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This visit was for a hospice federal
recertification and state relicensure
survey.

Survey dates: May 5 - 14, 2014
Facility #: 009088
Medicaid Vendor #: 200121780A

Surveyor: Ingrid Miller, MS, BSN, RN,
Public Health Nurse Surveyor

Total census: 923 patients for the last 12
months
314 active patients on census

Harbor Light Hospice was found out of
compliance with IC 16-25-3 and the
Condition of Participation 42 CFR
418.58 Quality Assessment and
Performance Improvement.

Quality Review: Joyce Elder, MSN,
BSN, RN
May 21, 2014
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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L000501 418.52
PATIENTS' RIGHTS
The patient has the right to be informed of
his or her rights, and the hospice must
protect and promote the exercise of these
rights.
Based on home visit observation, clinical L000501 06/13/2014
record review, administrative document . .
. . . . . “This Plan of Correction
review, policy review, and interview, the constitutes
hospice failed to protect and promote the
patient's right to dignity and Harbor Light Hospice written
confidentiality for 1 of 2 home visits allegation of compliance for
observed (patient #8) with a registered the deﬂc'enc'es_c't_ed' .
Empl K) with th ol However, submission of this
nurse (Emp ?yee ) “{lt. the potential to Plan of Correction is not an
affect all patients receiving care from admission that a deficiency
Employee K. exists or that one was cited
correctly. This Plan of
Findings Correctlon. is submitted t(?
meet requirements established
1. On 5/8/14 at 12:35 PM, Employee K, by State and Federal Law”
Registered Nurse, was observed to
introduce herself to patient #8 who was
finishing lunch in a locked memory unit /
residential level of care dining room.
After the lunch, Employee K pushed back
the patient's plate, cup, silverware, and
food debris from the patient's table area Tag
and proceeded to start her visit with the
patient. She did not have the table Statement of Correction
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cleaned at this time. Employee K had
arranged her nursing bag, stethoscope, Plan
blood pressure cuff and other supplies on Monitoring
the floor with a barrier under these
supplies and proceeded to pick up her
supplies including a stethoscope and L501
blood pressure cuff. The patient was 418.52 Patients’ Rights
seated at this table with two other
patients of the residential care center. ED or designee will ensure that all
Other patients were at nearby tables and patients’ rights are protected by
bl h h . £th the Hospice as per the hospice
were able to ear.t € .conver'satlon of the facility policies
nurse and the patient including the
patient's health assessment responses All Hospice staff will be
including pain status. At this time, re-educated on patients’ rights
Emol K d th tient' . including review of the Harbor
mployee X assesse e.pa tents pain Light Hospice Patient/Family
status, blood pressure, axillary Orientation Handbook, Harbor
temperature, oxygen saturation rate, Light Hospice Policy 1GG entitled
bowel sounds, and lung sounds. She then ;atlents.s:ghts‘,anc:j Harbor Liaht
esponsibilities” and Harbor Lig
placed her stethoscope and bl(.)od Hospice Policy 1A entitled
pressure cuff back on the barrier. Part of “Company Mission and Vision”
the stethoscope tubing was on the floor
also.
All Hospice staff will complete
2. On 5/18/14 at 12:40 PM, Employee C, Relias course entitied “Patient
Registered Nurse and branch manager, Rights” and Relias course entitled
indicated the residential unit staff “HIPA/-} Traln]lcng(;’(;/vnh passtlng
preferred that the patients not be taken to perosniage o o Or greate.
their rooms for a nursing visit by the Patient Rights and
hospice. Responsibilities will be reviewed
with all staff upon on hire and
3 On 5/8/14 at 12:45 PM, the charge annually with skills check off.
nurse of this unit of the residential
facility indicated the hospice could
conduct a private visit in the patient's ED or designee will monitor all
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room and not in the dining room with
other patients listening to the
conversation between the patient and
nurse.

4. Clinical record # 8 , start of care
3/13/13 and diagnosis of frailty, included
a hospice informed consent for patient #8
that was signed on 3/1/13. This
document evidenced the patient /
caregiver had received a copy of the
orientation booklet, patient rights, and
patient notice of privacy as described
below in finding #5.

5. The patient handbook titled "Patient /
Family Orientation for Hospice Care"
with no effective date stated, "The
mission of Harbor Light Hospice is to
provide dignified end - of - life care and
quality services that allow our patients
and their families / significant others to
live life richly, deeply and meaningfully
for as long as it may last and to die with
dignity in the setting of their choice ...
Philosophy of Care ... It is the
expectation of Harbor Light Hospice that
all employees and volunteers are strongly
committed to the dignity and worth of
each individual human being ... Section
III. Patient Rights and Responsibilities ...
You have the right to: Exercise your
rights as a hospice patient ... Have your
property and person treated with respect

new hire orientation and
competencies and annual
competencies for existing staff for
three consecutive months until
100% compliance is achieved.
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... confidentiality of written, verbal, and
electronic information including your
medical records, information about your
health, social, and financial status or
about what takes place in your home ...
Notice of privacy practices ... state and
federal laws require Hospice to maintain
the privacy and your legal rights
pertaining to health information it
collects and maintains about you ...
Standard Precaution and patient rights ...
Standard Precautions means the
prevention of disease transmission
through the use of infection control
practices with all patients. Harbor Light
Hospice complies with the infection
control practices required by Indiana
State Department of Health [[SDH],
which were adopted by Indiana law,
Indiana Occupational Safety and Health
Administration ... standards and Centers
for Disease Control and Prevention."

6. The agency policy titled "Notice of
Patient Rights and Responsibilities" with
a revised date of 12/2/08 stated, "It is the
policy of the hospice to respect the rights
of patients and families, to promote and
protect the exercise of these rights, and to
assure that patients are informed of their
rights ... Exercise ... the patient has the
right to have a confidential clinical record
with access to or release of patient
information ... The patient has the right
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to exercise his / her rights as a patient of
Hospice ... have his / her property treated
with respect."
L000516 | 418.52(c)(5)
RIGHTS OF THE PATIENT
[The patient has a right to the following:]
(5) Have a confidential clinical record.
Access to or release of patient information
and clinical records is permitted in
accordance with 45 CFR parts 160 and 164.
L000516 06/13/2014
. . . .. “This Plan of Correction
Based on }.10me V151.t (-)bser.vatlon, clinical constitutes
record review, administrative document
review, policy review, and interview, the Harbor Light Hospice written
hospice failed to protect and promote the allegation of compliance for
patient's right to dignity and the def|C|enC|es.mt.ed. '
fidentiality for 1 of 2 h .. However, submission of this
confidentia 1ty. orto i ome V.ISItS Plan of Correction is not an
observed (patient #8) with a registered admission that a deficiency
nurse (Employee K) with the potential to exists or that one was cited
affect all patients receiving care from correctly. This Plan of
Employee K. Correctlor! is submitted tc_>
meet requirements established
Findings by State and Federal Law”
1. On 5/8/14 at 12:35 PM, Employee K,
Registered Nurse, was observed to
introduce herself to patient #8 who was
finishing lunch in a locked memory unit /
residential level of care dining room.
After the lunch, Employee K pushed back
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the patient's plate, cup, silverware, and Tag
food debris from the patient's table area i
L. Statement of Correction
and proceeded to start her visit with the
patient. She did not have the table Plan
cleaned at this time. Employee K had
arranged her nursing bag, stethoscope, Monitoring
blood pressure cuff and other supplies on
the floor with a barrier under these L516
supplies and proceeded to pick up her
supplies including a stethoscope and 418.52(c)(5) Rights of the Patient
blood pressure cuff. The patient was
seated at this table with two other
patients of the residential care center. ED or designee will ensure that all
Other patients were at nearby tables and patients’ rights are protected by
ble to hear th i £th the Hospice as per the hospice
were able to ear. e f:onver.sa ion of the facility policies
nurse and the patient including the
patient's health assessment responses All Hospice staff will be
including pain status. At this time, re-educated on patients’ rights
Empl K dth tient . including review of the Harbor
mployee X assesse e-pa tents pain Light Hospice Patient/Family
status, blood pressure, axillary Orientation Handbook, Harbor
temperature, oxygen saturation rate, Light Hospice Policy 1GG entitled
bowel sounds, and lung sounds. She then :atlentslsﬁhts’,an% Harbor Licht
esponsibilities” and Harbor Lig
placed her stethoscope and blc.)0d Hospice Policy 1A entitled
pressure cuff back on the barrier. Part of “Company Mission and Vision”
the stethoscope tubing was on the floor
also.
All Hospice staff will complete
2. Ol’l 5/18/14 at 1240 PM, Employee C, Relias course entitled “Patient
Registered Nurse and branch manager, Rights” and Relias course entitled
indicated the residential unit staff “HIPAA Train]icn:(’)‘owith passing
preferred that the patients not be taken to percentage of 80% or greater.
their rooms for a nursing visit by the Patient Rights and
hospice. Responsibilities will be reviewed
with all staff upon on hire and
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3 On 5/8/14 at 12:45 PM, the charge
nurse of this unit of the residential
facility indicated the hospice could
conduct a private visit in the patient's
room and not in the dining room with
other patients listening to the
conversation between the patient and
nurse.

4. Clinical record # 8 , start of care
3/13/13 and diagnosis of frailty, included
a hospice informed consent for patient #8
that was signed on 3/1/13. This
document evidenced the patient /
caregiver had received a copy of the
orientation booklet, patient rights, and
patient notice of privacy as described
below in finding #5.

5. The patient handbook titled "Patient /
Family Orientation for Hospice Care"
with no effective date stated, "The
mission of Harbor Light Hospice is to
provide dignified end - of - life care and
quality services that allow our patients
and their families / significant others to
live life richly, deeply and meaningfully
for as long as it may last and to die with
dignity in the setting of their choice ...
Philosophy of Care ... It is the
expectation of Harbor Light Hospice that
all employees and volunteers are strongly
committed to the dignity and worth of
each individual human being ... Section

annually with skills check off.

