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CENTERS FOR MEDICARE & MEDICAID SERVICES 

IMPORT ANT NOTICE- PLEASE READ CAREFULLY 

June 18,2015 

Kim Lane, Administrator 
Intermountain Homecare Hospice - Cassia 
1031 East Main Street 
Burley, ID 83318-2029 

CMS Certification Number: 13-1542 

Re: Notice of Enforcement Action 
Recertification Survey completed 06/04/2015 
Conditions of Participation Not Met - QAPI 
Termination Action Continues· 

Dear Ms. Lane: 

After careful review of the facts, the Centers for Medicare and Medicaid Services (CMS) has determined 
that Intermountain Homecare Hospice - Cassia no longer meets the requirements for participation as a 
provider of services in the Medicare program established under Title XVIII of the Social Security Act. 
This is to notify you that the Secretary of the Department of Health and Human Services intends 
to terminate its provider agreement with Intermountain Homecare Hospice- Cassia, if not back 
in substantial compliance by August 12, 2015. 

BACKGROUND 

To participate as a provider of services in the Medicare and Medicaid Programs, a hospice agency must 
meet all the Conditions of Participation established by the Secretary of Health and Human Services. 
When a hospice provider is found to be out of compliance with the Medicare Conditions of 
Participation, the facility no longer meets these requirements. The Social Security Act Section 1866(b) 
authorizes the Secretary to terminate a hospice Medicare provider agreement if the hospice no longer 
meets these regulatory requirements. Regulations at 42 CFR § 489.53 authorize the Centers for 
Medicare and Medicaid Services to terminate Medicare provider agreements when a provider, such as 
Intermountain Homecare Hospice- Cassia, no longer meets the Conditions of Participation. 

On June 4, 2015, the Idaho Bureau of Facility Standards (State survey agency) completed a 
recertification survey at your facility and found that your agency is not in compliance with Condition of 
Participation 42 CFR 418.58 Quality Assessment and Performance Improvement (QAPI). We 
agree with the State survey agency's findings that the above Conditions of Participation was not met. 
This deficiency limits the capacity of Intermountain Homecare Hospice - Cassia to furnish services of 
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an adequate level and quality. The Statement of Deficiencies (Form CMS-2567) reflecting this deficient 
practice is enclosed for your reference. 

PUBLIC NOTICE OF TERMINATION 

In accordance with 42 CFR § 489.53(d), legal notice of our termination action will be published in the 
newspaper within your locale. 

APPEAL RIGHTS 

You have the right to appeal this determination by requesting a hearing before an administrative law 
judge of the Depatiment of Health and Human Services, Depatimental Appeals Board (DAB). The 
regulations governing this process are set out in 42 CFR § 498.40 et seq. You will find the DAB's 
e-filing procedures on the internet at the following URL: 

http://v.lw\v.hhs.gov/dab/divisions/civil/procedures/filing-and-service.html 
If you do not have access to a computer, you may file your appeal in writing and send it to: 

Chief, Civil Remedies Division Please also send a Chief Counsel 
Departmental Appeals Board MS 6132 copy to: Office of General Counsel 
Cohen Building, Room 637-D DHHS 
330 Independence Avenue, SW 701 Fifth Avenue, Suite 1620 
Washington,D.C.20201 Seattle, WA 98104 

A request for a hearing should identify the specific issues, and the findings of fact, and conclusions of 
law with which you disagree. 42 CFR § 498.40(b )(1) The request should also specify the basis for 
contending that the findings and conclusions are incorrect. 42 CFR § 498.40(b)(2). Evidence and 
arguments may be presented at the hearing and you may be represented by legal counsel at your own 
expense. A hearing request must be filed not later than 60 days after the date you receive this 
letter. 

If you have any questions, please contact Fe Yamada of my staff at (206) 615-22381 or by email at 
marie.yamada@cms.hhs.gov. 

cc: Idaho Bureau of Facility Standards 
Office of General Counsel, DHHS 
National Government Services 

Sincerely, 

Patrick Tlu·ift 
Manager, Seattle Regional Office 
Division of Survey, Cetiification & Enforcement 
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Julys", 2015 

Via facsimile (208-3154-1888} 

Hospice Survey Team 
Idaho Department of Health and Welfare 
Bureau of Facility Standards 
3232 Elder Street 
Boise, Idaho 83705 

Re: Intermountain Homecare Hospice- Cassia 
Provider# 131542 
Plan of Correction 

3/030 Fax Server 

Attached for your review is the Plan of Correction on behalf of Intermountain Hospice at Cassia. We did 
finally receive our survey letter in the mail yesterday. Thank you to your team for sending us a scanned 
copy last week so that we could complete our Plan. I'm sorry we weren't able to connect with someone 
sooner. I also want to thank you and your team for their continued guidance to our hospice as we work 
to bring our agency into compliance with all regulatory standards and to provide excellent patient care 
to the patients and families we serve. 

I look forward to your response and any feedback regarding our Plan of Correction and hope to continue 
to work closely with you and your colleagues In the future. 

