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A000 initial Comments A 000 and submitted as required by law.
. ) By submitting this Plan of
An On-site/Monitoring survey was completed on Correcti The Vill ¢
06/12/15 for the state requirements of 7 NMAC orrec {on, ¢ agea .
8.2, Regulations for Assisted Living. Northrise (Center) does not admit
A Deficiency was cited as a result of the survey. that the deﬁciency listed on this
form exists, nor does the Center
A 068 7 NMAC 8.2.68 Hospice A 068

HOSPICE: An assisted living facility that provides “‘\,
or coordinates hospice care and services shall 0%'00 .

meet the requirements in this section, in addition d
to the rules applicable to all assisted living
facilities, 7.8.2 NMAC.
A. Definitions: in addition to the requirements for
all assisted living facilities pursuant to *
DEFINITIONS, " 7.8.2.7 NMAC, the following
definitions shall also apply.
(1) " Hospice agency " means an organization
company, for-profit or non-profit corporation or
any other entity which provides a coordinated
program of palliative and supportive services for
physical, psychological, social and the option of
spiritual care of terminally ill people and their
families The services are provided by a medically
directed interdisciplinary team in the person's
home and the agency Is required to be licensed
pursuant to 7 12 NMAC.
(2) " Hospice care " means a focus on palliative,
rather than curative care. The goal of the plan of
care is to help the patient live as comfortably as
possible with emphasis on eliminating or
decreasing pain and other uncomfortable
symptoms
(3) " Licensed assisted living provider " means a
facility that provides twenty-four (24) hour
assisted living and is licensed by the department
of health
(4) " Hospice services " means a program of
palliative and supportive services which provides
physical, psychological, social and spiritual care
Division of Health Improvement
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admit to any statements, findings,

® facts, or conclusions that form the

basis for the alleged deficiency.
The Center reserves the right to
challenge in legal and/or regulatory
or administrative proceedings the
deficiency, statements, facts, and
conclusions that form the basis for
the deficiency.

The submission of the POC serves
as credible allegation  of
compliance effective 8-1-15.

A4 068

1. Steps taken to correct the
situation

Confirmed that employees who
assist with providing hospice
services have received a
minimum of six (6) hours of
palliative/hospice care training
within the past 12 months.
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for terminally ill patients and their family
members.

(5) " Care coordination requirements " means a
written document that outlines the care and
services to be provided by the hospice agency for
assisted living residents that require hospice
services.

(6) " Palliative care " means a form of medical
care or treatment that is intended to reduce the
saverity of disease symptoms, rather than to
reverse progression of the disease itseif or
provide a cure.

(7) " Terminally ill * means a diagnosis by a
physician for a patient with a prognosis of six (6)
months or less to live,

(8) " Visit notes " means the documentation of
the services provided for hospice residents and
includes ongoing care coordination.

B. Employes training and support. A facility that
provides hospice services shall provide the
following education and training for employees
who assist with providing these services:

(1) provide a minimum of six (6) hours per year of
palliative/hospice care training, which includes
one (1) hour specific to the hospice resident’ s
ISP, in addition to the basic staff education
requirements pursuant to 7.8.2.17 NMAC; and
(2) offer an ongoing employee psychological
support program for end of life care issues.

C. Individual service plan (ISP) requirements.

(1) Each resident who receives hospice services
shall be provided the necessary palliative care to
meet the individual resident ' s needs as outlined
in the ISP and shall include one (1) hour of
training specific to the resident for all direct care
staff.

(2) The assisted living facility, in coordination with
the hospice provider, shall create an ISP that
identifies how the resident's needs are met and

2. Steps taken to correct the
situation elsewhere

Confirmed that employees who
assist with providing hospice
services have received a
minimum of six (6) hours of
palliative/hospice care training
within the past 12 months.

3. Measures to
recurrence.

prevent

Required training will be
provided on an annual calendar
basis to keep the required
training current on a 12-month
rolling basis.

Training hours are posted to the
“Electronic Inservice
Attendance Record” by the
instructor or by the Human
Resources Manager (HRM).

The Resident Care Director
(RCD) reviews the training
records quarterly to keep the
employees on track with
required training.
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includes the following:
(a) the requirements set forth in the " Individual The HRM will track ¢ ompleti on

Service Plan, " 7.8.2.26 NMAC, and "
Exceptions to admission, readmission and
retention, "' Subsection C of 7.8.2.20 NMAC;

(b) what services are to be provided;

(c) who will provide the services;

(d) how the services will be provided;

(e) a delineation of the role(s) of the hospice
provider and the assisted living facility in the ISP
process;

(f) documentation (visit notes) of the care and
services that are provided with the signature of
the person who provided the care and services;
and

(g) a list of the current medications or biologicals
that the resident receives and who is authorized
to administer them

(3) Medications shall be self-administered,
self-administered with assistance by an individual
that has completed a state approved program in
medication assistance or administered by the
following individuals:

(a) a physician;

(b) a physician extender (PA or NP);

(c) a licensed nurse (RN or LPN);

(d) the resident if their PCP has approved it;

(e) family or family designee; and

(f) any other individual in accordance with
applicable state and local laws.