ED or designee will monitor all
new hire orientation and
competencies and annual
competencies for existing staff for
three consecutive months until
100% compliance is achieved.
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III. Patient Rights and Responsibilities ...
You have the right to: Exercise your
rights as a hospice patient ... Have your
property and person treated with respect
... confidentiality of written, verbal, and
electronic information including your
medical records, information about your
health, social, and financial status or
about what takes place in your home ...
Notice of privacy practices ... state and
federal laws require Hospice to maintain
the privacy and your legal rights
pertaining to health information it
collects and maintains about you ...
Standard Precaution and patient rights ...
Standard Precautions means the
prevention of disease transmission
through the use of infection control
practices with all patients. Harbor Light
Hospice complies with the infection
control practices required by Indiana
State Department of Health [ISDH],
which were adopted by Indiana law,
Indiana Occupational Safety and Health
Administration ... standards and Centers
for Disease Control and Prevention."

6. The agency policy titled "Notice of
Patient Rights and Responsibilities" with
a revised date of 12/2/08 stated, "It is the
policy of the hospice to respect the rights
of patients and families, to promote and
protect the exercise of these rights, and to
assure that patients are informed of their
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L000523

rights ... Exercise ... the patient has the
right to have a confidential clinical record
with access to or release of patient
information ... The patient has the right
to exercise his / her rights as a patient of
Hospice ... have his / her property treated
with respect."”

418.54(b)

TIMEFRAME FOR COMPLETION OF
ASSESSMENT

The hospice interdisciplinary group, in
consultation with the individual's attending
physician (if any), must complete the
comprehensive assessment no later than 5
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calendar days after the election of hospice
care in accordance with §418.24.
L000523 06/13/2014
Based on clinical record review, . .
. . . . . “This Plan of Correction
interview, and policy review, the hospice constitutes
failed to ensure the initial and
comprehensive psychological Harbor Light Hospice written
assessments were completed within 5 allegation of compliance for
days in 1 of 16 records reviewed (5) with the deﬁdemies_c“_ed' .
. However, submission of this
the potential to affect all of the new Plan of Correction is not an
patients of the hospice. admission that a deficiency
exists or that one was cited
Findings correctly. This Plan of
Correction is submitted to
.. meet requirements established
1. Clinical record #5, start of care and
hospice election date of 1/24/14, by State and Federal Law”
evidenced an initial and comprehensive
assessment completed on 1/31/14 by the
social worker, more that 5 days from start
of care.
2. On 5/7/14 at 11:45 AM, Employee C,
Registered Nurse and branch manager, Tag
indicated the psychosocial assessment
was completed late. Statement of Correction
3. The agency policy titled "Initial and Plan
Comprehensive Assessment” with a date Monitoring
of 12/2/08 stated, "The hospice
interdisciplinary group, in consultation
with the attending physician, will Lo23
complete a comprehensive assessment no 418.54(b) Timeframe for
later than 5 calendar days after the Completion of Assessment
election of hospice care."
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ED or designee will ensure that
psychosocial assessments are
completed by day five (5) on
admissions and readmissions.

All Hospice Social Workers and
Chaplains will be re-educated on
the requirement to complete their
assessment within five (5) on
admissions and readmissions.

Hospice social workers and
chaplains will complete Relias
Training Course entitled
“Psychosocial Assessment,
Intervention, and Treatment Plan”
with a passing percentage of 80%
or greater.

Hospice regulatory requirements
for psychosocial assessments will
be reviewed with social workers
and chaplains upon hire and
annually with skills check off.

Admissions and readmissions will
be reviewed by the ED or
designee to ensure 100%
timeliness of assessments for
three consecutive months.
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Findings

signature of the chaplain.

Based on policy and clinical record
review and interview, the hospice failed
to ensure the written plan of care was
developed with full participation of the
interdisciplinary group in consultation
with 1 of 16 records ( #7 ) reviewed with
the potential to affect all of the hospice

1. Clinical record #7, start of care
6/2912, included an established a plan of
care for the benefit period of 2/19/14 -
4/19/14 that failed to evidence the

2. On 5/12/14 at 4:20 PM, Employee D,
Registered Nurse, indicated the plan of

“This Plan of Correction
constitutes

Harbor Light Hospice written
allegation of compliance for
the deficiencies cited.
However, submission of this
Plan of Correction is not an
admission that a deficiency
exists or that one was cited
correctly. This Plan of
Correction is submitted to
meet requirements established

by State and Federal Law”
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The QAPI committee will monitor
clinical appropriateness audit
quarterly.
LO00537 | 418.56
IDG, CARE PLANNING, COORDINATION
OF SERVICES
The hospice must designate an
interdisciplinary group or groups as specified
in paragraph (a) of this section which, in
consultation with the patient's attending
physician, must prepare a written plan of
care for each patient.
L000537 06/13/2014
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care was not signed by the chaplain. Tag
. . . Statement of Correction
3. The hospice policy titled "Plan of
Care" with a revision date of 12/2/08 Plan
stated, "The completed plan of care will
be distributed to each member of the Monitoring
interdisciplinary group for signature."
L537
418.56 IDG, Care Planning,
Coordination of Services
ED or designee will review IDG
plan of care and update of plan of
care during IDG review to ensure
that all signatures are present on
all plans of care.
All members of the IDG team will
receive re-education and training
on signature compliance with the
plan of care for each patient.
All employees will received
education and training regarding
the Hospice IDG upon hire and
annually thereafter.
IDG paperwork will be reviewed
for 100% signature compliance at
the time of designated IDG
meetings by ED or designee for
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three months.
The QAPI committee will monitor
signature compliance quarterly.
LO00559 | 418.58
QUALITY ASSESSMENT &
PERFORMANCE IMPROVEMENT
L000559 06/13/2014
Based on administrative document and . .
i . d intervi . “This Plan of Correction
policy ?ev1ew an 1n. erv1e.w, it was . constitutes
determined the hospice failed to ensure it
had developed, implemented, and Harbor Light Hospice written
maintained an effective, ongoing, allegation of compliance for
hospice-wide data-driven quality the deflclencles.clt.ed. .
d perf However, submission of this
?ssessment and per or@ance ) Plan of Correction is not an
improvement program in 1 of 1 hospice admission that a deficiency
reviewed (See L 560); failed to ensure a exists or that one was cited
quality assessment / performance correctly. This Plan of
improvement program had been Co"ethrf is submitted tc_’
. meet requirements established
implemented that was capable of
showing improvement in palliative by State and Federal Law”
outcomes in 1 of 1 hospice reviewed (See
L 561); failed to ensure it had a quality
assessment / performance improvement
program in place that used patient care
and other relevant quality indicators in 1
of 1 hospice reviewed (See L 563); failed
to ensure it had a quality assessment / Tag
performance improvement program in
place that monitored the safety and Statement of Correction
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effectiveness of patient care activities and
identified opportunities and priorities for Plan
improvement in 1 of 1 hospice reviewed Monitoring
(See L 564); failed to ensure it had a
performance improvement program in
place that focused on high risk, high L559
volume, or problem-prone areas in 1 of 1 418.58 Quality Assessment &
hospice reviewed (See L 566); failed to Performance Improvement
ensure it had in place performance
improvement activities that considered
1nc1dence,' prevalence, a'nd sermty of ED or designee will ensure that
problems in 1 of 1 hospice reviewed (See the Hospice has and develops,
L 567); failed to ensure it had implements, and maintains an
implemented performance improvement effective, ongoing, hospice-wide
tivities that affected palliati data-driven quality assessment
activities tha .a ccted palliative ) and performance improvement
Outcomes, patlent Safety, and quallty Of program that shows improvement
care in 1 of 1 hospice reviewed (See L of quality outcomes, that uses
568); failed to ensure it had developed, patient care and other relevant
. quality indicators to monitor the
implemented, and evaluated performance .
) ) ) ) safety and effectiveness of
improvement projects in 1 of 1 hospice patient care activities and will
reviewed (See L 570); failed to evidence identify opportunities and
a performance improvement program for S”O”It'es fo;fmprovement and
. evelop performance
1 of 1 hospice (See L 572 and 573); and ; PP o
) ) improvement activities that
failed to ensure the governing body had considers incidence, prevalence,
established hospice-wide quality and severity of problems that
assessment and performance affect palliative outcomes, patient
. fet d lity of .
improvement efforts that addressed Sarety, and quatly of care
o . . Performance improvement
priorities for improved quality of care projects will be developed,
and patient safety and all improvement implemented, evaluated based on
actions are evaluated for effectiveness in relevant quality indicators. The
. . Hospi ing B ill
1 of 1 hospice reviewed (See L 575). osplce Govern!ng Od}/ W
review the Hospice quality
assessment and improvement
The cumulative effect of these systemic program to ensure improved
problems resulted in the hospice's quality of care and all
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inability to be in compliance with
Condition of Participation 42 CFR
418.58 Quality Assessment and
Performance Improvement.

improvement actions.

The 2014 Quality
Assessment/Performance
Improvement Plan will be
reviewed with the Harbor Light
Hospice 2014 QAPI committee.

The QAPI committee will review
the Hospice FEHC results on
quarterly basis and monitor family
satisfaction, overall Hospice
rating, composite score, top three
(3) opportunities for improvement,
domain performance, problem
score color zones.

Beginning July 1, 2014, the
required CMS quality measures
will be reported on admission and
discharge--Hospice Item Set
(HIS): NQF#1634: Hospice and
Palliative Care—Pain Screening;
NQF#1637: Hospice and
Palliative Care—Pain
Assessment; NQF#1639:
Hospice and Palliative
Care—Dyspnea Screening;
NQF#1638—Dyspnea Treatment;
NQF#1617: Patients Treated with
an Opioid who are Given a Bowel
Regimen; NQF#1641—Hospice
and Palliative Care—Treatment
Preferences; NQF#1647:
Beliefs/Values Addressed (if
desired by patient)
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Quarterly QAPI meeting minutes
will be submitted and reviewed by
Governing Body which shall
include but not limited to Length
of Stay>180 audit, Clinical
Appropriateness Audit, Evaluation
of Bereavement Services Audit,
Opioid Use and Bowel Regimen
Audit, Discharge Audit
(Discharged Live), GIP/CC Level
of Care Audit, Supervisory Visit
Audit, volunteer hours, ADC,
ALOS, exception reports and
trends, physician survey results,
HIPPA/Corporate Compliance,
and Performance Improvement
Project Meeting notes and
initiatives.

