DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Western Division of Survey and Certification

Seaftle Regional Office

701 Fifth Avenue, Suite 1600

Seattle, WA 98104

CENTERS FOR MEDICARE & MEDICAID SERVICES

IMPORTANT NOTICE -- PLEASE READ CAREFULLY

June 18, 2015

Kim Lane, Administrator

Intermountain Homecare Hospice - Cassia
1031 East Main Street

Burley, ID 83318-2029

CMS Ceriification 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 swrvey 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 Department of Health and Human Services, Departinental 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:
hitp://www.hhs.gov/dab/divisions/civil/procedures/filing-and-service html

If you do not have access to a computer, you wnay 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.

Sincerely,

prz”

Patrick Thrift
Manager, Seattle Regional Office
Division of Survey, Certification & Enforcement

ce:  Idaho Bureau of Facility Standards
Office of General Counsel, DHHS
National Government Services
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July 8™, 2015
Via facsimile (208-364-1838)

Hospice Survey Team

ldaho Department of Health and Welfare
Bureau of Facility Standards

3232 Elder Street

Bolse, Idaho 83705

Re: Intermountain Homecare Hospice — Cassia
Providar # 131542
Plan of Carrection

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. 'm sorry we weren’t able to connect with someone
sooner. |also want te thank you and your team for their continued guidance to our hospice as we work
to bring our agency inta compliance with all regulatory standards and to provide excellent patient care
to the patients and families we serve,

| ook forward to your response and any feedback regarding our Plan of Correcticn and hope ta continue
to work closely with you and your colieagues in the future,

Sincerely,

Lisa Musgrave A‘J\Q

Hospice Chief Nursing Officer
Intermountain Homecare & Hospice
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The following deficlencles were clted during the
Medicare recertification survey of your hospice YYlus
agaency conducted from 6/04/15 through 6/04/16. cé)

The surveyors conducting the recerititeation were:

Gary Guiles, RN, HFS, Team Leader
Laura Thompson, RN, BSN, HFS

Acreiryms used in this raport include: The Chief Nursing Officer is
. o responsible for Completion of the 2567
ADL - Acitifles of Daily Living Plan of Correction.

CM - Case Manager

CMS - Cenfers for Medicars and Medicaid
Senvices

CQOPD - Chronic Obstructive Pulmonary Disease
EMS - Emergency Medical Services

HA - Health Aide

DG - Interdisciplinary Group

D - Medlcal Doctor

PIP - Perfosmance improvement Project
POG - Plan of Care

QAP! - Quality Assessment/Performance
Improvement

RN - Raglslered Nurse

SN - Skilled Nursing

8CC - Start of Care

1,524 418.54{c) CONTENT QF COMPREHENSIVE 1524

ASSESSMENT . o June1s
IDT struclure will include review of unels,

The comprehensive assessment must identify the patient assessment to assure 201 5’“

physical, psychosoctal, emotional, and sphitual complete documentation for physical, | ONgomg

needs refated (o the terminal illness that must be emotional, spiritual and psychosocial

addressed in order fo promote the hosplos .| needs at admission and ongoing.

palient's well-being, comfor, and dignity . Begun June 15, 2015

throughout the dying process.

L ABORATORY DIREETOR'S OR PRO RASUPPLIER REPRESENTATNEJ/ZN\ADURE @A'_I)ﬁéff )7 /g / X5} [J[ATE

Any daficlency statement andlng with an asterisk {3'deholes a defleiancy which the Institution may be excused frem correcting providing il is detammined that
other safeguards previde suHlciont profection to the patfonts. (Sce Inslruclions.) Except for nussing flomes, the findings stafed above are disdlosab’e 80 days
following the dafe of survey whetheror nota plan of correclion is provided. For nurging homes, the above findings and plans of cosrection aro disclosable 14
days folowing the date these daovments are rmade availeble {0 the faallity, If defioiencies are cifcd, an apprawved plan of corroctien is requisite ta confinued

program paicipation.

FORM CiA3-2587{02-93) Pravious Versions Gherlele " Event ID:YGODTH Faciliy ID: 131542 I continuation sheat Page 1 of 27
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L 524 Conlinued From page 1 L 524

This STANDARD s not met as evidenced by:
Based on record revisw and staff Interview, It
was determined the agency falled lo ensure the
comprehansive assessment identified the
physical and psychosocial neads for 1 of 41
pailents (#110) whose records were reviewed,
This had the potentiat to resuit in inadequate care
and treatment helng provided to a patient.
Findings inglude:

Patiant #10 was 8 77 vear old female admitted o
the hospice on 113715, for a diagnosis of
traumatic brain injury. Her POC and record were
reviewed, Including the certification perlod of
171315 {o 4H12H15.

The 8OG visit dated 1/13f15 and signed by the
RN, docomented a full assessinent was
perfoemed on admisslon of Patient#10.
However, the visit note docurnented areas which
were not assessed during the SOC visit,
Examples included but are nof fimited ta the
folfowing:

- Paflent #10's abdominal girth and mid-arm
circumference were not assessed. Patient #10
was recelving enteral feedings and was not taking
food or flulds by mouth. Additionadly, the RN
documented Patient #10's recent decline during
the last month was related to weight loss,

- Tha SOG visit documented no paln was
observed during the visit, Patient #{0's spouse
stated she did not have to take her prascribed
medicaticn for pain for "some time." Hawaevar,
the RN documented no standardized pain fool

was iisad fo assess Patient #10's pain level

Quality Consultants will review 100%
of all hospice patients on service a
minimum of once monthly to verify
POC reflects physical, spirftual,
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 physlical, spiritual,
aemotional, and psychosocial needs.
Staff educated to include
assessment of co-morbid conditions
at SOC. Oversight for complete POC
documentation will ocour through
clinical auditors and quality
consultants. 100% records reviewed
Monthly for 8 months. In progress.

