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L0000
This visit was for a hospice federal
recertification and state relicensure
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Survey Dates: 2/21-24/12
Facility #: 005127
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PHNS
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Total Home Visits-3
Total Record Review-11
Quality Review: Joyce Elder, MSN, BSN,
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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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L0522 418.54(a)
INITIAL ASSESSMENT
The hospice registered nurse must complete
an initial assessment within 48 hours after the
election of hospice care in accordance with
§418.24 is complete (unless the physician,
patient, or representative requests that the
initial assessment be completed in less than
48 hours.)
L0522 L 522 418.54 (a) INITIAL 04/13/2012
Based on clinical record and policy ASSES,SMI,ENT The Hosp|ce.
. . . Supervisor inserviced all nursing
rev¥ew, the hospice failed to ensure the staff members on 3-14-2012 on
registered nurse (RN) completed the the correct terminology to be
initial assessment for 8 of 8 (# 1, 2, 3, 4, used to describe assessment
5, 6, 7, and 9) active records reviewed funf:tlons at the ,adm'SS'F’“ ofa
. h ol f 1 . patient. Education provided
creating the potential to attect all patients included the differences between
of the agency. an initial and comprehensive
assessment, role of IDG
The findings include: members in each type of
assessment, content of each and
) time frames for each. The
1. Policy and procedures: nursing staff will immediately
begin to document whether,
A. The policy "Policy Number REG during the admission visit, an
en e m . ' initial assessment, a
C45 t1tle.d Comprehensive Assessment comprehensive assessment or
of the Patient" states, "1. The hospice both were completed. The
nurse makes an initial assessment visit to Hospice Supervisor is responsible
the patient/caregiver within forty eight for monitoring staff compliance
48) h fier th tient elects hospi with this expectation. To correct
(48) ) ours after the pa .1en elec S. ospice this deficit practice in any open
care in order to determine the patient's medical record, the Clinical
immediate care and support needs. 2. Director is responsible to assure
The comprehensive assessment of the that notation is made in every
IDG Tinterdiscinli . open EMR, including the records
[in erdisciplinary gr.0up] mo identified during the survey, of
consultation with the patient's attending the date/time that the
physician no later than five (5) calendar comprehensive assessment was
days after the patient elects the hospice completed. This task will be
completed by 3-30-12 Changes
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benefit. 3. The RN Case Manager
coordinates the comprehensive
assessment process and ensures that the
patient's physical, emotional,
psychosocial, spiritual and bereavement
needs are assessed. 4. Each member of
the IDG provides input into the
comprehensive assessment within the
scope of his/her practice and in
accordance with the needs and desires of
the patient. 5. Discipline-specific
assessment tools obtain accurate and
timely information that guide decisions
for the development of the patient's plan
of care. 6. The patient's comprehensive
assessment is updated at a minimum
every 15 days or more frequently if
needed by the patient. 7. The IDG treats
and prevents symptoms of the patient's
disease and/or comorbidity factors based
on findings in the comprehensive
assessment and reassessments."

B. The policy "Policy Number: REG.
C50" titled "Comprehensive
assessment-Content" states, "1. The
comprehensive assessment of the patient
consists of discipline-specific assessment
tools that address ... g. an initial
assessment of the bereavement needs of
the patient's family and other involved
individuals; 3. The IDG uses
information obtained from the
comprehensive assessment tools to

will be made to the assessment
screens of our electronic medical
record (EMR) to better distinguish
initial and comprehensive nursing
assessments by 4-13-2012. Staff
will also be educated on those
changes by that date. EMR
system terminology will be
changed to more closely reflect
the language used in the hospice
Condition of Participation
Guidelines. We will assure that
assessment screens for an initial
assessment include assessment
of immediate physical,
psychosocial, emotional and
spiritual status related to the
terminal illness and related
conditions. Also, we will assure
that the comprehensive
assessment includes all factors
listed in L524

Interpretive Guidelines. The
Hospice Supervisor is responsible
for working with a member of our
quality review staff to review our
EMR and make needed changes.
The Hospice supervisor is
responsible for holding the
nursing staff accountable to
correctly use the EMR screens.
Corrective actions will be
monitored by the hospice quality
review nurse to ensure that

the deficit does not recur. This
person reports audit results to the
Hospice Supervisor. Changes will
be made to the audit tool by
4-13-2012, in alignment with EMR
updates, to note use of initial or
comprehensive assessments by
the nursing staff, as well as date
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develop an effective plan of care with
interventions that address the identified
needs of the patient/caregivers."