The 2014 QAPI committee will
review Harbor Light Hospice
Policy #3A entitled “Quality
Assessment/Performance
Improvement Program” and
Harbor Light Hospice Policy #3b
entitled “Exception Reports”

During April 28th, 2014, QAPI
meeting a need for a
Performance Improvement
Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
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a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.

The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

ZMJC11 Facility ID: 009088 If continuation sheet

Page 19 of 86




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

PRINTED: 06/05/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

151544

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

HARBOR LIGHT HOSPICE

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
1841 E SUMMIT ST
CROWN POINT, IN 46307

00

X3) DATE SURVEY

COMPLETED
05/14/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

L000560

418.58

QUALITY ASSESSMENT &
PERFORMANCE IMPROVEMENT

The hospice must develop, implement, and

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on

a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.

All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.

The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
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maintain an effective, ongoing, hospice-wide
data-driven quality assessment and
performance improvement program.
The hospice's governing body must ensure
that the program: reflects the complexity of
its organization and services; involves all
hospice services (including those services
furnished under contract or arrangement);
focuses on indicators related to improved
palliative 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.
L000560 06/13/2014
Based on administrative record and . .
. . . . . “This Plan of Correction
policy review and interview, the hospice constitutes
failed to ensure it had developed,
implemented, and maintained an Harbor Light Hospice written
effective, on - going, hospice -wide data allegation of compliance for
driven quality assessment and the deflc'enc'es_c't_ed' .
f . API However, submission of this
per orma.nce 1mp rovement (Q. ) ) Plan of Correction is not an
program in 1 of 1 hospice reviewed with admission that a deficiency
the potential to affect all of the hospice's exists or that one was cited
current 3 14 patients' Correctly. This Plan of
Correction is submitted to
. . meet requirements established
The findings include q
by State and Federal Law”
1. A facility document titled "Quality
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality
assurance projects were comfortable Tag
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dying measures, fall prevention, bowel _
regimen, pain assessment, length of stay, Statement of Correction
clinical documentation, and state specific Plan
initiatives including Part D Medical
management, IDG flow and process, Monitoring
billing, and plan of treatment. The
quality assurance program failed to L560
evidence that data was collected and
analyzed in accordance with the policy. 418.58 Quality Assessment &
Performance Improvement
2. On 5/13/14 at 3:00 PM, the
administrator indicated there had been no
performance improvement team in place ED or designee will ensure that
and the members of this team had not the Hospice has and develops,
b identified vet. Th lit implements, and maintains an
cen identihied yet. ¢ quality effective, ongoing, hospice-wide
assurance program was separate from the data-driven quality assessment
performance improvement program. The and performance improvement
administrator indicated some of the program that shows improvement
. L. . of quality outcomes, that uses
quality assurance initiatives evidenced on X
] ] patient care and other relevant
the document in finding #1 were no quality indicators to monitor the
longer in place including the pain safety and effectiveness of
assessment data and comfortable dying 'p:jatlet'r;t care a;tCt'V_'tt.'eS a”j will
. identify opportunities an
measure. The template still had these oty oppo
R ] T priorities for improvement and
initiatives in place, and these initiatives develop performance
had not been removed. She indicated improvement activities that
that clinical record review was done by considers incidence, prevalence,
. and severity of problems that
each case manager for their own case o .
. ) affect palliative outcomes, patient
load of patients and that this data was not safety, and quality of care.
found in the quality assurance program Performance improvement
although she was aware of the data. She projects will be developed,
.. implemented, evaluated based on
indicated there was no form or other Lo
] o relevant quality indicators. The
analysis that showed the use of clinical Hospice Governing Body will
record review data after it was compiled review the Hospice quality
and that no written documents evidenced assessment and improvement
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the use of this data. program to ensure improved
quality of care and all
. . . improvement actions.
3. The agency policy titled "Quality
Assessment / Performance Improvement / The 2014 Quality
Corporate Compliance Plan with a date Assessment/Performance
of 2014 stated, "It is the policy of the Improvemept Plan will be )
. . ; reviewed with the Harbor Light
hospice to provide a systematic processes Hospice 2014 QAPI committee.
to evaluate and monitor the effectiveness,
safety, and quality of hospice services to
patients / families, business operations, ] ] )
i 1 i The QAPI committee will review
quality assurance, regu atory cF)mp iance, the Hospice FEHC results on
and corporate compliance. This process quarterly basis and monitor family
is conducted agency wide, integrated into satisfaction, overall Hospice
operations, and is data driven and rating, composite score, top three
" dri S - All clini d (3) opportunities for improvement,
ou (.:ome rlven.. cope: c.1n1c an domain performance, problem
business operations of the hospice ... 1. to score color zones.
collect data regarding clinical outcomes,
clinical processes and procedures and
business operations. 2. To anallyze the Beginning July 1, 2014, the
data COHeCted, based on established required CMS quality measures
benchmarks, to assess the quality of will be reported on admission and
hospice services and identify discharge--Hospice Item Set
rtunities for i (3. T (HIS): NQF#1634: Hospice and
opportunities tor 1mpr9vemen 10 Palliative Care—Pain Screening;
conduct performance improvement NQF#1637: Hospice and
projects to meet or exceed established Palliative Care—Pain
benchmarks 4. To implement initiates to Assessment; NQF#1639:
achi and sustain improvement. 5. T Hospice and Palliative
chieve Sus P ov.e ent, 5. 10 Care—Dyspnea Screening;
evaluate outcome for sustained NQF#1638—Dyspnea Treatment;
performance improvement 6. To ensure NQF#1617: Patients Treated with
the established policies and standard an Opioid who are Given a Bowel
rocedures are followed in the provision Regimen; NQF#1641—Hospice
p ) ) p and Palliative Care—Treatment
of hospice services 7. To ensure that Preferences; NQF#1647:
regulatory compliance is achieved / Beliefs/Values Addressed (if
maintained in the provision of hospice desired by patient)
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services 8. To ensure that corporate
compliance standards are achieved /
maintained in the provision of hospice Quarterly QAPI meeting minutes
services 9. To make recommendations to will be submitted and reviewed by
the governing body as necessary to Governing Body which shall
achieve and sustain desired outcomes. include but not "F“'te‘?' t.o Length
R ibilities 1. All clinical of Stay>180 audit, Clinical
esponsibilities 1. clinical, Appropriateness Audit, Evaluation
administrative, volunteer and of Bereavement Services Audit,
management staff will participate in Opioid Use and Bowel Regimen
QAPI activities including data collection Au.d|t, D'SCharge Audit
d luati . f £ (Discharged Live), GIP/CC Level
?m evaluation, sugges.tl.ons' or 'areas 0 of Care Audit, Supervisory Visit
improvement and participation in the Audit, volunteer hours, ADC,
performance improvement projects ... ALOS, exception reports and
activities ... the hospice performance trends, physician survey results,
. 1 be f d h HIPPA/Corporate Compliance,
1mpr0\fement W% ) .e ocuse ] 01.1t © and Performance Improvement
following ... activities that will improve Project Meeting notes and
palliative outcomes, patient safety, and initiatives.
quality of care ... tracking adverse patient
events, performing a root cause analysis,
and implementing preventative measures The 2014 QAPI committee will
that include feedback and education review Harbor Light Hospice
throughout the hospice organization ... A Policy #3A entitied “Quality
£ . t ol b Assessment/Performance
per ormance. improvement plan will be Improvement Program® and
developed / implemented based on the Harbor Light Hospice Policy #3b
results of the data analysis and trending entitled “Exception Reports”
and include ... reason and indicators for
plan, goals / benchmarks to be achieved,
plan for success / responsible party, During April 28th, 2014, QAPI
progress and findings, barriers identified, meeting a need for a
outcomes and / or achievements of Performance Improvement
desired results." Project was identified and
’ documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
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a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.

The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

ZMJC11 Facility ID: 009088 If continuation sheet

Page 25 of 86




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

PRINTED: 06/05/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

151544

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

HARBOR LIGHT HOSPICE

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
1841 E SUMMIT ST
CROWN POINT, IN 46307

00

X3) DATE SURVEY

COMPLETED
05/14/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

L000561

418.58(a)(1)
PROGRAM SCOPE
(1) The program must at least be capable of

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.

All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.