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

July 10,
2015

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

August
15,
2015

FORM GIMG-2667(02-9%) Provious Varsions Obsolele
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' (conty
L 524 ] Continued From page 2 L 524 Eﬁgﬁfﬁﬂuni@pmﬁpﬁiﬂ r[&span:;a to changes in condtion Education
. 1} HHicalbcr il 11 1 oare, {m]
duﬂng the vis ii' mmz‘i?f(:r&; Ei'!:l reggﬂfng.gdr:d care u;ur:;;yah;rl' Staff GOmPrete
N B e e tee witar | d June
- Palient #10' lung sounds were not assessed compsshersive care planning, cocrdinalion of services and a1, | 251R,
during the SOG visit. Patient #10 was rocently 100% of documeattion slerts in SHF wil bg moaflored and Aler
hospitalized with aspliraifon pneumonia on ond quality congeliania, i e auditing
12113/44. Patient#10 was documented as July 14th,
experlencing shoriness of breath when walking _ o 2015
short distances or durlng dressing herself per her B e o o= | angoing
Spouse, emmtional, splituel, znd psychosocial essesamant, devaloping a
complate a problem Bst based on asyessment, implomenting
Imtanventions that are appropiiate bassd onths asassment
Additionally, the RN documented no treatment probleem st, end how o document nterventons appropriately |~ o p)ate
was Initiated for her shartness of breath because Bt s ol e B e e randefl. 1 L Tone
it was declined by Pallent #10. However, the RN decumeatafion, o6, 2015
documented Patient #10 had savere cognitive and '
impairment with a loss of spasch andlor ongoing
comprehension and she was non-responsive and :
non-verbal,
During an Interview on 6/03/16 at 2:15 PM, the
{nterlm Nurse Manager reviewsd ihe record and
confirmed Patieni #10's paln was not
comprehensivaly assessed by the RN. She
further confirmed Patient #10's resplratory status
and nutritional status were not comprehanslvely
assessed at the SOC visit,
Patlent #10 did not have a comprehensive
assassment of her neads,
"L 5381 418.66 IDG, CARE PLANNING, GOORDINATION L&38 '
press:nt. umﬁ";:wn;cnﬂﬁnfﬁwé;mﬂ‘ﬁﬂm“ July 14,
The plan of care must specify the hospice care fisougsed uily Inivikst et membore. 2015
and services necessary to mast the patient and
family-specific ieeds identified in the o o st o ke June 18
comprehensive assessment as such needs relale ducation to staff oo addressing all lements n doumentaion of | VUTME 13,
to the terminal #iness and related condifions. e oot o ooty comotaren bost o ovews | 2015 and
. mﬁ;lmimgﬁgﬁiwmwmm respended fo ongoing
This STANDARD 1s not met as evidenced by:; : ]
Facility 1. 431642 U continuation sheet Page 3 of 27
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23 MULTIPLE CONSTRUCTION (%3} DATE SURVEY
A BUILDENG GOMPLETEE_D
B WING 06/04/2016

HAME OF PROVIDER CR SUPPLIER

INTERMOUNTAIN HOMECARE HOSPICE - CASSIA

STREET ADDRESS, CITY, STATE, ZIF CODE
1034 EAST MAIN STREET
BURLEY, b 83218

comfort measures, and home safely.” The POC
did not specifically address Patient #3's pain,
diehetes, or foot tlcers.

The Hosplee Nurse Administrater was interviewad
on 6/02/15 haginning 2t 9:30 AM. She staled -
Patlent #3's POC did not specifically address

pain, diabetes, or foot Ucers.

{XAHD SUMMARY STATEMENT GF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION DI}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREC TIVE AGTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cRoss-REﬁ:RENCED!Eﬁ J%EAPPROPRIATE DATE
. DEFIC
L 638 | Continued From page 3 L 538 (cont from above)
Based on staff Interview and review of medical
records, it was determined the agency failed to ) o
ensure POCs specified the care and services Quality Consultants will review July 10,
?deceﬂsrs?f t?hmeet Paﬁ?t-sl?eclﬁc needs for 4 100% of all hospice patients on 2015
ente ! T e Compre ensye assessment 1or Sewice a minimum Of ance
records wara raviewed. The lack of specific . L o
personalized POCs Interfered with the hospice's physical, SPlﬂt'Jaf, emotional, and
abliity to direct patlent care. Findings Include: psychosocial needs.
1. Patient #3 was a 91 year old female whowas Educati
admitted for hospice services on 7/25/4 and Staff will be educated di
discharged on 9/06/14, Her diagnoses included ucated regarding on .
dementia and Type |} Diabetes. individual development of POC at | Complet
‘ ‘ start of care and recertfficationto  |ed by
g:the;n; Eﬂiﬁ";’;’;ﬁ’;@;‘;{"gt:‘t’;da;’ﬁ:ﬁ?fm' assure care and documentation | July 1st
Methadene, a po“;erful na'urcot[c, for generalizad capf(tu res all e}!:‘:merts (;]f physical, 2R015.
pain and she took insulin for her diabetes. The spiritual, emotlonal, an . ef"ord
assessment also stated she had diabetlc ulcers psychosccial needs. Oversight for |review
on her right foot. complete POC documeantation will  |monthly
occur through clinical auditors and |for 6
Patient #3's POG for the certification period : 4 ANO
7126114 4022714 stated the hurse was to Visl quality consultants, 100% records - |months,
once the first week and 2 thnes a week after that reviewed Monthly for 6 months. In
9,..lo assess overal] patient status, pain and progress.
symptom conlrol, medication compliance, )
patlent/famity/caregiver concerng, and Staff educated
environmental safoty. SN (o nstruct on diseass tr::in?gr dl!:sc? m?: th;g;rgﬂlsje of ggaﬂﬁrllet
prog_resg;ion, pgin and symptom managr_ament, iat p i 'Y[ (DT 11 ¢
medications, signs and symploms of dying, appropriaie content o - )
Hospice administrator attending 2015

IDT meetings one -two times
monthly to mentor staff in IDT
discussions.

FORM CIMS-2567{02-98) Previous Vorsions Obsolala Eveat ID0YGO7 T
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STREET ADDRESS, CITY, STATE, ZiP {ODE
1034 EAST MAIN BTREET
BURLEY, ID 83318

2. Patient #7 was an 85 year ofd female who was
admitted for hosplce services on 3/13/15. She
died on 51116, Her diagnoses included lung
cancer and debility.

Pallent #7's comprehensive RN assessmeant,
dated 3/13/15 at 7:38 P, stated she had a right
pleural sffusion, a bulld up of fluid betwesn the
lung and tha chest wall, which was dralned in
1214, The assessment stated Patlent #7 hoped
to get it drained agaln for comfort. The
assessinent stated Patient #7 used a narcollc
paln patch and took ancther narcetic pain
medicatlon on & regular basie, The assessment
stated Patlent #7 complained of nausea and
vomiting. The assessment stated Patient #7 had
a loss of appetite and weight. The assessment
stated Patient #7 had a cotigh and shorlnsess of
breath. Her oxygan saturation level was 89%.
{The Mayo Clinic weh site, qusriad on 6M0/15,
stated normal oxygen saturalion levals were from
95 o 100%. The sile stated levels below 20%
were considsred Jow).

Patient #7's PQC for the ceriification period
311315 to 6110/15 stated the nurse was 1o assess
overall patiant statuss, pain and symptorm control,
medication compliance, patlentffamily/caregiver
cencerns, and environmental safety. The POC
stated the nurse would also inslruct the patienton
disease progression, pain and sympiom
management, medications, signs and symploms
of dying, comfort measures, and home safely.
The POC did not specifically address Patlent #7's
pain, shoriness of breath, nausea and vomiting,
and nulritlonal needs,

“The Hospice Nurse Administcator was Inferviewed

(@D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION {5}
BREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
" cont. “
L 538 Conlinued From page 4 L. 638 ( )
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Continued From page & L 538

on 6/03/15 baginning at 9:40 AM. Shs stated
Patient #7's POC did niot specifically address
pal, shoriness of breath, nausea and vomiting,
and nulrdtional neads,

3. Patiant #10 was a 77 year old famale adrmitted
{o the hosplce on /13715 for a diagnosis of
traumatic hrain injury. Her POC and record were
revlewed for the certification perlod of 1/13/15 o
41215,

Patient #10's S8OC visit was completed on
1713115 by the BN, Patlent #10 was dosumantad
as experlencing shorlngss of breath with
dressing, tofleting, and ambulating short
distances. The RN documented no interventions
ware initiatad due to Patient 10's refusal.
However, Patlent #10 was docomentad as
non-responsive and non-verbal,

Patieni #10's enteral feedings were documented
as a source of slrass for the primary caregiver,
Patient #10"s spousse. The RN documented
Patient #10's spouse was worried he had made
the wrong declision regarding enteral feedings.
and felt guilty for starting the feedings. The RN
documented Patient #10% spolise was having
difficuity deciding whether to stop the enteral
feedings. However, there was no documentation
the RN had discussed the spouse’s concerns with
the spouse or with olher members of the 1DG.

