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This was a hospice federal recertification
& state re-licensure survey.

Survey Dates: 5-7-13, 5-8-13, 5-9-13,
5-13-13, and 5-14-13

Facility #: 009557
Medicaid Vendor #: 2003184204

Surveyors: Vicki Harmon, RN, PHNS
Team Leader
Dawn Snider, RN, PHNS

Living Waters Hospice Care, LLC, was
found to be out of compliance with
Condition of Participation 42 CFR 418.58
Quality Assessment and Performance
Improvement.

Quality Review: Joyce Elder, MSN, BSN,
RN
May 21, 2013
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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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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 L000531 L 531 The Hospice Administrator, 06/14/2013
policy review and interview, the hospice Susan Willis RN, has in-serviced
failed t the initial b ¢ and educated the Living Waters
ailed to ensure the 1nitial bereavemen . .
] A ) Hospice Staff regarding the
assessment identified the level of risk for federal regulations regarding the
complicated grief reactions in 11 (#s 1, 2, initial bereavement assessment
3,4,5,6,7,8,9,10,and 11) of 11 identifies the level of risk for
. . . complicated grief reactions and
records reviewed crefitlng the potential to that the level is documented
affect all of the hospice's 11 current appropriately. Additional
patients. in-services done on 5/29/2013
were provided to ensure that all
The findings include: staff r.e'sponsible for completion of
the initial bereavement
assessment were made aware of
1. Clinical record number 1 evidenced an the procedure for identifying the
initial bereavement assessment had been level of risk for complicated grief
completed on 4-16-12 as a part of the reaction in the electronic
oo . documentation system being
initial comprehensive assessment. The utilized by Living Waters Hospice
bereavement assessment failed to Care. Staff are now
evidence the level of risk for complicated documenting level of risk for
grief reactions had been identified. bereavgment per PO“Cy' Also
the policy was revised and
approved by the Governing Body
2. Clinical record number 2 evidenced an and the IDG to read as the
initial bereavement assessment had been questions are written in the
completed on 4-18-13 as a part of the documentation system on the
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initial comprehensive assessment. The bereavement assessment as
bereavement assessment failed to upon aqd|t it was noted that there
d he level of risk f . was an inconsistency between
evidence the level of risk for complicated the electronic levels of risk
grief reactions had been identified. classification and the policy REG
B15. The wording in our policy
3. Clinical record number 3 evidenced an and procedure manual has now
nitial b had b been updated and approved by
nitial bereavement assessment had been IDG to read as follows:
completed on 3-14-13 as a part of the Well-indicates low risk Fair-
initial comprehensive assessment. The indicates low risk
bereavement assessment failed to Doubtful-indicates moderate risk
. . . Badly-indicates high risk Very
ev.ldence tbe level of I‘lSk- for c.ornphcated badly- indicates high risk A
grief reactions had been identified. minimum of 10 patients or 10% of
current charts are audited
4. Clinical record number 4 evidenced an quarterly to ensure that the initial
initial b had b bereavement assessment
mnitial bereavement assessment had been includes the level of risk for
completed on 12-12-12 as a part of the complicated grief reaction. The
initial comprehensive assessment. The administrator, Susan Willis, RN is
bereavement assessment failed to r(.ats;()jo(r;sllcpl.e to ezsure thft this
. . . sited deficiency does not recur.
evidence the level of risk for complicated y
grief had been identified.
5. Clinical record number 5 evidenced an
initial bereavement assessment had been
competed on 4-17-13 as a part of the
initial comprehensive assessment. The
bereavement assessment failed to
evidence the level of risk for complicated
grief reactions had been identified.
6. Clinical record number 6 evidenced an
initial bereavement assessment had been
completed on 6-1-12 as a part of the
initial comprehensive assessment. The
bereavement assessment failed to
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evidence the level of risk for complicated
grief reactions had been identified.

7. Clinical record number 7 evidenced an
initial bereavement assessment had been
completed on 4-11-13 as a part of the
initial comprehensive assessment. The
bereavement assessment failed to
evidence the level of risk for complicated
grief reactions had been identified.

8. Clinical record number 8 evidenced an
initial bereavement assessment had been
completed on 4-24-13 as a part of the
initial comprehensive assessment. The
bereavement assessment failed to
evidence the level of risk for complicated
grief reactions had been identified.

9. Clinical record number 9 evidenced an
initial bereavement assessment had been
competed on 3-8-13 as a part of the initial
comprehensive assessment. The
bereavement assessment failed to
evidence the level of risk for complicated
grief reactions had been identified.

10. Clinical record number 10 evidenced
an initial bereavement assessment had
been completed on 3-18-13 as a part of
the initial comprehensive assessment.
The bereavement assessment failed to
evidence the level of risk for complicated
grief reactions had been identified.
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11. Clinical record number 11 evidenced
an initial bereavement assessment had
been completed on 10-13-11 as a part of
the initial comprehensive assessment.
The bereavement assessment failed to
evidence the level of risk for complicated
grief reactions had been identified.

12. The spiritual care counselor,
employee C, indicated, on 5-14-13 at 1:40
PM, the initial bereavement assessments
found in records numbered 1 through 11
did not identify the level of risk for
complicated grief reactions. The
employee stated, "Our computer words it
differently."

13. The hospice's undated "Bereavement
Risk Assessment" policy number
REG.BI1S5 states, "Each person designated
to receive bereavement services is
categorized according to level of risk for
complicated grief reactions and receives
appropriate interventions according to
identified need. The interventions
associated with the three levels of risk as
as follows: Low risk . .. Moderate risk . .
. High risk."
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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.
Based on clinical record and hospice L000533 L533 The hospice administrator, 06/14/2013
policy review and interview, the hospice Susan Willis,RN
failed to ensure comprehensive in-serviced/educated the IDG
members on 5/29/2013 regarding
assessments had been updated to reflect the updating of the
the patients' current conditions in 3 (#s 1, comprehensive assessment to
3, & 7) of 11 records reviewed creating consider any changes that have
the potential to affect all of the hospice's taken place since the |n|t|gl ,
) assessment, to reflect patients
11 current patients. current conditions, to include the
patient’s progress toward desired
The findings include: outcomes, as well as
reassessment of the patient’s
o . response to care, with the
1. Clinical record number 1 included potential to affect all hospice
updated comprehensive assessments dated patients. The administrator,
3-19-13, 4-2-13, 4-16-13, and 4-30-13. Susan Willis ensured that IDG
The updates failed to evidence the members were educated that the
. . assessment update must be
pastoral counselor or the medical social accomplished as frequently as
worker had assessed the patient's progress the condition of the patient
towards the desired outcome of requires, but no less than every
"Continued spiritual comfort, acceptance 15 days, to r?_ﬂeCt patients’
. o current condition, and changes
of death, and utilization of spiritual are reflected in the patient's
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resources" and "Patient will demonstrate updated plan of care. All
normal grief." The updates failed to disciplines are now updating the
d £th tient' comprehensive assessment to
evidence a reassessment of the patient's reflect the patients current
condition after learning the adult child did condition. To ensure that the
not want any further contact with the updates are accomplished on all
patient. patlenﬁs, an audit of a minimum of
10 patients or 10% of current
) ] charts will be done during each
A. The chaplain's portion of the quarter with specific attention to
3-19-13 updated comprehensive the spiritual and social worker
assessment states, "Pt's caregiver areas of thet Eomprehsnfl\(/jet
. . o assessment being updated to
1nc.hcated t-hat [the c.areglver] fhdnt have a reflect the patient's current
prior relationship with pt [patient]. [The condition. Staff has also been
caregiver] felt there would be helped by in-serviced on policy C-65
our added support. 12/3/12 Pastoral to Administrator, Susan Willis,RN
F/U [foll o if 1d will over see the audits to ensure
_ [follow-up] on pursuing if pt wou that this cited deficiency will not
like to contact/connect with [adult child] recur.
as preparation for end of life." The
medical social services (MSS) portion of
the updated comprehensive assessment
states, "Hospice pastor assisted pt to write
letter to [adult child] previously - [adult
child] informed hospice not to contact
[the adult child] again and stated does not
want contact with pt."
B. The chaplain's portion of the
4-2-13 updated comprehensive
assessment states, "Pt's caregiver
indicated that [the caregiver] didn't have a
prior relationship with pt [patient]. [The
caregiver| felt there would be helped by
our added support. 12/3/12 Pastoral to
F/U [follow-up] on pursuing if pt would
like to contact/connect with [adult child]
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as preparation for end of life." The
medical social services (MSS) portion of
the updated comprehensive assessment
states, "Hospice pastor assisted pt to write
letter to [adult child] previously - [adult
child] informed hospice not to contact
[the adult child] again and stated does not
want contact with pt."

C. The chaplain's portion of the
4-16-13 updated comprehensive
assessment states, "Pt's caregiver
indicated that [the caregiver] didn't have a
prior relationship with pt [patient]. [The
caregiver] felt there would be helped by
our added support. 12/3/12 Pastoral to
F/U [follow-up] on pursuing if pt would
like to contact/connect with [adult child]
as preparation for end of life." The
medical social services (MSS) portion of
the updated comprehensive assessment
states, "Hospice pastor assisted pt to write
letter to [adult child] previously - [adult
child] informed hospice not to contact
[the adult child] again and stated does not
want contact with pt."

D. The chaplain's portion of the
4-30-13 updated comprehensive
assessment states, "Pt's caregiver
indicated that [the caregiver] didn't have a
prior relationship with pt [patient]. [The
caregiver] felt there would be helped by
our added support. 12/3/12 Pastoral to
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F/U [follow-up] on pursuing if pt would
like to contact/connect with [adult child]
as preparation for end of life." The
medical social services (MSS) portion of
the updated comprehensive assessment
states, "Hospice pastor assisted pt to write
letter to [adult child] previously - [adult
child] informed hospice not to contact
[the adult child] again and stated does not
want contact with pt."

2. Clinical record number 3 evidenced an
initial spiritual assessment dated 3-14-13
that states, "Spiritual Issues to Address:
added support to provide strength to the
pt and [the patient's] family throughout
the dying process. Comments: Pt is
strong in faith yet desired added support
and fellowship. [The patient] does have
pastors come to visit in [the patient's]
home."

A. The record included updated
comprehensive assessments dated
3-19-13,4-2-13, 4-16-13, and 4-30-13.
The updates failed to evidence the
pastoral counselor had re-assessed the
patient's spiritual needs or had ascertained
the patient's progress towards the desired
goal of "Continued spiritual comfort,
acceptance of death, and utilization of
spiritual resources."

B. The spiritual care counselor,
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employee C, was unable to provide any
additional documentation and/or
information when asked on 5-14-13 at
1:40 PM. The spiritual care counselor
indicated any updates to the assessment
would be documented in the interventions
that were listed in the updated
comprehensive assessment.

3. Clinical record number 7 evidenced an
initial spiritual assessment dated 4-15-13
that states "Spiritual Issues to Address:
Added spiritual support due to pt lack of
attending her church. Comments: Pt's
[adult child] said [the patient] may not
allow a visit, yet [adult child] request an
attempt."

A. The record included updated
comprehensive assessments dated 4-16-13
and 4-30-13. The updates failed to
evidence the pastoral counselor had
re-assessed the spiritual needs or had
ascertained the patient's progress towards
the desired goal of "Continued spiritual
comfort, acceptance of death, and
utilization of spiritual resources."

B. The spiritual care counselor,
employee C, was unable to provide any
additional documentation and/or
information when asked on 5-14-13 at
1:40 PM. The spiritual care counselor
indicated any updates to the assessment
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would be documented in the interventions
that were listed in the updated
comprehensive assessment.

4. The hospice's undated
"Comprehensive Assessment - Updates"
policy number REG.C65 states, "A
patient's progress toward desired
outcomes and response to care is
reassessed as often as required by the
patient's condition but no less frequently
than every 15 days."