The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
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showing measurable improvement in
indicators related to improved palliative
outcomes and hospice services.
L000561 06/13/2014
Based on administrative record and . .
. . . . . “This Plan of Correction
policy review and interview, the hospice constitutes
failed to ensure a quality
assessment/performance improvement Harbor Light Hospice written
program had been implemented that was allegation of compliance for
capable of showing improvement in the deficiencies.cit.ed. .
.. . . However, submission of this
palliative outcomes in 1 of 1 hospice Plan of Correction is not an
reviewed with the potential to affect all admission that a deficiency
the hospice's patients. exists or that one was cited
correctly. This Plan of
The findings include Correction_ is submitted tc.>
meet requirements established
1. A facility document titled "Quality by State and Federal Law”
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality
assurance projects were comfortable
dying measures, fall prevention, bowel Tag
regimen, pain assessment, length of stay,
clinical documentation, and state specific Statement of Correction
initiatives including Part D Medical
management, IDG flow and process, Plan
billing, and plan of treatment. The Monitoring
quality assurance program failed to
evidence that data was collected and
analyzed in accordance with the policy. Lo61
418.58(a)(1) Program Scope
2. On 5/13/14 at 3:00 PM, the
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administrator indicated there had been no _ .
performance improvement team in place ED or de§|gnee will ensure that
K the Hospice has and develops,
and the members of this team had not implements, and maintains an
been identified yet. The quality effective, ongoing, hospice-wide
assurance program was separate from the data-driven quality assessment
performance improvement program. The and performance improvement
dmini di d fth program that shows improvement
administrator indicated some of the of quality outcomes, that uses
quality assurance initiatives evidenced on patient care and other relevant
the document in finding #1 were no quality indicators to monitor the
longer in place including the pain saffaty and effeghygness of .
d d fortable dvi patient care activities and will
assessment data and com .orta e dying identify opportunities and
measure. The template still had these priorities for improvement and
initiatives in place, and these initiatives develop performance
had not been removed. She indicated improvement activities that
that clinical d . d b considers incidence, prevalence,
at clinical recor reV1ew'was one by and severity of problems that
each case manager for their own case affect palliative outcomes, patient
load of patients and that this data was not safety, and quality of care.
found in the quality assurance program F’er_forman_ce improvement
lthouch sh fthe data. Sh projects will be developed,
? .oug she was aware o1 the data. She implemented, evaluated based on
indicated there was no form or other relevant quality indicators. The
analysis that showed the use of clinical Hospice Governing Body will
record review data after it was compiled review the Hospice quality
d that itten d t id d assessment and improvement
and that no er en documents evidence program to ensure improved
the use of this data. quality of care and all
improvement actions.
3. The agency policy titled "Quality
Assessment / Performance Improvement /
Corporate Compliance Plan with a date The 2014 Quality
of 2014 stated, "It is the policy of the Assessment/Performance
hospice to provide a systematic processes Improvement Plan will be
to evaluate and monitor the effectiveness reviewed with the Harbor Light
valu ] ] V ’ Hospice 2014 QAPI committee.
safety, and quality of hospice services to
patients / families, business operations,
quality assurance, regulatory compliance,
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and corporate compliance. This process The QAPI committee will review
is conducted agency wide, integrated into the Hospice ',:EHC resuI.ts on
K . . quarterly basis and monitor family
operations, and is data driven and satisfaction, overall Hospice
outcome driven. Scope: All clinic and rating, composite score, top three
business operations of the hospice ... 1. to (3) opportunities for improvement,
collect data regarding clinical outcomes, domain performance, problem
.. score color zones.
clinical processes and procedures and
business operations. 2. To analyze the
data collected, based on established
benchmarks, to assess the quality of Beglf\nlng July 1, 2.014, the
hospi . d identif required CMS quality measures
ospice S'eI.'VICCS afn 1dentity will be reported on admission and
opportunities for improvement 3. To discharge--Hospice Item Set
conduct performance improvement (HIS): NQF#1634: Hospice and
projects to meet or exceed established Palliative Care—Pain Screening;
benchmarks 4. To impl o NQF#1637: Hospice and
en.c marks 4. 9 1@p ement initiates to Palliative Care—Pain
achieve and sustain improvement, 5. To Assessment; NQF#1639:
evaluate outcome for sustained Hospice and Palliative
performance improvement 6. To ensure Care—Dyspnea Screening;
th tablished polici d standard NQF#1638—Dyspnea Treatment;
¢ established poficies and standard NQF#1617: Patients Treated with
procedures are followed in the provision an Opioid who are Given a Bowel
of hospice services 7. To ensure that Regimen; NQF#1641—Hospice
regulatory compliance is achieved / and Palliative Care—Treatment
intained in th .. £ hosbi Preferences; NQF#1647:
man? ained in the provision ol hospice Beliefs/Values Addressed (if
services 8. To ensure that corporate desired by patient)
compliance standards are achieved /
maintained in the provision of hospice
services 9..T0 make recommendations to Quarterly QAPI meeting minutes
the governing body as necessary to will be submitted and reviewed by
achieve and sustain desired outcomes. Governing Body which shall
Responsibilities 1. All clinical, include but not limited to Length
.. . of Stay>180 audit, Clinical
administrative, volunteer and . . )
) o ) Appropriateness Audit, Evaluation
management staff will participate in of Bereavement Services Audit,
QAPI activities including data collection Opioid Use and Bowel Regimen
and evaluation, suggestions for areas of Audit, Discharge Audit
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improvement and participation in the (Discharged Live), GIP/CC Level
. . of Care Audit, Supervisory Visit
performance improvement projects ... Audit. volunteer h%urs AB' o
activities ... the hospice performance ALOS exception repo,rts and
improvement will be focused on the trends, physician survey results,
following ... activities that will improve HIPPA/Corporate Compliance,
palliative outcomes, patient safety, and and. Performgnce Improvement
. . . Project Meeting notes and
quality of care ... tracking adverse patient initiatives.
events, performing a root cause analysis,
and implementing preventative measures
that include feedback and education ) .
h h he hosbi .. A The 2014 QAPI committee will
throughout the hospice organization ... review Harbor Light Hospice
performance improvement plan will be Policy #3A entitled “Quality
developed / implemented based on the Assessment/Performance
results of the data analysis and trending Improvement Program” and
. . g Harbor Light Hospice Policy #3b
and include ... reason and indicators for entitled “Exception Reports”
plan, goals / benchmarks to be achieved,
plan for success / responsible party,
progress and findings, barriers identified, ) ,
) During April 28th, 2014, QAPI
outcomes and / or achievements of meeting a need for a
desired results." Performance Improvement
Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.
The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
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2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.
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All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
L000563 | 418.58(b)(1)
PROGRAM DATA
(1) The program must use quality indicator
data, including patient care, and other
relevant data, in the design of its program.
Based on administrative record and L000563 06/13/2014
policy review and interview, the hospice “Th's‘_ Plan of Correctl_on
. . . constitutes Harbor Light
failed to ensure it had a quality HosSbi . .
) ospice written allegation of
assessment / performance improvement compliance for the deficiencies
program in place that used patient care cited. However, submission of
and other relevant quality indicators in 1 this Plan of Correction is not
of 1 hospice reviewed with the potential an admission that a deficiency
to affect all of the hospice's current 314 exists or that_one was cited
correctly. This Plan of
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patients. Correction is submitted to
meet requirements established
. . by State and Federal Law”
The findings include Tag Statement of Correction
Plan Monitoring
1. A facility document titled "Quality
Assurance / Process Improvement L563
A-xgenda first quarter 2.0-14 with the 418.58(b)(1) Program Data
signatures of the administrator dated ED or designee will ensure
4/15/14 and the president of the hospice that the Hospice has and
on 4/17/14 evidenced that the quality develops, implements, and
. maintains an effective, ongoing,
assurance projects were comfortable . ) . .
] . hospice-wide data-driven quality
dying measures, fall prevention, bowel assessment and performance
regimen, pain assessment, length of stay, improvement program that shows
clinical documentation, and state specific improvement of quality outcomes,
initiatives including Part D Medical that uses pat!en.t care and other
relevant quality indicators to
management, IDG flow and process, monitor the safety and
billing, and plan of treatment. The effectiveness of patient care
quality assurance program failed to activities and will identify
evidence that data was collected and Qpponunltles and priorities for
. . ] improvement and develop
analyzed in accordance with the policy. performance improvement
activities that considers
2. On 5/13/14 at 3:00 PM, the incidence, prevalence, and
administrator indicated there had been no severity of problems thqt affect
. . palliative outcomes, patient
performance improvement team in place safety, and quality of care.
and the members of this team had not Performance improvement
been identified yet. The quality projects will be developed,
assurance program was separate from the |mplemented: e\(algated based on
. relevant quality indicators. The
performance improvement program. The Hospice Governing Body will
administrator indicated some of the review the Hospice quality
quality assurance initiatives evidenced on assessment and improvement
the document in finding #1 were no program to ensure improved
| ol eludi h . quality of care and all
onger in place including the pain ) improvement actions.  The
assessment data and comfortable dying 2014 Quality
measure. The template still had these Assessment/Performance
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initiatives in place, and these initiatives Improvement Plan will be
had not been removed. She indicated ':;’;ep‘?:;dz‘g';z tgi;aggs:nlq‘iﬁgé
that clinical record review was done by The QAPI committee will review
each case manager for their own case the Hospice FEHC results on
load of patients and that this data was not quarterly basis and monitor family
found in the quality assurance program Sat,'SfaCt'on' ovgrall Hospice
lthoueh sh fthe d Sh rating, composite score, top three
although she was aware of the data. She (3) opportunities for improvement,
indicated there was no form or other domain performance, problem
analysis that showed the use of clinical score color zones.  Beginning
record review data after it was compiled July.1, 2014, the fe?“'red CMS
dth . d d d quality measures will be reported
and that no ertten ocuments evidence on admission and discharge-
the use of this data. -Hospice Item Set (HIS):
NQF#1634: Hospice and
3. The agency policy titled "Quality Z?)llllri:;v&?aLe_P'am Szreenlng;
: Hospice an
Assessment / Performance Iml?rovement / Palliative Care—Pain
Corporate Compliance Plan with a date Assessment; NQF#1639:
of 2014 stated, "It is the policy of the Hospice and Palliative
hospice to provide a systematic processes Egﬁ;g&’gpnga Screer_1r|ng;t .
. . —Dyspnea Treatment;
to evaluate and momtor th? effectl-veness, NQF#1617: Patients Treated with
safety, and quality of hospice services to an Opioid who are Given a Bowel
patients / families, business operations, Regimen; NQF#1641—Hospice
quality assurance, regulatory compliance, and Palliative Care—Treatment
d ¢ T Thi Preferences; NQF#1647:
?m corporate comp 131.106. ) 18 proce.ss Beliefs/Values Addressed (if
is conducted agency wide, integrated into desired by patient) Quarterly
operations, and is data driven and QAPI meeting minutes will be
outcome driven. Scope: All clinic and Z“bm'tt?d a;ddrew;yv;zd Ey”
. . . overning Body which sha
business operatlon§ of the .hosplce .. 1.to include but not limited to Length
collect data regarding clinical outcomes, of Stay>180 audit, Clinical
clinical processes and procedures and Appropriateness Audit, Evaluation
business operations. 2. To analyze the c(’)f B?Leavemegt :e"""l:eRS Audit,
data collected, based on established piolg -’se and Sowelikegimen
) Audit, Discharge Audit
benchmarks, to assess the quality of (Discharged Live), GIP/CC Level
hospice services and identify of Care Audit, Supervisory Visit
opportunities for improvement 3. To Audit, volunteer hours, ADC,
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conduct performance improvement ALOS, exception reports and
projects to meet or exceed established trends, physician survey .results,
. o HIPPA/Corporate Compliance,
benchmarks 4. To implement initiates to and Performance Improvement
achieve and sustain improvement, 5. To Project Meeting notes and
evaluate outcome for sustained initiatives. ~ The 2014 QAPI
performance improvement 6. To ensure CPmm'ttee ,W'” review Harbor‘
. . . Light Hospice Policy #3A entitled
the established policies and standard “Quality
procedures are followed in the provision Assessment/Performance
of hospice services 7. To ensure that Improvement Program” and
regulatory compliance is achieved / Harbor Light Hqsp|ce Policy #3b
intained in th .. £ hosDi entitled “Exception Reports”
maintained in the provision of hospice During April 28th, 2014, QAPI
services 8. To ensure that corporate meeting a need for a
compliance standards are achieved / Performance Improvement
maintained in the provision of hospice Project was identified and
ices 9 T K dati documented in the 2014 First
services - 0 make recommendations to Quarter notes regarding Overall
the governing body as necessary to Satisfaction scores taken from
achieve and sustain desired outcomes. FEHC survey results that showed
Responsibilities 1. All clinical, a trend below the benchmark for
dministrati lunt d the past two quarters. No other
admnistrative, vo uI.l eer al_l ] ) trends were identified quarter
management staff will participate in over quarter.  The
QAPI activities including data collection Performance Improvement
and evaluation, suggestions for areas of Project meetings will be held
. t and participation in th bimonthly with meeting notes and
tmprovemen 'an participa 1on' nthe initiatives to improve overall
performance improvement projects .. quality submitted monthly to the
activities ... the hospice performance 2014 QAPI committee for review.
improvement will be focused on the Outgome of initiatives will be
followin activitics that will impr monitored and evaluated based
0 (.)w. g .- activities ) Will improve on the 2nd quarter FEHC survey
palliative outcomes, patient safety, and results.  The 2014 QAPI
quality of care ... tracking adverse patient Committee will continue to meet
events, performing a root cause analysis, monthly to review high-risk,
. . . high-volume, or problem-prone
and implementing preventative measures S
) ) areas and consider incidence,
that include feedback and education prevalence, and severity of
throughout the hospice organization ... A problems in order to develop
performance improvement plan will be specific Performance
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developed / implemented based on the Improvement Projects.  The
results of the data analysis and trending Hospice Governing Edey will ,
. L. meet quarterly to review hospice
and include ... reason and indicators for wide program data submitted by
plan, goals / benchmarks to be achieved, individual agencies to evaluate all
plan for success / responsible party, improvement action
progress and findings, barriers identified, ?ﬁeCt'VeneSS' .pr|or|t|es for )
; improved quality care and patient
outcomes and / or achievements of safety.  The Hospice
desired results." Governing Body will provide
feedback and direction to the
specific hospice agencies on a
quarterly basis. The 2014
QAPI Committee will complete
Relias QAPI courses numbered
827 and 828 with a passing
percentage of 80% or greater.
All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
L0O00564 | 418.58(b)(2)
PROGRAM DATA
(2) The hospice must use the data collected
to do the following:
(i) Monitor the effectiveness and safety of
services and quality of care.
(ii) Identify opportunities and priorities for
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improvement.
L000564 06/13/2014
Based on administrative record and Th's_ Plan of Correctl_on
. . . . . constitutes Harbor Light
policy review and interview, the hospice . . .
] ] ] Hospice written allegation of
failed to ensure it had a quality compliance for the deficiencies
assessment / performance improvement cited. However, submission of
program in place that monitored the this Plan of Correction is not
safety and effectiveness of patient care an admission that a deficiency
o . . ”» exists or that one was cited
activities and identified opportunities and .
o . i correctly. This Plan of
priorities for improvement in 1 of 1 Correction is submitted to
hospice reviewed with the potential to meet requirements established
affect all the hospice's patients. by State and Federal Law”
Tag Statement of Correction
. . Plan Monitorin
The findings include 9
L564
1. A facility document titled "Quality
Assurance / Process Improvement 418:3(@ (j) Progr am."Data
"o or designee will ensure
A.;genda first quarter 2.0.14 with the that the Hospice has and
signatures of the administrator dated develops, implements, and
4/15/14 and the president of the hospice maintains an effective, ongoing,
on 4/17/14 evidenced that the quality hospice-wide data-driven quality
. assessment and performance
assurance projects were comfortable )
i ) improvement program that shows
dying measures, fall prevention, bowel improvement of quality outcomes,
regimen, pain assessment, length of stay, that uses patient care and other
clinical documentation, and state specific relevant ﬂua““f’ indicators to
initiatives including Part D Medical monitor the safety and
effectiveness of patient care
management, IDG flow and process, activities and will identify
billing, and plan of treatment. The opportunities and priorities for
quality assurance program failed to improvement and develop
evidence that data was collected and peﬁqrm ance improvement
. . ] activities that considers
analyzed in accordance with the policy. incidence, prevalence, and
severity of problems that affect
2. On 5/13/14 at 3:00 PM, the palliative outcomes, patient
administrator indicated there had been no safety, and qgallty of care.
Performance improvement
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performance improvement team in place projects will be developed,
and the members of this team had not |mplemented., e\./aIL.Jated based on
. . . relevant quality indicators. The
been identified yet. The quality Hospice Governing Body will
assurance program was separate from the review the Hospice quality
performance improvement program. The assessment and improvement
administrator indicated some of the program to ensure improved
li e d q quality of care and all
quality assurance initiatives evidenced on improvement actions.  The
the document in finding #1 were no 2014 Quality
longer in place including the pain Assessment/Performance
assessment data and comfortable dying Improvement Plan will be
Th 1 11 had th reviewed with the Harbor Light
measure. The template still had these Hospice 2014 QAPI committee.
initiatives in place, and these initiatives The QAPI committee will review
had not been removed. She indicated the Hospice FEHC results on
that clinical record review was done by quarterly basis and monitor family
h for thei satisfaction, overall Hospice
cach case rTlanager ort el.r own case rating, composite score, top three
load of patients and that this data was not (3) opportunities for improvement,
found in the quality assurance program domain performance, problem
although she was aware of the data. She score color zones.  Beginning
indicated th f th July 1, 2014, the required CMS
indica -e ere was no formor o .e.r quality measures will be reported
analysis that showed the use of clinical on admission and discharge-