Sincerely, 

~~~ 
Hospice Chief Nursing Officer 
Intermountain Homecare & Hospice 
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DEPARTMENT of· HEAlTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFfCIENCIES 
ANO PlAN OF CORRECTION 

(Xt} PROVlDERISlJPPLIER/CllA 
IDEIITIFICATION NUMBER: 

131642 
NAME 0~ PROVIDER OR .SUPPLIER 

INTERMOUNTAIN HOME CARE HOSPICE ·CASSIA 

(X4) 10 
PREFIX 

, TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PREGEDED BY FULL 

REGUlATORY OR LSO IDENTIFYING INfORMATION) 

L 000 INITIAL COMMENTS 

The following deficiencies were cited during the 
Medicare recertilicalion survey of your hospice 
agency conducted from 6/01/15 through 6/04/15. 

The surveyors conducting the recertification were: 

Gary Guiles, RN, HFS, Team Leader 
Laura Thompson, RN, 13SN, HFS 

Acronyms used in this report include: 

ADL- Acititles of Daily living 
CM -Case Manager 
CMS - Centers lor Medicare and Medicaid 
Services 
COPD - Chronic ObstructiVe Pulmonary Disease 
EMS - Emergency Medical Services 
HA- Health Aide 
IDG- Interdisciplinary Group 
MD - Medical Doctor 
PIP- Performance improvement Project 
POC • Plan of Care 
QAPI - Quality AssessmenUPerformance 
Improvement 
RN -Registered Nurse 
SN • Sk!lled Nursing 
soc -Start of Care 

L 524 418.54(c) CONTENT OF COMPREH5NSIV5 
ASSESSMENT 

The comprehensive assessment must identify the 
physical, psychosocial, emotional, and spiritual 
needs related to the terminal illness that must be 
addressed in order to promote the hospice 
patienfs well-being, comfort, and dignity . 
throughout the <lying process. 

PRINTED: 06/1612015 
FORM APPROVED 

OMB NO. 0938-0391 
(X2) MULTIPLE CONSTRUCTIOI/ (X$) DATE SURVEY 

COMPLETED A. BUilDING _______ _ 

B. WING 06/0412015 

ID 
PREFIX 

TAG 

STREET ADORES$, CiTY, STATE, ZIP CODE 

1Q31 oAST MAIN STRoET 
BURLEY, 10 83318 

PROVlDEl\'S PIJ\N Of CORRECTION 
(EACH CORRECTM'ACTION SHOULD BE 

CR.0SS.f{ffERENCEOTOTHEAPPROPR1ATE 
DEFICIENCY) . 

LOOO 

l. 524 

The Chief Nursing Officer is 
responsible for Completion of the 2567 
Plan of Correction. 

IDT structure will include review of 
patient assessment to assure 
complete documentation for physical, 
emotional, spiritual and psychosocial 
needs at admission and ongoing. 
Begun June 15,2015 

{X5) 
CCMPlE!C-N 

OATE 

June15, 

2015-
ongoing 

Anydaflclency_statement ending wllh an a:Sterisk \) o!as a deflc!ancywl1fch the h1Stitutlon may be excused from correcUng providing n is <ietennined that 
other s-afegu<:~rde; provldo Gufficfcnt prot<:cUon to the patlcnfs. (Sec JnGtruclton~.} E:xCGpt for nutslng flomes, the: findings alated above are disclosah:e .90 days 
followltlg the date of surveY whether-or not a plan of couectfon is provided. For nursing homes, lhe above findings and plans of correcUcmare dfsctoSS:ble 14 
dny$ following the date th~e.e doO\lntef\l~ ere made aY\lilllble- to lhe fftci.li\y. If defioienoies are oited~ an flj)pttWcd plan of coJroction is requisite to continued 
program part!clpatian. 

·-·-··-···-·······-···-····--·--·--·-··-----···· ····-·····-~·-···-··----
FORMCMS-2587(02-99) Ptev!ousVet.slons ()bso!ete- Event ID:YGD711 Fa¢111tyiD:131542 If contlnua.llon sheet Page 1 of27 

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

STATEMENT OF DEFICIENCIES 
AND PIAN OF CORRECTrON 

(X1) PR0\10ERISUPPLIER/CLIA 
IDENTifiCATION NUMBER: 

131542 
NMIE OF PROVIDER OR SUPPUER 

INTERMOUNTAIN HOME CARE HOSPICE· CASSIA 

(X4} ID 
PREFlX 

TAG 

SUMMARY STATE'M!illT OF DoFICIENC!ES 
(OACH DfAC!ENCY MUST BE PRECEDED BY FULl 
REGUlATORY OR LSC IDENTIFYING INFORMATION) 

L 524 Continued From page 1 

This STANDARD Is not met as evidenced by: 
Ba$ed on record review and staff Interview, It 

was determined the agency failed to ensure the 
comprehensive assessment identified the 
physical and psychosocial needs for 1 of 11 
patients (#10) whose records were reviewed. 
This had the potential to result in inadequate care 
and treatment being provided to a patient. 
Findings include: 

Patient #10 was a 77 year old female admitted to 
the hospice on 1/13/15, for a diagnosis of 
traumatic brain injury. Her POC and record were 
reviewed, Including the certification period of 
1/13/15 to 4112/15. 

The SOC visit dated 1/13/15 and signed by the 
RN, documented a full assessment was 
performed on admission· of Patient #1 0. 
However, the visit note documented areas which 
were not assoosed during the SOC visit. 
Examples included but are not limited to the 
following: 

-Patient 1110's abdominal girth and mld-arm 
circumference were not assessed. Patient #10 
was receiving enteral feedings and was not taking 
food or fluids by mouth. Additionally, the RN 
documented Patient #1 O's recent decline during 
the last month wes related to weight loss. 

-The soc visit documented no pain was 
observed during the visit. Patient #10's spouse 
stated she did not have to take her prescribed 
medication for pain for "some time-.1

' However, 
!he RN documented no standardized pain tool 
was used to assess Patient #10's pain level 

FORM CMS-7.o67(07.-00) Pt!)lli¢U$ VCfl3!ooS Olml!'ete EVCflliO:YGD711 

PRINTED: 06/1512015 
FORM APPROVED 

OMB NO 0938-0391 
(X2} MULTIPLE CONSTRUC110N (X3) DATE SURVEY 

COMPLETED A BUILDlllO ______ _ 

B. WING 06/04/2015 

10 
PREI'OC 

TAG 

STREET ADDRESS, CITY, STATE, ZiP CODE 

1031 EAST MAIN STREET 

BURLEY, It> S3318 
PROVIDER'S PlAN Of CORRECT!otl 

(EACH CORRECTIVE ACT !ON SHOUlO BE 
CROSS-REFERENOoO TO THE AfPROPR!ATE 

DEFICIENCY) 

L524 

Quality Consultants will review 100% 
of all hospice patients on service a 
minimum of once monthly to verify 
POC reflects physical, spiritual, 
emotional, and psychosocial needs. 

Staff educated regarding individual 
development of POC at start of care 
and recertification to assure care 
and documentation captures all 
elements of physical, spiritual, 
emotional, and psychosocial needs. 
Staff educated to include 
assessment of co-morbid conditions 
at SOC. Oversight for complete POC 
documentation will occur through · 
clinical auditors and quality 
consultants. 100% records reviewed 
Monthly for 6 months. In progress. 

Interventions in the Horizon patient 
folder will be created by problem 
category to further prompt clinicians 
to add documentation that reflects 
complete needs of patient. Business 
Analyst/Staff workgroup initiated July 
1st, 2015. 

{l(5) 
COMPLeTION 

PAUl 

July 10, 
2015 

Educati 
on 
Complet 
ed by 
July 1st 
2015. 
Record 
review 
monthly 
for 6 
months. 

August 
15, 
2015 

Fatalty_lo: 13'1542 If conlfnuatkm ~heet ~age 2 of 27 
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DEPARTMENT OF HEAlTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT Ol' DEfiCIENCIES 
AND PlAN OF COHRECTIO N 

()(1) PROV!OERISUPPliER/CliA 
lOENf<I'IGATION NUMBER; 

131642 
NAME OF P.RO\IlDER OR SUPPliER 

INTERMOUNTAIN HOMECARE HOSPICE· CASSIA 

(X<) 10 
PREF£< 

TAG 

L524 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUll 

REGUlATORY OR lSC IPENTIFYING INFORMA1f0N) 

Continued From page 2 
during the vlslt. 

• Patient #1 O's lung sounds were not assessed 
during the SOC visit. Pa!lent 1110 was recently 
hospttalized with aspiration pneumonia on 
12/13/i4. Patient#10 was documented as 
e~perlenclng shortness of breath when walking 
short distances or during dressing herself per her 
spouse. 

Addition~lly, the RN documented no treatment 
was Initiated for her shortne'is of breath because 
It was declined by Patient #1 0. However, the RN 
documented Patient #10 had severe cognitive 
Impairment with a loss of speech and/or 
comprehension and she was non-responsive and 
non-verbal. 

During an Interview on 6/03/15 at2:15 PM, the 
Interim Nurse Manager reviewed the record and 
confirmed Patient #10's pain was not 
comprehensive~/ assessed by the RN. She 
further confirmed Patient #10's respiratory status 
and nutritional status were not comprehensively 
assessed at the SOC visit. 

Patient #10 did not have a comprehensive 
assessment Of her needs. 

. L 538 418.56 IDG, CARE PLANNING, COORDINATION 
Of' SERVICES 

The plan of care must specify the hospice care 
and se1vices necessary to' meet the patient and 
mmily-specillc needs identified In the 
comprehensive assessment as suph needs relate 
to the terminal illness and related conditions. 

This STANDARD Is not met as evidenced by: 

FORM CMS-2007(02-99} Prev1ous Versl:ofl'S O!J.solel.e l?:vont lt>:YGD/H 

PRINTED: 06/1512015 
FORM APPROVED 

OMB NO. 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPlETED A BUilDING--------

B. WlNG 06/04/2015 
STREET ADDRESS, CITY, STATE, zrr CODE 

1031 EAST MAIN STREET 

. BURLEY, ID 83318 

10 
PREFIX 

TAG 

L524 

l538 

(tl:lnt} 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNEACT(ON SHOULD m; 

CROS&-REFERENOED TO THEAPPROPRIATF. 
O!!FICIENCY) 

Sfaff educaled en appropriate respo113e to chanQe-S1n ~ndilion 
Dlc!ud"rlf,;l u!Odi!lt<J!icu lu palieni fllin of cam, ~y.;idan 
romlllJflk;;llfon, 'l!'.'li!rlt reporting, and care coordina!icn. Staff 
educated that the comprehensive assessment must be updated at 
lea& t!i'lef'Y 16 days and \'>1'\lch oata elemeots illu:st be i11c!WW k.lf 
ccmprahensiva care planning, cocrdinatlon of servb:s and QAPJ. 
100'-.k of docurMn!atiort alerts in SHP wif.ba fi'IMiWtt~d aJtd 
mvinwed with ~'in!Ofln.s fur dyspnea emd pain by d!nkal auc!ib:>rs 