5. The hospice's undated "Spiritual Care
Services" policy number REG.S20 states,
"The patient/caregiver's spiritual needs
are reassessed every 15 days and changes
are reflected in the patient's updated plan
of care."
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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
palliation.
Based on clinical record and hospice L000534 L534 The Hospice Administrator, 06/14/2013
policy review and interview, the hospice Susan Willis, RN, has in-serviced
failed to ensure comprehensive IDG members and staff on
] 5/29/2013, educating IDG
assessments included data elements to be members and staff on identifying
collected and measured in the same way and retrieving specific data
for all patients in 11 (#s 1 through 11 ) of elements for selected outcome
11 records reviewed creating the potential measures to ensure initial
. g p comprehensive assessments and
to affect all of the hospice's 11 current subsequent comprehensive
patients. assessments include individual
data elements that are collected
. . . and measured in the same way
The findings include: for all patients; with education to
include but not limited to use of
1. Clinical record number 1 evidenced an documenting system. Staff
initial comprehensive assessment had educated to utilize data areas in
been completed on 4-16-12. The the same way in documenting
. . . . system. These data elements will
assessment failed to evidence identifiable then be incorporated into the
data elements had been incorporated into comprehensive assessment and
the assessment. used to provide individualized
care planning, coordination of
. . care for each patient and to be
2. Clinical record number 2 evidenced an used in the QAP program.
initial comprehensive assessment had Policy number REG C 55 and
been Completed on 4-18-13. The REG C 65, Initial Comprehensive
assessment failed to evidence identifiable Assessment and Comprghgnswe
. . Assessment Updates policies
data elements had been incorporated into have been updated, revised, and
the assessment. approved by the governing board
and IDG team to identify the
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3. Clinical record number 3 evidenced an method by which hospice RN and
initial comprehensive assessment had IDG will documept appro.prlately
b ] 14-1 h to ensure collection of this data
een completed on 3-14-13. The in the same way through an initial
assessment failed to evidence identifiable comprehensive assessment and
data elements had been incorporated into ongoing reassessment of patients
the assessment needs. All staff are now
' documenting in such a way that
o . data can be identified and
4. Clinical record number 4 evidenced an retrieved in a consistent manner
initial comprehensive assessment had for all patients for selected
been completed on 12-12-12. The gutcome measures, .to be, N
failed d dentifiabl incorporated into patient's initial
assessment failed to CVI. ence identi 1-a e comprehensive assessment to be
data elements had been incorporated into completed on admission with full
the assessment. assessment of body systems.
Based on patient's needs and
.. . findings from the initial
5 Chmcal record Tlumber 5 evidenced an assessment, the hospice RN
initial comprehensive assessment had coordinates and designates
been competed on 4-17-13. The disciplines that must participate in
assessment failed to evidence identifiable the comprehensive assessment
data el ts had b . ted int of the patient. Ongoing
ata clements had been ncorporated into reassessments to include a full
the assessment. body assessment will be done at
a minimum of once weekly to
6. Clinical record number 6 evidenced an address patient/caregiver's
nitial h . t had status, needs, response to care,
initial comprehensive assessment ha and to direct the care plan. The
been completed on 6-1-12. The care plan to address and identify
assessment failed to evidence identifiable any new problems and ongoing
data elements had been incorporated into assessments. A minimum of 10
th ¢ or 10% of current patient charts
¢ assessment. will be audited during each
quarter to ensure that identifiable
7. Clinical record number 7 evidenced an data elements are retrieved and
initial compressive assessment had been meda§ured in atsﬁs.tetmatlc way
and incorporated into
completed on 4-11-13. The assessment P .
i ) ) ) assessments for all patients.
failed to evidence identifiable data Administrator, Susan Willis,RN, is
elements had been incorporated into the responsible for overseeing the
assessment. monitoring of chart audits to
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8. Clinical record number 8 evidenced an
initial comprehensive assessment had
been completed on 4-24-13. The
assessment failed to evidence identifiable
data had been incorporated into the
assessment.

9. Clinical record number 9 evidenced an
initial comprehensive assessment had
been competed on 3-8-13. The
assessment failed to evidence identifiable
data elements had been incorporated into
the assessment.

10. Clinical record number 10 evidenced
an initial comprehensive assessment had
been completed on 3-18-13. The
assessment failed to evidence identifiable
data elements had been incorporated into
the assessment.

11. Clinical record number 11 evidenced
an initial comprehensive assessment had
been completed on 10-13-11. The
assessment failed to evidence identifiable
data elements had been incorporated into
the assessment.

12. The administrator, employee L, was
unable to provide any additional
documentation and/or information when
asked on 5-14-13 at 10:30 AM.

ensure that this deficiency does
not recur.
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13. The hospice's undated
"Comprehensive Assessment - Patient
Outcome Measures" policy number
REG.C60 states, "The comprehensive
assessment includes data elements that
allow for the measurement of patient
outcomes. Members of the IDG
document data elements that measure
patient outcomes in the same manner for
each patient . . . The data elements related
to selected outcome measures are an
integral part of the comprehensive
assessment and reassessment tools and are
documented in a systematic and
retrievable manner for each patient."
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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 Administrator, 06/14/2013
policy review and interview, the hospice Susan Willis, RN, has in-serviced
failed to ensure comprehensive IDG members and staff on
] 5/29/2013, educating IDG
assessments included data elements that members and staff on identifying
had been documented in a systematic and and retrieving specific data
retrievable way for all patients in 11 (#s 1 elements for selected outcome
through 11 ) of 11 records reviewed measures to.ensure initial
) . comprehensive assessments and
creating the potential to affect all of the subsequent comprehensive
hospice's 11 current patients. assessments include individual
data elements that are collected
. . . and measured in the same way
The findings include: for all patients; with education to
include but not limited to use of
1. Clinical record number 1 evidenced an documenting system. Staff
initial comprehensive assessment had educated to utilize data areas in
been completed on 4-16-12. The the same way in documenting
. . . . system. These data elements will
assessment failed to evidence identifiable then be incorporated into the
and retrievable data elements had been comprehensive assessment and
incorporated into the assessment. used to provide individualized
care planning, coordination of
L . care for each patient and to be
2. Clinical record number 2 evidenced an used in the QAPI program.
initial comprehensive assessment had Policy number REG C 55 and
been Completed on 4-18-13. The REG C 65, Initial Comprehensive
assessment failed to evidence identifiable Assessment and Comprghgnswe
. Assessment Updates policies
and retrievable data elements had been have been updated, revised, and
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incorporated into the assessment. approved by the governing board
and IDG team to identify the
.. . method by which hospice RN and
3. Clinical record number 3 evidenced an IDG will document appropriately
initial comprehensive assessment had to ensure collection of this data
been completed on 3-14-13. The in the same way through an initial
assessment failed to evidence identifiable comprehenswe assessment gnd
d evable d 1 had b ongoing reassessment of patients
and retrievable data elements had been needs. All staff are now
incorporated into the assessment. documenting in such a way that
data can be identified and
4. Clinical record number 4 evidenced an retrieved na consistent manner
nitial hensi had for all patients for selected
initial comprehensive assessment ha outcome measures 1o be
been completed on 12-12-12. The incorporated for each patient's
assessment failed to evidence identifiable initial comprehensive assessment
and retrievable data elements had been to be completed on admission
. ted into th " with full assessment of body
incorporated into the assessment. systems. Based on patient's
needs and findings from the initial
5. Clinical record number 5 evidenced an assessment, the hospice RN
initial comprehensive assessment had gpor.dlllnatesiharld deilgn?ttle.s o
isciplines that must participate in
been compete'd on 4-17.-13. T'he . the comprehensive assessment
assessment failed to evidence identifiable of the patient. Ongoing
and retrievable data elements had been reassessments to include a full
incorporated into the assessment. body assessment will be done at
a minimum of once weekly to
o ] address patient/caregiver's
6. Clinical record number 6 evidenced an status, needs, response to care,
initial comprehensive assessment had and to direct the care plan. The
been completed on 6-1-12. The care plan to address and identify
. . . . any new problems and ongoin
assessment failed to evidence identifiable ynewp nd ongoing
] assessments. A minimum of 10
retrievable data elements had been or 10% of current patient charts
incorporated into the assessment. will be audited during each
quarter to ensure that identifiable
.. . data elements are retrieved and
7. Clinical record number 7 evidenced an . .
o . measured in a systematic way
initial compressive assessment had been and incorporated into
completed on 4-11-13. The assessment assessments for all patients.
failed to evidence identifiable and Administrator, Susan Willis,RN, is
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retrievable data elements had been
incorporated into the assessment.

8. Clinical record number 8 evidenced an
initial comprehensive assessment had
been completed on 4-24-13. The
assessment failed to evidence identifiable
and retrievable data elements had been
incorporated into the assessment.

9. Clinical record number 9 evidenced an
initial comprehensive assessment had
been competed on 3-8-13. The
assessment failed to evidence identifiable
and retrievable data elements had been
incorporated into the assessment.

10. Clinical record number 10 evidenced
an initial comprehensive assessment had
been completed on 3-18-13. The
assessment failed to evidence identifiable
and retrievable data elements had been
incorporated into the assessment.

11. Clinical record number 11 evidenced
an initial comprehensive assessment had
been completed on 10-13-11. The
assessment failed to evidence identifiable
and retrievable data elements had been
incorporated into the assessment.

12. The administrator, employee L, was
unable to provide any additional
documentation and/or information when

responsible for overseeing the
monitoring chart audits to ensure
that this deficiency does not
recur.
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asked on 5-14-13 at 10:30 AM.

13. The hospice's undated
"Comprehensive Assessment - Patient
Outcome Measures" policy number
REG.C60 states, "The comprehensive
assessment includes data elements that
allow for the measurement of patient
outcomes. Members of the IDG
document data elements that measure
patient outcomes in the same manner for
each patient . . . The data elements related
to selected outcome measures are an
integral part of the comprehensive
assessment and reassessment tools and are
documented in a systematic and
retrievable manner for each patient."
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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:]
(3) Measurable outcomes anticipated from
implementing and coordinating the plan of
care.
Based on clinical record and hospice L000548 L548 The hospice administrator, 06/14/2013
policy review and interview, the hospice Susan Willis RN, in-serviced the
. . IDG team on 5/29/2013 regarding
failed to ensure plans of care included .
. plans of care to include all
measurable goals and outcomes in 11 (#s services necessary for the
1 through 11) of 11 records reviewed palliation and management of the
creating the potential to affect all of the terminal iliness and related
h - . conditions-that the outcomes
ospice's 11 current patients.
must be measurable and
anticipated from implementation
The findings include: and coordination of the plan of
care. The plan of care includes
1. Clinical records numbered 1 through all Services necessary for the
) palliation and management of the
11 included computer generated plans of terminal illness and related
care established by the interdisciplinary conditions including the following :
group (IDG). The plans of care included measurable outcomes anticipated
the same non-specific goals and outcomes from |mplfament|ng and
. . coordinating the plan of care. All
for each identified problem. The plans of current patient charts have been
care failed to evidence the outcomes were reviewed, and plans of care have
individualized to the patient and were been appropriately updated by
specific enough to be measured. IDG team to ensure that current
plans of care include measurable
goals and outcomes specific to
A. Clinical record number 1 included each pt. The plans of care were
a plan of care established by the IDG for individualized to each pt and
the benefit period 4-11-13 to 6-9-13. The goals/gutcomes were made to be
. . . specific enough to be
plan of care identified multiple problems measurable. To ensure
to be addressed by the IDG. The continued compliance ata
identified problems and expected minimum 10 patient 10% of
outcomes included the following: charts will be audited each
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1.) "Adjustment to Long-Term
Care" with the expected outcome of
"Patient will adjust to long term care
facility to extent possible."

2.) "Affirmation of Present
Spiritual Comfort, Acceptance of Death,
and Utilization of Spiritual Resources"
with the expected outcome "Continued
spiritual comfort, acceptance of death,
and utilization of spiritual resources."

3.) incontinence, laxative use to
prevent constipation with the expected
outcome "Patient will achieve and
maintain regular bowel elimination and
skin integrity."

4.) cardiac and circulatory function
and fluid volume alteration with the
expected outcome "Patient will maintain
adequate cardiac/circulatory and fluid
volume as long as possible."

5.) confusion/disorientation with
the expected outcome "Promote optimal
patient orientation."

6.) normal grief process with the
expected outcome "Patient will

demonstrate normal grief process."

7.) risk for dehydration and weight

quarter so that deficiency does
not recur. The administrator,
Susan Willis,RN is responsible for
over-site that this cited deficiency
does not recur.
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loss with the expected outcome "Patient
will maintain optimal nutrition and
hydration."

8.) decline in activities of daily
living with the expected outcome "PCG
[patient's caregiver] / Family will
understand and deliver care needed to
maintain patient safety and comfortably at
home."

9.) patient unable to live
independently with the expected outcome
"SNF STAFF/PCG will understand and
deliver care needed to maintain patient
safely and comfortable at home."

10.) occasional episodes of pain to
lower extremities per patient with the
expected outcome "Patient will achieve
and maintain optimal physical comfort."

11.) skin integrity with the
expected outcome "Patient will achieve
and maintain optimal skin integrity as
disease progresses."

12.) history of UTI, incontinence
with the expected outcome "Patient will
maintain optimal urinary elimination
patterns and comfort."

