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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40832

Based on review of the hospice/facility agreement and clinical records, and staff interview, it was determined 
that the facility failed to maintain current information related to Hospice services for one of three residents 
reviewed (Closed Record Resident CR1).

Findings include:

A Hospice Care Services Agreement dated 2/08/06, indicated that, Hospice shall communicate with facility to 
ensure coordination of patient care services; Hospice Health Aides shall provide a copy of the completed 
assignment form to the facility; facility and Hospice each shall prepare and maintain records concerning 
patients receiving services under this agreement; and such records shall be available for review and 
inspection by each party as necessary for the treatment of patients under this agreement.

Resident CR1's clinical record revealed an admitted [DATE], with diagnoses that included senile 
degeneration of the brain (irreversible memory loss, behavioral and cognitive decline, personality changes, 
and a decreasing ability to cope with everyday life), encounter for palliative care (indicates that a patient's 
goals are comfort-oriented), mood disorder, difficulty swallowing. A care plan initiated 9/01/23, indicated the 
need for Hospice care due to the terminal condition of senile degeneration of the brain.

Further review of Resident CR1's clinical record revealed a revocation of Hospice services dated 8/19/24, 
and a provider progress note dated 8/20/24, that indicated the discontinue of Hospice services. 

Resident CR1's clinical record contained Hospice communication documents with a visit date of 6/18/24, and 
there was no evidence of Hospice communication sheets beyond 6/18/24. 

During an interview on 1/06/25, at 12:06 p.m. the Director of Nursing confirmed there was no evidence of 
Hospice communication documents for Resident CR1 between 6/18/24, and 8/19/24, (date Hospice services 
were revoked).

28 Pa. Code 201.14(a)(b) Responsibility of licensee

28 Pa. Code 201.18(b)(1)(3) Management
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