARRANGEMENTS
[If the hospice has an arrangement with a
facility to provide for short-term inpatient
care, the arrangement is described in a
written agreement, coordinated by the
hospice and at a minimum specifies-]
(2) That the inpatient provider has
established patient care policies consistent
with those of the hospice and agrees to
abide by the palliative care protocols and
plan of care established by the hospice for
its patients;
Based on administrative record and L000712 L712 On 05/22/2014 the Director 05/22/2014
hospice policy review and interview, the of Hospice presented t'he CEO of
. . . Good Samaritan Hospital a
hospice failed to ensure a written written agreement to provide
agreement was in place for the provision inpatient hospice care, which he
of general inpatient care that specifies the signed that day. The agreement
the inpatient provider has established Spec'_f'es’ among other things:
.. . . . hospice will provide a copy of the
policies consistent with the hospice's hospice plan of care, medical
palliative protocols creating the potential records, and the inpatient
to affect all of the hospice's 13 current services to be furnished; the
patients. inpatient provider has established
policies consistent with the
' ' hospice's palliative protocols;
The findings include: specifications for clinical records
and a discharge summary; the
1. The hospice's administrative records hospital will identify an individual
failed 4 it ¢ responsible for the
a} ed to eVl. ence a wi ten.a.greemen implementation of the provisions
with a hospital for the provision of of the agreement; hospice would
general inpatient care that specified the be responsible for hospice
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inpatient provider has policies consistent orientation and training and
with hospice palliative protocols. documentation of the tr.a|.n|ng;
and the method for verifying the
requirements of the agreement
2. The hospice director stated, on are met.The Director of Hospice
5-13-14 at 1:00 PM, "We provide general will maintain an active agreement
inpatient care at the hospital. We do not for thg provision 9f |np§tlent care
. . at all times and will review the
have a contract with the hospital. We do agreement annually for
have a contract with a hospital in Illinois compliance.The Director of
for our Illinois patients." Hospice will be responsible for
monitoring these corrective
. " . actions to ensure that this
3. The hospice's 5/11 "Inpatient deficiency is corrected and will
Services" policy states, "General not recur.
inpatient level of care will be provided in
participating hospital . . . Hospice has a
contract with the facility defining the
roles of each provider in the Hospice
POC [plan of care]."
L0O00713 | 418.108(c)(3)
INPATIENT CARE PROVIDED UNDER
ARRANGEMENTS
[If the hospice has an arrangement with a
facility to provide for short-term inpatient
care, the arrangement is described in a
written agreement, coordinated by the
hospice and at a minimum specifies-]
(3) That the hospice patient's inpatient
clinical record includes a record of all
inpatient services furnished and events
regarding care that occurred at the facility;
that a copy of the discharge summary be
provided to the hospice at the time of
discharge; and that a copy of the inpatient
clinical record is available to the hospice at
the time of discharge;
Based on administrative record and L000713 L713 On 05/22/2014 the Director 05/22/2014
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hospice policy review and interview, the of Hospice presented the CEO of
hospice failed to ensure a written GO,Od Samaritan Hospital a
. . written agreement to provide
agreement was in place for the provision inpatient hospice care, which he
of general inpatient care that included signed that day. The agreement
specifications for clinical records and a specifies, among other things:
discharge summary creating the potential hOSpfce will provide a copy orhe
o 1l of the hospice's 13 hospice plan of care, medical
to ? ect all of the hospice's 15 current records, and the inpatient
patients. services to be furnished; the
inpatient provider has established
The findings include: policies consistent with the
’ hospice's palliative protocols;
) o ) specifications for clinical records
1. The hospice's administrative records and a discharge summary; the
failed to evidence a written agreement hospital will identify an individual
with a hospital for the provision of responsible for the .
1 . h ified th implementation of the provisions
fgener'a 1np?1t%ent care that spect }e the of the agreement; hospice would
inpatient clinical records would include a be responsible for hospice
record of all inpatient services furnished, orientation and training and
that a copy of the discharge summary documentation of the training;
1db Jable at the ti £ and the method for verifying the
W.ou ¢ avalla e.a F 1me o requirements of the agreement
discharge, and the inpatient record would are met.The Director of Hospice
be available to the hospice at the time of will maintain an active agreement
discharge. for the provision of inpatient care
at all times and will review the
) ) agreement annually for
2. The hospice director stated, on compliance.The Director of
5-13-14 at 1:00 PM, "We provide general Hospice will be responsible for
inpatient care at the hospital. We do not mczpltorltng these ‘;z"tefht_'ve
. . actions to ensure that this
have a contract w¥th the hos.pltefl. We d? deficiency is corrected and will
have a contract with a hospital in Illinois not recur.
for our Illinois patients."
3. The hospice's 5/11 "Inpatient
Services" policy states, "General
inpatient level of care will be provided in
participating hospital . . . Hospice has a
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contract with the facility defining the
roles of each provider in the Hospice
POC [plan of care]."
L0O00714 | 418.108(c)(4)
INPATIENT CARE PROVIDED UNDER
ARRANGEMENTS
[If the hospice has an arrangement with a
facility to provide for short-term inpatient
care, the arrangement is described in a
written agreement, coordinated by the
hospice and at a minimum specifies-]
(4) That the inpatient facility has identified an
individual within the facility who is
responsible for the implementation of the
provisions of the agreement;
Based on administrative record and L000714 L714 On 05/22/2014 the Director 05/22/2014
hospice policy review and interview, the of Hospice presented t'he CEO of
. . . Good Samaritan Hospital a
hospice failed to ensure a written written agreement to provide
agreement was in place for the provision inpatient hospice care, which he