B. Clinical record number 2 included
a plan of care established by the IDG for
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the benefit period 4-18-13 to 7-16-13.
The plan of care identified multiple
problems to be addressed by the IDG.
The identified problems and expected
outcomes included the following:

1.) history of interstitial lung
disease with the expected outcome
"Patient will achieve optimal breathing
patterns, airway patency, and comfort."

2.) history of constipation,
incontinence with the expected outcome
"Patient will achieve and maintain regular
bowel elimination and skin integrity."

3.) cardiac and acute renal failure
with the expected outcome "Patient will
maintain adequate cardiac/circulatory
function and fluid volume as long as
possible."

4.) confusion and disorientation
with the expected outcome "Promote
optimal patient orientation."

5.) recent weight loss with
aspiration risk and poor appetite with the
expected outcome "Patient will maintain
optimal nutrition and hydration."

6.) physical comfort alteration with
the expected outcome "Patient will
achieve and maintain optimal physical
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comfort."

7.) skin/membrane integrity with
the expected outcome "Patient will
achieve and maintain optimal skin
integrity as disease progresses."

8.) urinary elimination and
incontinence with the expected outcome
"Patient will maintain optimal urinary
elimination patterns and comfort."

C. Clinical record number 3 included
a plan of care established by the IDG for
the benefit period 3-14-13 to 6-11-13.
The plan of care identified multiple
problems to be addressed by the IDG.
The identified problems and expected
outcomes included the following:

1.) risk for injury related to falls
with the expected outcome "Promote
optimal patient safety and prevention of

injury."

2.) confusion and disorientation
with the expected outcome "Promote
optimal patient orientation."

3.) nutrition/hydration with the
expected outcome "Patient will maintain

optimal nutrition and hydration."

4.) patient activity mobility with
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the expected outcome "PCG/Family will
understand and deliver care needed to
maintain patient safety and comfortably at
home."

5.) physical comfort alteration-pain
in knees with the expected outcome
"Patient will achieve and maintain
optimal physical comfort."

6.) sleep patterns with the expected
outcome "Patient and PCG will achieve
optimal sleep/rest patterns."

7.) urinary elimination with the
expected outcome "Patient will maintain
optimal urinary elimination patterns and
comfort."

D. Clinical record # 4 included a plan
of care established by the IDG for the
benefit period 3/12/13 to 6/9/13. The plan
of care identified multiple problems to be
addressed by the IDG. The identified
problems and expected outcomes
included the following:

1.) Airway and Breathing with the
expected outcome "Patient will achieve
optimal breathing patterns."

2.) Anxiety with the expected
outcome "Patient will have no anxiety 1/t
end of life issues."
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3.) Atrisk for injury R/T Falls
with the expected outcome "Promote
optimal patient safety and prevention

injury."

4.) Infection with the expected
outcome "Patients [sic] infection process
will be contained. Comfort will be
promoted. Further infection prevented."

5.) Normal Grief Process with the
expected outcome "facilitate [sic] normal
grief process."

6.) Nutrition and Hydration with
the expected outcome "Patient will
maintain optimal nutrition and hydration."

7.) Patient Activity Mobility with
the expected outcome "coordination [sic]
declining of upper extremities, declining
activity tolerance, fatigue. PCG/Family
will understand and deliver care need to
maintain patient safety."

8.) Physical Comfort Alteration
with the expected outcome "Patient will
achieve and maintain optimal physical
comfort."

E. Clinical record number 5 included
a plan of care established by the IDG for
the benefit period 4-17-13 to 7-15-13.

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

ZHT111 Facility ID:

009557 If continuation sheet

Page 26 of 99




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

PRINTED: 06/05/2013
FORM APPROVED
OMB NO. 0938-0391

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

151565

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIVING WATERS HOSPICE CARE LLC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

2425 HWY 41 N STE 130
EVANSVILLE, IN 47711

00

X3) DATE SURVEY

COMPLETED
05/14/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

The plan of care identified multiple
problems to be addressed by the IDG.
The identified problems and expected
outcomes included the following:

1.) airway and breathing patterns
related to COPD with the expected
outcome "Patient will achieve optimal
breathing patterns, airway patency, and
comfort."

2.) atrisk for injury related to falls
with the expected outcome "Promote
optimal patient safety and prevention of
injury."

3.) history of constipation, poor
hydration/nutrition with the expected
outcome "Patient will achieve and
maintain regular bowel elimination and
skin integrity."

4.) history of atrial fibrillation,
hypertension, and valve disease with the
expected outcome "Patient will maintain
adequate cardiac/circulatory function and
fluid volume as long as possible."

5.) confusion/disorientation with
the expected outcome "Promote optimal
patient orientation."

6.) risk for infection with the
expected outcome "Patients [sic] infection
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process will be contained; comfort will be
promoted; further infection prevented."

7.) nutrition/hydration with the
expected outcome "Patient will maintain
optimal nutrition and hydration."

8.) unsteady gait, frequent falls,
declining self care deficit with the
expected outcome "PCG/Family will
understand and deliver care needed to
maintain patient safety and comfortably at
home."

9.) skin/membrane integrity with
the expected outcome "Patient will
achieve and maintain optimal skin
integrity as disease progresses."

F. Clinical record number 6 included
a plan of care established by the IDG for
the benefit period 3-27-13 to 6-4-12 The
plan of care identified multiple problems
to be addressed by the IDG. The
identified problems and expected
outcomes included the following:

1.) Affirmation of Present Spiritual
Comfort, Acceptance of Death, and
Utilization of Spiritual Resources"with
the expected outcome "Continued
spiritual comfort, acceptance of death,
and utilization of spiritual resources."
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2.) altered airway and breathing
patterns related to shortness of breath
with speech, increased respiratory
secretions with the expected outcome
"Patient will achieve optimal breathing
patterns, airway patency, and comfort."

3.) atrisk for injury related to falls
with the expected outcome "Promote
optimal patient safety and prevention of

injury."

4.) bowel elimination with the
expected outcome "Patient will achieve
and maintain regular bowel elimination
and skin integrity."

5.) altered cardiac and circulatory
function and fluid volume alteration with
the expected outcome "Patient will
maintain adequate cardiac/circulatory
function and fluid volume as long as
possible."

6.) difficulty with finances with the
expected outcome "Explore community
resources available to patient."

7.) infection with the expected
outcome "Comfort will be promoted.
Further infection will be prevented."

8.) nutrition/hydration related to
dysphasia, loss of muscle mass with the
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expected outcome "patient will maintain
optimal nutrition/hydration."

9.) immobility, history of falls,
caregiver unable to provide all personal
care with the expected outcome
"PCG/Family will understand and deliver
care needed to maintain patient safety and
comfortably at home."

10.) muscle cramping, twitching,
tingling with the expected outcome
"Patient will achieve and maintain
optimal physical comfort."

11.) potential for caregiver
problem with the expected outcome
"Caregiver will provide care to extent
possible."

12.) refusal of hospice chaplain
visits with the expected outcome "Patient
knows chaplain is available for spiritual
care."

13.) risk for potential deficit due to
immobility, decreased sensation to
extremities with the expected outcome
"Patient will achieve and maintain
optimal skin integrity as disease
progresses."

G. Clinical record number 7 included
a plan of care established by the IDG for
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the benefit period 4-11-13 to 7-9-13. The
plan of care identified multiple problems
to be addressed by the IDG. The
identified problems and expected
outcomes included the following:

1.) at risk for injury related to falls
with the expected outcome "Promote
optimal patient safety and prevention of

injury."

2.) history of arrhythmia, syncope,
pacemaker placement, hypertension with
the expected outcome "Patient will
maintain adequate cardiac/circulatory
function and fluid volume as long as
possible."

3.) confusion/disorientation with
the expected outcome "Promote optimal
patient orientation."

4.) infection related to potential for
urinary tract infection related to
incontinence with the expected outcome
"Patients [sic] infection process will be
contained; Comfort will be promoted:
Further infection prevented."

5.) patient living independently
with progressing dementia with the
expected outcome "Patient will remain
safe and free of any injuries."
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6.) nutrition/hydration related to
very poor appetite, poor nutritional intake
with the expected outcome "Patient will
maintain optimal nutrition and hydration."

7.) declining activity tolerance,
fatigue, self care deficit with the expected
outcome "PCG/Family will understand
and deliver care needed to maintain
patient safety and comfortably at home."

8.) chronic pain to right hip, new
onset pain to right shoulder with the
expected outcome "Patient will achieve
and maintain optimal physical comfort."

9.) urinary elimination with the
expected outcome "Patient will maintain
optimal urinary elimination patterns and
comfort."

H. Clinical record number 8 included
a plan of care established by the IDG for
the benefit period 4-24-13 to 7-22-13.
The plan of care identified multiple
problems to be addressed by the IDG.
The identified problems and expected
outcomes included the following:

The plan of care identified
cardiac/circulatory function and fluid
volume alteration,
communication/sensory functioning,
dying process, knowledge deficit,
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nutrition/hydration, patient activity
mobility, physical comfort alteration,
skin/membrane integrity, and urinary
elimination as problems to be addressed.
The plan failed to evidence any expected
outcome for these identified problems.

I. Clinical record number 9 included a
plan of care established by the IDG for
the benefit period 3-8-13 to 6-5-13. The
plan of care identified multiple problems
to be addressed by the IDG. The
identified problems and expected
outcomes included the following:

1.) airway and breathing patterns
with the expected outcome "Patient will
achieve optimal breathing patterns,
airway patency, and comfort."

2.) atrisk for injury related to falls
with the expected outcome "Promote
optimal safety and prevention of injury."

3.) cardiac/circulatory function and
fluid volume alteration with the expected
outcome "Patient will maintain adequate
cardiac/circulatory function and fluid
volume as long as possible."

4.) confusion/disorientation related
to forgetfulness, occasional episodes of
confusion with the expected outcome
"Promote optimal patient orientation."
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5.) knowledge deficit related to
patient/caregiver unaware of safety needs,
overestimation of patient abilities to care
for self with the expected outcome
"Patient/PCG will have sufficient
knowledge to safely provide care."

6.) impaired gait, decline in
mobility with the expected outcome
"PCG/Family will understand and deliver
care needed to maintain patient safety and
comfortably at home."

7.) physical comfort alteration
related to chronic back pain with the
expected outcome "Patient will achieve
and maintain optimal physical comfort."

8.) urinary elimination with the
expected outcome "Patient will maintain
optimal urinary elimination patterns and
comfort."

J. Clinical record # 10 included a plan
of care established by the IDG for the
benefit period 3/18/13 to 5/16/13. The
plan of care identified multiple problems
to be addressed by the IDG. The
identified problems and expected
outcomes included the following:

1.) Affirmation of Present Spiritual
Comfort, Acceptance of Death, and
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Utilization of Spiritual Resources with the
expected outcome of "Continues spiritual
comfort, acceptance of death, and
utilization of spiritual resources."

2.) Airway and Breathing with the
expected outcome "Patient will achieve
optimal breathing patterns, airway
potency, and comfort."

3.) Bowel Elimination with the
expected outcome " Patient will achieve
and maintain regular bowel elimination
and skin integrity."

4.) Cardiac/Circulatory Function
and Fluid Volume Alteration with the
expected outcome "Patient will maintain
adequate cardiac/circulatory function and
fluid volume as long as possible."

5.) Nutrition / Hydration with the
expected outcome "Patient will maintain
optimal nutrition and hydration."

6.) Patient Activity Mobility with
the expected outcome "PCG/Family will
understand deliver care needed to
maintain patient safety and comfortably at
home."

7.) Physical Comfort Alteration
with the expected outcome "Patient will
achieve and maintain optimal physical
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comfort."

8.) Skin/ Membrane Integrity with
the expected outcome "Patient will
achieve and maintain optimal skin
integrity as disease progresses."

K. Clinical record # 11 included a plan
of care established by the IDG for the
benefit period 4/5/13 to 6/3/13. The plan
of care identified multiple problems to be
addressed by the IDG. The identified
problems and expected outcomes
included the following:

1.) Affirmation of Present
Spiritual Comfort, Acceptance of Death,
and Utilization of Spiritual Resources
with the expected outcome "Continued
spiritual comfort, acceptance of death,
and utilization of spiritual resources."

2.) Airway and Breathing Patterns
with the expected outcome "patient[sic]
will achieve optimal breathing patterns,
airway potency and comfort."

3.) At Risk for injury R/T Falls
with the expected outcome " Promote
optimal patient safety and prevention of

injury."

4.) Bowel elimination with the
expected outcome "Patient will achieve
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and maintain regular bowel elimination
and skin integrity."

5.) Cardiac/Circulatory Function
and Fluid Volume Alteration with the
expected outcome ""Patient will maintain
adequate cardiac/circulatory function and
fluid volume as long as possible."

6.) Communication/Sensory
Functioning with the expected outcome
"Promote optimal patient orientation and
communication abilities."