and quality cooSllltantB. 

EdU¢atlonwil be proviCed on il'ldlviduafirlng a Plan Of Care, 
(:omple6ng a comprehensi...e assessment i'lcluling ~yslea1.­
.emotJotlal, sp.lrituW, ~nd Jn}'Chosocial asn·~!lll!"nt, Ce:veloj::ing a 
COfill:lete a problem list based on assessment, !Jr..ploam;;ntlng 
!rrtarv()(Jfuns that ai'Q llfjlpropri:rtQ baSQd on thQ ~~;~~ument 
probl001 rst, ood how to dowment Interventions aPPropriately 
Including u11e d tha f'lan1cr Next Vl:s!t as 100 Cl!nlcal Hando1f. 
Cese studies win be used to demoosttate app{Oflriete 
dccumenfalion. 

Focvs.e<i dQwmentation reYiew'hill be perfooned by quality 
censu!tMt!. to a!!li'B a!IIOO, Gars planning and CQordination are 
prwenL Minlmumof41;fi;!rtsrnoolhlywfllf;ler~ ;~nd 
discussed v.1th lntivlduaf stiffmembam. 

Edt:ca!ion to staff en add'ess.ing all elemPQts In documentation of 
ph}ffii=l assessment will be providod by ttnld :;udton:, 
edi.X:Bt:on [<X.Jrd"motom, ood qua'ily consultants based on revkw 
findings Jmmedlaldy and grcup trends wiD 00 responded lo 
ongoing on en as ~ed basis. 

(XQJ 
CCf.iPlETION 

fl't\"'[E 

Education 
complete 
d June 
25th. 
Alert 
auditing 
July 14th, 
.2015 
ongoing 

Complete 
d June 
25,2015. 
and 
ongoing. 

.July 14, 
2015 

June 18, 
2015 and 
ongoing 

~eilily ID: 131542 If cohlinuatkm :sheet P-age $of 27 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMEilT OF DEFICIENCIES 
AND PIAN OF CORRECTION 

{X1) PROVIDERISUPPUERICLIA 
lDENTifiCP.TION NUMBER: 

131542 
NAME OF PROVJDER OR SUPPliER 

INTeRMOUNTAIN HOMECARE HOSPICe- CMSIA 

(XJ) ID 
PREFlX 

TAG 

SUMIMRY STATEMENT OF nEFICIENCIE$ 
(EACH DEFICIENCY MUST llE PRECEDED BY fULL 

REGUlATORY OR 1.80 IDENTIFYING INFORMATION) 

L 53S Continued From page 3 
Based on staff Interview and review of medical 

records, it was determined the agency failed to 
ensure POCs specified Jhe care and services 
neceseery to meet patient-specific needs 
Identified In the comprehensive assessment for 4 
of 11 patients (#3, #4, #7, and #1 O) whose 
records were reviewed. The lack of spedfic 
personalized POCs Interfered with the hospice's 
ability to direct patient care. Findings Include: 

1. Patient #3 was a 91 year old female who was 
admitted for hospice services on 7/26/14 and 
discharged on 9/05/14. Her diagnoses included 
dementia and Type II Diabetes. 

Patient #3's comprehensive RN asseesment, 
dated 7/25/14 at 7:38PM, stated she took 
Methadone, a powerful narcotic, for generalized 
pain and she took lnsufin for her diabetes. The 
assessment also stated she had diabetic ulcers 
on her rightfoot. 

Patient #3's POC for the certification period 
7/26/14 -10/22114 stated the nurse was to visit 
once the first week and 2 !!mas a week after that 
" .•• to assess overall patient status, pain and 
symptom control, medication compliance, 
paUentJfamlly/caregiver concerns, and 
environmental safety. SN to Instruct on disease 
progression, pain and symptom management, 
medications, signs and symptoms of dying, 
comfort measures, and home safely." The POC 
did not specifically address Patient #3's pain, 
diabetes, or foot tllcers. 

The Hospice Nurse Administrator was interviewed 
on 6/02/15 beginning at 9:30AM. She stated · 
Patient #3's POC did not specifically a<fdress 
pain, diabetes, or foot ulcers. 

fORM CMS-2!367{02-$9} Pte.v!ousVat.slons Obsolalu E'Alnt ID:YGD711 

(J(2) MUI.llPtE CONSTRUCTION 

PRINTED: 08/1512015 
FOHM APPROVED 

OMB NO 0938-0391 
{X$) DATE SURVEY 

COMPlETED A BUILDING ______ _ 

B. WING 06/04/2015 

ID 
PREfiX 

TAG 

SIREET ADDRESS. CJTY, STATE, ZJP CODE 

1031 EAST/MIN STREET 

BURLEY, 10 83318 
PROViDER'S PlAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 
CROSS·REFERENCED TO THE APPROPRIATE 

DEACIENCY) 

L 
538 

(cant from above) 

Quality Consultants will review 
1 00% of all hospice patients on 
service a minimum of once 
monthly to verify POC reflects 
physical, spiritual, emotional, and 
psychosocial needs. 

Staff will be educated regarding 
Individual development of POC at 
start of care and recertification to 
assure care and documentation 
captures all elements of physical, 
spiritual, emotional, and 
psychosocial needs. Oversight for 
complete POC documentation will 
occur through clinical auditors and 
quality consultants. ·1 00% records 
reviewed Monthly for 6 months. In 
progress. 

Staff educated on the purpose of 
the interdisciplinary team and 
appropriate content of lOT. 
Hospice administrator attending 
JOT meetings one -two times 
monthly to mentor staff in IDT 
discussions. 

()(6) 
COMPlEf!ON 

DATE 

July 10, 
2015 

Educati 
on. 
Complet 
ed.by 
July 1st 
2015. 
Record 
review 
monthly 
for6 
months. 

Complet 
ed June 
11' 
2015 

faciil{yft>: 131542 rr conttnuatton she\lt Page 4 o! 21 
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DF.PARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMEIIT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVlllERISUPPliER/CliA 
IOENTIFIOAllOil NUMBER: 

131542 
NMiE OF PROViDER OR SUPP1.JE:R 

ii'ITERMOUNTAIN HO~lECARE HOSPICE- CASSIA 

(X<)ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSG IDENTIFYh'G INFORMATION) 

L 538 Conlinued From page 4 

2. Patient #7 was an 85 year old female who was 
admitted for hospice services on 3113/15. She 
died on 5/11/15. Her diagnoses included lung 
cancer and deblllly. 

Patlent#7's comprehensive RN assessment, 
dated 3/13/15 al7:38 PM, stated she had a right 
pleural effusion, a build up of ftuid between U1e 
lung and the chest wall, which was drained in 
12114. The assessment stated Pallen! #7 hoped 
to get it drained again for comfort "The 
assessment stated Pallen! #7 used a narcotic 
pain patch and took another narcotic pain 
me<licatlon one regular basis. The assessment 
stated Patient #7 complained of nausea and 
vomiting. The assessment stated Patient #7 had 
a loss of appetite and weight The assessment 
state<! Patient #7 had a cough and shortness of 
breath. Her oxygen saturation level was 89%. 
(The Mayo Clinic web site, queried on 6/10/15, 
stated normal oxygen saturation levels were from 
95 to 100%. The site stated levels below 90% 
were considered low). 

Patient #7's POC for the certification peti<ld 
3/13115 to 6/10/15 stated the nurse was to assess 
overall patient status, pain and symptom control, 
medication compliance, palienl/family/caregiver 
concerns, and environmental safety. The POC 
stated the nurse would also instruct the patient on 
disease progression, pain and symptom 
management, medications, signs and symptoms 
of dying, comfort measures, and home safety. 
The POC did not specifically address Patient #7's 
pain, shortness of breath, nausea and vomiting, 
and nutrllfonal needs. 

The Hospice Nurse Administrator was Interviewed 

FORM CMS-2&37(02--99) f'M'ioos VBrslons Obsolete Evenl!D:YGD71 i 

PRINTED: 06/15/2016 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPlE CONSTRUCTION (X3) DATE SURVEY 

COMPI.ETED A. BU~OJMG ______ _ 

B. VVING 

10 
PREFIX 

TAG 

S1REET ADDRESS, C!n', STATE, ZIP COOt=: 

1031 EAST MAIN STREET 
BURLEY, 10 83318 

PROVIDER"$ PlAN Of CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

L 538 (cont.) 

06104/2015 

jl(l;J 
CCMPlEl!ON 

DATE 

Paclll{y JD: 13t542 If continualion sheet Page 5 of ?.7 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STAT€MENTOF DEFICIENCIES 
ANO PlAN OF CORRECTION 

(XI) PROV\OER/SUPPUER/CUA 
IDENT1FICATIOU NUMBER: 

131542 
NAME Of PfWVlOCR OR .SUPPLIER 

INURMOUNTAIN HOMIOCARE HOSPICE- CASSIA 

(X4)1D 
PRE AX 

TAG 

SUIAMAliY STA'fEMENT OP DEFICIENCiES 
(EACH DEFICI!ONCY MUST BE PRECEDED BY Flltl 

REGUlATORY OR LSC IOHITJFYING INFORMATION) 

l538 Continued From page 5 
on 6/03/15 beginning at 9:40 AM. She stated 
Patient #7's POC did not specifically address 
pain, shortness of breath, nausea and vomltlng, 
and nutritional needs. 

3. Patient #10 was a 77 year old female admitted 
to the hospice on 1113/15 for a diagnosis of 
traumatic brain injury. Her POC and record were 
reviewed for the cerliflcallon period of 1/13/15 to 
4112/15. 

Patient #1 O's SOC visit was completed on 
1/13/15 by the RN. Patient #10 was documented 
as experiencing shortness of breath with 
dressing, toi!ellng, and ambulating short 
distances. The RN documented no Interventions 
were initiated due to Patient 1 O's refusal. 
However, Patient #1 0 was documented as 
non-responsive and non-verbal. 

Patient #iO's enteral feedings were documented 
as a source of stress for the primary caregiver, 
Patient #1 O's spouse. The RN documented 
Patient #1 O's spouse was worried he had made 
the wrong decision regarding enteral feedings 
and felt guUty for starting the feedings. The RN 
documented Patient #10's spouse was having 
diffiCulty deciding whether to stop the enteral 
feedings. However, there was no documentation 
U1e RN had discussed !he spouse's concerns wllh 
the spouse or wilh other members of the IDG. 

Patient #10's neurological status was assessed 
by the RN, related to her diagnosis of traumatic 
brain injury. The RN documented Patient #10 
had short and long term memory impairment, 
confusion, and severe cognitive impairment wlth 
loss of speech. 

EwnliCt. YG0711 
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L 538 Conllnued From page 6 
The POC ordered !he "SN to assess overall 