of general inpatient care that specified the signed that day. The agreement
inpatient facility would identify an Spec'_f'es’ among other things:
ndividual ble for th hospice will provide a copy of the
individual responsible for the hospice plan of care, medical
implementation of the provisions of the records, and the inpatient
agreement creating the potential to affect services to be furnished; the
all of the hospice's 13 current patients. inpatient provider has established
policies consistent with the
' ' hospice's palliative protocols;
The findings include: specifications for clinical records
and a discharge summary; the
1. The hospice's administrative records hospital will identify an individual
failed 4 it ¢ responsible for the
a} ed to eVl. ence a wi ten.a.greemen implementation of the provisions
with a hospital for the provision of of the agreement; hospice would
general inpatient care that specified the be responsible for hospice
inpatient facility would identify an orientation and training and
L. . documentation of the training;
individual responsible for the
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implementation of the provisions of the and the method for verifying the
agreement. requirements gf the agreemept
are met.The Director of Hospice
will maintain an active agreement
2. The hospice director stated, on for the provision of inpatient care
5-13-14 at 1:00 PM, "We provide general at all times and will review the
inpatient care at the hospital. We do not agreement annual!y for
h th the hosital 4 compliance.The Director of
ave a contract with the hospital. We do Hospice will be responsible for
have a contract with a hospital in Illinois monitoring these corrective
for our Illinois patients." actions to ensure that this
deficiency is corrected and will
. . not recur.
3. The hospice's 5/11 "Inpatient
Services" policy states, "General
inpatient level of care will be provided in
participating hospital . . . Hospice has a
contract with the facility defining the
roles of each provider in the Hospice
POC [plan of care]."
L000715 | 418.108(c)(5)
INPATIENT CARE PROVIDED UNDER
ARRANGEMENTS
[If the hospice has an arrangement with a
facility to provide for short-term inpatient
care, the arrangement is described in a
written agreement, coordinated by the
hospice and at a minimum specifies-]
(5) That the hospice retains responsibility for
ensuring that the training of personnel who
will be providing the patient's care in the
inpatient facility has been provided and that
a description of the training and the names
of those giving the training is documented;
Based on administrative record and L000715 L715 On 05/22/2014 the Director 05/22/2014
hospice policy review and interview, the of Hospice presented t.he CEO of
X . X Good Samaritan Hospital a
hospice failed to ensure a written written agreement to provide
agreement was in place for the provision inpatient hospice care, which he
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of general inpatient care that specified the signed that day. The agreement
hospice would be responsible for hospice specn.ﬂes, among other things:
entati d traini d hospice will provide a copy of the
orientation and training an hospice plan of care, medical
documentation of the training creating records, and the inpatient
the potential to affect all of the hospice's services to be furnished; the
13 current patients inpatient provider has established
' policies consistent with the
) ) hospice's palliative protocols;
The findings include: specifications for clinical records
and a discharge summary; the
1. The hospice's administrative records hospital '\gll” ;der;:llfy an individual
. . . responsible for the
failed to evidence a written agreement implementation of the provisions
with a hospital for the provision of of the agreement; hospice would
general inpatient care that specified the be responsible for hospice
hospice would be responsible for hospice orientation and training and
. . d traini d documentation of the training;
orientation 2.1n faining 8..11. and the method for verifying the
documentation of the tI'all’lll’lg. requirements of the agreement
are met.The Director of Hospice
2. The hospice director stated, on will maintain an active agreement
. " . for the provision of inpatient care
.5'13'.14 at 1:00 PM, We. provide general at all times and will review the
inpatient care at the hospital. We do not agreement annually for
have a contract with the hospital. We do compliance.The Director of
have a contract with a hospital in Illinois Hospice will be responsible for
for our Illinois patients." monitoring these corrective
p ’ actions to ensure that this
deficiency is corrected and will
3. The hospice's 5/11 "Inpatient not recur.
Services" policy states, "General
inpatient level of care will be provided in
participating hospital . . . Hospice has a
contract with the facility defining the
roles of each provider in the Hospice
POC [plan of care] . . . Responsibility of
Hospice: . . . Provide appropriate hospice
care training to hospital personnel who
will be providing inpatient care to
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hospice patients."
L000716 | 418.108(c)(6)
INPATIENT CARE PROVIDED UNDER
ARRANGEMENTS
[If the hospice has an arrangement with a
facility to provide for short-term inpatient
care, the arrangement is described in a
written agreement, coordinated by the
hospice and at a minimum specifies-]
(6) A method for verifying that the
requirements in paragraphs(c)(1) through (c)
(5) of this section are met.
Based on administrative record and L000716 L716 On 05/22/2014 the Director 05/22/2014
hospice policy review and interview, the of Hospice presented t.he CEO of
. R X Good Samaritan Hospital a
hospice failed to ensure a written written agreement to provide
agreement was in place for the provision inpatient hospice care, which he
of general inpatient care that specified the signed that day. The agreement
method for verifying the requirements are Spec'_f'es’ among other things:
. h al o I of hospice will provide a copy of the
met creating the potential to attect all o hospice plan of care, medical
the hospice's 13 current patients. records, and the inpatient
services to be furnished; the
The findings include: inpatient provider has established
’ policies consistent with the
) o ) hospice's palliative protocols;
1. The hospice's administrative records specifications for clinical records
failed to evidence a written agreement and a discharge summary; the
with a hospital for the provision of hospital will identify an individual
li . h ified responsible for the
genera 1npat1§nt.care that SP.eCI leda implementation of the provisions