7.) Infection with the expected
outcome "Pt's infection process will be
contained, comfort promoted."

8.) Nutrition/Hydration with the
expected outcome "Patient will maintain
optimal nutrition and hydration."

9.) Patient Activity Mobility with
the expected outcome "PCG/Family will
understand and deliver care needed to
maintain patient safety and comfortably at
home."

10.) Physical Comfort Alteration
with the expected outcome "Patient will
achieve and maintain optimal physical
comfort."

11.) Skin/Membrane Integrity with
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the expected outcome "Patient will
achieve and maintain optimal skin
integrity as disease progresses."

12.) Urinary Elimination with the
expected outcome "Patient will maintain
optimal urinary elimination patterns and
comfort."

2. The administrator, employee L,
indicated, on 5-14-13 at 10:00 AM, the
expected outcomes found on the plans of
care in records numbered 1 through 11
were not measurable and had not been
individualized for each patient.

3. The hospice's undated "Plan of Care -
Content" policy number REG.P30 states,
"The plan of care includes, but is not
limited to: . . . measurable outcomes
anticipated from implementing and
coordinating the plan of care."

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

EventID: ZHT111 Facility ID:

009557 If continuation sheet

Page 38 of 99




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

PRINTED: 06/05/2013
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
i\, BUILDING
151565 L WING 05/14/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2425 HWY 41 N STE 130
LIVING WATERS HOSPICE CARE LLC EVANSVILLE, IN 47711
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (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
LO00559 | 418.58
QUALITY ASSESSMENT &
PERFORMANCE IMPROVEMENT
Based on document review and interview, L000559 L559 The hospice administrator, 06/14/2013
the hospice failed to maintain compliance Susan Willis RN, and President,
with the quality assessment and Steven Claspell reviewed our
qualtity , QAPI program with NHPCO Vice
performance improvement requirements President of Resources/QAPI,
creating the potential to affect all hospice Carol Spence, who provided
patients. valuable training and insight
about our program, we utilized
. . that insight to reorganize our
The findings include: QAPI program to better
implement and maintain an
1. The hospice failed to ensure the effective, ongoing, hospice-wide,
. data driven quality assessment
quality assessment and performance .
. . and performance improvement
improvement (QAPI) program involved program. The governing body,
all hospice services, focused on indicators IDG team, and QAPI team were
related to improved palliative outcomes, in-serviced on 05/29/13 regarding
and took actions to demonstrate NHPCO Quality Prpgram and )
. . . Standards of Practice for Hospice
improvement in hospice performance Care and NHPCO Quick Guide to
with the potential to affect all hospice Quality Assessment/Performance
patients. (See L 560). Improvement. The QAPI team
conducted a 360 self assessment
. . from the NHPCO website to help
2. The hospice failed to ensure the QAPI identify hospice wide areas
program showed measurable potential for improvement
improvement in indicators with the focused on indicators related to
potential to affect all hospice patients. improved pallllatwe outcomes to
1 demonstrate improvement in
(See L 561). hospice performance that would
affect all hospice patients. An
3. The hospice failed to ensure the QAPI agency wide program has been
program analyzed quality indicators and |mple.mented. that involves all ,
neluded ad . th th hospice services.  The hospice
nclu ? adverse patient eyents Wlt the governing body directed the QAPI
potential to affect all hospice patients. team to conduct a PIP centered
(See L 562). around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
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4. The hospice failed to ensure the QAPI found opportunities for
data collected monitored the effectiveness improvement. The QAP team
. . has implemented a new format of
and safety of services and quality of care PIP's which now includes an AIM
and identified opportunities and priorities statement which will delineate
for improvement with the potential to goals to be reached,
affect all hospice patients. (See L 564). fjoc':umentatlon regarding how
indicator was chosen, and plan
for action after PIP timeline
5. The hospice failed to ensure the QAPI completed that would show
program activities focused on high risk, measurable improvements that
high volume, or problem prone areas with hag the potentlgllaffect all hospice
h ol P 11 hospi . patients. In addition, the QAPI
the potential to attect all hospice patients. program will analyze quality
( See L 566). indicators and include adverse
patient events, with data collected
6. The hospice failed to ensure the to be monltored for the
tiviti idered incid effectiveness and safety of
program activities 001?51 ere ! 1nc1. enc§, services and quality of care and
prevalence, and severity of high risk, high identify opportunities and
volume, or problem prone areas with the priorities for improvement. The
potential to affect all hospice patients. program activities will focus on
See L 567 high risk, high volume, or problem
(See )- prone areas and will consider
incidence, prevalence, and
7. The hospice failed to ensure the QAPI severity of high risk, high volume,
program activities affected palliative or problem prone areas, affected
" tient saf d litv of palliative outcomes, patient
ou comes, patien sa- ety, and quality o safety, quality of care and tracked
care Wlth the pOtentlal to affeCt all adverse events. These adverse
hospice patients. (See L 568). events will be analyzed for their
causes and preventative actions
. . will be implemented with
8. The hospice failed to ensure the QAPI P .
mechanisms that include
program tracked adverse events, analyzed feedback and learning throughout
their causes, and implemented the hospice, including taking
preventative actions and mechanisms that ?Ct'fns fo:ilmr;[]ovemer;.t a”dt
included feedback and learning implementing those actlons fo
. ' . ensure improvements are
throughout the hospice with the potential sustained. The QAPI team will
to affect all hospice patients. ( See L evaluate performance
569). improvement projects, document
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the reason for conducting the
9. The hospice failed to ensure the QAPI QAPI projects and measurable
. . . progress achieved on these
program included taking actions for projects. The governing body will
improvement and implementing those evaluate the QAPI program
actions to ensure improvements are including improvement action,
sustained with the potential to affect all and wil evaluatg for effectiveness
. . annually, at a minimum or more
hospice patients. (See L 570). often as warranted, as required
by the QAPI project with the
10. The hospice failed to ensure the potential to affect all hospice
QAPI program evaluated performance patie.nt.s. Susan Willis,
. . . . Administrator, RN, Steven
improvement projects with the potential Claspell, President, and the
to affect all hospice patients. (See L 571). governing body, will be
responsible to ensure that this
11. The hospice failed to document the deficiency is corrected and will
reason for conducting the QAPI projects not recur.
and the measurable progress achieved on
these projects with the potential to affect
all hospice patients. ( See L 573).
12. The hospice failed to ensure the
governing body evaluated the QAPI
program annually with the potential to
affect all hospice patients. ( See L 574).
13. The governing body failed to ensure
the QAPI program included improvement
actions, and they were evaluated for
effectiveness with the potential to affect
all hospice patients. ( See L 575).
The cumulative effect of these systemic
problems resulted in the hospice being
found out of compliance with this
Condition of Participation 42 CFR 418.58
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Quality Assessment and Performance
Improvement.
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L000560 | 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.
L000560 L560 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
. . . Steven Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program involved Carol Spence, who provided
all hospice services, focused on indicators valuable training and insight
. . about our program, we utilized
related to improved palliative outcomes, o .
. that insight to reorganize our
and took actions to demonstrate QAPI program to better
improvement in hospice performance implement and maintain an
with the potential to affect all hospice effective, ongoing, hospice-wide,
. data driven quality assessment
patients. g
and performance improvement
program. The governing body,
Findings: IDG team, and QAPI team were
in-serviced on 05/29/13 regarding
p . NHPCO Quality Program and
1. Review of the hospice's QAPI program
. . P Q . prog Standards of Practice for Hospice
failed to evidence the program involved Care and NHPCO Quick Guide to
all hospice services, focused on indicators Quality Assessment/Performance
related to improved palliative outcomes, Improvement. The QAPI team
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and took actions to demonstrate conducted a 360 self assessment
improvement in hospice performance. from the NHI,DCO website to help
identify hospice wide areas
potential for improvement
The indicators identified for 2012 focused on indicators related to
included monitoring of weight and MAC improved palliative outcomes to
(acronym meaning unknown) done :emgnstrat: mprover;er:t n q
. ospice performance that wou
monthly, Home health aide care plan affect all hospice patients. An
followed, Comfortable dying assessment, agency wide program has been
Infection control URIs (Upper implemented that involves all
Respiratory Infection), UTIs (Urinary hosplcg set;wgesd.. tTZet:osc‘)):;
. governing body directed the
Tract (Infe-ctlon) felated. to cathete.r, team to conduct a PIP centered
Contact with family/patient care giver around patient and family care by
done routinely, IDG (Interdisciplinary monitoring the Family Evaluation
Group) invitation/update sent and ?f HZSp'Ce ft)ar('at.Sur];veys and
. . ound opportunities for
recelved.prlor t.o IDG, IDG Notes sent improvement. The QAPI team
and received within 2 days, Number of has implemented a new format of
referrals to admissions, and Chaplain PIP's which now includes an AIM
needs provided. None of these indicators statclerr:er:)t Wh'Cthgl delineate
. ) goals to be reached,
were monitored for more .than 6 months; documentation regarding how
8 of them were only monitored for 3 indicator was chosen, and plan
months. None of the indicators included for action after PIP timeline
a plan or any actions to demonstrate Completetc)iI that would sh(:wth t
. . . measurable improvements tha
improvement in hospice p -erformanc.e. has the potential affect all hospice
There was no documentation regarding patients. In addition, the QAPI
how these indicators were chosen nor was program will analyze quality
there any documentation that the goal was indicators and include adverse
reached patient events, with data collected
cached. to be monitored for the
effectiveness and safety of
2.0n 5/8/13 at 5:10 PM, employee F, the services and quality of care and
QAPI nurse, indicated there was no |d.ent.[[f.y o?pqnunltles a”dt H
further documentation to evidence priorries for Improvement. The
. . . program activities will focus on
improvement in the hospice performance. high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
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severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body, will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000561 | 418.58(a)(1)
PROGRAM SCOPE
(1) The program must at least be capable of
showing measurable improvement in
indicators related to improved palliative
outcomes and hospice services.
L000561 L561 The hospice administrator, 06/14/2013
Based on document review and interview, g;‘sa” V(\éilllis RE" and Prgsident,
. . . even Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program showed Carol Spence, who provided
measurable improvement in indicators valuable training and insight
with the potential to affect all hospice about our program, we utilized
. that insight to reorganize our
patients. QAPI program to better
implement and maintain an
Findings: effective, ongoing, hospice-wide,
data driven quality assessment
. . and performance improvement
1. Review of the hospice's QAPI program program. The governing body,
failed to evidence the program involved IDG team, and QAPI team were
all hospice services, focused on indicators L‘:Peggfg 0? 05:429/ 13 regac:ding
. e uality Program an
related to 1m.proved palliative outcomes, Standards of Practice for Hospice
and took actions to demonstrate Care and NHPCO Quick Guide to
improvement in hospice performance. Quality Assessment/Performance
Improvement. The QAPI team
The indicators identified for 2012 conducted a 360 self a§sessment
. L . from the NHPCO website to help
included monitoring of weight and MAC identify hospice wide areas
(acronym meaning unknown) done potential for improvement
monthly’ Home health aide care plan focused on indicators related to
followed, Comfortable dying assessment, improved palllla’uve outcomgs to
. . demonstrate improvement in
Infection control URIs (upper respiratory hospice performance that would
infections), UTIs (urinary tract infections) affect all hospice patients. An
related to catheter, Contact with agency wide program has been
family/patient care giver done routinely, |mpIe'mented. that involves all ,
. .. hospice services.  The hospice
IDG (interdisciplinary group) governing body directed the QAPI
invitation/update sent and received prior team to conduct a PIP centered
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to IDG, IDG Notes sent and received around patient and family care by
within 2 days, Number of referrals to monitori.ng the Family Evaluation
.. . . of Hospice Care Surveys and
admissions, and Chaplain needs provided. found opportunities for
None of these indicators were monitored improvement. The QAPI team
for more than 6 months; 8 of them were has implemented a new format of
only monitored for 3 months. None of the PIP's which now mplude; an AlM
.o . . statement which will delineate
indicators included a plan or any actions goals to be reached,
to demonstrate improvement in hospice documentation regarding how
performance. There was no indicator was chosen, and plan
documentation of improvement in any of for action after PIP timeline
. completed that would show
the indicators. measurable improvements that
has the potential affect all hospice
2.0n 5/8/13 at 5:10 PM, employee F, the patients. In addition, the QAPI
QAPI nurse, indicated there was no program will analyze quality
. . indicators and include adverse
further documentation to evidence patient events, with data collected
improvement in the hospice performance. to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
implementing those actions to
ensure improvements are
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sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body, will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000562 | 418.58(a)(2)
PROGRAM SCOPE
(2) The hospice must measure, analyze, and
track quality indicators, including adverse
patient events, and other aspects of
performance that enable the hospice to
assess processes of care, hospice services,
and operations.
L000562 L562 The hospice administrator, 06/14/2013
Based on document review and interview, g;‘sa” V(\éilllis RE" and Prgsident,
. . . even Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program analyzed Carol Spence, who provided
quality indicators and included adverse valuable training and insight
patient events with the potential to affect abogt our program, we utilized
] . that insight to reorganize our
all hospice patients. QAPI program to better
implement and maintain an
Findings: effective, ongoing, hospice-wide,
data driven quality assessment
. . and performance improvement
1. Review of the hospice's QAPI program program. The governing body,
failed to evidence the program analyzed IDG team, and QAPI team were
quality indicators and included adverse L‘:Peggfg 0? 05:429/ 13 regac:ding
. uality Program an
patient events. Standards of Practice for Hospice
Care and NHPCO Quick Guide to
The indicators identified for 2012 Quality Assessment/Performance
included monitoring of weight and MAC Improvement. The QAPI team
(acronym meaning unknown) done conducted a 360 self a§sessment
. from the NHPCO website to help
monthly, Home health aide care plan identify hospice wide areas
followed, Comfortable dying assessment, potential for improvement
Infection control URIs (upper respiratory focused on indicators related to
infections), UTIs (urinary tract infections) improved palllla’uve outcomes to
. demonstrate improvement in
related to catheter, Contact with hospice performance that would
family/patient care giver done routinely, affect all hospice patients. An
IDG (interdisciplinary group) agency wide program has been
invitation/update sent and received prior |mpIe'mented. that involves all )
hospice services.  The hospice
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to IDG, IDG Notes sent and received
within 2 days, Number of referrals to
admissions, and Chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. None of the
indicators included a plan or any actions
to demonstrate improvement in hospice
performance. There was no
documentation of how these indicators
were analyzed and there was no indicator
that included adverse patient events.