Patient #10'e neurological sialus was assessed
by the RN, related to her diagnosls of traurnatic
brain injury. The RN docuimented Fatient #10
had short and Jong term memory impairment,
confusion, and severs cognitive impairment with
losa of spesch,

FORM CM3-2567(02-99) Prevtous Verstons Obsclete

Event 1D, YGD? 1

Facifity 1D: 191542
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L 538

Conlinued From page 6

The FOC ordered the “SN fo assesa overall
patient status, psin and symplom management,
medications, signs and symptoms of dying,
comfor! measures, and environmental safaty.”
There was no decumentation of specific
interventions refated to Patient #10's terminal
diagnosis of a raumatic brain injury or the
family's needs which were identified during the
comprahensiva assessment. Additionally, the
POC did not inciude interventions or orders for
who was rasponsible for managing or monttoring
her enteral feedings. -

During an interview on 6/03/15 at 2:16 PM, the
Interim Nurse Manager reviewed the record and
conflrmed the POG did not Include specific
Interventions related to Patlent #10's nifizl
comprehensive assessment.

4. Patlent #4 was an 82 year old male admitted o
the hospice on $/19/15 for a diagnosis of
Non-Hodgkin's Lymphoma. His record, including
the POG, was reviewed for the cerification period
of 5/19/15 to 8/16/185,

Paffent #4's SOG visit was completed on 5/19/15
by the RN. Patiant #4 had a PleurX drainage
system {used to draln excessive fluld to the chest
or ahdomen) to his right lower abdomen upon
admission to the hospice. Patlent #4 had a
wound to his right abdomen where the drain luhe
enterec hls body.

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

The POG orders stated "Patent and fémny may

1.53g| (cont)
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L 838 Continued From page 7 L 538
use lhe PleurX drainage system as needed for
relief of pressure to zbdomen.” The POC did not
include parameters regarding the use of-the
drafnage system fo manage excess fluid.
Additionalty, there ware no interventions or orders
related to the management of the PlaurX
drainage syster.
The POG did not include wound orders for
monftoring or management of Patient #4's wound )
1o his akdomen,
During an Interview on 6/03/15 at 8:55 AM, the
RN reviewed the record and confirmed the POC
did nok inolude orders or inferventions related ko
Patient #4's dralnage system or his abdominal
wound. She stated Patient #4's wifo was tralnad
how to use the drainage system and was caring
for his abdomminal wound.
The POGs did not include all the services or
interventions necessary fo mest the Identifled
naeds of the patlents.
L 543 | 418.56(h} PLAN OF CARE L 543 Hospice lsadership will utilize open visit
report to monitor scheduled visits for June §,
All hoapice care and services furnished to overalght. Any vislt that {s scheduled and 2015,
patients and thelr families must follow an not performed will be followed up weekly to | 5ngaing
Individualized wrliten plan of care estabtished by determine if patient canceled or visit needs
the hosplos interdisciplinary group in collahoration to occur. Manager to follow-up on
vith the attending physiclan (If any), the patient or appropriate documentation to be completed;
reprosentative, and the primary caregivar n either missed visit or visit completed befare
accordance with the patient's needs If any of Thursday of each waek.
them so desire. 7
Educate staff when a Visit is canceled at the June 8
| This STANDARD is ot met as evidenced by: patlent's request the medical record needs |,y ™
Based on record roview and staff Interview, It googiﬁgn?aggzcriﬁ}sdt ?)qgritna%(:at:aeiseﬁgmmg complet
I_Afas determined the agency failed fo ensure medical record, June 2015 complete. o
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hosplce care and services furnished to patlents
followsd individualized written PQCs for 2 of 11
pationts {4 and #11) whoss records were
reviewed, This had the polential to result in
unmet patient and family needs. Findings
inctude:

1, Pallant #4 was an §2 year ofd admitted lo the
hosplee on 5H19/15 for a diagnesis of
Non-Hodgkin's Lympheormna, His record, Including
tha POC, was reviewed for the certification pariod
of 5/18/15 ta 8/16H15.

Pallent #4's POGC dated £H/19/15, ordered HA
servicas 4 times a waak for 1 waek fhen 3 imes
a week for 12 waeks, with 3 visits as needed.
However, {the HA had documented 1 visl the first
week dated 5/24/5. There were no missed visit
notes documented in Patient #4's record,

During an Interviaw on 6/03/15 at 9:55 AM, the
RN reviewed the record. She confinned the HA
did not make the ordered visils because Patlani
#4's wife had bssn upset and did not want further
vislis the first week. The RN stated Patient #4's
physiclan was aware but confirmed it was not
documented In the record, AL2:05 PM on
6/03/15, the RN presented missad visl hotes for
2 of the visits that were missed by the HA the firsl
waak. She conflrmed 1 of the 4 orderad HA visils
was not done,

During an interview on 670315 at 10:26 AM, the
tnterim Nurse Manager reviewed the record and
conflnmead HA vislts were not complated as
ordered on the POC, ' .

The agency failed to ensure Patient #4 received

HAvisits as ordered.
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L 543 Continued From page 8 L 543 (cont.)
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L 643 i ‘L
043 | Conlinued From page 9 L343 Glinical staff educated to check June 8,
2. Patient #11 was an 82 year oid male admitted P hystc'ians .0 fders for frequency prior 12015
to the hospice on 3/05/46 for a diagnosis of to adding visits. June 8, 2015
metastatio cancer in his right hip. His record, complete.
Including the POC, was revigwed for the
certiffcation period of 3/05/15 fo 6/02/14,
A minimum of 50% of open records
Patient #11's POC dated 3/05/15, ordered SN o1 4 oharts. whichever 1o areator wil |4y 20,
visils 2 imes a week for the first week, 3 times a b dited !f Plan of : 2015
weok for 2 weeks, 2 times a week for 7 weeks, be audited for Plan of care review 1o
and 3 visits as needed for the certification period, include order frequency and updates
when there i{s a change requirlng an
Duwinyg the first week of the certlfication period increase in visits by any discipline,
Patient #11 received 3 vislts by the SN, On To begin July 20, 2015 by clinical
waaks 2 and 3 ha racsivad & visits by the SN auditors
each week. There was no order Included in the )
record for increased SN visits.
During an interview on 6/04/15 at 8:65 AM, the
Interir Nurse Manager reviswed lhe record and
confinmed the ordered SN vislts and additional
visits ware made. She slated there was an order
fo Increase the visit frequency per a reqtiest by
Patignt #11’s family. The Interim Nurse Manager
confirrned the POC was not updated to include
the Increased frequency for SN vislls.. She
confirned the family's request fo Increase SN
visits was not documented in the record.
Thae agency failed to include orders for the
increased frequenocy of SN visits to Patient #11.
L 548 418.56(c)(4) CONTENT OF PLAN OF CARE L 549
. . e | JUNG
[The plan of care must include all servicas QAPI plan includes monitoring ability [ 54
necessaly for the palliation and management of of patient and caregiver to safely | ,54,¢
the terminal iliness and rolated condtions, administer medications. Pian
Including the following:] developed and Implemented in May,
{4) Drugs and freatment necessary to meet the readucated staff June 30th.
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nesds of the patient.