method of verifying the requirements of the agreement; hospice would
have been met. be responsible for hospice
orientation and training and
. . documentation of the training;
2. The hospice director stated,.on and the method for verifying the
5-13-14 at 1:00 PM, "We prOVIde general requirements of the agreement
inpatient care at the hospital. We do not are met.The Director of Hospice
have a contract with the hospital. We do will maintain an active agreement
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have a contract with a hospital in Illinois for the provision of inpatient care
for our Illinois patients." at all times and will review the
’ agreement annually for
compliance.The Director of
3. The hospice's 5/11 "Inpatient Hospice will be responsible for
Services" policy states, "General monitoring these corrective
inpatient level of care will be provided in aCtI.O.nS to ensure that this )
N . . deficiency is corrected and will
participating hospital . . . Hospice has a not recur.
contract with the facility defining the
roles of each provider in the Hospice
POC [plan of care]."
LO00759
Based on clinical record and hospice L000759 L759 On 05/21/2014 the Hospice 06/12/2014
policy review and interview, it was Patlgnt Care Coprdmator
. . . L provided education to staff on the
determined the hospice failed to maintain need to: maintain professional
compliance with this condition by failing management (core nursing
to maintain professional management services) responsibility for
responsibility for a patient's nursing care pat-u.ar.ﬂs in nursing )
. £ d . d of pati h facilities; consult with skilled
in 1 of 7 records reviewed of patients that nursing facility staff; ensure plans
were residents of skilled nursing facilities of care identify all care and
creating the potential to affect all of the services needed by the patient in
hospice's 7 current patients that are a skilled nursing facility and which
id £ skilled o faciliti S provider is responsible for
residents o s. 1 e nl.Jrsmg acilities ( c.ae providing the identified care;
L 762), by falllng to it had consulted with ensure plans of care reflect
skilled nursing facility (SNF) staff to participation by skilled nursing
establish and maintain plans of care in 7 facility staff, and ensure hospice
£7 d . d of pati h orientation and training has been
0 recqr § reviewed ot pa 1§nts that provided to skilled nursing facility
were residents of SNFs creating the staff. A plan was developed and
potential to affect all of the hospice's 7 presented to hospice staff that
current patients that are residents of SNFs gosp:ce pclﬁns oflczre ";’.'” be "
] . eveloped in collaboration wi
(See.L 773)’ by failing to ensure plans of skilled nursing facilities (as
care identified all care and services appropriate to the patient) and
needed by the patient and failed to that both the hospice and nursing
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specify which provider was responsible facility will reflect the same plan
in 7 of 7 records reviewed of patients that of care. On (_)5/21/ 2014 the ,
. . Hospice Patient Care Coordinator
were residents of SNFs creating the completed education with hospice
potential to affect all of the hospice's 7 nursing staff regarding the need
current patients that are residents (See L to educate skilled nursing facility
774); by failing to ensure plans of care staff regarding the professional
1 d cipation by skilled . management responsibility (core
re .e.cte pal‘tICIPatl.Ol’l Yy skilled nursing nursing services) of hospice staff
facility (SNF) staff in 7 of 7 records for a patient's nursing care and
reviewed of patients that were residents hospice philosophy
of SNFs creating the potential to affect and F)rlentatloq training. Hos.plce
11 of the hospice's 7 ¢ patients that nursing staff will in turn provide
all ot the hospice's / current patients tha this education to skilled nursing
are residents of SNFs (See L 775); and by staff by 06/12/2014.100% of
failing to ensure hospice orientation and patient charts will be audited
training had been provided to skilled :v?.ry :édayséby tg,e I-tlosince
. o . atient Care Coordinator to
nursmg fac.lhty (SNF) 'staff in 1 0f2.SNF ensure that plans of care are
staff interviewed creating the potential to coordinated with nursing facilities
affect all of the hospice's 7 current (as appropriate to the patient),
patients that residents of SNF (See L that all identified needs are
782 included on the plan of care, that
)- collaboration between hospice
and the nursing facility is evident
The cumulative effect of these systemic in the treatment plan, that
problems resulted in the hospice being responsibility for providing the
found out of compliance with this care identified in the plan of care
- P i is clearly delineated, and that
condition, 42 CFR 418.112 Hospices nursing facility staff are oriented
That Provide Hospice Care to Residents and trained in the hospice
of a SNF/NF or ICF/MR. philosophy. The Hospice Patient
Care Coordinator will be
responsible for monitoring these
corrective actions to ensure that
this deficiency is corrected and
will not recur.
L000762 | 418.112(b)
PROFESSIONAL MANAGEMENT
The hospice must assume responsibility for
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professional management of the resident's
hospice services provided, in accordance
with the hospice plan of care and the
hospice conditions of participation, and
make any arrangements necessary for
hospice-related inpatient care in a
participating Medicare/Medicaid facility
according to §418.100 and §418.108.
Based on clinical record and hospice L000762 L762 On 05/21/2014 the Hospice 05/21/2014
policy review and interview, the hospice Patlgnt Care Coprdmator
. L . provided education to staff on the
failed to maintain professional need to: maintain professional
management responsibility for a patient's management (core nursing
nursing care in 1 (#1) of 7 records services) responsibility for
reviewed of patients that were residents pat.ular.ﬂs in nursing )
£ skilled o faciliti . h facilities. consult with skilled
ot skilled nursing tacilitics creating the nursing facility staff; ensure plans
potential to affect all of the hospice's 7 of care identify all care and
current patients that are residents of services needed by the patient in
skilled nursing facilities. a Skll||ed .nursmg faghty and which
provider is responsible for
] ) providing the identified care;
The findings include ensure plans of care reflect
participation by skilled nursing
1. Clinical record number 1 included a fahg:llty St:ff; ar;d ensure hospice
.. philosophy an