record review data after it was compiled -Hospice Item Set (HIS):
and that no written documents evidenced NQF#1634: Hospice and
th £ this dat Palliative Care—Pain Screening;
© use ot this data. NQF#1637: Hospice and
Palliative Care—Pain
3. The agency policy titled "Quality Assessment; NQF#1639:
Assessment / Performance Improvement / (I-:Iosplc%and Pa”'Sat'VG .
. . are—Dyspnea Screening;
Corporate Com}?hgnce Plan.w1th a date NQF#1638—Dyspnea Treatment:
of 2014 stated, "It is the policy of the NQF#1617: Patients Treated with
hospice to provide a systematic processes an Opioid who are Given a Bowel
to evaluate and monitor the effectiveness, Regimen; NQF#1641—Hospice
safety, and quality of hospice services to and Palliative Care—Treatment
; Y, q o y ) P ) Preferences; NQF#1647:
patients / families, business operations, Beliefs/Values Addressed (if
quality assurance, regulatory compliance, desired by patient)  Quarterly
and corporate compliance. This process QAPI meeting minutes will be
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is conducted agency wide, integrated into submitted and reviewed by
operations, and is data driven and Qovermng Body. W,h'Ch shall
. ) .. include but not limited to Length
outc.ome drlven.. Scope: All cl.mlc and of Stay>180 audit, Clinical
business operations of the hospice ... 1. to Appropriateness Audit, Evaluation
collect data regarding clinical outcomes, of Bereavement Services Audit,
clinical processes and procedures and Op'c,"d Qse and Bowgl Regimen
busi . | h Audit, Discharge Audit
usiness operations. 2. To analyze the (Discharged Live), GIP/CC Level
data collected, based on established of Care Audit, Supervisory Visit
benchmarks, to assess the quality of Audit, volunteer hours, ADC,
hospice services and identify ALOS, exception reports and
s for i 3T trends, physician survey results,
opportunities for 1mpr9vement . To HIPPA/Corporate Compliance,
conduct performance improvement and Performance Improvement
projects to meet or exceed established Project Meeting notes and
benchmarks 4. To implement initiates to initiatives.  The 2014 QAP
hi d . 5T committee will review Harbor
achieve and sustain improvement, 5. 10 Light Hospice Policy #3A entitled
evaluate outcome for sustained “Quality
performance improvement 6. To ensure Assessment/Performance
the established policies and standard Improvement Program” and
d foll din th . . Harbor Light Hospice Policy #3b
proce I%I'GS are .0 owed in the provision entitled “Exception Reports”
of hospice services 7. To ensure that During April 28th, 2014, QAPI
regulatory compliance is achieved / meeting a need for a
maintained in the provision of hospice Performance Improvement
. 8 T that ¢ Project was identified and
serV1cc?s - 10 chsure tha 001jp0r3 ¢ documented in the 2014 First
compliance standards are achieved / Quarter notes regarding Overall
maintained in the provision of hospice Satisfaction scores taken from
services 9. To make recommendations to FEHC survey results that showed
th ine bod ¢ a trend below the benchmark for
N govemmg 0 .y as gecessary 0 the past two quarters. No other
achieve and sustain desired outcomes. trends were identified quarter
Responsibilities 1. All clinical, over quarter.  The
administrative, volunteer and Performance Improvement
. .. . Project meetings will be held
management staff will participate in . . .
R . ) bimonthly with meeting notes and
QAPI activities including data collection initiatives to improve overall
and evaluation, suggestions for areas of quality submitted monthly to the
improvement and participation in the 2014 QAPI committee for review.
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performance improvement projects ... Outcome of initiatives will be
activities ... the hospice performance monitored and evaluated based
. . on the 2nd quarter FEHC survey
lmprOVement Wlll be focused on the results. The 2014 QAPI
following ... activities that will improve Committee will continue to meet
palliative outcomes, patient safety, and monthly to review high-risk,
quality of care ... tracking adverse patient high-volume, or proplem-prone
formi Ivsi areas and consider incidence,
events, performing a root cause analysis, prevalence, and severity of
and implementing preventative measures problems in order to develop
that include feedback and education specific Performance
throughout the hospice organization ... A Imprqvement Prgjects. The
£ ) 1 b Hospice Governing Body will
per ormance. improvement plan will be meet quarterly to review hospice
developed / implemented based on the wide program data submitted by
results of the data analysis and trending individual agencies to evaluate all
and include ... reason and indicators for |n;fprct>yement actllor?t. .
. effectiveness, priorities for
plan, goals / benchmarks ‘Fo be achieved, improved quality care and patient
plan for success / responsible party, safety.  The Hospice
progress and findings, barriers identified, Governing Body will provide
outcomes and / or achievements of feedback and direction to the
desired lts." specific hospice agencies on a
esired results. quarterly basis.  The 2014
QAPI Committee will complete
Relias QAPI courses numbered
827 and 828 with a passing
percentage of 80% or greater.
All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
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Quality Assessment and
Performance Improvement
LO00566 | 418.58(c)(1)(i)
PROGRAM ACTIVITIES
(1) The hospice's performance improvement
activities must:
(i) Focus on high risk, high volume, or
problem-prone areas.
L000566 06/13/2014
Based on administrative record and ‘This .Plan of Correction
. . . . . constitutes
policy review and interview, the hospice
failed to ensure it had a performance Harbor Light Hospice written
improvement program in place that allegation of compliance for
focused on high risk, high volume, or the deficiencies cited.
problem-prone areas in 1 of 1 hospice However, Sme_'ss'_O" of this
. d with th il f I Plan of Correction is not an
reviewe . with t .e potential to affect a admission that a deficiency
the hospice's patients. exists or that one was cited
correctly. This Plan of
The findings include Correction is submitted to
meet requirements established
e . " .
1. A facility document titled "Quality by State and Federal Law”
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality
assurance projects were comfortable
dying measures, fall prevention, bowel T
regimen, pain assessment, length of stay, 4
clinical documentation, and state specific Statement of Correction
initiatives including Part D Medical
management, IDG flow and process, Plan
billing, and plan of treatment. The Monitoring
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quality assurance program failed to
evidence that data was collected and L566
analyzed in accordance with the policy.
418.58(c)(1)(i) Program Activities
2. On 5/13/14 at 3:00 PM, the
administrator indicated there had been no
performance 1mprovement team in place ED or designee will ensure that
and the members of this team had not the Hospice has and develops,
been identified yet. The quality implements, and maintains an
assurance program was separate from the effective, ongoing, hospice-wide
£ . Th data-driven quality assessment
per 9@ance 1anrovement program. © and performance improvement
administrator indicated some of the program that shows improvement
quality assurance initiatives evidenced on of quality outcomes, that uses
the document in finding #1 were no patient care and other relevant
| n ol includine th . quality indicators to monitor the
onger in place mncluding the pain ) safety and effectiveness of
assessment data and comfortable dying patient care activities and will
measure. The template still had these identify opportunities and
initiatives in place, and these initiatives grlorlltles fo:flmprovement and
o evelop performance
had nqt ‘F)een removed.. She indicated improvement activities that
that clinical record review was done by considers incidence, preva|ence,
each case manager for their own case and severity of problems that
load of patients and that this data was not affect palliative outcomes, patient
found in th lit safety, and quality of care.
ound in the quality assurance program Performance improvement
although she was aware of the data. She projects will be developed,
indicated there was no form or other implemented, evaluated based on
analysis that showed the use of clinical relevant quality indicators. The
. . . Hospice Governing Body will
record review data after it was compiled ) . ;
) i review the Hospice quality
and that no ertten dOCllantS CVldenCCd assessment and improvement
the use of this data. program to ensure improved
quality of care and all
3. The agency policy titled "Quality improvement actions.
Assessment / Performance Improvement /
Corporate Compliance Plan with a date
of 2014 stated, "It is the policy of the The 2014 Quality
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hospice to provide a systematic processes Assessment/Performance
to evaluate and monitor the effectiveness, Improvemer\t Plan will be )
. . . reviewed with the Harbor Light
safety, and quality of hospice services to Hospice 2014 QAPI committee.
patients / families, business operations,
quality assurance, regulatory compliance,
and corporate compliance. This process ) ) )
. d q de. int ted int The QAPI committee will review
is con .ucte age.:ncy wi e?, integrated into the Hospice FEHC results on
operations, and is data driven and quarterly basis and monitor family
outcome driven. Scope: All clinic and satisfaction, overall Hospice
business operations of the hospice ... 1. to rating, comp.o'sne score, top three
lect d & linical (3) opportunities for improvement,
co. 'ect ata regarding clinical outcomes, domain performance, problem
clinical processes and procedures and score color zones.
business operations. 2. To analyze the
data collected, based on established
benchmarks,. to asses?, the guahty of Beginning July 1, 2014, the
hospice services and identify required CMS quality measures
opportunities for improvement 3. To will be reported on admission and
conduct performance improvement discharge--Hospice ltem Set
ecis ¢ d established (HIS): NQF#1634: Hospice and
projects to mee or-excee es E} .1.s © Palliative Care—Pain Screening;
benchmarks 4. To implement initiates to NQF#1637: Hospice and
achieve and sustain improvement, 5. To Palliative Care—Pain
evaluate outcome for sustained Assessment; NQF#1639:
£ . (6. T Hospice and Palliative
per OI‘IIlaI.lCG 1mpr9v§men . To ensure Care—Dyspnea Screening;
the established policies and standard NQF#1638—Dyspnea Treatment;
procedures are followed in the provision NQF#1617: Patients Treated with
of hospice services 7. To ensure that an Opioid who are Given a Bowel
lat i is achieved / Regimen; NQF#1641—Hospice
reg.u a F)ry C.omp lance .ls’. achieve . and Palliative Care—Treatment
maintained in the provision of hospice Preferences; NQF#1647:
services 8. To ensure that corporate Beliefs/Values Addressed (if
compliance standards are achieved / desired by patient)
maintained in the provision of hospice
services 9. To make recommendations to
the governing body as necessary to Quarterly QAPI meeting minutes
achieve and sustain desired outcomes. will be submitted and reviewed by
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Responsibilities 1. All clinical, Governing Body which shall
administrative, volunteer and include but not "T“'te‘?' t.o Length
. .. . of Stay>180 audit, Clinical
management staff will participate in Appropriateness Audit, Evaluation
QAPI activities including data collection of Bereavement Services Audit,
and evaluation, suggestions for areas of Opioid Use and Bowel Regimen
improvement and participation in the Au.d|t, Dlscharge Audit
f . . (Discharged Live), GIP/CC Level
performance improvement projects ... of Care Audit, Supervisory Visit
activities ... the hospice performance Audit, volunteer hours, ADC,
improvement will be focused on the ALOS, exception reports and
following ... activities that will improve trends, physician survey .results,
Uiati . P d HIPPA/Corporate Compliance,
palliative outcomes, patient safety, an and Performance Improvement
quality of care ... tracking adverse patient Project Meeting notes and
events, performing a root cause analysis, initiatives.
and implementing preventative measures
that include feedback and education
throughout the hospice organization ... A The 2014 QAPI committee will
performance improvement plan will be review Harbor Light Hospice
developed / implemented based on the Policy #3A entitled "Quality
Its of the dat lvsi d trendi Assessment/Performance
resu. s of the data ana ys1s- an. rending Improvement Program” and
and include ... reason and indicators for Harbor Light Hospice Policy #3b
plan, goals / benchmarks to be achieved, entitled “Exception Reports”
plan for success / responsible party,
progress and findings, barriers identified,
outcomes and / or achievements of During April 28th, 2014, QAPI
desired results." meeting a need for a
Performance Improvement
Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.
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The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.
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The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a
passing percentage of 80% or
greater.
All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
LO00567 | 418.58(c)(1)(ii)
PROGRAM ACTIVITIES
[The hospice's performance improvement
activities must:]
(ii) Consider incidence, prevalence, and
severity of problems in those areas.
L000567 06/13/2014
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Based on administrative record and “This Plan of Correction
policy review and interview, the hospice constitutes
falled to ensure 1‘F h.a,d p?rformance Harbor Light Hospice written
improvement activities in place that allegation of compliance for
considered incidence, prevalence, and the deficiencies cited.
severity of problems in 1 of 1 hospice However, submission of this
reviewed with the potential to affect all Plan of Correction is not an
the hospice's patients admission that a deficiency
P p ’ exists or that one was cited
correctly. This Plan of
The findings include Correction is submitted to
meet requirements established
1. A facility document titled "Quality
by State and Federal Law”
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality
assurance projects were comfortable
dying measures, fall prevention, bowel
regimen, pain assessment, length of stay, Tag
f:ll.n.lCZ.ll dOf:umen.tatlon, and statej specific Statement of Correction
initiatives including Part D Medical
management, IDG flow and process, Plan
billing, and plan of treatment. The
. . Monitoring
quality assurance program failed to
evidence that data was collected and
analyzed in accordance with the policy. L567
2. On 5/13/14 at 3:00 PM, the 418.58(c)(1)(ii) Program Activities
administrator indicated there had been no
performance improvement team in place
and the members of this team had not ED or designee will ensure that
been identified yet. The quality Fhe Hospice has and' deyelops,
implements, and maintains an
assurance program was separate from the effective, ongoing, hospice-wide
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performance improvement program. The data-driven quality assessment
administrator indicated some of the and performance |mprovement
. o . program that shows improvement
quality assurar.lce 1n1t.1atlves evidenced on of quality outcomes, that uses
the document in finding #1 were no patient care and other relevant
longer in p]ace including the pain quallty indicators to monitor the
assessment data and comfortable dying safgty and effe(?tlyleness of )
h | 11 had th patient care activities and will
measure. The template still had these identify opportunities and
initiatives in place, and these initiatives priorities for improvement and
had not been removed. She indicated develop performance
that clinical record review was done by |mprc')vem<.ant.act|wt|es that
h for thei considers incidence, prevalence,
each case @anager ort elr own case and severity of problems that
load of patients and that this data was not affect palliative outcomes, patient
found in the quality assurance program safety, and quality of care.
although she was aware of the data. She Performance improvement
indicated th f ih projects will be developed,
Indica .e cre was no form or o .e.r implemented, evaluated based on
analysis that showed the use of clinical relevant quality indicators. The
record review data after it was compiled Hospice Governing Body will
and that no written documents evidenced review the HOSplge quality
th £ this dat assessment and improvement
¢ usc ol this data. program to ensure improved
quality of care and all
3. The agency policy titled "Quality improvement actions.
Assessment / Performance Improvement /
Corporate Compliance Plan with a date
of 2014 stated, "It is the policy of the The 2014 Quality
hospice to provide a systematic processes Assessment/Performance
to evaluate and monitor the effectiveness, Improvement Plan will be
fot d litv of hospi . " reviewed with the Harbor Light
salety, and quanity o hospice services fo Hospice 2014 QAPI committee.
patients / families, business operations,
quality assurance, regulatory compliance,
and corporate compliance. This process . . .
is conducted agency wide, integrated into The QAPI committee will review
.u g. yw ” g the Hospice FEHC results on
operations, and is data driven and quarterly basis and monitor family
outcome driven. Scope: All clinic and satisfaction, overall Hospice
business operations of the hospice ... 1. to rating, composite score, top three
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collect data regarding clinical outcomes, (3) opportunities for improvement,
clinical processes and procedures and domain performance, problem
) ) score color zones.
business operations. 2. To analyze the
data collected, based on established
benchmarks, to assess the quality of
hospice services and identify Beglpnlng July 1, 2,014' the
ties for i required CMS quality measures
opportunities for improvement 3. To will be reported on admission and
conduct performance improvement discharge--Hospice Item Set
projects to meet or exceed established (HIS): NQF#1634: Hospice and
benchmarks 4. To implement initiates to Palliative Care—P.aln Screening;
hi d .. T NQF#1637: Hospice and
achieve and sustain improvement, 5. To Palliative Care—Pain
evaluate outcome for sustained Assessment; NQF#1639:
performance improvement 6. To ensure Hospice and Pallliative
the established policies and standard Care—Dyspnea Screening;
d foll din th . . NQF#1638—Dyspnea Treatment;
proce I%I'CS are .0 owed 1n the provision NQF#1617: Patients Treated with
of hospice services 7. To ensure that an Opioid who are Given a Bowel
regulatory compliance is achieved / Regimen; NQF#1641—Hospice
maintained in the provision of hospice and Palliative Care—Treatment
. g T that ¢ Preferences; NQF#1647:
services . 1o ensure that corporate Beliefs/Values Addressed (if
compliance standards are achieved / desired by patient)
maintained in the provision of hospice
services 9. To make recommendations to
the govemlng boqy as n'ecessary to Quarterly QAPI meeting minutes
achieve and sustain desired outcomes. will be submitted and reviewed by
Responsibilities 1. All clinical, Governing Body which shall
administrative. volunteer and include but not limited to Length
t staff will particivate i of Stay>180 audit, Clinical
managem.er? .S a‘ Wi .pa icipate n . Appropriateness Audit, Evaluation
QAPI activities lncludlng data COHCCUOH of Bereavement Services Audrt,
and evaluation, suggestions for areas of Opioid Use and Bowel Regimen
improvement and participation in the Audit, Discharge Audit
erformance improvement proiects (Discharged Live), GIP/CC Level
p o P ) proj of Care Audit, Supervisory Visit
activities ... the hospice performance Audit, volunteer hours, ADC,
improvement will be focused on the ALOS, exception reports and
following ... activities that will improve trends, physician survey results,
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palliative outcomes, patient safety, and HIPPA/Corporate Compliance,
quality of care ... tracking adverse patient and. Performgnce Improvement
. . Project Meeting notes and
events, performing a root cause analysis, initiatives.
and implementing preventative measures
that include feedback and education
throughout the hospice organization ... A ) .
. . The 2014 QAPI committee will
performance improvement plan will be review Harbor Light Hospice
developed / implemented based on the Policy #3A entitled “Quality
results of the data analysis and trending Assessment/Performance
and include ... reason and indicators for Improvement Prog.ram ar\d
. Harbor Light Hospice Policy #3b
plan, goals / benchmarks to be achieved, entitled “Exception Reports”
plan for success / responsible party,
progress and findings, barriers identified,
outcomes and / or achievements of ) )
desired lts." During April 28th, 2014, QAPI
esired results. meeting a need for a
Performance Improvement
Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.
The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.
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The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.

