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L 185 418.74(a)(6) CONTENT , L185| (content
Each individual's clinical record contains Starting February 12, 2007|2/23/0]

complete documentation of all services and
events (including
evaluations, treatments, progress notes, etc.).

we are revising our note
check-in process to include
weekly face-to-face note
check—-in reconciliation,

This STANDARD is not met as evidenced by: comparing the schedule

A recertification survey was conducted at the

Hospice Agency from 1/30/07 to 1/31/07. Based time sheet, notes,

on a review of seven (7) sampled medical records - |physician orders, and

and review of patient 6's medical record in a insurance pre-authorizations
skilled nursing facility; it was determined that no against each other for
documentation of the evaluation or treatment was | compliance and accuracy.
present for 12/18/06 and 01/03/07. Review of If a patient visit,
documentation for patients 3 and 4 in an Assisted supervisory visit or

Living Facility, evidenced the plan of care for each physician verbal order

were not current. : was not documented, it will

be resolved durlng weekly
note check-in, :

Findings included: : Starting February 9, 2007
we are having all nurses
turn in their proposed
schedules for visits for
the following week. This
schedule is entered by the
| scheduler and reviewed by
the Hospitce Clinical Care

Patient 6 was admitted to hospice services
11/02/06 with a plan of care for the skilled nurse
to visit 1-3 times a week. The skilled nurse
documented visits with complete assessment of
patient 6's condition during each of the visits ~
performed. It was noted during medical record
review that visits were missing for the week of

12/17/06 and 12/31/06. Coordinator before

. finalization and distribu-
An interview was conducted with the skilled nurse tion of schedule.
responsible for patient 6 on 1/30/07 at 12:45 PM. : .
The skilled nurse stated her calendar was , The following revisions
checked off that the visit was made; however, she will be made for hospice
was unable to provide supporting documentation patients in an Assisted
that the visits were done. Living Facility: Copies of

: the admission assessment,
A visit'was made to patient 6 in the skilled nursing :

LABORAI/OR{ IRECTORS OR IWPL REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
Lt m/&?ﬁ: . Ao STRATOE. 2150 %

Any deficiency statement @g with an asterisk (*) otes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide cient protection to theffatients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
- following the date of survéywhether 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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L 185 | Continued From page 1 L185|Content continued:

facility at 1:00 PM on 1/30/07. A review of the
medical record at the skilled nursing facility
contained supporting documentation regarding
visits by the hospice nurse with the exception of
visits for 12/18/06 and 01/03/07.

A visit was made to patients 3 and 4 at 10:00 AM
on 1/31/07 at an Assisted Living Facility (ALF).
The medical records for each patient were
reviewed and patient 3's medical record
contained a care plan for a certified nursing
assistant; however, the last update was at the
end of December 2006 which was the end of the
old recertification period.

Patient 4's medical record contained a Plan of
Care developed by the Hospice Interdisciplinary
Group at the start of care in August of 2006. The
Plan of Care had not been updated and patient 4
had experienced changes in medications which

should have been reflected in a new Plan of Care.

recertification assessments,
|the initial Plan of Care
and all subsequent
recertification plans of
care will be placed behind
the hospice tab in the
‘|Facility medical record.
Also, the Hospice Case
|Manager will review the
Facility Resident Service
Plan at each certification
with the Facility nurse,
and sign off on it. The
Hospice Clinical Care
Coordinator will be
responsible for the
implementation and
compliance of this plan of
correction.
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