patient status, pain and symptom management, 
medications, signs and symptoms of dying, 
wmforl measures, and environmental safety." 
There was no dccumentalion of specific 
Interventions related to Patient #10's terminal 
diagnosis of a traumatic brain Injury or the 
family's needs which were identified during the 
comprehensive. assessment. Additionally, the 
POC did not include interventions or orders for 
who was responsible for managing or monitoring 
her enteral feedings. 

During an interview on 6103/15 at 2:15PM, the 
Interim Nurse Manager reviewed the record and 
confirmed the POC did not Include specfnc 
Interventions related to Patient #10's fnlttal 
comprehensive assessment. 

4. Patient #4 was an 82 year old male admitted to 
the hospice on 5/1S/15 for a diagnosis of 
Non-Hodgkin's Lymphoma. His record, Including 
the poe, was reviewed for !he certificallon period 
of 5119/15 to 8/16/15. 

Patient #4's SOC vis~ was completed on 5119/15 
by the RN. Patient #4 had a PleurX drainage 
system (used to drain excessive nulct to the chest 
or abdomen) to his right lower abdomen upon 
admission to the hospice. Patient #4 had a 
wound to hls rlght abdomen where lhe drain tube 
entered his body. 

The visit nole staled the wound and drainage 
system were assessed and Patient #4's wife was 
trained and caring· for the wound and the 
drainage system. 

The POC orders stated "Patient and family may 

FORM CMS-:2567(02:-$9} Preview Vaf310M Obs®le CVootiD:YCD711 

PRINTED: 06/15/2015 
FORM APPROVED 

OMB NO 0938-0391 
(X1),MULTIPLE CONSTRUCTION (X3) DI\TE SURVEY 

COMPLElED A BUilDING ______ _ 

B. WlNG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1031 EAST MAIN STREET 
BURLEY, ID 83318 

PROVJDER'S PlAN OF CORRECTION 
(eACH CORRECTIVE ACTION SflOUlO BE 

CRO$$-REFERENCED TO Tfl!::APPROPR!ATE 
DEflCIENCY) 

L538 (cont.) 

06/04/2015 

(XS) 
COMPL"E.TION 

DATE 

If continuation .sheet Page 7 of 27 



Intermountain 7/8/2015 10:15:31 AM PAGE 11/030 Fax Server 

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

STATEMENT OF OEFICIEtlCIES ()<1) PROVIDERiSUPPLIERiCLIA 
AND PlAN OF CORRECTION 1DENTIFICAT10N NUMBER: 

131542 
NMfE OF PROVIDER OR SUPPliER 

INTERMOUNTAIN HOME CARE HOSPICE:· CASSIA 

(X4)1D SUMMARY STATEMENT OF DEFtC!E:NCIES 
PREFIX (EACH DEFICIEflCY MUST BE PRECEDED 8Y fUll 

TAG REGULATORY OR lSC IDE!ITIFYINO INFORMATION) 

L636 Continued From page 7 
use the PleurX drainage system as needed for 
relief of pressure to abdomen." The POC did not 
Include parameters regarding the use of·lhe 
drainage system to manage excess fluid. 
AddiUonally, there were no interventions or orders 
related to the management of the PleurX 
dr~inage system. 

The POC did not Include wound orders for 
monttorlng or management of Patient #4's wound 
to his ab<Jomen. 

During an Interview on 6/03/15 at 9:55AM, the 
RN reviewed the record and confirmed the POC 
did not include ordel$ or interventions related to 
Patient #4's drainage system or his abdominal 
wound. She stated Patient #4's wife was trained 
how to use the drainage system and was caring 
for his abdominal wound. 

The POCs did not include all the services or 
interventions necessary to meet the ldenllfted 
needs of the pallents. 

l543 418.56(b) PLAN OF CARE 

All hospice care and services furnished to 
pallents and their families must follow an 
Individualized written plan of care established by 
the hospice interdisciplinary group in collabomticm 
with the attending physician {If any), the palient or 
representative, and the primary caregiver In 
accordance with the patient's needs If any of 
them so desire. 

This STANDARD is not met as evidenced by: 
Based on record review and start Interview, It 

was determined the agency failed to ensure 

F.ORM CMS·2S07(0Z·$9-} Pceviovs Ver.s on~ Obsolete E'o"eflt ID:YGD7ff 
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L543 Hospice leadership will utilize open visit 
report to monitor scheduled visits for June 8, 
oversight. Any visit that Is scheduled and 2015, 
not perfonned will be followed up weekly to ongoing 
determine if patient canceled or visit needs 
to occur. Manager to follow-up on 
appropriate dooumenlation to be completed; 
either missed visit or visit completed before 
Thursday of eacll week. 

.. 
Educate staff when a visit is canceled at lhe June 8, patient's request the medical record needs 
to reflect a canceled Visit and the supporting 2015 

complet documentation must be in the patient's 
madlcal record. June 2015 complete. e 
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L 643 Continued From page 8 
hospice care and services furnished to patients 
followed individualized written POCs for 2 of 11 
patients (#4 and #11} whose records were 
reviewed. This had the potential to result in 
unmet patient and family needs. Findings 
include: 

1. Patient #4 was an 82 year old admitted to the 
hospice on 6/19/15 for a diagnosis of 
Non"Hodgkin's Lymphoma. His record, Including 
the POC, was reviewed for the certification period 
of 5/19115 to 8116115. 

Patient #4's POC dated 5/19/15, ordered HA 
services 4 limes.a week for 1 week then 3 times 
a week for 12 weeks, with 3 visits as needed. 
However, the HA had documented 1 visit the first 
week dated 5/21/15. There were no missed visit 
notes documented In Patient #4'6 record. 

During an Interview on 6/03/15 at 9:55AM. the 
RN reviewed the record. She confirmed the HA 
did not make the ordered visits because Patient 
#4's wife had been upset and did not want further 
visits the first week. The RN stated Patient #4's 
physician was aware but confirmed it was not 
documented 1n the record. At2:05 PM on 
6/03/15, the RN presented missed visit notes for 
2 of the visits !hat were missed by the HA the ffrsl 
week. She confirmed 1 of the 4 ordered HA visits 
was not done, 

During an Interview on 6103/15 at 10:26 AM, the 
Interim Nurse Manager reviewed the record and 
confirmed HA visits were not completed as 
ordered on the POC. 

The 9gency failed to ensure Patient #4 received 
HA visits as ordered. · 
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L 543 Continued From p119e 9 

2. Patient #11 was an 82 year old male admitted 
to the hospice on 3/05115 for a diagnosis of 
metasialio cancer in his right hlp. His record, 
including the POC, was reviewed for the 
certification period ol3/05115 to 6/02!15. 

Patient #11's POC dated 3/05!15, ordered SN 
visits 2 Urnes a week for the first week, Slimes a 
week for 2 weeks, 2 limes a week for 7 weeks, 
and 3 visits as needed for the certification period. 

During the first week of the certification period 
Patient ltl1 received 3 visits by the SN. On 
weaks 2 and 3 he received 6 visits by the SN 

1 
. 

each week. Tnere was no ord~r Included in the 
record for increased SN visits. 

During an interview on 6/04/15 at 8:65AM, the 
Interim Nurse Manager reviewed tile record and 
confirmed the ordered SN visits and additional 
visits were made. She stated there was an order 
to Increase the visit frequency per a request by 
Patient #11 's family. The Interim Nurse Manager 
confirmed the POC was not updated to include 
the Increased frequency for SN vlslls .. She 
confirmed the family's request to Increase SN 
visits was not documented in the record. 

The agency failed to Include orders for the 
increased frequency Of SN visits to Patient #11. 
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L 543 Clinical staff educated to check 
physicians orders for frequency prior 
to adding visits. June 8, 2015 
complete. 

A minimum of 50% of open records 
or 4 charts, whichever is greater will 
be audited for Plan of care review to 
include order frequency and updates 
when there Is a change requiring an 
increase in visits by any discipline. 
To begin July 20, 2015 by clinical 
auditors. 

JX5) 
COMPLETION 

OATS 

June 8, 
2015 

July 20, 
2015 

L549 4i8.56(c)(4) CONTENT OF PLAN OF CARE L549 

[The plan of care must include aU services 
necessary for the palliation and management of 
the terminal illness and related conditions, 
Including the following:) 
{4) Drugs and treatment necessmy to meet the 
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OAPI plan includes monitoring ability 
of patient and caregiver to safely 
administer medications. Plan 
developed and Implemented in May, 
reeducated staff June 30th. 

June 
30th, 
2015 
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L 549 Continued From page 10 
needs of lhe patlenl. 

This STANDARD is not met as evidenced by: 
Based on record review and staff interview, it 

was determined the agency failed to ensure the 
POC Included all drugs and treatments necessary 
to meet the needs of 1 of 11 patients (#11} whose 
records were reviewed. This resulted In 
Inadequate pain management for the patient. 
Findings l11clude: 

Patlent 1111 was an 82 year old ·male admitted to 
the hospice on 3/05/15 for a diagnosis of 
metastatic cancer in his right hip: His record, 
including the POC, was reviewed for the 
certification pariod of 3/05/15 to 6/02/15. 

Patient#11's record Included an SOC visit dated 
3/05/15, signed by the RN which documented 
Patient #11 reported having extreme pain to his 
rlght hip. The SOC note stated Patlent#i1's 
family agreed with the POC, and were willing and 