This STANDARD is not met as evidenged by:
Basad on record review and staff interview, it
was determined the agency fafled 1o ensure the
POC Included all drugs and treatments necessary
o meet the nzeds of 1 of 11 patients {#11} whose
records were reviewed, This resulted In
inadeguate pain management for the patient,
Findings include:

Patlent ##17 was an 82 year old 'mate admitted to
the hospice on 3/05/15 for a diagnesis of
melastatic cancer in his right hip: His record,
including ine POC, was raviewed for the
cerlification period of 3/05/15 to G/02/15.

Patient #11's record Included an SOC visit dated
3/05/15, signed by the RN which documented
Patlent #11 reported having extrems paln o his
right hip. The SOC note stated Patlent #11’s
family agreed with the POC, and were willing and
able to be involved with the care of Patient #11,

However, the RN documented "Family Is a litlle
loary [sic) about giving liquid Morphine and Ativan
for patlent's braakthraough pain bacause of the
drowslness and sleepiness that { causes.
Continue with pain managsment and
administration teaching with family. Encourage
use of medications to keep patient comfortable.”
Patient #11's family vas instructed when 1o give
the oral pain medication and anxiely medication.

The POC did natinclude interventions to meet
Patiant #11's pain management needs or to
address the family's apprehension in
administering medications as arderad.

o4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {RACH OEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETICH
TAG REGULATORY OR LSC IDENTIFYING LHFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE PATE
DEFICENCY)
1. 648 Conlinusd From page 10 L 549 (cont.)

F10 Libraries in McKesson Horizon
updated to include in the Orders June
for Plan of Care, Interventions, and |30,

DG template. Reviewed/ 2015
reeducated staff June 30th, 2015

Pain management wiil be July 10,
monitored by quality consultants {2015
ongeing 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 (DT
coaching. Completed June 10th,
2015.
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L. 649 | Continued From pags 11 L 48 (cont.)
During an interview on 6/04/15 at 8:55 AM, the F10 Libraries in McKessen Horizon
Interim Nurse Manager reviewed the record and updated fo include in the Orders  {June
confirmed Patlent #11's POC did not Includs for Plan of Care, Interventions, and |30,
interventions to meet the pain neads which were DGt ;
Ideniified at his SOG vist, emplate. Reviewed/ 2015
resducated staff June 30th, 2015
Paltent #11 did not recelve ihe reatiment
necessary to meet his needs,
L 552 | 418.58(d) REVIEW OF THE PLAN OF CARE L 652
The hosplce Interdisciplinary group {in : .
collaboration with the incividual's attending Pain management will be July 10,
physician, {if any) must review, revise and mo”*?‘)f ed by quality consultants 2015
document the Individualized plan as frequenily as ongoing to further assure patients
the patient's conditlon requires, but no less needs are addressed and
fraquently than every 15 calendar days, documented. Data from SHP and
chart reviews, Start July 10, 2015
This STANDARD is not met as avidenced by: and ongoing.
Based on staff interview and raview of medical
records, it was determined the agency failed o ‘| Staff educated on Pain and June
ensura POCs ware updated as needed for 1 of :
41 pailents {(Patient #11} whose records were iSymIp_’tOm n’;e_magement, [fe;mily ;8’1 5
reviewed. This resufied ina Jack of interventions nvolvement in care, soctal support :
befng provided to meet patlent needs. The and care planning during IDT
findings Include; : coaching. Completed June 10th,
! 2015,
Patiant #11 was an 82 ysar old male admitted to
fhe hosplee on 3/05/156 for a diagnosis of
metastalic cancer in his right hip. His record,
including the POG, was reviewad for the
certification periad of 3/05M5 to 6/62/95.
Patient #11's Inlilal evaluation, daled 3/05/15,
documented he had cancer of his hip with a right
acetabular (hip) fracture. Patient #11 waa
hedbound and required maximum assistance wilh -
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not include details on what Paflent #11's family
was educated regarding.

- In a visit note dated 3/11/15, the RN
documentad Patiant #11 was having "very infense
severe” pain. His paln level was documented as
Boutof10 ona1io 10scale. The RN
documented madicating Patient #11 4 times with
his prascribed oral madications before he
received relief, The family was educated on
using disiraction and relaxation to assist with
Patfent #11°s pain.

- in a visit note dated 3/13/15, documentad
Patient #11 was having leg spasms Which were
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L 552 Continued From page 12 Lss2| (coNt)
gg;zhmﬂ?"t #11 statod he had severe pain to F10 Libraries in McKesson Horizon
updated 1o include in the Orders June
During his certificatlon perlod of 3/05/15 to for Plan of Care, Interventions, and {30,
6/02/15, Pz}ﬁent #11 expetienced several IDG tsmplate. Reviewed/ 20145
episades of poorly controlled pain symploms and
Inareasing family member apprehansion with reeducated staff June 30th, 2015
regard to pain management, Examples included
but ware not limited fo the following:
- In a visit note dated 3/07/15, the RN
docurnented Patient #11 rated hispainas Gon a ; .
scale o 0 - 10. Pafient #11 was docurnented as Pain management will be July 10,
crying intarmittently and moahing due to pain, monitored by quality consul!a_nts 2015
The RN documented she administered 3 dosas of ongoing o further assure patients '
oral pain medicafion and 1 dose of oral needs ars addressed and
anti-anxiety medication to relieve Palient#11's documented. Data from SHP and
paih. chart reviews. Start July 10, 2015
- [n a visi note dated 3/08/15, the RN and ongoing.
documented Pattent #11's famlly members were
anxious about his infusion pump running out of Staff educated on Pain and June
pain medicatlon. The RN documented the family Symptom management, family 10
was educated, However the documentation did involvement In care, social support | 2015

and care planning during IDT
coaching. Completed June 10th,
2015.
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L. 552 ! Continued From page 13 L 662 (cont.)

increasing his pain. The RN documented Patlent
#11'a daughter did not want to give him

scheduled doses of anil-anxiety medications Jun
during the day, as ondered by his physician, 3
Additionally, the RN documaented the family of . D15
Patient #11 had a meeting and declded they did /

not want ta increase his opidurat pain medleation
as ordered and had decreased his oral pain
medicatlon during the day.