physician order dated 4-23-14.that states, orientation training has been
"Cleanse open coccyx area [with] NS provided to skilled nursing facility
[normal saline]. Apply zinc oxide & staff. A plan was developed and
cover [with] foam drsg [dressing]. presented to hospice staff that
Ch 3d d hospice plans of care will be
[Change] e.very ays and prn [as developed in collaboration with
needed] soiled loose drsg." skilled nursing facilities (as
appropriate to the patient) and
A. The record included a skilled that both the hospice and nursing
. . facility will reflect the same plan
furse visit note date'd 4-23-14 that of care.100% of patient charts will
evidenced the dressing change had been be audited every 14 days by the
completed by the hospice nurse, Hospice Patient Care Coordinator
employee M. The record failed to to ensure that plans of care are
idence anv further dressing chan b coordinated with nursing facilities
cvidence any further dressing changes by (as appropriate to the patient),
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the hospice registered nurse. that all identified needs are
included on the plan of care, that
. . . collaboration between hospice
B. The skilled nursing facility (SNF) and the nursing facility is evident
record was reviewed during a home visit in the treatment plan, and that
to the patient on 5-9-14 at 10:35 AM. responsibility for providing the
The record evidenced the SNF nurse had Zagfefﬁngfé?ielgt?g :’;atzzgtf care
. i y deli
changed the dressing on 5_'1'14 and hospice maintains professional
5-4-14. The SNF record included a management responsibility for the
verbal order signed and dated by the SNF patient's nursing care.The
nurse on 5-8-14 that identified the wound Hospice Patient Care Coordinator
healed and the d . h will be responsible for monitoring
W_as ee'1 ed and the dressing change these corrective actions to ensure
discontinued. that this deficiency is corrected
and will not recur.
C. The record included an update to
the plan of care dated 5-9-14 that states,
"coccyx healed."
2. The patient care coordinator stated, on
5-8-14 at 11:20 AM, "The dressing
change was done every 3 days. The SNF
nurse does it. The hospice nurse does 1
time per week when she makes her visit
to assess the wound." The patient care
coordinator indicated the hospice was
responsible for the wound care.
3. The hospice's 08/05 "Hospice Patient
Residing in a Nursing Facility" policy
states, "The Good Samaritan Hospice
Team will maintain professional
management of services for the patient."
The hospice's 5/11 "Inpatient
Services" policy states, "Responsibility of
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Hospice: Retain professional
management for continuity of services . .
. All core services will be available and
provided directly by Hospice employees
and will not be delegated to the facility . .
. The facility staff may administer
prescribed therapies included in the plan
of care only to the extent that Hospice
would routinely utilize the patient's
family or caregiver to implement the plan
of care."
LO00773 | 418.112(d)
HOSPICE PLAN OF CARE
In accordance with §418.56, a written
hospice plan of care must be established
and maintained in consultation with SNF/NF
or ICF/MR representatives. All hospice care
provided must be in accordance with this
hospice plan of care.
Based on clinical record and hospice L000773 L773 On 05/21/2014 the Hospice 05/21/2014
policy review and interview, the hospice Patient Care Coordinator
. . . provided education to staff on the
failed to ensure it had consulted with need to: maintain professional
skilled nursing facility (SNF) staff to management (core nursing
establish and maintain plans of care in 7 services) responsibility for
(#s1,5,6,10,11,12, and 13) of 7 patients in nursing
d ) d of pati h facilities. consult with skilled
records reviewed of patients that were nursing facility staff; ensure plans
residents of SNFs creating the potential of care identify all care and
to affect all of the hospice's 7 current services needed by the patient in
patients that are residents of SNFs. a Sk',"ed nursing faqhty and which
provider is responsible for
) ) providing the identified care;
The findings include: ensure plans of care reflect
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participation by skilled nursing
1. Clinical record number 1 included a faqhty staff, and ensure hospice
philosophy and
plan of care dated 12-26-13 and updates orientation training has been
to the plan of care dated 3-28-14, provided to skilled nursing facility
4-11-14, 4-25-14, and 5-9-14. The plan staff. A plan was developed and
of care, and the updates, failed to E;‘Z?g;e;atﬁshgizfz stg:lffbt(t;at
. . . | Wi
evidence consultation with the SNF staff. developed in collaboration with
skilled nursing facilities (as
2. Clinical record number 5 included a appropriate to the patient) and
plan of care dated 4-15-14. The record tha't.both. the hospice and nursing
d dth tient had t ferred t facility will reflect the same plan
cevidenced the patient had transterred to a of care.100% of patient charts will
SNF on 5-1-14. The plan of care failed be audited every 14 days by the
to evidence consultation with SNF staff Hospice Patient Care Coordinator
when the patient transferred to the SNF. to ensure that plans of care are
coordinated with nursing facilities
o ) (as appropriate to the patient),
3. Clinical record number 6 included a that all identified needs are
plan of care dated 4-29-14 and an update included on the plan of care, that
to the plan of care dated 5-9-14. The collaboration between hospice
1 £ dth date. failed t and the nursing facility is evident
p gn ot care, an .e up .a ¢, lalled to in the treatment plan, and that
evidence consultation with SNF staff. responsibi”ty for providing the
care identified in the plan of care
4. Clinical record number 10 included a 'hs clearly dglirt\e.ated Scf’ that I
ospice maintains professiona
plan of care dated 10 12-29-13 and management responsibility for the
updates to the plan of care dated 3-28-14, patient's nursing care.The
4-11-14, and 4-25-14. The plan of care, Hospice Patient Care Coordinator
and the updates, failed to evidence will be responsible for monitoring
. . these corrective actions to ensure
consultation with SNF staff. that this deficiency is corrected
and will not recur.
5. Clinical record number 11 included a
plan of care dated 11-27-12. The record
evidenced the patient had transferred to a
SNF on 3-12-14. The plan of care, and
the updates on 3-14-14, 3-28-14, 4-11-14,
and 5-9-14, failed to evidence
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consultation with SNF staff.