All Hospice staff will complete
Relias course training entitled
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“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
LO00568 | 418.58(c)(1)(iii)
PROGRAM ACTIVITIES
[The hospice's performance improvement
activities must:]
(iii) Affect palliative outcomes, patient
safety, and quality of care.
L000568 06/13/2014
Based on administrative record and cz:':t::?: SOf Correction
policy review and interview, the hospice
failed to ensure it had implemented Harbor Light Hospice written
performance improvement activities that allegation of compliance for
affected palliative outcomes, patient the deflclencles.clt.ed. .
. . However, submission of this
safety, and quality of care in 1 of 1 Plan of Correction is not an
hospice reviewed with the potential to admission that a deficiency
affect all the hospice's patients. exists or that one was cited
correctly. This Plan of
Correction is submitted to
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The findings include meet requirements established
. . . by State and Federal Law”
1. A facility document titled "Quality y
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality
assurance projects were comfortable
dying measures, fall prevention, bowel Tag
refgl.men, pain asses§ment, length of st?y, Statement of Correction
clinical documentation, and state specific
initiatives including Part D Medical Plan
management, IDG flow and process,
— Monitoring
billing, and plan of treatment. The
quality assurance program failed to
evidence that data was collected and L568
analyzed in accordance with the policy.
418.58(c)(1)(iii) Program
Activities
2. On 5/13/14 at 3:00 PM, the
administrator indicated there had been no
performance improvement team in place ' .
and the members of this team had not ED or designee will ensure that
. ] . the Hospice has and develops,
been identified yet. The quality implements, and maintains an
assurance program was separate from the effective, ongoing, hospice-wide
performance improvement program. The data-driven quality assessment
administrator indicated some of the and performance improvement
. .. . program that shows improvement
quality assurance initiatives evidenced on of quality outcomes, that uses
the document in finding #1 were no patient care and other relevant
longer in p]ace including the pain quallty indicators to monitor the
assessment data and comfortable dying safgty and effe(?tlyleness of )
. patient care activities and will
measure. The template still had these identify opportunities and
initiatives in place, and these initiatives priorities for improvement and
had not been removed. She indicated develop performance
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMJC11 Facility ID: 009088 If continuation sheet Page 53 of 86