able t.:> be involved with the care of Patient #11. 

However, the RN documented "Family is a little 
leary [sic] about giving liquid Morphine and Ativan 
for patient's breakthrough pain because of the 
·c;trowslness and sleepiness that it causes. 
Continue with pain management and 
administration teaching with family. Encourage 
use of medica!lons to keep paUent camfortable." 
PaUent #11's family was Instructed when to give 
the oral pain medication and anxiety medication. 

The roc did not include Interventions to meet 
Patient #11's pain management needs or to · 
address the family's apprehension in 
administering medicalior~s as ordered . 
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L 549 (cont.) 

F10 Libraries in McKesson Horizon 
updated to Include in the Orders 
for Plan of Care, Interventions, and 
lOG template. Reviewed/ 
reeducated staff June 30th, 2015 

Pain management will be 
monitored by quality consultants 
ongoing to further assure patients 
needs are addressed and 
documented. Data from SHP and 
chart reviews. Start July 10, 2015 
and ongoing. 

Staff educated on Pain and 
Symptom management, family 
involvement in care, social support 
and care planning during lOT 
coaching. Completed June 10th, 
2015. 

(X5) 
COMPE..ETIC» 

PAT• 

June 
30, 
2015 

July 10, 
2015 

June 
10, 
2015 
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L 549 Continued From page 11 

Durtng an interview on 5104/15 at 8:55AM, the 
Interim Nurse Manager reviewed the record and 
conffrmed Patient #11's POC did not Include 
lnterventiOilS to meet the paln needs which were 
Identified at his SOC v!stt. 

PaUent#11 did not receive the treatment 
necessary to meet his needs. 
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F1 0 Libraries in McKesson Horizon 
updated to include in the Orders 
for Plan of Care, Interventions, and 
IDG template. Reviewed/ 
reeducated staff June 30th, 2015 

jl(6) 
(':(lMFtJ;TlON 

DATE 

June 
30, 
2015 

l. 552 418.56(d) REVIEW OF THE Pl.AN OF CARE L 552 

The hospice Interdisciplinary group (in 
collaboration with the Individual's attending 
physician, (if any) must review, revise and 
document the Individualized plan as frequently as 
the patianfs condition requires, but no lass 
frequently than every 15 calendar days. 

This STANDARD is not met as evidenced by: 
Based on staff interview and reviaw of medical 
records, It was determined the agency failed to 
ensure POCs were updated as needed for 1 of 
11 patients (Palient#11) whose records were 
reviewed. This resulted in a lack of Interventions 
being provided to meet patient needs. The 
findings Include: 

Patient #11 was an 82 year old male admiUed to 
the hospice on 3/05/15 for a diagnosis of 
metastallc cancer in his right hip. His record, 
Including the POC, was reviewed for the 
certification period of 3105/15 to 6/02/15. 

Patient#11's Initial evaluation, dated 3/05/15, 
documented he had cancer of his hip with a right 
acetabular (hip) fracture. Patient #11 Wa$ 
bedbound and required msximum assistance with 

EventiO;YGDr11 

Pain management will be 
monitored by quality consullants 
ongoing to further assure patients 
needs are addressed and 
documented. Data from SHP and 
chart reviews. Start July 10, 2015 
and ongoing. 

" Staff educated on Pain and 
Symptom management, family 
Involvement in care, social support 
and care planning during IDT 
coaching. Completed June 10th, 
2015. 

July 10, 
2015 

June 
10, 
2015 
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l552 Continued From page 12 
ADLs. Patient #11 stated he had severe pain to 
his right hip. 

During his certification period of 3/05/15 to 
6/02/15, Patient #11 experienced several 
episodes of poorly controlled pain symptoms and 
Increasing family member apprehension with 
regard to f)llin management. Examples included 
but were not limited to the following: 

-In a visit note dated 3/07/15, the RN 
documented Patient#11 rated his pain as 6 on a 
scale of 0 • 10. Patient #11 1vas documented as 
crying lntermlltently and moaning due to pain. 
The RN documented she administered 3 doses of 
oral pain medication and 1 dose of oral 
anti-anxiety medication to relfeve Patient #11's 
pain. 

-In a visit note dated 3/08/15, the RN 
documented Patient #11's family members were 
anxious about his infusion pump running out of 
pain medicallon. The RN documented the family 
was educated. However the documentation did 
not include details on what Patient #11's family 
was educated regarding. 

-In a visit rrote dated 3/11/15, the RN 
documented Patient #11 was having ''Very intense 
severe" pain. His pain level was documented as 
8 out of 10 on a 1 to 10 scale. The RN 
documented medicating Patient #11 4 times with 
his prescribed oral medications before he 
received relief. The family was educated on 
using distraction and relaxation to assist wlth 
Patient #11's pain. 

-In e visit note dated 3/13/15, documented 
Patient #11 was having teg spasms Which were 

l;ventiP:YGD711 
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F1 0 Libraries in McKesson Horizon 
updated to include in the Orders June 
for Plan of Care, Interventions, and 30, 
IDG template. Reviewed/ 2015 
reeducated staff June 30th, 2015 

Pain management will be July 10, 
monitored by quality consultants 2015 
ongoing to further assure patients 
needs are addressed and 
documented. Data from SHP and 
chart reviews. Start July 10, 2015 
and ongoing. 

Staff educated on Pain and June 
Symptom management, family 10, 
Involvement In care, social support 2015 
and care planning during IDT 
coaching. Completed June 10th, 
2015. 
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Contin~ed From page 13 
Increasing his pain. The RN documented Patient 
#11's daughter did not want to give him 
scheduled doses of anti-anxiety medications 
during the day, as ordered by his physician. 
Additionally, the RN documented the family of 
Patient #11 had a meeting and decided they did 
not want to increase his apidural pain medication 
as ordered and had decreased his oral pain 
medication during the day. 

-In a visit note dated 3/1S/15 at 10:20 AM, the 
RN documented the family members of Pallen! 
#11 ware encouraged on the use of oral pain 
medications and anti-anxiety medications for his 
breakthrough pain. The visit nole stated the 
family was reluctant about using the oral 
medications. 

Patient #11 exhibited Increasing symptoms of 
pain as noted in SN visit notes. Patlent#11's 
records documented a significant change in his 
family's agreement and compliance with his 
prescribed pain management. There was no 
documentation Patient #11's physician was 
Informed of his increasing pain or his family's 
reluctance to administer ordered pain medication 
to manage his symptoms. Additionally, his record 
did not include documentation that the lOG, 
Including the Medical Dlreotor, had updated his 
POC to address his family's refusal to give 
scheduled pain medications or increase his pain 
medication Infusion for his comfort 
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I 

Wot 
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10 
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During an Interview on 6/04115 at 8:55 AM, the 
Interim Nurse Manager revlewed the record. She 
confirmed the lPG meetings did not speclficalfy 
address Patient #11's pain management needs or 
his family member's apprehension lo follow lhe 
physician orders. The Interim Nurse Manager 

L---~~------------------~---L------·-------------.~".--------L---~ 
fORM CMS-2667(02-99} PrevlousVeJslon:s Ob:sO!eta EVenl !D:YGD71t Factlity JD; 1;51542 Jr C<lnl!oua.Uon ;sheet Page 14 of27 



Intermountain 7/8/2015 10:15:31 AM PAGE 18/030 Fax Server 

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

STATEMENT OF DEFICIENCIES 
ANO PlAN OF CORRECTfON 

(X1) PROVlDER/SUPPliER/Cl!A 
IDEN11~1CAIION NUMBER: 

131542 
NAME OF PROVlDER OR SUPPUER 

INTERMOUNTAIN HOMECARE NOSPIGE • CASSIA 

(X4)10 
PRl:FDC 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
{EACH DEFICIENCY MUST Bf£ PHECEOEO BY FUll 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

l552 Continued From pa~e 14 
confirmed his POC was not updated to meet Ills 
needs. 

Patient #11's POG was not updated to Include 
Interventions for a significant change In status. 

l559 418.68 QUALITY ASSESSMENT & 
PERFORMANCE IMPROVEMENT 

This CONDITION Is not met as evidenced by: 
Based on staff Interviews and review of OAPI 
plans, QAPl documents, adverse event 
documents, and meeting minutes, It was 
determined the hospice failed to ensure a QAPI 
program was developed, Implemented, and 
malnlalned. This resulted in the hospice's 
Inability to monHor services and improve the 
quality of patient care based on relevant data and 
aotlons taken. findings inoludo: 

1. Refer to L560 as it relates to the hospice's 
failure to ensure an effective, ongoing, 
hospice-wide, data-driven QAPI program was 
developed and implemented. 

2. Refer to L562 as it relates to hospice's failure 
to ensure the QAPI program measured and 
analyzed quality Indicators, including adverse 
patient events. 

3. Refer to L564 as it relates to hospice's failure 
to ensure the QAPI program used data to monitor 
the effectiveness of its services and to idenlify 
opportunilies and priorities for Improvement. 