C. The policy "Policy Number: REG.
C55" titled "Comprehensive
Assessment-Initial” states, "Policy
Statement: An initial assessment to
determine the patient's immediate care
and support needs is conducted by the
hospice nurse within 48 hours of the
patients election of hospice. ... 4. Based
on the patient's needs and findings from
the initial assessment, the hospice RN
coordinates disciplines that must
participate in the comprehensive
assessment of the patient within 5 days of
his or her election of hospice care."

D. The policy "Policy # 11" with an
"Effective Date: 12/02/2008 titled
"418.54 Condition of participation: Initial
and comprehensive assessment of the
patient. 418.54 (a) Standard: Initial
assessment." states, "Hospice of the
Wabash Valley registered nurse
completes an initial assessment within 48
hours after the election of hospice care [in
accordance with 418.24] is complete...."

2. Clinical record # 1, election date
2/13/12, evidenced an initial visit by a RN
on 2/13/12. The visit documentation
failed to identify if the visit was for an

the comprehensive assessment
is completed. Data collection will
begin with charts to be audited
from 4-13-2012

forward. The Hospice Supervisor
is responsible for assuring that
these chart audits are
reported/discussed at the monthly
QAPI meetings beginning with the
May meeting.
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initial assessment, a comprehensive
assessment, or both.

3. Clinical record # 2, election date
1/19/12, evidenced an initial visit by a RN
on 1/19/12. The visit documentation
failed to identify if the visit was for an
initial assessment, a comprehensive
assessment, or both.

4. Clinical record # 3, election date
10/4/11, evidenced an initial visit by a RN
on 10/4/11 and an initial visit by a social
worker on 10/5/11. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment,
or both.

5. Clinical record # 4, election date
1/23/12, evidenced an initial visit by a RN
on 1/23/12. The visit documentation
failed to identify if the visit was for an
initial assessment, a comprehensive
assessment, or both.

6. Clinical record # 5, election date
2/10/12, evidenced an initial visit by a RN
on 2/10/12 and an initial visit by a social
worker on 2/14/12. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment,
or both.

7. Clinical record # 6, election date
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1/25/12, evidenced an initial visit by a RN
on 1/25/12 and an initial visit by a social
worker on 1/27/12. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment
or both.

8. Clinical record # 7, election date
12/16/11, evidenced an initial visit by a
RN on 12/16/11. The visit documentation
failed to identify if the visit was for an
initial assessment, a comprehensive
assessment, or both.

9. Clinical record # 9, election date
2/13/12, evidenced an initial visit by a RN
on 2/13/12 and an initial visit by a social
worker on 2/16/12. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment,
or both.
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L0523 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.
L0523 L523 418.54 (B) TIMEFRAME 03/30/2012
Based on clinical record and policy FOR COMPLETION OF
. . . . . ASSESSMENT To assure that
review and interview, the hospice failed comprehensive assessments are
to ensure assessments were completed completed and documented
timely for 8 of 8 (#1, 2, 3,4, 5,6, 7 and timely, by 3-21-2012 the Hospice
9) active records reviewed creating the Supervisor will re-educate IDG
. members on the importance of
potential to affect all other assessments to and the policies for documenting
the patients of the agency. in the patient record regarding
the specific communication of
The findings include: Fhe IDG at the start of care. This
includes documentation of
) the determination of patient/family
1. Policy and procedures: needs and identification of
disciplines who are to visit the
A. The policy "Policy Number REG. patient within th_e_ﬂrst five days of
C45" titled "C hensive A care. Responsibility for
tit e. omprehensive ssess.ment documentation of IDG
of the Patient" states, "1. The hospice communication in the
nurse makes an initial assessment visit to patient's EMR rests with the RN.
the patient/caregiver within forty eight The Hospice Supervisor wil
48) h fier th tient elects hospi monitor open medical records
(48) ) ours after the pa .1en elec S. ospice to validate that this practice is
care in order to determine the patient's being followed. Corrective
immediate care and support needs. 2. actions will be monitored on an
The comprehensive assessment of the ongoing basis by the Hospice
IDG Tinterdiscipli . Quality Review nurse, who
[in C'I' 1s01.p nary gr.0up] m ' reports audit results to the
consultation with the patient's attending Hospice Supervisor. The hospice
physician no later than five (5) calendar medical record audit tool will be
days after the patient elects the hospice modified by 3-30-12 to include
specific criteria to track IDG
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benefit. 3. The RN Case Manager
coordinates the comprehensive
assessment process and ensures that the
patient's physical, emotional,
psychosocial, spiritual and bereavement
needs are assessed. 4. Each member of
the IDG provides input into the
comprehensive assessment within the
scope of his/her practice and in
accordance with the needs and desires of
the patient. 5. Discipline-specific
assessment tools obtain accurate and
timely information that guide decisions
for the development of the patient's plan
of care. 6. The patient's comprehensive
assessment is updated at a minimum
every 15 days or more frequently if
needed by the patient. 7. The IDG treats
and prevents symptoms of the patient's
disease and/or comorbidity factors based
on findings in the comprehensive
assessment and reassessments."