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

PRINTED: 06/05/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
. BUILDING
151544 L WING 05/14/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1841 E SUMMIT ST
HARBOR LIGHT HOSPICE CROWN POINT, IN 46307
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
that clinical record review was done by improvement activities that
each case manager for their own case considers |.n(:|dence, prevalence,
X i and severity of problems that
load of patients and that this data was not affect palliative outcomes, patient
found in the quality assurance program safety, and quality of care.
although she was aware of the data. She Performance improvement
indicated there was no form or other _proJeCtS will be developed,
Ivsis that sh dth £ clinical implemented, evaluated based on
analysis that showed the use of clinica relevant quality indicators. The
record review data after it was compiled Hospice Governing Body will
and that no written documents evidenced review the Hospice quality
the use of this data assessment and improvement
’ program to ensure improved
) ] ] quality of care and all
3. The agency policy titled "Quality improvement actions.
Assessment / Performance Improvement /
Corporate Compliance Plan with a date
of 2914 stated, .It is the pohc?f of the The 2014 Quality
hospice to provide a systematic processes Assessment/Performance
to evaluate and monitor the effectiveness, Improvement Plan will be
safety, and quality of hospice services to reviewed with the Harbor Light
. o . . Hospice 2014 QAPI committee.
patients / families, business operations,
quality assurance, regulatory compliance,
and corporate compliance. This process
is conducted agency wide, integrated into The QAPI committee will review
i dis data dri d the Hospice FEHC results on
operations, .an 15 data driven an' ) quarterly basis and monitor family
outcome drlven. SCOpC: All C]ll’llC al’ld satisfaction’ overall Hospice
business operations of the hospice ... 1. to rating, composite score, top three
collect data regarding clinical outcomes, (3) opportunities for improvement,
clinical processes and procedures and domain performance, problem
) p ) P u score color zones.
business operations. 2. To analyze the
data collected, based on established
benchmarks, to assess the quality of o
. . . . Beginning July 1, 2014, the
hospice services and identify . :
- i required CMS quality measures
opportunities for improvement 3. To will be reported on admission and
conduct performance improvement discharge--Hospice Item Set
projects to meet or exceed established (HIS): NQF#1634: Hospice and
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benchmarks 4. To implement initiates to Palliative Care—Pain Screening;
achieve and sustain improvement, 5. To NQ',:#? 637: Hosp|c§ and
. Palliative Care—Pain
evaluate outcome for sustained Assessment: NQF#1639:
performance improvement 6. To ensure Hospice and Palliative
the established policies and standard Care—Dyspnea Screening;
procedures are followed in the provision NQF#1 638—D¥spnea Treatmept;
. . NQF#1617: Patients Treated with
of hospice services 7. To ensure that an Opioid who are Given a Bowel
regulatory compliance is achieved / Regimen; NQF#1641—Hospice
maintained in the provision of hospice and Palliative Care—Treatment
services 8. To ensure that corporate Pre.ferences; NQF#1647: ]
. . Beliefs/Values Addressed (if
compliance standards are achieved / desired by patient)
maintained in the provision of hospice
services 9. To make recommendations to
the governing body as necessary to _ ,
hi d i desired Quarterly QAPI meeting minutes
achieve 2.1n. .s.ustaln eSH.e ] outcomes. will be submitted and reviewed by
Responsibilities 1. All clinical, Governing Body which shall
administrative, volunteer and include but not limited to Length
management staff will participate in of Stay>180 audit, Clinical
API activities includine dat llecti Appropriateness Audit, Evaluation
Q ac IVI_ 1es Inclu 1r-1g ata collection of Bereavement Services Audit,
and evaluation, suggestions for areas of Opioid Use and Bowel Regimen
improvement and participation in the Audit, Discharge Audit
performance improvement projects ... (Discharged Live), GIP/CC Level
tiviti the hosbi £ of Care Audit, Supervisory Visit
gc ivities ... the ! ospice performance Audit, volunteer hours, ADC,
improvement will be focused on the ALOS, exception reports and
following ... activities that will improve trends, physician survey results,
palliative outcomes, patient safety, and HIPPA/Corporate Compliance,
litv of tracki d tient and Performance Improvement
quality of care - racking adverse pa 1§n Project Meeting notes and
events, performing a root cause analysis, initiatives.
and implementing preventative measures
that include feedback and education
throughout th-e hospice organlzatlc?n A The 2014 QAP committee will
performance improvement plan will be review Harbor Light Hospice
developed / implemented based on the Policy #3A entitled “Quality
results of the data analysis and trending Assessment/Performance
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desired results."

and include ... reason and indicators for
plan, goals / benchmarks to be achieved,
plan for success / responsible party,
progress and findings, barriers identified,
outcomes and / or achievements of

Improvement Program” and
Harbor Light Hospice Policy #3b
entitled “Exception Reports”

During April 28th, 2014, QAPI
meeting a need for a
Performance Improvement
Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.