- In a visit note dated 3/19/16 at 10:20 AM, the

RN documanted the family members of Pallen{
#11 ware encouragad on the use of oral pain July A0,
medicatlons and anti-anxiety medlications for his 205

breakthrough pain. The vislt note stated the
family was reluctant about using the oral
medications.

Patient #11 exhibited Increasing symptoms of
pain as noted in SN visit notes. Patient#11's
records documented a significant changa in his

family's agreement and eompliance with his June
prescribed pain maragement. There was no - 10
documentation Patient #£11's physician was 1. 5

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 IDG,
Including the Medieal Director, had updated his
POGC 1o address his family's refusat lo give
scheduled pain medicatlons or increass his pain
medication infusion for his comfort

Curing an inferview on 6/04/15 at 8:55 AM, the
Interlny Nurse Manager reviewed the record. She
confimed the IDG meetings did not specifically
address Pattent #11's pain management needs or
his family member's apprehension o follow the
physiclan orders. The inlerim Nurse Manager
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L 652 | Continued From page 14 | 562
confirmed his POC was not updated to mest hls
haads,
Patlent #11's POG was hot updated to nclude
Intervenifons for a significant change in stalus. Intermountain Hospice- Cassia Quality Plan
L 559 418.58 QUALITY ASSESSMENT & L 659 developed and approved. A fully integraled June
PERFORMANGE IMPROVEMENT QAPt plan s developed from assessment of
needs spacific te this location thatis based on | 24,
complexity and service. Complete June 24, 2015
2016 1
. Govarning Board QAP| Goal that includes
This CONDITION s not met as evidenced by: frequency and data collection methodology is July 10
Based on staff Interviaws and raview of QAPI developed, roviewed and approved. Governing 1 !
plams, QAP documents, adverss aevent board reviewed and approved QAP plan, 2015
documents, and meeting minutes, it was Complete July 10, 2015
detarmined the hospice failed to ensure a QAPI ' ] -
o Quality Commitlee consisling of ali Homg Heatth
program wag defmbmd’c;mp {Egmﬁnted, a'nd and Hospice leadership met June 24, 2015. June
malntained. This resulied in the hospice's Quality coordinator was voted In, plan reviewed | 24,
inahiilty to mantfor senvices and improve the and approved. Minutes from the Qurafity 2015
quality of patient care based on relevant data and Gommilites recorded. Gomplete.
aotlons taken. Flndings include:
Quality indicators were identified, metrics June
1. Refer to LE80 as it relates {o the hospice's daveloped, and frequency estatlishedinthe o,
failure t6 ensure an effactive, ongoing, QAPI. Complete. 9 Oil 5
hospice-wide, data-driven QAPI program was .
developed and implemented., Hospice staff provided education on
. ] requirements of QAP| elsments for Safe May 15,
2. Refer to LB62 a5 1t relates to hosplee's failure Medication Adminisiration. Begin May 2015, 2015,
to enaure the QAP| program measured and refresher July 2, 2015 - angoing as needed. review
analyzed qualily indlcators, including adverse
patient events. QAP! plan was reviewed with all Hospice staff J uly 2,
curing team meeting. Complete July 2, 2015 2015
3. Refer to L6684 as [t relates to hospice's fallure
to ensure the QAP program used data to imonitor PDSA was completed and performance June
tha effect_ryeness of }foewaﬂs and to identify menitoring and meastrement began. Begin 25
opportunities and priosifies for improvement. June 25, 2015-ongoing, 5 0’1 5
4. Refar to L565 as it refatos to the hospice’s
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L 5591 Continued From page 15 L 569/ {cant)
failure to ensure the Trequency and detail of data . i .

Clinical Opsrations team to update job Juv 7
col!eqtic:n gas de‘ireloged gnd approved by the descriptlon for the COO, Medical Diretor, 20 %’ 5 !
hospice's Govetning Board, . Quality Direcior, and Qualty sonsultants to

include their role in the Quality Program,

8. Refer to LEBE as it relates o the hospice's Completed & mg -
fallure fo ensure the QAP program focused on s I
high-risk, high velume, or problem prone areas. Human Resources to update job description of ¢

COO, Medical Director, Quality Director, and | July 15,
6. Refer to 1569 as It relates lo the hospice's Guelity conoultants whan updated by Giinical | 201
faflure to ensura adverse patient avenis wero ferations Teanm.
iracked and their causes were analyzad.

7. Refer to 1.571 as it relales to the hospice's
failure to ensura PIPs were developed and
Implemented.
9. Refer to 1574 as it relates to the fallure of the
Qoverning Board fo assume responsiblity for
developing, implementing, and maintainihg the
QAP program.
The cumulative effect of these systemic failures
serlously impeded the ability of the agency to
assess, monitor, and Improve the quality of its
services.
1.560| 418.58 QUALITY ASSESSMENT & L 560
PERFORMANGE IMPROVEMENT
| d Intsrmountain Hospice- Cassta Quallly Plan June
The hospice must develop, implement, an devefoped and approved. A fully inlegrated
mainiain an effective, ongoing, hospice-wide QAP plan is developed from assessment of 24,
data-driven quallty assessment and performance nweds specific 1o this location that is based on 2015
Impravement pregram, complexity and service.
The hospice's governing bady must ensure that Governi .

i A ? ng board reviewed and appraoved QAP
orgamsdion and sanicss, oes al ospic Peaioney it atocion meosion o | 101
services (including those services furnished developed, reviewed and approved. 10th,
under contract or arrangement); focuses an 2015
Indicators related fo improved palliative

FORM CMS-2557(02-59) Previols Vesslons Obsclets
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and services would be evaluated. In addition, the
document addressed both home health and
hosplce agencles throughout the Intermountain
Homaecare system which included 8 different
locations it Utah and Idabo. Finaliy, no
documsntation was present indicating the "draff"
planhad been approved by the Governing Board,
o plan specific to the Burley, ldaho hosplce was
documantad, -

The Chief Mursing Officer was Interviewad on
611415 beginning at 9:00 AM, She confirmed the
"Quuality & Paliont Safety Plan, Draft’ had not
beenapproved. She sald it would be approved at
the August 2015 meeting. She stated a speclfic

July 2, 2015. "

(X410 BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIDN (%5}
PREFIX {EACH DEFICIENCY #MUST BE PRECEDED DY FULL PREFIX (FACH COGRRECTIVE ACTICW SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss»REFEREMqE!g T?.u g%s ABPROPRIATE DATE
DEFIAE
L 560 Continued From page 16 L 560 ggf;ng%‘;ﬂ’i:“;ﬁzers“if;”Q of all ;Z"e
oufcomes; and takes actions to demonstrate leadershi P !
improvement in hospice performance. The eadership met June 24, 2015. 2015
hospige must maintain documentary evidence of Quality coordinator was voted in,
Its quallly assessment and perforrmance pian reviewed and approved.
Improvement pregram and be able to Minutes from the Quality
demonstrate fts operation fo CMS. Committee recorded. Complste
This STANDARD is nof met as evidenced by Quality indicators were identified, jJune
dBased o? Stafcfl inter»i!ew and rtevte;tn of QAPI metrics developed, and frequency {24,
ocuments and meeting minutes, it was ; in th
determined the agency failed to ensure an established in the QAPI. Complete. | 2015
effactive, ongoing, hospice-wide data-driven, ) .
QAPI program was developed and Implemented. PDSA element for education July 2,
This resulted in a lack of direction to staif identified, developed and 2015
responsible for mal’ﬂiaining the QAP program. completed. All Hospice staff complet
Findings include provided education on e
1. Adocument fitled “Qualily & Patient Safety requirements of QAP! elements for
Pian, Draft dated February 2015, included broad Safe Medication Administration.
categories, such ag a mission statermnentand May 2, 2015, July 2, 2015,
guiding principles. However, the document dld
not include specific quality indicators, goals, or . .
guliance to staff regarding how the quality of care ([-QISSI?[J[]cr:)éa:te\:;?:lj‘r?:lg;e‘;ztlj‘nwrﬁg;?ng ;‘6]¥52‘
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L 569 Continved From page 17
plan had been developed but was not
documented.