2.0n 5/8/13 at 5:10 PM, employee F, the
QAPI nurse, indicated there was no
further documentation to evidence
improvement in the hospice performance.

governing body directed the QAPI
team to conduct a PIP centered
around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
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implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body, will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000564 | 418.58(b)(2)
PROGRAM DATA
(2) The hospice must use the data collected
to do the following:
(i) Monitor the effectiveness and safety of
services and quality of care.
(ii) Identify opportunities and priorities for
improvement.
L000564 L564 The hospice administrator, 06/14/2013
Based on document review and interview, g;‘sa” V(\éilllis RE" and Prgsident,
. . . even Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) data collected Carol Spence, who provided
monitored the effectiveness and safety of valuable training and insight
services and quality of care and identified abogt our program, we utilized
. o that insight to reorganize our
opportunities and priorities for QAPI program to better
improvement with the potential to affect implement and maintain an
all hospice patients. effective, ongoing, hospice-wide,
data driven quality assessment
L and performance improvement
Findings: program. The governing body,
IDG team, and QAPI team were
1. Review of the hospice's QAPI program L‘:Peggfg 0f|1 05:429/ 13 regac:ding
. . uality Program an
fallefi to evidence th.e program collected Standards of Practice for Hospice
monitored the effectiveness and safety of Care and NHPCO Quick Guide to
services and quality of care and identified Quality Assessment/Performance
opportunities and priorities for Imp(rjoverr:jent:.m'l(')he |(13AP| team
: conducted a self assessment
improvement. from the NHPCO website to help
identify hospice wide areas
The indicators identified for 2012 potential for improvement
included monitoring of weight and MAC focused on indicators related to
(acronym meaning unknown) done improved pallliative outcomgs to
. demonstrate improvement in
monthly, Home health aide care plan hospice performance that would
followed, Comfortable dying assessment, affect all hospice patients. An
Infection control URIs (upper respiratory agency wide program has been
infections), UTIs (urinary tract infections) |mpIe'mented. that involves all )
hospice services.  The hospice
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related to catheter, Contact with governing body directed the QAPI
family/patient care giver done routinely, team to CondUCt aPIP 9entered
. discinl; around patient and family care by
IDG (interdisciplinary group) monitoring the Family Evaluation
invitation/update sent and received prior of Hospice Care Surveys and
to IDG, IDG Notes sent and received found opportunities for
within 2 days, Number of referrals to improvement. The QAPI team
.. ) . has implemented a new format of
admissions, and Chaplain needs provided. PIP's which now includes an AIM
None of these indicators were monitored statement which will delineate
for more than 6 months; 8 of them were goals to be reached,
only monitored for 3 months. None of the fjogumentatlon regarding how
indi included a pl . indicator was chosen, and plan
indicators inc u. ed a plan or e.my actlf)ns for action after PIP timeline
to demonstrate improvement in hospice completed that would show
performance. There was no measurable improvements that
documentation regarding how the hospice has the potential affect all hospice
. d the effecti d saf ¢ patients. In addition, the QAPI
mon.ltore the e .ectlveness an §a ety 0 program will analyze quality
services and quality of care and identified indicators and include adverse
opportunities and priorities for patient events, with data collected
improvement. to be monitored for the
effectiveness and safety of
services and quality of care and
2. On 5/8/13 at 5:10 PM, employee F, the |dent|fy opportunities and
QAPI nurse, indicated there was no priorities for improvement. The
further documentation to indicate program activities will focus on
. t in the hospi high risk, high volume, or problem
improvement 1 the hospice program. prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
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implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body, will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000566 | 418.58(c)(1)(i)
PROGRAM ACTIVITIES
(1) The hospice's performance improvement
activities must:
(i) Focus on high risk, high volume, or
problem-prone areas.
L000566 L566 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
. . . Steven Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program activities Carol Spence, who provided
focused on high risk, high volume, or valuable training and insight
problem prone areas with the potential to about our program, we utilized
] . that insight to reorganize our
affect all hospice patients. QAPI program to better
implement and maintain an
Findings: effective, ongoing, hospice-wide,
data driven quality assessment
. . and performance improvement
1. Review of the hospice's QAPI program program. The governing body,
failed to evidence the program focused on IDG team, and QAPI team were
high risk, high volume, or problem prone in-serviced on 05/29/13 regarding
areas NHPCO Quality Program and
’ Standards of Practice for Hospice
Care and NHPCO Quick Guide to
The indicators identified for 2012 Quality Assessment/Performance
included monitoring of weight and MAC Improvement. The QAPI team
(acronym meaning unknown) done conducted a 360 self a§sessment
. from the NHPCO website to help
monthly, Home health aide care plan identify hospice wide areas
followed, Comfortable dying assessment, potential for improvement
Infection control URIs (upper respiratory focused on indicators related to
infections), UTIs (urinary tract infections) improved palllla’uve outcomes to
1 h th demonstrate improvement in
related to catheter, Contact wit hospice performance that would
family/patient care giver done routinely, affect all hospice patients. An
IDG (interdisciplinary group) agency wide program has been
invitation/update sent and received prior |hmp|e'mented. that mvc_JrIt\:eshaII )
. ospice services. e hospice
to IDG, IDG Notes sent and received governing body directed the QAP
within 2 days, Number of referrals to team to conduct a PIP centered
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admissions, and Chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. There was
no documentation regarding how these
indicators were chosen or that they were
high risk, high volume, or problem prone
areas.

2. 0n 5/8/13 at 5:10 PM, employee F, the
QAPI nurse, indicated there was no
further documentation to indicate
improvement in the hospice program.

around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
implementing those actions to
ensure improvements are
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sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body,will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000567 | 418.58(c)(1)(ii)
PROGRAM ACTIVITIES
[The hospice's performance improvement
activities must:]
(ii) Consider incidence, prevalence, and
severity of problems in those areas.
L000567 L567 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
. . . Steven Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program activities Carol Spence, who provided
considered incidence, prevalence, and valuable training and insight
severity of high risk, high volume, or about our program, we utilized
) . that insight to reorganize our
problem prone areas with the potential to QAPI program to better
affect all hospice patients. implement and maintain an
effective, ongoing, hospice-wide,
Findines: data driven quality assessment
indings: .
and performance improvement
program. The governing body,
1. Review of the hospice's QAPI program IDG team, and QAPI team were
failed to evidence the program considered in-serviced on 05/29/13 regarding
P . NHPCO Quality Program and
incidence, prevalence, and severity of
] 7 p ’ y Standards of Practice for Hospice
high risk, high volume, or problem prone Care and NHPCO Quick Guide to
areas. Quality Assessment/Performance
Improvement. The QAPI team
1 : : conducted a 360 self assessment
The indicators identified for 2012 X
. L . from the NHPCO website to help
included monitoring of weight and MAC identify hospice wide areas
(acronym meaning unknown) done potential for improvement
monthly’ Home health aide care plan focused on indicators related to
followed, Comfortable dying assessment, improved palllla’uve outcomgs to
fecti | . demonstrate improvement in
Infection control URIs (upper respiratory hospice performance that would
infections), UTIs (urinary tract infections) affect all hospice patients. An
related to catheter, Contact with agency wide program has been
family/patient care giver done routinely, |mpIe'mented. that involves all ,
DG G discipli hospice services.  The hospice
(interdisciplinary group) governing body directed the QAPI
invitation/update sent and received prior team to conduct a PIP centered
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to IDG, IDG Notes sent and received
within 2 days, Number of referrals to
admissions, and Chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. There was
no documentation regarding how these
indicators were chosen or considered
incidence, prevalence, and severity of
high risk, high volume, or problem prone
areas.

2. 0n 5/8/13 at 4:45 PM employee F, the
QAPI nurse, indicated there was no
documentation as to how indicators were
chosen.

around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
implementing those actions to
ensure improvements are
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sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body,will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000568 | 418.58(c)(1)iii)
PROGRAM ACTIVITIES
[The hospice's performance improvement
activities must:]
(iii) Affect palliative outcomes, patient
safety, and quality of care.
L000568 L568 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
. . . Steven Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program activities Carol Spence, who provided
affected palliative outcomes, patient valuable training and insight
safety, and quality of care with the about our program, we utilized
] . . that insight to reorganize our
potential to affect all hospice patients. QAPI program to better
implement and maintain an
Findings: effective, ongoing, hospice-wide,
data driven quality assessment
. . and performance improvement
1. Review of the hospice's QAPI program program. The governing body,
failed to evidence the program activities IDG team, and QAPI team were
affected palliative outcomes, patient in-serviced on 05/29/13 regarding
. NHPCO Quality Program and
safety, and quality of care.
Y q y Standards of Practice for Hospice
Care and NHPCO Quick Guide to
The indicators identified for 2012 Quality Assessment/Performance
included monitoring of weight and MAC Improvement. The QAPI team
(acronym meaning unknown) done conducted a 360 self a§sessment
. from the NHPCO website to help
monthly, Home health aide care plan identify hospice wide areas
followed, Comfortable dying assessment, potential for improvement
Infection control URIs (upper respiratory focused on indicators related to
infections), UTIs (urinary tract infections) improved palllla’uve outcomes to
1 h th demonstrate improvement in
related to catheter, Contact wit hospice performance that would
family/patient care giver done routinely, affect all hospice patients. An
IDG (interdisciplinary group) agency wide program has been
invitation/update sent and received prior |hmp|e'mented. that mvc_JrIt\:eshaII )
. ospice services. e hospice
to IDG, IDG Notes sent and received governing body directed the QAP
within 2 days, Number of referrals to team to conduct a PIP centered
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admissions, and Chaplain needs provided. around patient and family care by
None of these indicators were monitored mon|tor|.ng the Family Evaluation
of Hospice Care Surveys and
for more than 6 months; 8 of them were found opportunities for
only monitored for 3 months. None of the improvement. The QAPI team
indicators included a plan or any actions has implemented a new format of
to demonstrate improvement in hospice PIP's which now mplude; an AlM
statement which will delineate
performance. There was no goals to be reached,
documentation regarding how these documentation regarding how
activities affected palliative outcomes, indicator was chosen, and plan
patient safety, and quality of care . for action after PIP timeline
completed that would show
measurable improvements that
2.0n 5/8/13 at 5:10 PM, employee F, the has the potential affect all hospice
QAPI nurse, indicated there was no patients. In addition, the QAPI
further documentation to evidence program will analyze quality
. . . indicators and include adverse
improvement in the hospice performance. patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
implementing those actions to
ensure improvements are
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sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body, will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000569 | 418.58(c)(2)
PROGRAM ACTIVITIES
(2) Performance improvement activities
must track adverse patient events, analyze
their causes, and implement preventive
actions and mechanisms that include
feedback and learning throughout the
hospice.
L000569 L569 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
. . . Steven Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program tracked Carol Spence, who provided
adverse events, analyzed their causes, and valuable training and insight
. . . about our program, we utilized
implemented preventative actions and o .
. . that insight to reorganize our
mechanisms that included feedback and QAPI program to better
learning throughout the hospice with the implement and maintain an
potential to affect all hospice patients. effective, ongoing, hospice-wide,
data driven quality assessment
L and performance improvement
Findings: program. The governing body,
IDG team, and QAPI team were
1. Review of the hospice's QAPI program in-serviced on 05/29/13 regarding
. . NHPCO Quality Program and
failed to evidence the program tracked
prog . Standards of Practice for Hospice
adverse events, analyzed their causes, and Care and NHPCO Quick Guide to
implemented preventative actions and Quality Assessment/Performance
mechanisms that included feedback and Improvement. The QAPI team
: . ducted a 360 self assessment
learning throughout the hospice. con
& & p from the NHPCO website to help
identify hospice wide areas
The indicators identified for 2012 potential for improvement
included monitoring of weight and MAC focused on indicators related to
(acronym meaning unknown) done improved palliative outcomes to
hi health ai ] demonstrate improvement in
monthly, Home health aide care plan hospice performance that would
followed, Comfortable dying assessment, affect all hospice patients. An
Infection control URIs (upper respiratory agency wide program has been
infections), UTIs (urinary tract infections) |mpIe'mented. that involves all )
hospice services.  The hospice
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related to catheter, Contact with
family/patient care giver done routinely,
IDG (interdisciplinary group)
invitation/update sent and received prior
to IDG, IDG Notes sent and received
within 2 days, Number of referrals to
admissions, and Chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. None of the
indicators included a plan or any actions
to demonstrate improvement in hospice
performance. There was no indicator
that tracked adverse events, analyzed their
causes, and implemented preventative
actions and mechanisms.