6. Clinical record number 12 included a
plan of care dated 4-3-14 and updates
completed on 4-11-14, 4-25-14, and
5-9-14. The plan of care, and the
updates, failed to evidence consultation
with SNF staff.

7. Clinical record number 13 included a
plan of care dated 10-16-13 with updates
completed on 4-11-14, 4-25-14, and
509-14. The plan of care, and the
updates, failed to evidence consultation
with SNF staff.

8. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

9. The hospice's 08/05 "Hospice Patient
Residing in a Nursing Facility" policy
states, "The Good Samaritan Hospice
Team and the nursing facility team
coordinate this POC [plan of care], for
the nursing facility resident."

The hospice's 5/11 "Inpatient
Services" policy states, "A coordinated
Plan of Care will be developed and
agreed upon one POC for both providers .
.. The plan of care will reflect the
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participation of Hospice, the facility and
if possible, the patient."
L000774 | 418.112(d)(1)
HOSPICE PLAN OF CARE
The hospice plan of care must identify the
care and services that are needed and
specifically identify which provider is
responsible for performing the respective
functions that have been agreed upon and
included in the hospice plan of care.
Based on clinical record and skilled L000774 L774 On 05/21/2014 the Hospice 05/21/2014
nursing facility (SNF) documentation Patlgnt Care Cogrdlnator
. . ; . . provided education to staff on the
review, interview, and hospice policy need to: maintain professional
review, the hospice failed to ensure plans management (core nursing
of care identified all care and services services) responsibility for
needed by the patient and failed to patients in nursing )
. . . . facilities. consult with skilled
specify which provider was responsible nursing facility staff; ensure plans
in7(#s1,5,6,10, 11, 12, and 13) of 7 of care identify all care and
records reviewed of patients that were services needed by the patient in
residents of SNFs creating the potential a Sk',"ed nursing fa(f”'ty and which
. provider is responsible for
to affect all of the hospice's 7 current providing the identified care;
patients that are residents of SNFs. ensure plans of care reflect
participation by skilled nursing
The findings include: facility staff; and ensure hospice
philosophy andorientation training
has been provided to skilled
1. Clinical record number 1 included a nursing facility staff. A plan was
plan of care dated 12-26-13 and updates developed and presented to
to the plan of care dated 3-28-14, h;’Spice ST?: tr:jat h(l)spi%e'plans
of care will be developed in
4-11-14, 4-25-14, and 5-9-14. The plan collaboration with skilled nursing
of care, and the updates, failed to ldentlfy facilities (as appropriate to the
all services needed and which provider patient) and that both the hospice
would provide the services. The SNF and nursing facility will reflect the
. . same plan of care.100% of
care plan was obtained and reviewed. patient charts will be audited
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every 14 days by the Hospice
A. The hospice plan of care and the Patient Care Coordinator to
L. ensure that plans of care are
SNF care plan (updated 7-2-14) indicate coordinated with nursing facilities
alteration in nutrition, altered (as appropriate to the patient),
elimination, and self-care deficit are that all identified needs are
identified problems/needs. The hospice included on the plan of care, that
1 £ failed d collaboration between hospice
plan of care failed to evidence and the nursing facility is evident
coordination with the SNF to meet the in the treatment plan, and that
patient's identified needs and to responsibility for providing the
determine which provider was f:are |dent|f|9d in the plan of care
ible fi ine the patient is clearly delineated so that
responsible Tor ensuring the patient's hospice maintains professional
needs were met. management responsibility for the
patient's nursing care.The
B. The SNF care plan identifies the Hospice Patient Care Coordinator
ent has " d seborrhei will be responsible for monitoring
patlent. as sc.attere seborr .e.lc these corrective actions to ensure
keratosis", a history of hepatitis B, that this deficiency is corrected
impaired physical mobility, "dry eye: and will not recur.
introcular lens implant, impaired skin and
uses a Hoyer lift, and depression." The
hospice plan of care failed to mention the
needs identified by the SNF and failed to
evidence coordination with the SNF to
ensure the patient's identified needs were
met.
2. Clinical record number 5 included a
plan of care dated 4-15-14. The record
evidenced the patient had transferred to a
SNF on 5-1-14.
A. The hospice plan of care and the
SNF care plan (dated 5-1-14) identify
ADL deficit, alteration in circulation,
potential for injury related to falls,
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psychosocial needs, acute pain, cough,
alteration in oxygenation, and impaired
skin integrity as problems/needs. The
hospice plan of care failed to evidence
coordination with the SNF to ensure the
patient's needs were met and to determine
which provider was responsible for
ensuring the needs were met.