2. Some data had heen gathered by the agency.
For example, data regarding the percentage of
patlenis who were screened for paln during the
initial nursing asssssment and the percentage of
patients who screened positive for pain had been
gathered fram 7/01/14-6/03/16. Howaver, no
documentation was present to show the agency
had evaiuated fis ability to manage patients’ pain,

The Chief Nursing Officar was inferviewed on
6/04/15 beginning at 3:45 PM. She siated the
agency evaluated ¢are hut it was nof
documentad,

The agency falfed lo de\ﬁetop and implament
hospice-wide, data-driven QAP] pragram.
L 882 | 418.58(8)(2) PROGRAM SCOPE

{2) The hosplce must measure, analyze, and
track quality indicators, In¢luding adverse patient
svanls, and other aspects of performance that
enable the hosplce to assess processes of care,
hospice services, and operatlons.

This STANDARD is not met as evidenced by
Based on staff Interview and review of QAPI
doguments, it was determined the agency failed
to ensure the QAP] program measured and
analyzed, guality indicators, including adverse
patient events, This Impeded the agency's abllity
to evaluate abouf the care it provided, Findings
include! )

The "Quality & Patlent Safely Plan, Draft’ dated
February 2015, was reviewsd. The plan was not

+ FORM CA1S-2567{02-99) Previous Verslons Obsolste Event I YOO/

(o] PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLET.ON
TAG CROSE-REFERENGED TG THE APPROPRIATE DATE
DEFICIENGY)
L 560 {cont.)
Dafa roviewed from QAP plan for Safa JUIY
Medication Administration with Governing 2015-
Board, Quality Committee and Cassla Hospice ongoing
ataff, Raview of data will occur ongoing at the
established frequency throughout the duration
of the QAPI plan eycle. [nitiated July 2015 -
ongoing
intermountain Hosplee- Cassla Quality Plan June 24
developed and approved. A fully integrated *
L 5621 QAP| plan is developad from assessment of 2015
needs specific to this location that is based on
complexity and service. Complete June 24,
2015
Governing board reviewed and approved July
QAP plan. Governing Board QAP Goal that 10th
Includes frequency and data collsction }
methodology is developed, reviewed and 2015
approved. Complete July 2015,
Quality Committes consisting of all Home )
Health and Hosplce leadership met Juna 24, | JUNe 24,
2015. Quality coordinator was voted in, plan | 2015
raviewed ahd approved. Minutes from the
Quality Commitiee recorded. Complete June
24, 2015
June 24,
Quallty Indicators were identifiad, metrics 2015
daveloped, and freguency established in the
QAP
Fadfily 10: 131512 If continuatlon sheet Fage 18 of 27
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L 562 Conlinued Frorm page 18 L 562 ( )
specific to the Burley hosplca agency, but ; .
Included home health, hospice, and DME QAPI plans includes specific June
companles throughout the [ntermountain monitors and measures for 24,
Heathcare Systam. The plan did not state how Intermountain Hospice- Cassia, 2015
the agency planned to measure, analyze, and Compiete June 2015

track qualily Indicators, including adverse patient
avents, and other aspects of parfonmance. The
plan did not include specific qualily Indicators nor
did |t include a methodalogy to analyze adverse
palient events and recommard ways to prevent
them.

A data summary for 2014 was reviewed. The
only data specific fo the hospice agency was
"Hospica Events,” Adverse Drug Fvanis, and
Employse Injurles. The only adverse event listed
In 2014 was a Patiant/Visitor Behavioral Action.
Mo other events, Including fails, were noted in
2014.

Some dala was avallable, such as data on pain
seoring from a company called Strategle
Healthcare Programs, However, no
documentation was prasent o indicate the data
was analyzed or specific action was taken based
on the data.

The Reglonal Complianca Offlcer was

confirrned the plan was not comprehensive and
was not spedfic to the Burley hoapice 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 3:45 PM, confirmed the 2014
adverse event data only contalned 1 event. She
staled she was sure more events had occurred in
2014 that were not Teporied. She was

interviewed on 6/03/15 beginning at 1:45 PM. He |

Provide Education on appropriate | May
use of event reporting system, use| 2015,
of new system. Educate on Event | Complet
reporting policy, abuse/neglect e
policy. Manager will review all
svenis monthly,

FORIA CMS-256102-90) Pravious Verslons Obsolela EventiD;vaniti
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L 62| Gontini:ed From pags 19 L. 562 (cont.) -
fnterslewed again on 6/11/156 beglhning at 9:00
A, She siated the agency had reviewad and
analyzed QAP! data but she said this was not
documented.
The hospice failed ko measure and analyze
quality indicators. . . .
L 564 41358(]3)(2) PROGRAM DATA L 584 Quahty Dlan !nClUdes the CO|lect10I'I
of data, requirements for response
{2) The hospice must tse the data collected to do to the data collected for
the following: . effoctiveness and safety of
(i) Monitor the effectiveness and safety of services and quality of care. The
senvicas and dquality of care, lan further includes h )
(i) tdentify opportunities and pricrities for plan funner incildes how
improvement, opportunities and priorities for
_ _ . improvement are Identified and
This SJANDEAEPUS not et o e oy incorporated into right time, right | June
ased on s@ft inlerviey a 1oV : :
documsnts and raeeting minutes, i was place, nght response actions. 24,
determinedt the agency failed to ensure the QAP Complete June 24, 2015 2015
program usad data to monitor the effoctivaness of
lts services and to Idenfify opportuniies and_ Quality action plans, outcomes and | July 10,
priorities for improvemgnt. This interfered vdth additional actions will be recorded | 2015
the agenay's ability to identify eppartupitiss to ) hiv minutes. P
Improve Its processes. Findings includs: in monthly minutes. Process
pro P g established- complete June 24,
Four "Home Health & Hosplce Managers 2015
Leadership Meating™ minutes were given to July 10,
surveyors. These were dated 11/21/14, 2/26/16, 2015
5/0716, and 5/27M5. The managers were
responsible for Intarmotinlain Homecare's system
wide QAP program. The commitiee minutes
referred to Infermountain Homecare’s home
heaith and hospice agency's in Ulah and Idahe.
individual egencies were not typically referenced.
None of the mesating minutes included or
mentioned data specific to the Burley hospice

FORK CMS-2567(02-99) Previous Versicns Qbsolele
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L 564 inued Frol 20
Conlinued From page L 564 (cont.)

agency. No cpporiunitias or priorities for
improvemant specific to the Burley hosplca
agency wers documented in the minuigs.