B. The policy "Policy Number: REG.
C50" titled "Comprehensive
assessment-Content" states, "1. The
comprehensive assessment of the patient
consists of discipline-specific assessment
tools that address ... g. an initial
assessment of the bereavement needs of
the patient's family and other involved
individuals; 3. The IDG uses
information obtained from the
comprehensive assessment tools to

communication in the first five
days of care, as well as date of
completion of the comprehensive
assessment. Itis the
responsibility of the Hospice
Supervisor to report audit

results at the monthly QAPI
meeting beginning with the May
meeting to allow for one month's
data collection. To correct this
deficit practice in any open
medical records, including those
identified during the survey, the
Clinical Director is responsible for
reviewing all open records

and making a notation in every
open EMR of the date/time the
comprehensive assessment was
completed. This task will be
completed by 3-30-12.
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develop an effective plan of care with
interventions that address the identified
needs of the patient/caregivers."

C. The policy "Policy Number: REG.
C55" titled "Comprehensive
Assessment-Initial" states, "Policy
Statement: An initial assessment to
determine the patient's immediate care
and support needs is conducted by the
hospice nurse within 48 hours of the
patients election of hospice. ... 4. Based
on the patient's needs and findings from
the initial assessment, the hospice RN
coordinates disciplines that must
participate in the comprehensive
assessment of the patient within 5 days of
his or her election of hospice care."

D. The policy "Policy # 12" with an
"Effective Date: 12/02/2008 titled
"418.54 Condition of participation:
Timeframe for completion of the
comprehensive assessment of the patient.
418.54 (b) Standard: Timeframe for
completion of the comprehensive
assessment" states, "Hospice of the
Wabash Valley IDT, [interdisciplinary
team] in consultation with the individual's
attending physician (if any), must
completes the comprehensive assessment
no later than 5 calendar days after the
election of hospice care in accordance
with 418.24."
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2. Clinical record # 1, election date
2/13/12, evidenced an initial visit by a RN
on 2/13/12. The visit documentation
failed to identify if the visit was for an
initial assessment, a comprehensive
assessment, or both.

3. Clinical record # 2, election date
1/19/12, evidenced an initial visit by a RN
on 1/19/12. The visit documentation
failed to identify if the visit was for an
initial assessment, a comprehensive
assessment, or both.

4. Clinical record # 3, election date
10/4/11, evidenced an initial visit by a RN
on 10/4/11 and an initial visit by a social
worker on 10/5/11. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment,
or both.

5. Clinical record # 4, election date
1/23/12, evidenced an initial visit by a RN
on 1/23/12. The visit documentation
failed to identify if the visit was for an
initial assessment, a comprehensive
assessment, or both. The visit
documentation failed to address the
patient's immediate psychosocial,
spiritual, or initial bereavement status.

The clinical record evidenced the first
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social worker visit on 2/03/12. The
documentation addressed the patients
psychosocial, spiritual, and bereavement
status 11 days after the election date.

6. Clinical record # 5, election date
2/10/12, evidenced an initial visit by a RN
on 2/10/12 and an initial visit by a social
worker on 2/14/12. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment,
or both.

7. Clinical record # 6, election date
1/25/12, evidenced an initial visit by a RN
on 1/25/12 and an initial visit by a social
worker on 1/27/12. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment,
or both.