4. Refer to L565 as it relates to the hospice's 
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l552 

Intermountain Hospice- cassia Quality Plan 
L 559 developed and approved. A fully inlegraled 

QAPI plan is developed from assessment of 
needs specific to this location that is based on 
compleXity and seN!ce. complete June 24, 
2015 

Governing Board QAPI Goal1hal includes 
frequency and data collection methodology is 
developed, reviewed and approved. Gov~rning 
board reviewed and approved OAPI plan. 
Complete July 10,2015 

Quality Committee consisting of all Home Health 
and Hospice leadership met June 24,2015. 
Quality coordinator was voted In, plan reviewed 
.and approved_ Minutes from the- Quality 
Committee recorded. Complete. 

Quality indicators were identified, metrics 
developed, and frequency eslablished In the 
QAPI. Complete. 

Hospice staff provided education on 
requirements of QAPI elements for Safe 
Medication Administration. Begin May 2015, 
refresher July 2, 2015 -ongoing as needed. 

OAP! plan was reviewed with all Hospice staff 
during team meeting. Complete July 2, 2015 

PDSA was completed and perfonnance 
monitoring and measurement began. Begin 
June 25, 2015-ongoing. 

June 
24, 
2015 

July 10, 
2015 

June 
24, 
2015 

June 
24, 
2015 

May 15, 
2015, 
review 
July2, 
2015 

June 
25, 
2015 

fadll!y 10:13-1642 If conllnu.Uon sheel Pege 15 of27 



Intermountain 7/8/2015 10:15:31 AM PAGE 19/030 Fax Server 

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

STATEMENT OF DEFICIENCIES 
AND PJ.AN Or: CORRECTION 

NAME OF PROVIDER OR SUPPUER 

(X1) · PROVIDERISUPPLIER/CUA 
IDEWnFICATION NW.lBER: 

131542 

INTERMOUNTAIN HOMECARE HOSPICE ·CASSIA 

{X2) MULTIPLE CONSTRUCTION 
A BUilDING _______ _ 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1031 EAST MAIN STREET 

PRINTED; 06115/2015 
FORM APPROVED 

OMB NO. 0938·0391 
(X3) DATE SURVEY 

COMPlETED 

06/0412015 

BURLEY, 10 83318 
j-.-0(4-) -IO-;---:s"'uh"'M"'MR=v-=sc:::A:;TEM=E:cN::T::O::F:;IlE::F:ciC"'IE:::N::C:::IES:::----,--.,.ID...L-, PROVIDER:$ PlAN OF CORRECTION 

PREFIX (EACH OEFtCJsqt)Y MUST BE PRECEDED BY FULL PREFIX (EACH CORRECliVEACTION SHOUlD BE 
TAG REGUlATORY OR lSC IDEN11FYING INFORMATION) . TAG CROSS-REFER6NCED T01f!EAPPROPRIAT6 

DEFICIENCY) 

L 559 Continued From page 15 
failure to ensure the frequency and detail of data 
collection was developed and approved by the 
hospice's Governing Board. . 

5. Refer to l666 as it relates to the hospice's 
fallure to ensure the QAPI pr{)Qram focused on 
high-risk, high volume, or problem prone areas. 

6. Refer to l569 as It relates to the hospice's 
failure to ensure adverse patient events wero 
tracked and their causes were analyzed. 

7. Refer to 1.571 as it relates to the hospice's 
failure to ensure PIPs were developed and 
Implemented. 

9. Refer to l574 as it relates to the failure of the 
Governing Board to assume responsibility for 
developing, implementing, and maintaining the 
QAPI program. 

The cumulative effect of these systemic failures 
seriously impeded the ability of the agency to 
assess. monitor, and Improve the quality of its 
services. 

l559 (C<Jnt) 

Clinical Operations team to update job 
description for the COO, Medical Director, 
Quality DireCtor, and Qualtty oonsultants to 
indude their role in the Quality Program. 
Completed ~ 

Human RE>..sources to update job description of 
COO, Medical Director, Quality Director, and 
Quality consultants when updated by Cli1\ical 
Operations Team. 

t 560 416.o6 QUAliTY ASSESSMENT & L 560 
PERFORMANCE IMPROVEMENT 

The hospice must develop, implement, and 
maintain an effeclive, ongoing, hospice-wide 
data-driven quality assessment and performance 
Improvement program. 
The hospice's governing body must ensure that 
the program: reflects the complexily of its 
organization and services; involVes all hospice 
services (including those services furnished 
under contract or arrangement); focuses on 
indicators related to Improved palliative 

Intermountain Hospice-- Cassia QualHy Plan 
developed and approved. A fully integrated 
QAPI plan is developed from assessment of 
nttt:~d~ specific to this !ocatfon that is basad on 
complexity and seJVice. 

.Governing board reviewed and approved QAPI 
plan. Governing Board QAPI Goal !hat includes 
ftequency .and da1a collection methodology is· 
developed, reviewed and approved. 

July7, 
2015 

0:3 
July 1-5, 
201!f ' 

June 
24, 
2015 

July 
1 Dth, 
2015 
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L 560 Continued From page 16 L 
560 

·ouality Committee consisting of all 
Home Health and Hospice 
leadership met June 24, 2015. 
Quality coordinator was voted in, 
plan reviewed and approved. 
Minutes from the Quality 
Committee recorded. Complete 

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. 

This STANDARD Is not met as evidenced by: 
Based on staff Interview and review of QAPI 
documents and meeting minutes, It was 
determined the agency failed to ensure an 
effective, ongoing, hospice-wide data-driven, 
QAPI program was developed and Implemented. 
This resulted In a lack of direction to staff 
responsible for maintaining the QAPI program. 
Findings Include: 

1. A document tilled "Quality & Patient Safely 
Plan, Draft" dated February 2015, included broad 
categories, such as a mission statement and 
guiding principles. However, the document did 
not include specifiC quality indicators, goals, or 
guidance to staff regarding how the quality of care 
and seflllces would be evaluated. In addilion, the 
document addressed both heme health and 
hOspice agencies throughout the Intermountain 
Homecare system which included a different 
locations In Uiah and Idaho. Rnally, no 
documentation was present indicating the "draft" 
plan had been approved by the Governing Board. 
No plan specific to"the Burley, Idaho hospice was 
documented. 

The Chief Nursing Officer was Interviewed on 
$/11/15 beginning at 9:00AM. She confirmed the 
"Quality & Patient Safety Plan, Draft" had not 
been approved. She said it would be approved at 
the August 2015 meeting. Sne stated a speclflo 

Quality indicators were identified, 
metrics developed, and frequency 
established in the QAPI. Complete. 

PDSA element for education 
identified, developed and 
completed. All Hospice staff 
provided education on 
requirements of QAPI elements for 
Safe Medication Administration. 
May 2, 2015, July 2, 2015. 

QAPI pian was reviewed with all 
Hospice staff during team meeting. 
July 2, 2015. 

(XO) 
COMPLEliO.'i 

DAIS 

June 
24, 
2015 

June 
24, 
2015 

July 2, 
2015 
complet 
e 

July 2, 
2015 
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L 560 Continued From page 17 
plan had been developed but was not 
documented, 

2.· Some data had been gathered by lhe agency, 
For example. data regarding the percentage of 
patlen!s who were screened for peln during the 
initial nursing assessment and the percentage of 
patients Who screened positive for pain had been 
gathered from 7/01/14-6/03/15, However, no 
documentation was present to show the agency 
had evaluated fts ability to manage patients' pain. 

The Chief Nursing Officer was lntervlewed on 
6/04/15 beginning at 3:46PM. She stated the 
agency evaluated care but It was not 
documented, 

The agency faifed to develop and implement 
hospk:e-wide, data-drlven QAPl program, 

L 562 418.58(a)(2) PROGRAM SCOPE 

(2) The hospice must measure. analyze, and 
track quality Indicators, including adVerse patient 
events, and other aspects of per'form3ncA that 
enable the hospice to assess processes of care, 
hospice seiVIces, and operations, 

i This STANDARD is not met as evidenced by: 
Based on staff Interview and review of QAPI 

documents, il was determined the agency failed 
to ensure the QAPI program measured and 
analyzed, quality indicators, including adverse 
patient events, This Impeded the agency's ability 
to evaluate about !he care it provided, Findings 
include: -

The "Quality & Patient Safety Plan, Draff' dated 
February 2015, was reviewed. The plan was not 
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Dafa rovfewed from OAPJ plan for Safa 
Medication Administration with Governing 
Board, Quality Committee and Cassia Hospice 
staff, Review of data will occur ongoing at the 
established frequency throughout the duration 
of the QAPI plan cycle_ Initiated July 2015-
ongoing 

Intermountain Hospice· Cassia Quality Plan 
developed and approved. A fully Integrated 

L 562 OAPI plan is developed from assessment of 
needs specific to this location that is based on 
complexity and service. Complete June 24, 
2015 

Governing board reviewed and approved 
QAPI plan. Governing Board QAPI Goal that 
Includes frequent.)' and data collection 
melhodology is developed, reviewed and 
approved. Complete July 2015. 

Quality Committee consisting of all Home 
Hea~h and Hospice Jeader.shlp met June 24, 
2015. Quality coordinator was voted in, plan 
reviewed and approved. Minutes from the 
Quality Commft:tee recorded. Complete June 
24,2015 

Quality Indicators were identified, metrics 
developed, and frequency established in the 
QAPL 

()(!;) 
COMPlET:ON 

DA1< 

July 
2015-
ongolng 

June 24, 
2015 

July 
1oth, 
2015 

June 24, 
2015 

June 24, 
2015 