B. The SNF care plan (dated 5-1-14)
identified potential for infection,
constipation, alteration urinary
incontinence, potential for side effects
related to psychotropic drug use, and at
risk for inadequate sleep/rest as
problems/needs. The hospice plan of
care failed to evidence any mention of the
identified needs.

3. Clinical record number 6 included a
plan of care dated 4-29-14 and an update
to the plan of care dated 5-9-14.

A. The hospice plan of care and the
SNF care plan (updated 2-22-14) identify
cardiovascular disease, incontinent of
bowel and bladder, nutritional needs, and
altered skin integrity as problems/needs.
The hospice plan of care failed to
evidence coordination with the SNF to
ensure the patient's needs were met and
to determine which provider was
responsible for ensuring the needs were
met.
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B. The SNF care plan identified
interest and activities, seizure disorder,
resistive to care, hearing deficit, and
memory/recall problems. The hospice
plan of care failed to evidence any
mention of these identified needs.

4. Clinical record number 10 included a
plan of care dated 10 12-29-13 and
updates to the plan of care dated 3-28-14,
4-11-14 and 4-25-14.

A. The hospice plan of care and the
SNF care plan (dated 4-5-14) identify
potential for skin breakdown, high risk
for falls, altered nutrition and cardiac
status, and self-care deficit as
problems/needs. The hospice plan of
care failed to evidence coordination with
the SNF to ensure the patient's need were
met and to determine which provider was
responsible for ensuring the needs were
met.

B. The SNF care plan identified
potential for impaired vision,
communication issues, requires extensive
assistance with activities, obstructive
sleep apnea, and altered blood sugars .
The hospice plan of care failed to
evidence any mention of these identified
needs.
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5. Clinical record number 11 included a
plan of care dated 11-27-12. The record
evidenced the patient had transferred to a
SNF on 3-12-14. The plan of care
evidenced updates on 3-14-14, 3-28-14,
4-11-14, and 5-9-14.

A. The hospice plan of care and SNF
care plan (dated 3.27.14) identified needs
assistance with bathing, dressing,
hygiene, potential for falls, alteration in
comfort, altered nutrition, and altered
respiratory status, and that the patient has
a foley catheter. The hospice plan of care
failed to evidence coordination with the
SNF to ensure the patient's needs were
met and failed to determine which
provider was responsible for ensuring the
identified needs were met.

B. The SNF care plan dated 3-27-14
identified the need for assistance chair,
bed mobility, increased anxiousness,
weakness, and the preference to stay in
the room. The hospice failed to evidence
any mention of these identified needs.

6. Clinical record number 12 included a
plan of care dated 4-3-14 and updates
completed on 4-11-14, 4-25-14, and
5-9-14.

A. The hospice plan of care and the
SNF care plan (dated 5-5-14) identify
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self-care deficit, altered elimination, and
the presence of a foley catheter. The
hospice plan of care failed to evidence
coordination with the SNF to ensure the
patient's need were met and failed to
determine which provider was
responsible for ensuring the identified
needs were met.

B. The SNF care plan identified
attendance at activities, impaired physical
mobility, potential for hypo-
hyperglycemia, swallowing problems,
and open areas on the patient's right
buttock and stump. The hospice plan of
care failed to include any mention of
these identified needs.

7. Clinical record number 13 included a
plan of care dated 10-16-13 with updates
completed on 4-11-14, 4-25-14, and
509-14.

A. The hospice plan of care and the
facility care plan (dated 3-5-14) identify
the patient is incontinent of bowel and
bladder, needs assistance with dressing,
and needs assistance with mobility. The
hospice plan of care failed to evidence
coordination with the facility to ensure
the patient's needs were met and failed to
determine which provider was
responsible for ensuring the needs were
met.
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LO00775

B. The facility care plan identified the
need for medication administration, three
times per day blood sugar checks, and the
use of a wheelchair. The hospice plan of
care failed to evidence any mention of
these identified needs.

8. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

9. The hospice's 5/11 "Inpatient
Services" policy states, "The POC [plan
of care] will include the agreed upon
responsibility for each hospice and the
SNEF/NF."

418.112(d)(2)

HOSPICE PLAN OF CARE

The hospice plan of care reflects the
participation of the hospice, the SNF/NF or
ICF/MR, and the patient and family to the
extent possible.

Based on clinical record and hospice
policy review and interview, the hospice
failed to ensure plans of care reflected
participation by skilled nursing facility
(SNF) staffin 7 (#s 1, 5, 6, 10, 11, 12,
and 13) of 7 records reviewed of patients
that were residents of SNFs creating the

L000775

L775 On 05/21/2014 the Hospice
Patient Care Coordinator
provided education to staff on the
need to: maintain professional
management (core nursing
services) responsibility for
patients in nursing

facilities. consult with skilled
nursing facility staff; ensure plans

05/21/2014
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potential to affect all of the hospice's 7 of care identify all careand
current patients that are residents of services neec.ied by .the patient n
a skilled nursing facility and which
SNFs. provider is responsible for
providing the identified care;
The findings include: ensure plans of care reflect
participation by skilled nursing
.. . facility staff; and ensure hospice
1. Clinical record number 1 included a orientation and training has been
plan of care dated 12-26-13 and updates provided to skilled nursing facility
to the plan of care dated 3-28-14, staff. A plan was developed and
4-11-14, 4-25-14, and 5-9-14. The plan presented to hospice staff that
¢ ’ dth ’ d failed hospice plans of care will be
ot care, and the updates, 1ailed to developed in collaboration with
evidence consultation with the SNF staff. skilled nursing facilities (as
appropriate to the patient) and
2. Clinical record number 5 included a ]Eha.tll?oth.ltlhefros;pilk::e and nulrsmg
acility will reflect the same plan
plefn of care dateq 4-15-14. The record of care.100% of patient charts will
evidenced the patient had transferred to a be audited every 14 days by the
SNF on 5-1-14. The plan of care failed Hospice Patient Care Coordinator
to evidence consultation with SNF staff to e”;““: tgat.i)t:ans of cafre "’l"'te
. coordinated with nursing facilities
when the patient transferred to the SNF. (as appropriate to the patient),
that all identified needs are
3. Clinical record number 6 included a included on the plan of care, that
plan of care dated 4-29-14 and an update col(ljatt:}oratlon. betfwe.?? hOSp'_‘;e .
and the nursing facility is eviden
to the plan of care dated 5—9—14.. The in the treatment plan, and that
plan of care, and the update, failed to responsibility for providing the
evidence consultation with SNF staff. care identified in the plan of care
is clearly delineated so that
.. . hospice maintains professional
4. Clinical record number included a management responsibility for the
plan Of care dated 10 12‘29‘13 and patient's nurings care.The
updates to the plan of care dated 3-28-14, Hospice Patient Care Coordinator
4-11-14 and 4-25-14. The plan of care will be responsible for monitoring
. . these corrective actions to ensure
and the updates failed to evidence . . .
. ) that this deficiency is corrected
consultation with SNF staff. and will not recur.
5. Clinical record number 11 included a
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plan of care dated 11-27-12. The record
evidenced the patient had transferred to a
SNF on 3-12-14. The plan of care, and
the updates on 3-14-14, 3-28-14, 4-11-14,
and 5-9-14, failed to evidence
consultation with SNF staff.

6. Clinical record number 12 included a
plan of care dated 4-3-14 and updates
completed on 4-11-14, 4-25-14, and
5-9-14. The plan of care, and the
updates, failed to evidence consultation
with SNF staff.

7. Clinical record number 13 included a
plan of care dated 10-16-13 with updates
completed on 4-11-14, 4-25-14, and
509-14. The plan of care, and the
updates, failed to evidence consultation
with SNF staff.

8. The hospice director and the patient
care coordinator were unable to provide
any additional documentation and/or
information when asked on 5-13-14 at
10:00 AM.