The Chisf Nursing Offlcer was interviewed on
671115 beginning at 9:00 AM. She agreed that
agency specific dala and was net referenced in
the minutas. She stated efforls had been made
to monitor the effecliveness of sarvices but sald
these efforts were not docurnenied. She alkso
stated agency specific opporiunities and priorities
for improvement were not documented,

The egency failed to use data to menitor the
effectiveness of ils services and to idantify
opportunities and prioritlas for improvement,
L 666 | 418.58(b)(3) PROGRAM DATA

(3) The frequency and detall of the data collection
must be approved by the hosplee's governing
boty.

This STANDARD Is not met as avidenced by:
Based on staff inferview and raview of QAP!
documents and meeting minutes, it was
determined the agency falled fo ensure the
frequency am detail of data collection was
developed and approvad by the hosploe's
Governing Board, This Interfered with the
agency's ability {o gather data.  Findings include:

Tha agency’s "Quality & Patient Safely Plan,
Draft,” dated Fabruary 2015, did not include
specific quality indicators and did not Includs the
frequency and detall of the data collection,

*

Four “jntermountain Homecare & Hospice Board

L 585 Quality plan developed, reviewed | June
and approved by the QAP!I 24,
Commilttee including areas 2015
recommended for monitoring,
data, frequency and ongoing pians. { July 10,
20156
Governing board o approve quality
plan that was developad including
the monitoring, data collection,
frequency, and ongoing plans, July 10,
2015
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.

FORK CMS-2537{02-99) Provious Versions Obsolele Fvent 10 YGDTH
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L 665 | Gontinued From page 21 L 565 (cont.)
Maeting" minutes wers documenied between cont.
6/01H14 and 5/31/15. Thess were dated 6/19/14,
11/20714, 2/05/15, and 6/29/15. Nons of the
minutes included discussion or approval of the
agency's QAP plan. None of the minutes
included discussion of the frequency or detait of
data collecition.
The Diteclor of Gompliance was Interviewed on
8/03/15 baginning at 1:45 PM. He stated the
frequency and detall of the QAP| program's data
collection was not defined and had not baen
approved by the hospice's Governing Board.
The hosplee failed to approve the frequency and
detail of data collaction,
L 566 | 418.58(c){1}(i) PROGRAM ACTIVITIES L 566
(1) The hosplee's performarice improvement Hospice Quality plan includes June
activitles must: assessment of high risk, high 24,
{f) Focus on high risk, high volums, or volume, or prablem-prone areas. 2015
problem-prone areas. Tools for used for evaluation of
these areas include but are not
limited to; Survey findings, event
This STANDARD is not met as evidenced by: reports, trends, and intemal quality
Based on siaff interview and review of QAP monitors. Complete June 24, 2015
documents, i was delermined the agency failed
to ensurs the hosplee's performance ST :
Improvement activilles focused on high risk, high Dfatt:li monitoring will ogcur as part %une
volume, or problem-prone ateas. This prevented of the standard operations and 4,
the hosplee from devaloping a QAP program trends presented to the Quality 2016
based on the agency's needs. Findings include: Committee and Governing Board |and
tor further recommendations. Begin: ongoi
The agsncy's "Quality & Patient Safety Plan, June 2015- ongoin g going
Draft" dated February 2015, did not identify the going.
agoney's high risk, high volume, or
problem-prone areas on which the plan was
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admiftad for hospice sendices on 50714 and dled
on 2/03/15. Her diagnosis was CORD.

A"Gase Gommunicalion Report” by the Social
Worker, dated 1/27/15 at 12:03 PM, slated
Patient #6 “fell this AM getting out of bed.

revidw, plan actlons and respond io lrends.
Actions of these committeas wilf be reported fo
Quality Committee and the Governing Beard as
pari of the quality report. Begin July 2015,

Gy D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPRGPRIATE DATE
DEFICIENCT)
L 566 Confinued From page 22 L 566(cont)
based. Complets an assessment of high risk, high ;3’;2 24,
. . volums, problem-prone areas with QAPI
&%ﬁgegé;;nﬁ"?;:ﬁngcgﬁ a%gg;ﬁf&ion Committee in order to develop QAP! plan.
agency had not idenfified lis high risk, high
volume, problerm-prone areas in order to develop
its QAP plan,
The hospice failed to identify its bigh risk, high
volume, problem-prona areas in order fo focus its
performance (mprovement activitles.
1 5691 418.58(c)(2) PROGRAM ACTIVITIES L 689 | Alt staff required to attend and complete tralning { May 15,
for event reporiing requirements in May 2015, |o015
(2) Performance Improvement aclivities must 160% all staff Completed
track adverse patient events, analyze their .
causes, and implemont preventive actions and ﬁq‘i‘f:gg;‘:;‘%’;‘::;ﬂg :;%Z‘f‘; 92:;”;:{;3 currently ;_3'15'5
&f;&;;éf}?&éhﬁg}sg&de feedback and learning generated by alt offices. Bagin July 2015
. Hospice leadership further monitors ail events May
This STANDARD s not met as evidenced by: and actions including reporting threugh IDT and }2015 and
Based on stelf interview and a reviev of incldent rounding actlvitles. Begin May 2015- ongolng ~ {ongoing
reports and QAP] dosuments, it was determined ] . _ _
the hospice failad o ensure adverse patient Quality plan includes methodologles for tracking Jiune 24, cé"‘ﬁ
events were fracked and thelr causes were Ziﬁfﬁ?f;? gzglfslfeg‘rﬁaoﬁ;:‘:;‘ﬁfp:::e 2045 and |
ana.‘lyzed‘ his failure dirsclly impact?d 1o 7 monitoring and process mon'rloriné. Use of RCA {ongoing
pafients (#G) WhOSO,I' ecords wer e reviewed and and PDSA for effeclive planning and monitoring
had the potential to impact all patients recelving will be ongoing and performed by hoapice staff, 1&g M@,T'T:. v o
gervices by the agency. This fai{ljure Impeded the quallty, compliance, and education. & LFed
hospice's abllly to determine if the eare it -
provided was appropiiate. Findings Include; Adverse events will be monitored via trend Begin
reporls on @ monthly basls, Patient safety —— { jyly
Patiant #5 was a 75 year old female who was committee and Infection Control commitice wiil 2015
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L 669

Contlnued From page 23

[Complained of] pain {o leg, slomach, Family
notiffad EMS in fanother town]. Discussed respite
care with [daughter] & her spouse which they
desive. Explained that hospice does not cover
ambulance {ransport; family determined that they
would transport her themselves after CM
managey visited to examine {Patient #61."