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L 562 Conlinued From page 18 
specific to the Burley hospice agency, but 
Included hom~ health, hospioo, and DME 
companies throughout the Intermountain 
Heathcare system. The plan did not state how 
the agency planned to measure, analyze, and . 
track quality Indicators, Including adverse patient 
events, and other aspects of perfonnance. The 
plan did not include specHic quality Indicators nor 
did It include a methodology to analyze adverse 
patient events and recommend ways to prevent 
them. 

A data summary for 2014 was reviewed. "The 
only data specific to the hospice agency was 
"Hospice Events," Adverse Drug Events, and 
Employee Injuries. The only adverse event listed 
In 2014 was a PatienWisitor Behavioral Action. 
No other events, Including falls, were noted ln 
2014. 

Some data was available, such as data on pain 
scoring from a company called Strategic 
Healthcare Programs, However, no 
documentation was present to indicate the data 
was analyzed or specific action was taken based 
on the data. 

The Regional Complianca Ofi!Ger was 
interviewed on 6/03/15 beginning at 1:45PM. Ha 
confirmed the plan was not comprehensive and 
was not speclfic to the Burley hospice agency. 
He confirmed the plan did not specifically state 
how data would be measured and analyzed. 

The Chief Nursing Officer, interviewed on 6/03/14 
beginning at 3:45PM, confirmed the 2014 
adverse event data only contained 1 event She 
stated she was sure more events had occurred in 
2014 that were not reported. She was 
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(Cont.) 
L562 

QAPI plans includes specific 
monitors and measures for 
Intermountain Hospice- Cassia. 
Complete June 2015 

Provide Education on appropriate 
use of event reporting system, use 
of new system. Educate on Event 
reporting policy, abuse/neglect 
policy. Manager will review all 
events monthly. 

(XS) 
COMPlETION 

DATE 

June 
24, 
2015 

May 
2015, 
Comple 
e 
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L662 ContlnL·ed From page 19 
lnterJiewed again on 6111115 beginning at 9:()0 
AM. She slated the agency had reviewed and 
analyzed OAPI data but she said this was not 
documented. 

The hospice failed to measure and analyze 
quality indicators. 

L664 418.58(b)(2) PROGRAM DATA 

(2) The hospice must use )he data collected to do 
tbe following: 
{i) Monitor the effectiveness and safety of 
services and quality of care. 
(li) Identify opportunities and priorities for 
improvement. 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of QAPI 

documents and meeting minutes, It was 
detennlned the agency failed to ensure lhe QAPI 
program used data to monitor the effectiveness of 
Its services and to Identify opportunities and 
pr!orifles for improvement. This Interfered with 
too agency's abilily to identify opportunities to 
Improve Its processes. Findings Include: 

Four "Home Healtf1 & Hospice Managers 
Leadership Meeting" minutes were given to 
surveyors. These were dated 11121/14, 2/25/16, 
5107116, and 6127115. The managers were 
responsible for Intermountain Homecare's system 
wide QAPI program. The committee minutes 
referred to Intermountain Homecare's home 
health and hospice agency's in Utah and Idaho. 
Individual agencies were not typically referenced. 

None of the meeting minutes included or 
mentioned data specific to the Burley hospice 
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L662 
(cont.) 

Quality plan includes the collection L664 
of data, requirements for response 
to the data collected for 
effectiveness and safety of 
services and quality of care. The 
plan further includes how 
opportunities and priorities for 
improvement are Identified and 
incorporated into right time, right June 
place, right response actions. 24, 
Complete June 24, 2015 2015 

Quality action plans, outcomes and July 10, 
additional actions will be recorded 2015 
in monthly minutes. Process 
established~ complete June 24, 
2015 

July 10, 
2015 
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L 564 Continued From page 20 
agency. No opportunities or priorities for 
Improvement $peciiic to the Burley hosplca 
agency were documented In the minutes. 

The Chief Nursing Officer was lnte>Viewed on 
6/11/15 beginning at 9:00AM. She agreed that 
agency specifiC data and was not referenced In 
the minutes. She stated efforts had been made 
to monitor the effectiveness of sa >VIces but said 
these efforts were not documented. She also 
slated agency specific opportunities and priorities 
for improvement were not documented. 

The agency failed to use data to monitor the 
effec!iveness of its services pnd to Identify 
opportunities and priorities for Improvement. 

L 565 418.58(b)(3) PROGRAM DATA 

(3) The frequency and detail of the data colleollon 
must be approved by the hospice's governing 
body. 

This STANDARD Is not met as evi!Jenced by: 
Based on staff Interview and review of QAPI 
documents and meeting minutes, It was 
determined the agency failed to ensure the 
frequency and detail of data collection was 
developed and approved by the hospice's 
Governing Board. This Interfered with the 
agency's ability to gather data. Findings include: 

Tile agency's "Quality & Patient Safety Plan, 
Draft," dated February 2015, did not Include 
speclnc qucili!y indicators and did not Include lhe 
frequency and detail of the data collection. 

Four "intermountain Homecare & Hospice Board 
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L 564 (cont.) 

L 565 Quality plan developed, reviewed 
and approved by the QAPI 
Committee including areas 
recommended for monitoring, 
data, frequency and ongoing plans. 

Governing board to approve quality 
plan that was developed including 
the monitoring, data collection, 
frequency, and ongoing plans. 

Ongoing quality data will be a part 
of the board meetings to include 
data measured, outcomes, and 
additional actions for 
recommendations. Minutes will 
reflect oversight of the quality plan. 

IX5) 
CQ/'Jt\)LEllON 

DATE 

June 
24, 
2015 

July 10, 
2015 

July 10, 
2015 
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L 565 Continued From page 21 
Meeting" minutes were documented between 
6/01/14 and 5/31/15. These were dated 6/19/14, 
11/20/14,2/05/15, and 5/29115. None of the 
minutes included discussion or approval of the 
agency's QAPI plan. None of the minutes 
Included discussion of the frequency or detail of 
data collecllon. 

The Director of Compliance was Interviewed on 
6/03/15 beginning at 1:45PM. He stated the 
frequency and detail of the QAPI program's clata 
collection was not defined and had not been 
approved by the hospice's Governing Board. 

The hospice failed to approve the frequency and 
detail of data collecHon. 

l566 418.58(c)(1)(i) PROGRAM ACTIVITIES 

(1) The hospice's performance improvement 
activities must: 
(I) Focus on high rlsk, high volume, or 
problem-prone areas. 

This STANDARD Is not met as evidenced by; 
Based on staff interview and review of QAPI 

documents, it was determined the agency failed 
to ensure the hospice's performance 
hnprovomont activitkls focused on high risk, high 
volume, or problem-prone areas. This prevented 
the hospice from developing a QAPI program 
based on the agency's needs. Findings Include: 

The agency's "Quality & Patient Safety Plan, 
Draft," dated February 2015, did not identify the 
agency's high risl<, high volume, or 
problem-prone areas on which the plan was 
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L566 

Hospice Quality plan includes June 
assessment of high risk, high 24, 
volume, or problem-prone areas. 2015 
Tools for used for evaluation of 
these areas include but are not 
limited to; Survey findings, event 
reports, trends, and internal quality 
monitors. Complete June 24, 2015 

Data monitoring will occur as part June 
of the standard operations and 24, 
trends presented to the Quality 2015 
Committee and Governing Board and 
for further recommendations. Begin ongoing 
June 2015- ongoing. 
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l566 Conlinued From p<~ge 22 
based. 

The Director of Compliance was interviewed on 
6/03/15 beginning at 1:45PM. He stated the 
agency had not ldentined Its high risk, high 
volume, problem-prone areas in order to develop 
its QAPI plan. 

The hospice failed to id<:mtify its high risk, high 
volume, problem-prone areas in order to fOCU$ its 
performance Improvement activities. 

L 569 418.53(c)(2) PROGRAMACTIVJTIES 

(2) Performance Improvement activiUes must 
track adverse patient events, analyze their 
causes, and Implement preventive actions and 
mechanisms lhat Include feedback and learning 
throughout the hospice. 

This STANDARD Is not met as evidenced by: 
Based on staff interview and a review of incident 

reports and QAPI documents, it was determined 
the hospice failed to ensure adverse patient 
events were tracked and their causes were 
analyzed. This failure directly Impacted 1 of 1'1 
patients (116) whose records were reviewed and 
had lhe potential to impact all patients receiving 
se<Vices by the agency. This failure Impeded the 
hospice's ability to determine if the care it 
provided was appropriate. Findings Include; 

Patient #6 was a '15 year old female who was 
admitted for hospice seNlces on 510!114 and died 
