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L 000 | INITIAL COMMENTS L 000

An unannounced on-site complaint investigation
was conducted on 05/25/10 by the Division of
Licensing and Protection. Based on the
information gathered the following regulatory
violations were cited. - :
L 543 | 418.56(b) PLAN OF CARE

ID Tag Plan of Correction Comp
. . . Date
All hospice care and serv furnished t
P ces ished to L 543 Re-education of staff around timely 4/30/10

patients and their families must follow an .
individualized written plan of care established by order generation.
the hospice interdisciplinary group in collaboration . : . :
with the attending physician (if any), the patient or Dlrector of Ho§p|ce will review reports 4/23110
representative, and the primary caregiver in on a daily basis to ensure visits are

accordance with the patient's needs if any of assigned as scheduled.

them sovdesir e Director of Hospice will report 7/15/10
compliance of missed visit report at All
This STANDARD is not met as evidenced by: Management meetings at least
Based on record review and interview the quarterly. o
t Hospice failed to provide services according to -
the plan of care for 1 applicable client (Client #1).
Findings include:
. Lroreang, PO
1. Per review on 05/25/10 of the clinical records PoC atapd h“'\ &
for Client #1, a skilled nursing visit was not made o Loy
during the week of March 14-20 2010, The = \e“**&\ e/

physician order dated 02/26/10 directed nursing
staff to make skilled visits every other week to
assess safety, pain, cardio-pulmonary status and
end of life issues. Per review of the visit notes
and schedule, nursing made a visit on 03/03/10
and not again until 03/25/10 missing a week of
visits. Per interview on 05/25/10 at 4:15 PM the
Administrator confirmed the nurse failed to
provide services as according to the plan of care.
L 5656 | 418.56(e)(3) COORDINATION OF SERVICES L 556

mhe hospice must d;)LQIop and}r(a)ntain a

LABORATORY ECTOR'S OR PF‘?OVI RER/SLPPLI EPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/ Vy~— S + / [F1ca

Any f cner?/ statement ending v;tflw/ an a b:y{ *) denote§‘4 deficiency which the institution may be excused from correcting providing it is determined that

otherfsafegugrds provide sufficient protectior to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
followin 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 mg 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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L 556 | Continued From page 1 ‘ T —— R—
system of communication and integration, in
accordance with the hospice's own policies and | [ 556 Daily review of triage report by clinical 6/16/10
procedures, to-] _ _ manager or designee for follow-through
(3) Ensure that the care and services provided on each item as needed
are based on all assessments of the patient and ’
il . .
family needs. Audit of triage report by Hospice 6/16/10
| ' Director to ensure 100% compliance
This STANDARD is not met as evidenced by: with follow-up.
Based on record review and interview the Director of Hospice will report 7/15/10
Hospice Agency failed to maintain a system of compliance of missed visit report at Al
communication to ensure that care and services Management meetings at least
were provided for 1 applicable client. (Client #1) quarterly
Findings include: '
1. On 05/25/10 per record review and interview, - . I
P PCoC QCU.p\-té b—v\Sximch.@

Client #1's telephone call was not returned nor did
staff coordinate for follow-up. Per the telephone
log for weekend of March 20-21, 2010 the on-call
nurse wrote on 03/21/10, "please call (Client #1)
in (client's hometown) for resumption of care,
husband called and | could not understand his
message". Per review of case conference notes,
no telephone call nor a visit was made to the
family over the week-end or within the next few
days. Perinterview on 05/25/10 at 4:15 PM, the
Administrator confirmed that the expectation was
to call back the next business day and nursing
should've been notified or scheduled to make a
visit.
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