Alate nursing visit note by the RN, dated 1/31/15
for a visit made on 1/27f1b, stated Patieni #6
complainad of pain In her right knee and was
gritmacing end moaning. The note siatad
"Nothing ohservable at this lime. However,
patlent states ‘ouch® when moving [right leg] with
reposifioning. MD notified and will follow up with
patient after hor arrival o hospital for respite
stay.” The note stated Liquid Morphine and
Lorazepam were given for pain and anxiety. The
note stated the physiclan was nofifled &l 1:30 PM
and raspite stay at the hospital was arranged.
The note also stated the nurse hstructed Patlent
#6's "family aboul safaly transforring palient from
bed {o wlehair for fransfer.”

The farnily transported Pationt #6 to & hospital
approximately 33 milas over rural roads. She
arived at the hospital on 127115 at 5:05 PM.

The first physician note was dated 1/28/15 at 4:10
PM. Tha note did not Include documentation of 2
physical exemination. |f stated Patiant#6 did not
have a knee fracture and would be checked for a
hip fractuce. An X-tay report, dated 1/28/16 at
5:24 PM, confirmed a hip fraciuro,

Because of Patlent #5's frail condition, her hip
was not surgically repaired. She was frapsferred
to a skilted nursing facility on 1/31/15 and died on
203/16.

L 569

{cont.)

Complet
ed June
24th,
2015

Complet
ed June
24ih,
2015
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L 569 Continued From page 24 L 588
An incident report was nat decumentad.
The RN wha wrote the nursing note dated
1131115 was interviewed on 6/04/15 beginning at

10:30 A\, She confirmed Patlent #6 had fallen
and had baen lransported by private vehicle to a
hospital for respite care, Shae stated she had not
filed out an incident report regarding the events.

She stated {he evanis surrounding the fall had nat
besn investigated,
The Chief Nursing Officer was interviewed on
6/04/15 haginning at 10:00 AM. She confirmead
an incldant raport should have haen completed
followiing Patlent #6's fall. She said there was no
documentation regarding an investigation of the
fall or the subsequent care In arder to evaluate
the care of Patient #6. She stated falls were one
ftem tracked by the agency's QAPL program. No
falls were documented as ocouriing on the 2014
summary of evenits. She agresd the number of
fails reported by the QAP program was not
refiable. _
The haspice falted to track adverss patient events
and analyze thelr causes.
L §71 | 418.58(d) PERFORMAMCE IMPROVEMENT L5771 Quality planning includes the collection of data,
PROJECTS requirements for respanse to the data collected Complet
for effucliveness and safely of services and od Jine
i ’ quality of care. Performance improvoment plans
5:3;?25?; ;i:%:r?{ ghﬁ%ﬁ%ﬁg&ﬁfjﬁ;ﬂ;ﬁ;w fudher includes oppqr{unitigs and priorities for | 24th,
improvement praiects. improvement that are identified and 2015
mp proj Incorparated Into right time, right place, right
. response actions. initiated June 2015-ongoing.
This STANDARD g nof met as evidenced by:

Based on staff interview and review of QAP Quality acfion plans, outcomes and additional | Gomplet
documents, it was determinad the agency faited actions will be recorded in monthly minutes of ed June
to ensure P1Ps wera daveloped and staff, Quality Committee and Goveming Board Sdth
implemented. This Interfered with the agency's meetings. initated June 2016- ongoing 2018
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minutes, it was determined the agency's
Governing Board failed fo assume responsibility
for developing, implementing, and maintaining the
QAP] progrem. This resulted In a tack of
oversight of the QAP program and a lack of
direction to staff responsible for the program.
Findings include:

Flve “Interrnountaln Homecare & Hospice Board

reviewed and approved QAP plan.

({4} 1D SUMMARY STATEMENT OF DEFICIENGIES [u] PROVIER'S PLAN OF CORRECTION [1e5]
PREFEC {EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEQULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
1.571 | Continued From page 26 Ls71)(Cont) :
,a;?r’:é%;os ?:;E‘c?é? and Improve Its services. implemented a quality program June
regarding Patient/Caregiver safe |24,
Adocument iitled "Quality & Patient Safsty Plan, medication administration. 2015
Drait’ dated February 2015, did not define PiPs
and did not state the agency would conduel PIPs,
No PIPs specific fo the agency wers decumented
between 1/01/14 and 5/31/15.
Ths Diractor of Compliance was interviewed on
8/03/15 beginning at 1:45 PM. He staled the
agency gathered ongoing data hut had not
conducted any PIPs.
The hespice failed to develop and implement
PiPs.
L 674 ) 418.58(e)(1} EXECUTIVE RESPONSIBILITIES L5674 | ntermountain Hospice- Cassia
The hosplee's governing body Is responsible for Quality Plan developed and
ensuring the foltowing: approved. A fully integrated QAP| |June
(1)That an ongolng program for quality rlan is developed from assassment| 24,
;mplr ovemer:jt and patient isafgty 1% dd.eﬁ“e‘f- tod of needs specific to this location 2015
ﬁﬁf;r}:‘?‘nte , and maintainad, and is evaluate that is based on complexity and
service. Complete July 2015
This STANDARD Is not et as evidenced by: Governing Board QAP] Goal that | July 10,
Based cn staff inferview and review of meeting includes frequency and data 2015

collection methodology is
developed, reviewed and
approved.. Governing board
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o SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF GORRECTION o
PREFIX {EAGH DEFICJENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
BEFICIENCY)
) Quality plan includes
L674 ;Zg‘é:”fd T ’O't“ page ggocu (e bt 1.574; methodologies for tracking of
g" minutes were manted betwean
6/01714 and 5/29/15. The minutes were dated adverse avents, root oee June 24,
619714, 8121714, 11/20/14, 2/05/45, and 6/29/15. analysis, and actions for 2015
All of the minufes covered both home healthr and ostablished monitoring, response
hospice agencies throughout the intermountaln monitoring and process monitoring.
losalons it et and o, N mindtes spécifo Use of RGA and PDSA for
-8R0, . . . '
{o the Buriey, ldaho hosploe were documented ef,fecm"e p}a_nnmg and monitoring
except the 5/29/15 minutes, which stated the will be ongoing and performed by
board discussed the results of a recent CMS hospice staff, quality, compliance,
audlt and an action plan to address deficiéncies and education. Complete.
was currently in place.
Nonse of the mesting minutes raferred o the QAPI Adverse events will be monitored
program at the Burley hospice. No via trend reports on a quarterly
dogumentation was present that the Governing basis. Patient safety committee
Board izad discussed, approved, or svaltuated the and Infection Contro!l commitiae
agency’s QAPI program, will review, plan actions and
The Chief Nursing Officer was Interviewed on respond to trends. Actions of these | ;.5 o4
B6/03/15 beginning at 1:45 PM. She agresd there committees will be reported to 2015
wara no Board meeting minutes or other Quality Commiftee and the
documentation to show the Governing Board had Governing Board as part of the
discussed, approved, or ovaiuatad the agency's lit -
QAP prograr. Guality report.
July 10.
The Governing Board failed to deflne, Implemeant, 2015
and maintain the QAP program.
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