2.0n 5/8/13 at 5:10 PM, employee F, the
QAPI nurse, indicated there was no
further documentation to indicate
improvement in the hospice program.

governing body directed the QAPI
team to conduct a PIP centered
around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
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implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000570 | 418.58(c)(3)
PROGRAM ACTIVITIES
(3) The hospice must take actions aimed at
performance improvement and, after
implementing those actions, the hospice
must measure its success and track
performance to ensure that improvements
are sustained.
L000570 L570 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
. . . Steven Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program included Carol Spence, who provided
taking actions for improvement and valuable training and insight
implementing those actions to ensure about our program, we utilized
. . . that insight to reorganize our
improvements are sustained with the QAPI program to better
potential to affect all hospice patients. implement and maintain an
effective, ongoing, hospice-wide,
TR data driven quality assessment
Findings: .
and performance improvement
program. The governing body,
1. Review of the hospice's QAPI program IDG team, and QAPI team were
failed to evidence the program included in-serviced on 05/29/13 regarding
. . . NHPCO Quality Program and
taking actions for improvement and
. g . P . Standards of Practice for Hospice
implementing those actions to ensure Care and NHPCO Quick Guide to
improvements are sustained. Quality Assessment/Performance
Improvement. The QAPI team
The indicators identified for 2012 conducted a 360 self a§sessment
. L . from the NHPCO website to help
included monitoring of weight and MAC identify hospice wide areas
(acronym meaning unknown) done potential for improvement
monthly’ Home health aide care plan focused on indicators related to
followed, Comfortable dying assessment, improved palllla’uve outcomgs to
fecti ] . demonstrate improvement in
Fn ect.lon contro URI.s (upper respiratory hospice performance that would
infections), UTIs (urinary tract affect all hospice patients. An
infections) related to catheter, Contact agency wide program has been
with family/patient care giver done |mpIe'mented. that involves all ,
hospice services.  The hospice
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routinely, IDG (interdisciplinary group)
invitation/update sent and received prior
to IDG, IDG Notes sent and received
within 2 days, Number of referrals to
admissions, and chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. None of the
indicators included a plan or any actions
to demonstrate improvement in hospice
performance.

2. On 5/8/13 at 5:10 PM, employee F, the
QAPI nurse, indicated there was no
further documentation to indicate
improvement in the hospice program.

governing body directed the QAPI
team to conduct a PIP centered
around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
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implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body,will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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LO00571 418.58(d)
PERFORMANCE IMPROVEMENT
PROJECTS
Beginning February 2, 2009, hospices must
develop, implement and evaluate
performance improvement projects.
L000571 L571 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
. . . Steven Claspell reviewed our
the hospice failed to ensure the quality QAP! program with NHPCO Vice
assessment and performance President of Resources/QAPI,
improvement (QAPI) program evaluated Carol Spence, who provided
performance improvement projects with valuable training and insight
the potential to affect all hospice patients. about our program, we utilized
that insight to reorganize our
QAPI program to better
Findings: implement and maintain an
effective, ongoing, hospice-wide,
1. Review of the hospice's QAPI program data driven quahty assessment
. . and performance improvement
failed to evidence the program evaluated program. The governing body,
quality improvement projects. IDG team, and QAP team were
in-serviced on 05/29/13 regarding
The indicators identified for 2012 NHPCO Quality Program and
. o . Standards of Practice for Hospice
included monitoring of weight and MAC Care and NHPCO Quick Guide to
(acronym meaning unknown) done Quality Assessment/Performance
monthly, Home health aide care plan Improvement. The QAPI team
: ducted a 360 self assessment
followed, Comfortable dying assessment, con
. ying . from the NHPCO website to help
Infection control URIs (upper respiratory identify hospice wide areas
infections), UTIs (urinary tract infections) potential for improvement
related to catheter, Contact with focused on indicators related to
family/patient care giver done routinely, improved palllla’uve outcomes to
. discioli demonstrate improvement in
IDG (interdisciplinary group) hospice performance that would
invitation/update sent and received prior affect all hospice patients. An
to IDG, IDG Notes sent and received agency wide program has been
within 2 days, Number of referrals to |mpIe'mented. that involves all )
dmissi d chalai d ded hospice services.  The hospice
admissions, and chaplain needs provided. governing body directed the QAP
None of these indicators were monitored team to conduct a PIP centered
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for more than 6 months; 8 of them were
only monitored for 3 months. None of the
indicators included a plan or any actions
to demonstrate improvement in hospice
performance. There was no
documentation regarding an evaluation of
any quality improvement project.

2. On 5/8/13 at 5:10 PM, employee F, the
QAPI nurse, indicated there was no
further documentation to indicate
improvement in the hospice program.

around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
implementing those actions to
ensure improvements are
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sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body,will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000573 | 418.58(d)(2)
PERFORMANCE IMPROVEMENT
PROJECTS
(2)The hospice must document what
performance improvement projects are
being conducted, the reasons for conducting
these projects, and the measurable
progress achieved on these projects.
L000573 L573 The hospice administrator, 06/14/2013
Based on document review and interview, g;‘sa” V(\éilllis RE" and Prgsident,
. . even Claspell reviewed our
the hospice 'falled to do?ument the reason QAP! program with NHPCO Vice
for conducting the quality assessment and President of Resources/QAPI,
performance improvement (QAPI) Carol Spence, who provided
projects and the measurable progress valuable training and insight
achieved on these projects with the about our program, we utilized
. . . that insight to reorganize our
potential to affect all hospice patients. QAPI program to better
implement and maintain an
Findings: effective, ongoing, hospice-wide,
data driven quality assessment
. . and performance improvement
1. Review of the hospice's QAPI program program. The governing body,
failed to evidence the hospice IDG team, and QAPI team were
documented the reason for conducting the L‘:Peggfg 0? 05:429/ 13 regac:ding
. . uality Program an
qap.1 projects and the @easurable progress Standards of Practice for Hospice
achieved on these projects. Care and NHPCO Quick Guide to
Quality Assessment/Performance
The indicators identified for 2012 Imp(rjoverr:jent:.m'l(')he |(13AP| team
: o : conducted a self assessment
included monlt(?rlng of weight and MAC from the NHPCO website to help
(acronym meaning unknown) done identify hospice wide areas
monthly, Home health aide care plan potential for improvement
followed, Comfortable dying assessment, focused on indicators related to
Infection control URIs (upper respiratory improved palllla’uve outcomes to
. . . . . demonstrate improvement in
infections), UTIs (urinary tract infections) hospice performance that would
related to catheter, Contact with affect all hospice patients. An
family/patient care giver done routinely, agency wide program has been
IDG (interdisciplinary group) imple'mented. that involves all .
hospice services.  The hospice
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invitation/update sent and received prior
to IDG, IDG Notes sent and received
within 2 days, Number of referrals to
admissions, and Chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. None of the
indicators included a plan or any actions
to demonstrate improvement in hospice
performance. There was no
documentation regarding how these
indicators were chosen nor was there any
documentation of measurable progress.

2. On 5/8/13 at 5:10 PM, employee F, the
QAPI nurse, indicated there was no
further documentation to indicate
improvement in the hospice program.

governing body directed the QAPI
team to conduct a PIP centered
around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
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implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body,will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000574 | 418.58(e)(1)
EXECUTIVE RESPONSIBILITIES
The hospice's governing body is responsible
for ensuring the following:
(1)That an ongoing program for quality
improvement and patient safety is defined,
implemented, and maintained, and is
evaluated annually.
L000574 L574 The hospice administrator, 06/14/2013
Based on document review and interview, Susan Willis RN, and President,
the hospice failed to ensure the governing Zf;?:ggj;slﬁg 'E\;:i%%u(/ice
body evaluated the quality assessment and President of Resources/QAPI,
performance improvement (QAPI) Carol Spence, who provided
program annually with the potential to valuable training and insight
affect all hospice patients about our program, we utilized
) that insight to reorganize our
QAPI program to better
Findings: implement and maintain an
effective, ongoing, hospice-wide,
1. Review of the hospice's QAPI program gi;aFf;gg:ﬂii?gﬁifgj::::::
failed to evidence the governing body program. The governing body,
evaluated the QAPI program annually. IDG team, and QAPI team were
in-serviced on 05/29/13 regarding
The indicators identified for 2012 g‘gigg dgij'g{af;i‘;%r%: :';‘S’pice
included monitoring of weight and MAC Care and NHPCO Quick Guide to
(acronym meaning unknown) done Quality Assessment/Performance
monthly, Home health aide care plan Improvement. The QAPI team
: ducted a 360 self assessment
followed, Comfortable dying assessment con
o ying ) ’ from the NHPCO website to help
Infection control URIs (upper respiratory identify hospice wide areas
infections), UTIs (urinary tract infections) potential for improvement
related to catheter, Contact with focused on indicators related to
family/patient care giver done routinely, ;rzxgx‘:?r;aell,ﬁ;i Oeur:qC:nT?ns to
. o [ v [
IDG (interdisciplinary group) hospice performance that would
invitation/update sent and received prior affect all hospice patients. An
to IDG, IDG Notes sent and received agency wide program has been
within 2 days, Number of referrals to |mpIe'mented. that involves all )
hospice services.  The hospice
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admissions, and chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. There was
no documentation that the governing body
evaluated the QAPI program annually.

2.0n 5/14/13 at 2:50 PM the
administrator indicated there was no
further documentation available.

governing body directed the QAPI
team to conduct a PIP centered
around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
the hospice, including taking
actions for improvement and
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implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body,will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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L000575 | 418.58(e)(2)
EXECUTIVE RESPONSIBILITIES
[The hospice's governing body is
responsible for ensuring the following:]
(2) That the hospice-wide quality
assessment and performance improvement
efforts address priorities for improved quality
of care and patient safety, and that all
improvement actions are evaluated for
effectiveness.
L000575 L575 The hospice administrator, 06/14/2013
Based on document review and interview, g;‘sa” V(\éilllis RE" and Prgsident,
. . even Claspell reviewed our
the governlng body failed to ensure the QAP! program with NHPCO Vice
quality assessment and performance President of Resources/QAPI,
improvement (QAPI) program included Carol Spence, who provided
improvement actions, and they were valuable training and insight
evaluated for effectiveness with the abogt our program, we utilized
. . . that insight to reorganize our
potential to affect all hospice patients. QAPI program to better
implement and maintain an
Findings: effective, ongoing, hospice-wide,
data driven quality assessment
. . and performance improvement
1. Review of the hospice's documents program. The governing body,
failed to evidence the governing body IDG team, and QAPI team were
ensured the QAPI program included L‘:Peggfg 0? 05:429/ 13 regac:ding
. . uality Program an
improvement actlon.s, and they were Standards of Practice for Hospice
evaluated for effectiveness. Care and NHPCO Quick Guide to
Quality Assessment/Performance
The indicators in the hospice's QAPI Imp(rjoverr:jent:.m'l(')he |(13AP| team
: : : conducted a self assessment
progfam. 1dent1ﬁeq for 2012 included from the NHPCO website to help
Monitoring of weight and MAC (acronym identify hospice wide areas
meaning unknown) done monthly, Home potential for improvement
health aide care plan followed, focused on indicators related to
Comfortable dying assessment, Infection improved palllla’uve outcomgs to
. demonstrate improvement in
control URIs (upper respiratory hospice performance that would
infections), UTIs (urinary tract infections) affect all hospice patients. An
related to catheter, Contact with agency wide program has been
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IDG (interdisciplinary group)
invitation/update sent and received prior
to IDG, IDG Notes sent and received
within 2 days, Number of referrals to
admissions, and Chaplain needs provided.
None of these indicators were monitored
for more than 6 months; 8 of them were
only monitored for 3 months. None of the
indicators included a plan or any actions
to demonstrate improvement in hospice
performance.