8. Clinical record # 7, election date
12/16/11, evidenced an initial visit by a
RN on 12/16/11. The visit documentation
failed to identify if the visit was for an
initial assessment, a comprehensive
assessment, or both.

9. Clinical record # 9, election date
2/13/12, evidenced an initial visit by a RN
on 2/13/12 and an initial visit by a social
worker on 2/16/12. The visits failed to
identify if the visits were for an initial
assessment, a comprehensive assessment,
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or both.

10. On 02/24 /12 at 4:15 PM, the hospice

supervisor and the regulatory director

indicated the documentation did not

follow the agency policies.
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L0533 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 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.
L0533 L533 418.54(d) UPDATE OF 04/13/2012
. : COMPREHENSIVE
Bas'ed on cl%mcal r ecord and pc?llcy . ASSESSMENT To assure that
review and interview, the hospice failed an update to the comprehensive
to ensure the comprehensive assessment assessment is completed for all
was updated and included information on patients by the IDG no less
the patient's progress toward desired frequgntly than every .15 days, the
Hospice Supervisor will
outcomes as well as a reassessment of the re-educate the IDG on this
patient's response to care for 5 of 8 expectation and related agency
records reviewed of patients that received policies by 3-21-12. The RN case
services greater than 15 days. (#2, 3, 4, 6, manager IS rgspgnsble
for documenting in the IDG
and 7) clinical note no less frequently
than every 15 days that the
Findings include: comprehensive assessment has
been reviewed and updated and
. includes
1. Policy and procedures: all disciplines/treatments/services
currently involved in care, patient
A. The policy "Policy Number response to care, or any patient
REG.C45", titled "Comprehensive changes. If no Chf"lllﬁges't the R(;\‘
Assessment of the Patient" states, "6. The Zzzir:] :r?tatgeers;vrln el' eﬁhggg
patient's comprehensive assessment is clinical note is reviewed by all
updated at a minimum every 15 days or team members at the IDG team
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more frequently if needed by the patient." meeting. RN documentation will
reflect the IDG members who are
. . . present and will briefly synopsize
n n
B. The policy "Policy # 19" with an discussion and agreement with
"Effective Date: 12/02/2008" titled the plan of care, The EMR
"418.56 Condition of participation: will be modified under the
Interdisciplinary group, care planning, dlrect|op of the Hospice
L. ¢ . Supervisor to add a
and coordination of services. 418.56 (d) comprehensive 15th
Standard: Review of the plan of care" day assessment update for use
states, "Hospice of the Wabash Valley by the nursing staff to capture
IDT ... A revised plan of care includes this data. The EMR changes and
i o i h . dated staff education regarding the
n ormatlon- rom the patient's update changes will be completed by
comprehensive assessment and notes the 4-13-2012 under the responsibility
patient's progress toward outcomes and of the Hospice Supervisor.
goals specified in the plan of care." The§e corrective actions will be
monitored to ensure that the
o ) deficient practice does not
2. Clinical record # 2, election date recur. The Hospice medical
1/19/12, evidenced an initial plan of care record audit tool will be modified
(POC) dated 2/1/12. The record failed to to include specific criteria to
id dated t note whether the comprehensive
evidence an updated assessment. assessment update is
documented and reviewed at
3. Clinical record # 3, election date least every 15 days. Data
10/4/11, evidenced an updated POC dated ;0"?°t'°:l by the :°Sp'CenQua'g§;
. . eview Nurse, who reports audi
1/2/12. The record failed to evidence an results to the Hospice
updated assessment. Supervisor, will begin by
4-13-2012 for monthly reporting
4. Clinical record # 4, election date fr;‘ th,\j QAPI ntw.eetin_?hbeainni.ng at
. e May meeting. The Hospice
1/23/12, evidenced updated POC's dated y meeting ; P
] Supervisor is responsible for
2/1/12 and 2/15/12 The reCOI‘d falled to reporting/discussing
evidence an updated assessment. results.
5. Clinical record # 6, election date
1/25/12, evidenced updated POCs dated
2/1/12 and 2/15/12. The record failed to
evidence updated assessments.
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6. Clinical record # 7, election date
12/17/11, evidenced updated POCs dated
1/4/12, 1/18/12, 2/1/12, 2/15/12, and
2/23/12. The record failed to evidence
updated assessments.
7. On 2/24/12 at 4:30 PM, the hospice
supervisor indicated the updated
comprehensive assessment was not found
in the clinical record.
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