on 2103115. Her diagnosis was COPD. 

A "Case Gommunlcatron Report" by the Social 
Worker, dated 1/27/15 at 12:03 PM. stated 
Patientil6 "fell this AM getting out of bed. 
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L 566 (con!) 

Complete an assessment of high risk1 high 
volume, problem-prone areas with QAPI 
Committee in order to develop QApJ plan. 

L 569 All staff required to attend and complete training 
for event reporting requirements In May 2015. 
10or. all staff completed 

Additionally monthly 1rend reports are currently 
monitored to assure reports are being 
generated by all offices. Begin July 2015 

Hospice leadership further monitors all events 
and actions including reporting through lDT and 
rounding activities. Begin May 2015. ongoing 

June 24, 
2015 

May 15, 
2015 

July 
2015 

May 
2015 and 
ongoing 

Quality plan includes methodologies for tracking June 24, ~. 
of adverse events, root cause analysis, and ~ 
actions for established monltoring, response 2015 and 
monitoring and process monKoring. Use of RCA ongoing / 
and PDSA for effec!iva planning and monitoring : r . .,-- _..., .t 
will be ongoing and performed by hospice staff, ~ ~ 1"-ci..~ -~ _": c.1.' 

6 

quality, compliance, and education. ¢Z_.v-... ~ .._ 

Adverse events will be monitored via trend 
reports on a monthly basis. Patient safety 
committee and Infection Control committee will 
review, pl~n actions and respond to trends. 
Actions of these committees will be reported to 
Quality Comm!Hse and the Governing Board as 
part of lhe quality report. Begin July 2015. 

Begin 
July 
2015 
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L569 Continued From page 23 
[Complained of] pain to leg, stomach. Family 
notified EMS in [another town]. Discussed respite 
care with [daughter] & her spouse which they 
desire. Explained that hospice does not e¢Ver 
ambulance transport; family determined that they 
would transport her themselves after CM 
manager vistted to examine [Patient #8)." 

A late nursing visit note by the RN, dated 1/31{15 
for a visit made on 1/27!15, slated Patient 116 
complained of pain In her right knee and was 
grimacing and moaning. The note stated 
"Nothing observable at this time. However, 
patient states 'ouch' when moving [right leg) with 
repositioning. MD notified and will follow up with 
patient after her arrival to hospital for respite 
stay." The note staled Liquid Morphine and 
Lorazepam were given for pain and anxiety. The 
note stated the physician was noUfted at 1;30 PM 
and respite :stay at the hospital was arranged. 
The note also stated the nurse Instructed Pallen! 
#6's "famHy about safely tr@sferring patient from 
bed tow/chair for transfer." 

The family transported Palient#6lo a hospital 
approximately 33 miles over rural roads. She 
arrlVed at the hospital on 1/27/15 at 5:05PM. 
The first physician note was dated 1/28/15 at 4:10 
PM. The note did not Include documentation of a 
physical examination. It stated Patient #6 did not 
have a knee fracture and would be checked for a 
hip fracture. An X-ray report, dated 1/28/15 at 
5:34 PM, confirmed a hip frac\uro. 

Because of Patient #8's frail condition, her hip 
was not surgically repaired. She was transferred 
to a skilled nursing facility on 1/31/15 and died on 
2/03/15. 
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l569 Conlfnued From page 24 
An incident report was not documented. 

The RN who wrote the nurelng note dated 
1/31/15 was interviewed on 6/04/15 beginning at 
10:30 AM. She confirmed Patient #6 had fallen 
and had been transported by private vehicle to a 
hospital for respite care. She stated she had not 
filled out an incident report regarding the events. 
She stated the events surrounding the fall had not 
been invesUgated. 

The Chief Nursing Officer was Interviewed on 
6/04115 beginning at 10:00 AM. She confirmed 
an Incident report should have haen completed 
following Patient 116's fall. She said there was no 
documentation regarding an investigation of the 
fall or the subsequent care In order to evaluate 
the care of Patient #6. She stated falls were one 
item tracked !Jy the agency's QAPI program. No 
falls were documented as occurring on the 2014 
summary of events. She agreed the number of 
falls reported by the QAPI program was not 
reliable. 

The hnspiae failed to track adverse patient events 
and analyze their causes. 

L571 418.58(d) PERFORMANCE IMPROVEMENT 
PROJECTS 

Beginning February 2, 2009; hospices must 
develop, Implement and evaluate performance 
Improvement projects. 

This STANDARD Is not met as evidenced by: 
Based on staff interview and review of QAPJ 
documents, it was determined the agency failed 
to ensure PIPs were developed and 
implemented. This Interfered wllh the agenny's 
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l571 Quality planning includes the collection of data, 
requirements for response to the data collected 
for effacUveness and safety of services and 
quality of care. Performance improvomont plans 
further indudas opPQrtunities and priorities for 
improvement that are identified and 
Incorporated Into right time, rlgnt place, rtght 
response actions. Initiated June 2015·ongoing. 

Quality action plans, outcomes and additional 
actions will be recorded in monthly mlnutes of 
staFf, Quality Committee and Governing Board 
meetings. Initiated June 201&- ongoing 
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2015 
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· L 571 Continued From page 25 
abilttyto evaluate and Improve Its services. 
Findings include: 

A document !!fled "Quality & Patient Safety Plan, 
Dfaff' dated February 2015, did not define PIPs 
and did not slate the agency would conduct PIPs. 

No PIPs specific to lhe agency were documented 
between 1!01114 and 5/31/15. 

The Dii\lctor of Compliance was interviewed on 
6/03115 beginning at 1:45 PM. He staled the 
agency gathered ongoing data but had not 
conducted any PIPs. 

The hospice failed to develop and Implement 
PIPs. 

L674 418.58(e)(1) EXECUTIVE RESPONSIBILITIES 

The hospice's governing body is responsible for 
ensuring the following: 
(1)Tha! an ongoing program for quality 
improvement and patient safety is defined, 
Implemented, and maintained, and is evaluated 
annually. 

This STANDARD Is not met as evidenced by: 
Based on staff interview and review of meeting 

minutes, lt was determined U1e agency's 
Governing Board failed to assume responsibility 
for developing, implementing, and maintaining the 
QAPI program. This resulted In a lack of 
oversight of the QAPJ program and a lack of 
direction to staff responsible for the program. 
Findings Include: 

Five "Intermountain Homecara & Hospice Board 
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L 571 (cont.) 

Implemented a quality program 
regarding Patient/Caregiver safe 
medication administration. 

L 574 1 ntermountain Hospice- Cassia 
Quality Plan developed and 

June 
24, 
2015 

approved. A fully integrated QAPI June 
plan is deVeloped from assessment 24, 
of needs specific to this location 2015 
that is based on complexity and 
service. Complete July 2015 

Governing Board QAPI Goal that 
includes frequency and data 
collection methodology is 
developed, reviewed and 
approved .. Governing board 
reviewed and approved QAPI plan. 

July 10. 
2015 
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continued From page 26 
MeeUng" minutes were documented between 
6/01/14 and 5/29115. The minutes were dated 
6!19114, 8/21/14, 11/20/14, ?105/15, and 6/29/15. 
All of the minutes covered both home health and 
hospice agencie~ throughout the lnte.rmoun!aln 
Homeoare system which Included 8 different 
locations in utah and Idaho. No minutes specific 
to the Burley, Idaho hospice were documented 
except the 5/29/15 minutes, which stated the 
board discussed the results of a recent CMS 
audit and an action plan to address deficiencies 
was currently In place. 

None of the meeting minutes referred to the QAP/ 
program at the Burley hospice. No 
do,umentallon was present that the Governing 
Board had discussed, approved, or evaluated the 
agency's QAPI program. 

The Chief Nursing Officer was interviewed on 
6/03/15 beginning at 1:45PM. She agreed there 
were no Board meeting minutes or other 
documentation to show the Governing Board had 
discussed, approved, or evaluated the agency's 
QAP/ program. 

The Governing Board failed to deflne, Implement, 
and maintain the QAPJ program. 
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Quality plan includes 
L 574 methodologies for tracking of 

adverse events, root cause 
analysis, and actions for 
established monitoring, response 
monitoring and process monitoring. 
Use of RCA and PDSA for 
effective planning and monitoring 
will be ongoing and performed by 
hospice staff, quality, compliance, 
and education. Complete. 

Adverse events will be monitored 
via trend reports on a quarterly 
basis. Patient safety committee 
and Infection Control committee 
will review, plan actions and 

""' -cOMPLETION 
D1UE 

June 24, 
2015 

respond to trends. Actions of these June 24 
committees will be reported to 2015 ' 
Quality Committee and the 
Governing Board as part of the 
quality report. 
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