2. On 5/8/13 at 5:10 PM, employee F, the
QAPI nurse, indicated there was no
further documentation to indicate
improvement in the hospice program.

governing body directed the QAPI
team to conduct a PIP centered
around patient and family care by
monitoring the Family Evaluation
of Hospice Care Surveys and
found opportunities for
improvement. The QAPI team
has implemented a new format of
PIP's which now includes an AIM
statement which will delineate
goals to be reached,
documentation regarding how
indicator was chosen, and plan
for action after PIP timeline
completed that would show
measurable improvements that
has the potential affect all hospice
patients. In addition, the QAPI
program will analyze quality
indicators and include adverse
patient events, with data collected
to be monitored for the
effectiveness and safety of
services and quality of care and
identify opportunities and
priorities for improvement. The
program activities will focus on
high risk, high volume, or problem
prone areas and will consider
incidence, prevalence, and
severity of high risk, high volume,
or problem prone areas, affected
palliative outcomes, patient
safety, quality of care and tracked
adverse events. These adverse
events will be analyzed for their
causes and preventative actions
will be implemented with
mechanisms that include
feedback and learning throughout
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family/patient care giver done routinely, implemented that involves all
hospice services.  The hospice
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the hospice, including taking
actions for improvement and
implementing those actions to
ensure improvements are
sustained. The QAPI team will
evaluate performance
improvement projects, document
the reason for conducting the
QAPI projects and measurable
progress achieved on these
projects. The governing body will
evaluate the QAPI program
including improvement action,
and will evaluate for effectiveness
annually, at a minimum or more
often as warranted, as required
by the QAPI project with the
potential to affect all hospice
patients. Susan Willis,
Administrator, RN, Steven
Claspell, President, and the
governing body,will be
responsible to ensure that this
deficiency is corrected and will
not recur.
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LO00579 | 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 observation, hospice policy L000579 L579 The Administrator, Susan 06/14/2013
review and Centers for Disease Control Willis, RN, will assure compliance
(CDC) document review, the hospice with the Standgrds of Precautp ns
] ) ] . and Hand Hygiene. The hospice
failed to ensure its staff provided care in upon being informed of a break in
accordance with Standard Precautions in infection control during the survey
2 (#s 1 and 2) of 3 home visit process, provided individual
. . counseling/in-servicing with the
observations completed creating the o
. . specific staff observed to be
potential to affect all of the hospice's 11 non-compliant. On site
current patients. supervisory visits will be
completed annually for all staff to
The findings include: assure'complla.nce after .
education provided. Supervisory
visits were completed on other
1. The Centers for Disease Control staff providing direct care to
"Standards Precautions" states, "IV. assure compliance with standard
Standard Precautions . . . IV.A. Hand pr gcaunons. On site supervisory
) . . visits completed on staff yearly.
Hygiene. IV.A.1. During the delivery of Individual education will be
healthcare, avoid unnecessary touching of provided to any non-compliant
surfaces in close proximity to the patient staff and/ or follow up supervisory
to prevent both contamination of clean visits W_'”_ be completed. )
. In-servicing of other staff will be
hands from environmental surfaces and completed based on supervisory
transmission of pathogens from visit results, to educate staff
contaminated hands to surfaces . . . regarding potential sources of
Perform hand hygiene: 1V.A.3.a. Before non-com.pl.lance. quan Willis,
havine di i . RN Administrator will be
aving direct contact with patients. responsible for staff compliance
IV.A.3.b. After contact with blood, body with standard precautions.
fluids or excretions, mucous membranes, Ongoing compliance will be
nonintact skin, or wound dressings. _traCked_ by mam?ammg yearly
IVA3c Af t with tient in-service materials on hand
S ‘C.‘ ter contac W.l a patient's washing, infection control, and
intact skin (e.g., when taking a pulse or standard precaution. Annual
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  ZHT111 Facility ID: 009557 If continuation sheet Page 82 of 99




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

PRINTED: 06/05/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:  BUILDING 00 COMPLETED
151565 L WING 05/14/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STALE, ZIF CODE
2425 HWY 41 N STE 130
LIVING WATERS HOSPICE CARE LLC EVANSVILLE, IN 47711
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
blood pressure or lifting a patient). supervisory visits will continue to
IV.3.d. If hands will be moving from a completed on 1000/? of staff
. . providing direct patient care.
contaminated-body site to a clean-body Annual staff in-servicing
site during patient care. IV.A.3.e. After education reviewed and updated
contact with inanimate objects (including to include standards of
medical equipment) in the immediate precautions upon .hire as well as
.. . annually. Admission packets
vicinity of the patient. IV.A.3.f. After updated to include current
removing gloves . . . [IV.F.5. Include acceptable standards of practice.
multi-use electronic equipment in policies Reminder of hand hygiene
and procedures for preventing pract.ic.es posted in officg.. The
. . Administrator, Susan Willis, RN,
contamination and for cleaning and is responsible to ensure that this
disinfection, especially those items that cited deficiency does not recur.
are used by patients, those used during
delivery of patient care, and mobile
devices that are moved in and out of
patient rooms frequently . .. IV.B.
Personal protective equipment (PPE) . . .
IV.B.2. Gloves. IV.B.2.a. Wear gloves
when it can be reasonably anticipated that
contact with blood or potentially
infectious materials, mucous membranes,
nonintact skin, or potentially
contaminated intact skin . . . could occur.
2. The hospice's undated "Infection
Control - Standard Precautions" policy
number REG.I30 states, "Hospice staff
follows accepted standards of practice to
prevent the transmission of infections and
communicable diseases, including the use
of standard precautions in the care of all
hospice patients, regardless of diagnosis
or presumed infection status . . .
Handwashing: Wash hands after touching
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blood, body fluids, secretions, excretions,
and contaminated items, whether or not
gloves are worn: Wash hands
immediately after gloves are removed,
between patient contacts, and when
otherwise indicated to avoid transfer to
microorganisms to other patients or
environments; Wash hands between tasks
and procedures on the same patient to
prevent cross-contamination of different
body sites . . . Gloves . . . Put on clean
gloves just before touching mucous
membranes and nonintact skin; Change
gloves between tasks and procedures on
the same patient after contact with
material that may contain a high
concentration of microorganisms; and
Remove gloves promptly after use, before
touching noncontaminated items and
environmental surfaces, and before going
to another patient, and wash hands
immediately to avoid transfer of
microorganisms to other patients or
environments."

3. A home visit was made to patient
number 1 on 5-8-13 at 10:45 AM with
employee I, a registered nurse (RN). The
RN was observed to perform dressing
changes to the patient's bilateral lower
extremities. The RN removed equipment
from her nursing bag to take the patient's
vital signs. She took the patient's blood
pressure, listened to bowel sounds, and
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took a radial pulse. Without cleansing her
hands, the nurse then reached into her
nursing bag and retrieved a thermometer
and took the patient's axillary
temperature.

A. The nurse requested dressing
supplies from the skilled nursing facility
(SNF) nurse and retrieved the supplies
from the top of the medicine cart. The
RN washed her hands and placed an open
trash bag on the floor at the foot of the
bed. Without cleansing her hands, the
RN reached into her nursing bag and
obtained a bag of gloves. The RN then
donned clean gloves without cleansing
her hands. The RN removed the patient's
socks and compression stockings from the
right leg and checked the pedal pulses and
for the presence of edema in the lower
legs. The RN again reached into her bag
wearing the same gloves she had on while
touching the patient's lower extremities
and obtained a paper ruler to measure the
wounds. The nurse then removed the
glove from her right hand and wrote on
her note with a pen. The RN then put the
same glove back onto her right hand and
measured an open area on the right shin.
The RN again removed the glove from
her right hand and wrote on her note. The
RN donned the same glove on her right
hand and removed the sock and
compression stocking from the left leg
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and checked for edema. The RN then
removed the Bandaid from the left shin
and measured the wound. The RN
removed the glove from her right hand
and wrote on her note. The RN then
measured the wound on the right second
toe, removed the glove from her right
hand, wrote on her note, and placed the
same glove back onto her right hand. The
RN then removed both gloves and
cleansed her hands.

B. After cleansing her hands, the RN
donned clean gloves. She prepared the
dressing supplies, cleansed the wound on
the left shin with normal saline, cleansed
the wound on the right shin with normal
saline and then cleansed the right 2nd toe
with normal saline. Using an applicator,
the RN applied ointment to the left 2nd
toe and then applied a cream to right and
left shin. The RN then applied a dry
non-stick dressing to the left shin and
then the right shin and a Bandaid to the
left 2nd toe wound. The RN re-applied
the patient's socks and compressions
stocking to the patient's bilateral lower
extremities.

C. The RN pushed the patient's
wheelchair into the bathroom to check the
patient's buttocks and gluteal fold for
open areas. The RN pulled the Depends
down and assisted the patient to the
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commode and, with the assistance of a
SNF aide, stood the patient and touched
the patient's buttocks and gluteal fold.
The RN measured a small, red area in the
patient's gluteal fold. The RN removed
the glove from her right hand and donned
a clean glove without cleansing her hand.
The RN applied a cream to the patient's
buttocks. The RN then pulled up the
patient's Depends and assisted the patient
to sit in the wheelchair.

D. After placing the patient's
wheelchair out in the lobby in order for
the patient to watch TV, the RN
re-entered the patient's room and placed
her equipment (blood pressure cuff,
stethoscope, pulse oximetry meter,
thermometer) back into her bag. The RN
was not observed to clean the equipment
prior to placing it into her nursing bag.