D. Care coordination.

(1) The assisted living facility shall be
knowledgeable with regard to the hospice
requirements pursuant to 7.12 NMAC and ensure
that the hospice agency is well informed with
regard to the assisted living provisions pursuant
to Subsection C of 7.8.2.20 NMAC.

(2) The assisted living facility shall hold a team
meeting prior to accepting or retaining a hospice

of required palliative care
training. Results will be
documented and will be
presented to the QAA
Committee for the next 90 days.
The QAA Committee will
direct ongoing
efforts.

monitoring 8,{—\9

Division of Health Improvement

STATE FORM

ZBKU11

If continuation sheet 3 of 7



PRINTED: 07/22/2015

FORM APPROVED
Division of Health Improvement
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING:
5788 B. WING 06/12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2880 N ROADRUNNER PARKWAY
VILLAGE AT NORTHRISE-MORNINGSIDE (THE
( ) LAS CRUCES, NM 88011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 068 | Continued From page 3 A068

resident in accordance with " Exceptions to
admission, readmission and retention, "
Subsection C of 7.8.2.20 NMAC.

(3) Upon admission of a resident into hospice
care, the assisted living facility shall designate a
section of the resident ' s record for hospice
documentation.

(a) The facility shall provide individual records for
each resident.

(b) The hospice agency shall leave
documentation at the facility in the designated
section of the resident ' s record.

(4) The assisted living facility shall provide the
resident and family or surrogate decision maker
with information on palliative care and shall
support the resident ' s freedom of choice with
regard to decisions.

(5) Hospice services shall be available
twenty-four (24) hours a day, seven (7) days a
week for hospice residents, families and facility
staff and may include continuous nursing care for
hospice residents as needed. These services
shall be delivered in accordance with the resident
' s individual service plan (ISP) and pursuant to
7.8.2 26 NMAC.

(6) The assisted living facility shall ensure the
coordination of services with the hospice agency.
(a) The resident's individual service plan (ISP)
shall be updated with significant changes in the
resident ' s condition and care needs.

(b) The assisted living facility shall receive
information and communication from the hospice
staff at each visit.

(1) The information shall include the resident
status and any changes in the ISP (i.e.,
medication changes, etc.).

(i} The information shall be in the form of a
verbal report to the assisted living facility staff and
also in the form of written documentation.
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(c) The assisted living facility or the
family/resident shall reserve the right to schedule
care conferences as the needs of the resident
and family dictate. The care conferences shall
include all care team members.

(d) Concerns that arise with regard to the delivery
of services from either the assisted living facility
or the hospice agency shall first be addressed
with the facility administrator and the hospice
agency administrator.

(i) The process may be informal or formal
depending on the nature of the issue.

(ii) If an issue can not be resolved or if there is an
immediate danger to the resident the appropriate
authority shall be notified.

E. Additional provisions. An assisted living facility
that provides or coordinates hospice care and
services shall make additional provisions for the
following requirements:

(1) individual services and care: each resident
receiving hospice services shall be provided the
necessary palliative procedures to meet individual
needs as defined in the ISP;

(2) private visiting space:

{a) physical space for private family visits;

{b) accommodations for family members to
remain with the patient throughout the night; and
(c) accommaodations for family privacy after a
resident ' s death

F. Medicare and medicaid restrictions. Assisted
living facilities shall not accept a resident
considered " hospice general inpatient " which
would be billable to medicare or medicaid
because the facility will not qualify for payment by
medicare or medicaid.

[7.8.2.68 NMAC - N, 01/15/2010]

This REQUIREMENT is not met as evidenced
by:
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Refer to 7.8.2.68 B. (1)

Based on record review and interview the facility
failed to have the required 6 hours of annual
palliative/hospice care training for facility direct
care staff that provide care for 1 resident (R #1)
of 2 residents (R #1 and R #8) receiving hospice
services. This deficient practice could lead to
facility staff not having sufficient knowledge in
providing appropriate care for this resident. The
findings are.

A. Record review of the facility resident list
furnished by the facility Resident Care
Coordinator revealed Resident R #1 and R#8
were receiving hospice services.

B. Record review of 4 (#104 through #107) of 4
direct care staff training records revealed they
had worked at the facility for more than 1 year
and had not completed the 6 hours of annual
palliative/hospice care training that is required.

C. Record review of direct care staff #104
revealed a date of hire on 05/30/14 and the
training record for palliative/hospice care revealed
only 2 hours and 15 minutes total time of this
training.

D. Record review of direct care staff #105
revealed a date of hire on 08/19/13 and the
training record for palliative/hospice care revealed
only 1 hour and 5 minutes total time of this
training.

E. Record review of direct care staff #106
revealed a date of hire on 02/18/12 and the
training recard for palliative/hospice care revealed
only 2 hours and 15 minutes total time of this
training.
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F. Record review of direct care staff #107
revealed a date of hire on 04/30/14 and the
training record for palliative/hospice care revealed
only 3 hours and 30 minutes total time of this
training.

G. On 06/12/15 at 12:55 pm, during an interview
with the Resident Care Coordinator, she
acknowledged the 6 hours of annual
palliative/hospice care training had not been
completed for direct care staff. As she was
reading the requirement she stated, "l missed
that in the regulations."
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