9. The hospice's 08/05 "Hospice Patient
Residing in a Nursing Facility" policy
states, "The Good Samaritan Hospice
Team and the nursing facility team
coordinate this POC [plan of care], for
the nursing facility resident."
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The hospice's 5/11 "Inpatient
Services" policy states, "A coordinated
Plan of Care will be developed and
agreed upon one POC for both providers .
.. The plan of care will reflect the
participation of Hospice, the facility and
if possible, the patient."
L000782 | 418.112(f)
ORIENTATION AND TRAINING OF STAFF
Hospice staff must assure orientation of
SNF/NF or ICF/MR staff furnishing care to
hospice patients in the hospice philosophy,
including hospice policies and procedures
regarding methods of comfort, pain control,
symptom management, as well as principles
about death and dying, individual responses
to death, patient rights, appropriate forms,
and record keeping requirements.
Based on interview and review of hospice L000782 L782 On 05/21/2014 the Hospice 05/21/2014
policy, the hospice failed to ensure Patient Care Coor.dmat.or )
, . . L completed education with hospice
hosp.lce orlenta'ltlon and .trammg ‘had been nursing staff regarding the need
provided to skilled nursing facility (SNF) to educate skilled nursing facility
staffin 1 (SNF # 1) of 2 SNF staff staff regarding the professional
interviewed creating the potential to man.agemen.t responS|b|I|Fy (core
P 11 of the hospice' nursing services) of hospice staff
affect all of the hospice's 7 current for a patient's nursing care and
patients that are residents of SNFs. hospice philosophy and
orientation training. Hospice
The findings include: ngrsing staff will in t.urn proviFje
this education to skilled nursing
staff by 06/12/2014.100% of
1. During a home visit to patient number patient charts will be audited
1, on 5-9-14 at 10:35 AM, the licensed every 14 days by the Hospice
practical nurse (LPN) caring for the Patient Care Coordinator to
. he t; . . 4 Th ensure that plans of care are
patler?t at[ the tlm? was II.I'ECI'VICWG ) e coordinated with nursing facilities
LPN indicated this hospice had not
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provided any hospice orientation and/or (as appropriate to the patient),
training "to my knowledge.” Fhat all identified needs are
included on the plan of care, that
) . ] collaboration between hospice
2. The hospice's 08/05 "Hospice Patient and the nursing facility is evident
Residing in a Nursing Facility" policy in the treatment plan, that
states, "Good Samaritan Hospice will responsibility for providing the
(’1 . ¢ care identified in the plan of care
provide a continuing program o is clearly delineated, and that
in-services to all contracted nursing nursing facility staff are oriented
facilities." and trained in the hospice
philosophy. The Hospice Patient
Care Coordinator will be
M ' " :
The hospice's 5/11 "Inpatient responsible for monitoring these
Services" policy states, "Initial training corrective actions to ensure that
about the hospice program and this deficiency is corrected and
philosophy will be provided on an will not recur.
ongoing basis to the facility staff, patient,
and families."
L000795 | 418.114(d)(1)
CRIMINAL BACKGROUND CHECKS
The hospice must obtain a criminal
background check on all hospice employees
who have direct patient contact or access to
patient records. Hospice contracts must
require that all contracted entities obtain
criminal background checks on contracted
employees who have direct patient contact
or access to patient records.
Based on personnel file and Indiana Code L000795 L795 The hospice _ 06/12/2014
review and interview, the hospice failed program implemented a policy on
. . L 05/22/2014 whereby all new
to ensure it had obtained criminal employees will have a criminal
background checks from the Indiana background check completed
central repository on all hospice within 3 days of hire.
employees in 4 (files D, G, K, and M ) of Documentation of thg criminal
11 fil . dof | hired background check will be
1 files reviewed of employees hire maintained in the employees
since the last federal survey on 4-17-08. personnel file. All current
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employees without a criminal
The findings include: background check in their
) personnel file will have once
conducted and a copy placed in
1. IC 16-25-6-2(a) states, "A person who their file by 06/12/2014.100% of
owns or operated a hospice program shall employee personnel files will be
apply, not more than three (3) business audited by t_he Hospice Patient
d frer the d h ) Care Coordinator to ensure that
ays after t e. ate that a? emp 0}./ee or the files contain a documented
volunteer begins to provide hospice criminal background check for
services, for a copy of the employee's or each new employee within 3 days
volunteer's limited criminal history from of hlre.. The Pgtlent Care
he Indi 1 . f minal Coordinator will also ensure that
t 'e n 1'2ma centr'a repository for crimina all current employees have a
history information under IC 10-13-1. completed criminal background
(b) A hospice program may not employ check completed and on file by
an individual or allow a volunteer to 06/12/2014.The Hospice Patient
ide hospi . f h Care Coordinator will be
provide Osp.lce services .orm more t. an responsible for monitoring these
three (3) business days without applying corrective actions to ensure that
for that individual's or volunteer's limited this deficiency is corrected and
criminal history as required by subsection will not recur.
(a)."
2. Employee file D evidenced the
individual had been hired as the director
of the hospice on an unknown date. The
file failed to evidence the hospice had
applied for a copy of the individual's
limited criminal from the Indiana central
repository as required.
Employee D stated, on 5-13-13 at 1:35
PM, "No, I don't have one."
3. Employee file G evidenced the
individual had been hired on 4-2-12 to
provide spiritual care counseling services
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on behalf of the hospice. The file failed
to evidence the hospice had applied for a
copy of the individual's limited criminal
history from the Indiana central
repository as required.

4. Employee file K evidenced the
individual had been hired on 4-8-13 as
the patient care coordinator. The file
evidenced the hospice had applied for a
copy of the individual's limited criminal
history from the Indiana central
repository on 5-7-13, more than 3 days
after the individual had begun to provide
services on behalf of the hospice.

5. Employee file M evidenced the
individual had been hired on 12-5-12 to
provide nursing services on behalf of the
hospice. The file failed to evidence the
hospice had applied for a copy of the
individual's limited criminal history from
the Indiana central repository.

6. The office administrative person,
employee O, indicated, on 5-13-14 at
2:00 PM, files D, G, K, and M did not
include copies of the individuals' limited
criminal histories from the Indiana
central repository. The employee stated,
"HR told me we did not have to get them
from there anymore.
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