4. A home visit was made to patient
number 2 on 5-8-13 at 1:00 PM with
employee H, a home health aide. The
aide was observed to provide a total bed
bath. The patient was observed to have a
urinary catheter. The aide was observed
to complete the bath, except for the front
perineal area, and placed the patient on
the patient's back. The aide performed
perineal care, to include catheter care, to
the front perineal area. Without changing
her gloves or cleansing her hands, the aide
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turned the patient, with the assistance of
the patient's adult child, onto the right
side and applied cream to the patient's
buttocks. The aide then applied a clean
adult diaper and nightgown and put away
the supplies. The aide then removed her
gloves and cleansed her hands.
5. The hospice administrator, employee
L, indicated, on 5-14-13 at 10:00 AM,
employees H and I had not followed the
hospice's standard precautions policies
and procedures.
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L000580 | 418.60(b)(1)
CONTROL
The hospice must maintain a coordinated
agency-wide program for the surveillance,
identification, prevention, control, and
investigation of infectious and
communicable diseases that-
(1) Is an integral part of the hospice's quality
assessment and performance improvement
program; and
L000580 L580 Living Waters Hospice Care 06/14/2013
Based on document and policy review and developed an agency-wide
. . . coordinated infection control
interview, the agency failed to ensure the .
. program for the prevention,
quality assessment and performance control, and investigation of
improvement (QAPI) program included infection and communicable
prevention, control, and investigation of diseases that is an intregral part
. . . . of our newly revised QAPI
infectious and communicable diseases for
. . . program that has been approved
1 of 1 hospice with the potential to affect by our governing body, and our
all the employees and patients of the IDG. Susan Willis, RN,
agency. Administrator in-serviced the
governing body, IDG team, and
L . QAPI team on 5/29/13 regarding
Findings include: the agency-wide coordinated
infection control program for the
1. Review of documentation failed to prevention, control, and
evidence a coordinated agency-wide investigation of |pfect|on and .
. communicable diseases that is an
program for the prevention, control, and integral part of our newly revised
investigation of infectious and QAPI program. Data collection
communicable diseases that was an tools are now in place to collect
. . . this data for monitoring purposes.
integral part of the hospice's qualit
gratp p 4 Y To ensure that this cited
assessment and performance deficiency does not recur, the
improvement program. Administrator, Susan Willis, RN,
is responsible for over sight of the
2. The undated policy # REG.125 titled data collection tools to ensure this
" " data is collected, analyzed, with
INFECTION CONTROL - PROQRAM findings to be reported to the
states, "3. A summary of all infection governing body, with appropriate
control activities performed as well as action to be taken to result in
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results of aggregated surveillance data improvement and disease
analysis is provided by the QAPI prevention that may have the
C . dincluded i potential to affect all employees,
ommittee and included in reports to and/or patients of the agency.
hospice leaders." The Administrator, Susan Willis,
RN, Steven Claspell, and the
3. On 5/8/13 at 4:30 PM, employee F, the governing body are responsible to
API indi dth ensure that this cited deficiency
Q nurse, indicated there was no does not recur.
further documentation to evidence reports
of infection control for performance
improvement of the hospice program.
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L000581 | 418.60(b)(2)
CONTROL
[The hospice must maintain a coordinated
agency-wide program for the surveillance,
identification, prevention, control, and
investigation of infectious and
communicable diseases that-]
(2) Includes the following:
(i) A method of identifying infectious and
communicable disease problems; and
(ii) A plan for implementing the appropriate
actions that are expected to result in
improvement and disease prevention.
L000581 L581 Living Waters Hospice Care 06/14/2013
Based on document and policy review and developed an agency-wide
. . . coordinated infection control
interview, the agency failed to ensure the .
. . ) program for the surveillance,
hospice coordinated an agency-wide prevention, control, and
program for the prevention, control, and investigation of infection and
investigation of infectious and communicable diseases that is an
. . integral part of our newly revised
communicable diseases and a plan for
. . . . QAPI program that has been
implementing the appropriate actions that approved by our governing body,
were expected to result in improvement IDG team, and the QAPI team.
and disease prevention for 1 of 1 hospice This infection control program
with the potential to affect all the !nclud.es a method for @entlfylng
. infectious and communicable
employees and patients of the agency. disease problems and a plan for
implementing the appropriate
Findings include: actions that are expected to result
in improvement and disease
. . . prevention. Susan Willis, RN,
1. Review of documentation failed to Administrator in-serviced the
evidence a coordinated agency-wide governing body, IDG team, and
program for the prevention, control, and QAPI team on 5/29/13 regarding
investigation of infectious and Fhe agency-W|de coordinated
. . infection control program for the
communicable diseases and a plan for prevention, control, and
implementing appropriate actions to result investigation of infection and
in improvement and disease prevention. communicable diseases that is an
integral part of our newly revised
QAPI program. Methods for
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2. The undated policy # REG.125 titled
"INFECTION CONTROL - PROGRAM"
states, "[Hospice] maintains and
documents an effective,
organization-wide infection control
program that includes active monitoring,
surveillance, identification, prevention,
and control of known or suspected
infections among the hospice's patients
and employees."

3.0n 5/8/13 at 4:30 PM, employee F, the
QAPI (quality assessment and
performance improvement) nurse,
indicated there was no further
documentation to evidence reports of
infection control for performance
improvement of the hospice program.

identifying infectious and
communicable disease problems
include data collection tools that
are now in place to collect this
data for monitoring purposes. The
plan that has been implemented
includes the appropriate actions
that are expected to result in
improvement and disease
prevention that may have the
potential to affect all employees,
and/or patients of the agency.

To ensure that this cited
deficiency does not recur, the
Administrator, Susan Willis, RN,
is responsible for over sight of the
data collection tools to ensure this
data is collected, analyzed, with
findings to be reported to the
governing body. The
Administrator, Susan Willis, RN,
Steven Claspell, and the
governing body are responsible to
ensure that this cited deficiency
does not recur.
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L000684

418.104(e)(3)

DISCHARGE OR TRANSFER OF CARE
(3) The hospice discharge summary
required by (e)(1) and (e)(2) of this section
must include-

(i) A summary of the patient's stay including
treatments, symptoms and pain
management;

(i) The patient's current plan of care;

(iii) The patient's latest physician orders; and
(iv) Any other documentation that will assist
in post-discharge continuity of care or that is
requested by the attending physician or
receiving facility.

Based on clinical record and hospice
policy review and interview, the hospice
failed to ensure a discharge summary that
included all of the required items had
been prepared in 1 (# 6) of 1 discharged
record reviewed creating the potential to
affect all of the hospice's 11 current

patients.
The findings include:

1. Clinical record number 6 included a
physician order dated 3-22-13 that
evidenced the patient had transferred to
another hospice provider. The record
failed to evidence a discharge summary
that included a summary of the patient's
treatment, the current plan of care, or the
latest physician orders.

2. The administrator, employee L, was
unable to provide any additional
documentation and/or information when

L000684

L684 The IDG team and
governing body reviewed and
approved a new form that will
assist staff in transfer/discharge
of hospice patients according to
Policy number: REG. 10 Transfer
of a Hospice Patient with the
hospice staff including a written
summary is prepared for the
receiving provider that includes,
at a minimum the reason for
transfer, a summary of the
patient's stay including
treatments, symptoms and pain
management, a copy of the
patient's current care plan, the
patient's latest physician's orders,
and any other documentation that
will assist in the post-transfer
continuity of care that is
requested by the Attending
Physician or receiving facility. To
ensure that all of the needed
information is prepared for the
receiving provider a
transfer/discharge form was
reviewed and approved by the
IDG team and governing body to

06/14/2013
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asked on 5-14-13 at 10:00 AM and on assist staff with documentation to
5-14-13 at 11:00 AM. ensure continuity of care.
Administrator Susan Willis, RN,
conducted an in-service on
3. The hospice's undated "Transfer of a 5/29/2013, educated the staff and
Hospice Patient" policy number REG.T10 IDG on the process of filling out a
states, "Transfer procedures are initiated dlschafge sun'wmary.for transfer of
h . d a hospice patient, with
when a patient requests or needs implementation of a new form
admission to an inpatient facility, skilled that was reviewed and approved
nursing facility, assisted living facility, a by the IDG and governing body.
hospice residence, or another hospice or The AFimlnlst.rator, Susan Willis,
health d A wri disch RN, will monitor the form to
ealt caré provider. A written 1sc arge ensure that all required items are
summary is prepared for the receiving included on transfer/discharge
provider that includes, at a minimum: a. summaries for hospice patients
the reason for the transfer; a summary of that are transferred. Thg
h tient's stav includine treat ¢ Administrator, Susan Willis RN,
the patient's stay 1.nc uding treatments, is responsible to ensure that this
symptoms and pain management; c. a deficiency does not recur.
copy of the patient's current plan of care;
d. the patient's latest physician orders; e.
any other documentation that will assist in
post-transfer continuity of care."
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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 review and L000774 L774 The Hospice Administrator, 06/14/2013
interview, the hospice failed to ensure Susan Willis, in-serviced the staff
plans of care specifically identified which was cqmpleted on 5/2.9/201 3
] . . regarding documentation and
provider was responsible for performing maintenance of an individualized
care and services in 2 (#s 1 and 5) of 2 plan of care that delineates
records reviewed of patients that were responsibilities of hospice and
residents of skilled nursing facilities respon3|b|I|F|es of pur?lng facility.
. : Each hospice patient's that
(SNF) creating the potential to affect both resides in a SNF has a current
of the hospice patients that are residents plan of care that has been been
of SNFs. updated and reviewed through
IDG to identify the care and
. . services that are needed and
The findings include: specifically identify which provider
is responsible for performing the
1. Clinical record number 1 evidenced respective functions that have
the patient was a resident of a SNF and peen agregd upon and included
. . in the hospice plan of care. The
included a plan of care established by the current plan of care with updated
interdisciplinary group (IDG) for the delineation of responsibilities has
benefit period 4-11-13 to 6-9-13. The been placed in the nursing
plan of care states, "Hospice nurse to fac!'!t'es fqr each ,Slf'"ed nursing
. o facility patient. Living waters
provide any medications or treatments as hospice care staff have been
indicated during visits." The plan of care educated regarding use of the
failed to specify which medications current updated plan of care to
and/or treatments the hospice nurse would identify S,pec'f'c responsnbll!tles for
b bl for admini . the hospice and SNF provider.
e responsible for administering. 50% patients of the skilled
nursing facility charts will be
2. Clinical record number 5 evidenced audited quarterly to ensure the
the patient was a resident of a SNF and identify the care and services that
are needed and specifically
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included a plan of care established by the identify which provider is
IDG for the benefit period 4-17-13 to responsible for performmg the
he pl respective functions that have
7'15'1.3' The plan of c't:lre states, been agreed upon and included
"Hospice nurse to provide any in the hospice plan of care.
medications or treatments as indicated Susan Willis, RN Administrator is
during visits." The plan of care failed to resp.ons.|b|e for over 'seemg.the
. . o monitoring of corrective actions to
specify which medications and/or ensure that this deficiency does
treatments the hospice nurse would be not recur.
responsible for administering.
3. The administrator, employee L, was
unable to provide any additional
documentation and/or information when
asked on 5-14-13 at 10:00 AM and 11:00
AM.
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L000796 | 418.114(d)(2)
CRIMINAL BACKGROUND CHECKS
Criminal background checks must be
obtained in accordance with State
requirements. In the absence of State
requirements, criminal background checks
must be obtained within three months of the
date of employment for all states that the
individual has lived or worked in the past 3
years.
L000796 L 796 The administrator Susan 06/14/2013
Based on state law, personnel file, and Willis RN, has completed a
. . . . . thorough audit on all employee
policy review and interview, the hospice . o
) o J ] and volunteer files and criminal
failed to ensure a limited criminal history back ground checks have been
was obtained as required by state law in 1 completed on all employees with
(J) of 5 personnel files reviewed with hire no identified criminal
dates later than 2007 with the potential to back.ground_s. The hosplcg will
., . continue using the attestation of
affect all the Hospice's patients. Indiana residency and work
history form approved by IDG and
Findings include: any employee or volunteer who
meets the Indiana Code
\ requirements for out of state
1. State Law IC 16-25-6 states, "Sec. 2. residency, also has a current
(a) A person who owns or operates a expanded criminal history check
hospice program shall apply, not more on file per state regulation. A
than three (3) business days after the date new employeg check||§t has been
. developed to improve internal
that an employee or volunteer begins to processes and the form has been
provide hospice services, for a copy of the clearly divided into sections that
employee's or volunteer's limited criminal must be completed prior to any
history from the Indiana Central new employee providing ,d'reCt
i L K patient care to prevent this
Repository for criminal history deficiency from recurring. The
information under IC 5-2-5. administrative employee hiring
policy has been updated to
b) A hospice program mav not emplo include the new process and has
( ). .. p | p llg ly ploy been approved by IDG and
an individual or allow a volunteer to governing body. The new form
provide hospice services for more than will require initialing by the
three business days without applying for Hospice Director prior to day 21
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that person's limited criminal history as indicating verification that the
. . limited criminal history checks
required by subsection (a).
q y @) had been received in the hospice
' office. If no limited criminal history
Sec. 3 (b) A hospice program may not has been received back in a
employ a person to or allow a volunteer to timely manner then an electronic
provide hospice services for more than cr|m|.nal background check will be
lendar d h . obtained on or before day 21 by
twenty-one calendar days without receipt the administrator or designee.
of that person's limited criminal history The administrator, Susan Willis,
required by section 2 of this chapter, RN in-serviced and educated
unless the Indiana Central Repository for admlnlgtratlve staff on 5/29/13
minal hi i . der IC regarding the new process for
crlmm-a istory in ormatlon un er obtaining limited criminal history
5-2-5 is solely responsible for failing to checks. The hospice
provide the person's limited criminal administrator, Susan Willis RN,
history to the hospice program within the will be responsible for the over
fi ired under thi bsection.” site to ensure that this sited
ime required under this subsection. deficiency does not recur.
2. Personnel file J, date of hire 7/16/10,
failed to evidence a criminal history check
had been obtained within 21 calendar
days of the date of employment. The first
patient contact date was not available.
3. The undated policy #REG.C90 titled
"CRIMINAL BACKGROUND
CHECKS" states, "[Hospice] obtains a
criminal background check as required by
State laws and regulations."
4. On 5/14/13 at 2:40 PM, employee L,
the administrator, indicated there was no
further documentation available.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: ZHT111 Facility ID: Q09557 If continuation sheet Page 98 of 99




PRINTED: 06/05/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 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
A. BUILDING
151565 L WING 05/14/2013

STREET ADDRESS, CITY, STATE, ZIP CODE
2425 HWY 41 N STE 130

NAME OF PROVIDER OR SUPPLIER

LIVING WATERS HOSPICE CARE LLC EVANSVILLE, IN 47711
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (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

FORM CMS-2567(02-99) Previous Versions Obsolete EventID: ZHT111 Facility ID: Q09557 If continuation sheet Page 99 of 99