The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.
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The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.

All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.

The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
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The findings include

policy review and interview, the hospice
failed to ensure it had developed,
implemented, and evaluated any
performance improvement projects in 1
of 1 hospice reviewed with the potential
to affect all the hospice's patients.

1. A facility document titled "Quality
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality
assurance projects were comfortable
dying measures, fall prevention, bowel
regimen, pain assessment, length of stay,

“This Plan of Correction
constitutes

Harbor Light Hospice written
allegation of compliance for
the deficiencies cited.
However, submission of this
Plan of Correction is not an
admission that a deficiency
exists or that one was cited
correctly. This Plan of
Correction is submitted to
meet requirements established

by State and Federal Law”

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
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months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
LO00570 | 418.58(c)(3)
PROGRAM ACTIVITIES
(3) The hospice must take actions aimed at
performance improvement and, after
implementing those actions, the hospice
must measure its success and track
performance to ensure that improvements
are sustained.
Based on administrative record and L000570 06/13/2014
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clinical documentation, and state specific
initiatives including Part D Medical Ta
management, IDG flow and process, 9
billing, and plan of treatment. The Statement of Correction
quality assurance program failed to
evidence that data was collected and Plan
analyzed in accordance with the policy. Monitoring
2. On 5/13/14 at 3:00 PM, the
administrator indicated there had been no L570
performance 1mproverpent team in place 418.58(c)((3) Program Activities
and the members of this team had not
been identified yet. The quality
assurance program was separate from the ED or desi " that
. or designee will ensure tha
perf(?r@ance 1Tnp.rovement program. The the Hospice has and develops,
administrator indicated some of the implements, and maintains an
quality assurance initiatives evidenced on effective, ongoing, hospice-wide
the document in finding #1 were no datda-dr:}/en quality assessmentt
. . . . and performance improvemen
longer in place including the pain - program that shows improvement
assessment data and comfortable dying of quality outcomes, that uses
measure. The template still had these patient care and other relevant
initiatives in place, and these initiatives qu;alltty mc(jjlcaf:or? to momtofr the
- safety and effectiveness o
had not been removed. She indicated patiezt care activities and will
that clinical record review was done by identify opportunities and
each case manager for their own case priorities for improvement and
load of patients and that this data was not develop perf;:rmsq:e hat
. . mprovement activities tha
found in the quality assurance program improvement activil
considers incidence, prevalence,
although she was aware of the data. She and severity of problems that
indicated there was no form or other affect palliative outcomes, patient
analysis that showed the use of clinical 'sjaf;efty, and quality of care.t
record review data after it was compiled pgj:(:?;?l;ﬁeb;m dper\?;ﬁ)ngzg
and that no written documents evidenced implemented, evaluated based on
the use of this data. relevant quality indicators. The
Hospice Governing Body will
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3. The agency policy titled "Quality review the Hospice quality
Assessment / Performance Improvement / assessment and mprovement
) i program to ensure improved
Corporate Compliance Plan with a date quality of care and all
of 2014 stated, "It is the policy of the improvement actions.
hospice to provide a systematic processes
to evaluate and monitor the effectiveness,
safety, and quality of hospice services to The 2014 Quality
patients / families, business operations, Assessment/Performance
quality assurance, regulatory compliance, Improvement Plan will be
and corporate compliance. This process rewe\{ved with the Harbor L.|ght
. . . . Hospice 2014 QAPI committee.
is conducted agency wide, integrated into
operations, and is data driven and
outcome driven. Scope: All clinic and
business operations of the hospice ... 1. to The QAPI committee will review
llect dat di linical out the Hospice FEHC results on
CO. ?C ata regarding clinical outcomes, quarterly basis and monitor family
clinical processes and procedures and satisfaction, overall Hospice
business operations. 2. To analyze the rating, composite score, top three
data collected, based on established (3) opportunities for improvement,
benchmarks. t th lity of domain performance, problem
enc. mar s,. 0 asses§ e gua ity o SCOre COlor ZONes.
hospice services and identify
opportunities for improvement 3. To
conduct performance improvement o
ects ¢ d established Beginning July 1, 2014, the
projects to mee or'excee es 6_1 .lis © required CMS quality measures
benchmarks 4. To lmplement 1nitiates to will be reported on admission and
achieve and sustain improvement, 5. To discharge--Hospice Item Set
evaluate outcome for sustained (HIS): NQF#1634: Hospice and
formance improvement 6. To ensur Palliative Care—Pain Screening;
performance Improvement 6. 10 ensure NQF#1637: Hospice and
the established policies and standard Palliative Care—Pain
procedures are followed in the provision Assessment; NQF#1639:
of hospice services 7. To ensure that Hospice and Palliative
regulatory compliance is achieved / Care-——Dyspnea Screening;
g. ) Y ) P o ) NQF#1638—Dyspnea Treatment;
maintained in the provision of hospice NQF#1617: Patients Treated with
services 8. To ensure that corporate an Opioid who are Given a Bowel
compliance standards are achieved / Regimen; NQF#1641—Hospice
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maintained in the provision of hospice and Palliative Care—Treatment
services 9. To make recommendations to Pre.ferences; NQF#1647: )
. Beliefs/Values Addressed (if
the governing body as necessary to desired by patient)
achieve and sustain desired outcomes.
Responsibilities 1. All clinical,
administrative, volunteer and . .
. .. . Quarterly QAPI meeting minutes
management staff will participate in will be submitted and reviewed by
QAPI activities including data collection Governing Body which shall
and evaluation, suggestions for areas of include but not limited to Length
improvement and participation in the of Stay>.1 80 audit, Cl!nlcal i
. . Appropriateness Audit, Evaluation
performance improvement projects ... of Bereavement Services Audit,
activities ... the hospice performance Opioid Use and Bowel Regimen
improvement will be focused on the Audit, Discharge Audit
following ... activities that will improve (Discharged Live), GIP/CC Level
.. . of Care Audit, Supervisory Visit
palliative outcomes, patient safety, and Audit. volunteer hours. ADC
quality of care ... tracking adverse patient ALOS, exception reports and
events, performing a root cause analysis, trends, physician survey results,
and implementing preventative measures HIPPA/Corporate Compliance,
that include feedback and educati and Performance Improvement
atnclude tee ac. and e l%ca 1.on Project Meeting notes and
throughout the hospice organization ... A initiatives.
performance improvement plan will be
developed / implemented based on the
resul.ts of the data analy31s' anq trending The 2014 QAPI committee will
and include ... reason and indicators for review Harbor Light Hospice
plan, goals / benchmarks to be achieved, Policy #3A entitled “Quality
plan for success / responsible party, Assessment/Performance
. . . . Improvement Program” and
progress and findings, barriers identified, Harbor Light Hospice Policy #3b
outcomes and / or achievements of entitied “Exception Reports”
desired results."
During April 28th, 2014, QAPI
meeting a need for a
Performance Improvement
Project was identified and
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documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.

The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
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safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.

All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.

The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
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LO00572 | 418.58(d)(1)

PERFORMANCE IMPROVEMENT
PROJECTS

(1) The number and scope of distinct
performance improvement projects
conducted annually, based on the needs of
the hospice's population and internal
organizational needs, must reflect the
scope, complexity, and past performance of
the hospice's services and operations.

Based on administrative record and
policy review and interview, the hospice
failed to evidence a performance
improvement program for 1 of 1 hospice
with the potential to affect all of the
hospice's current 314 patients.

The findings include

1. A facility document titled "Quality
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality
assurance projects were comfortable
dying measures, fall prevention, bowel
regimen, pain assessment, length of stay,
clinical documentation, and state specific
initiatives including Part D Medical
management, IDG flow and process,
billing, and plan of treatment. The
quality assurance program failed to
evidence that data was collected and
analyzed in accordance with the policy.

L000572

06/13/2014

“This Plan of Correction
constitutes

Harbor Light Hospice written
allegation of compliance for
the deficiencies cited.
However, submission of this
Plan of Correction is not an
admission that a deficiency
exists or that one was cited
correctly. This Plan of
Correction is submitted to
meet requirements established

by State and Federal Law”

Tag
Statement of Correction

Plan
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Monitoring
2. On 5/13/14 at 3:00 PM, the
administrator indicated there had been no L572
performance improvement team in place
and the members of this team had not 418.58(d)(1) Performance
been identified yet. The quality Improvement Projects
assurance program was separate from the
performance improvement program. The
administrator indicated some of the ED or designee will ensure that
quality assurance initiatives evidenced on the Hospice has and develops,
the d tin findine #1 implements, and maintains an
© oc'umen 1n. 1y H.lg Wer? no effective, ongoing, hospice-wide
longer in place including the pain data-driven quality assessment
assessment data and comfortable dying and performance improvement
measure. The template still had these program that shows improvement
nitiati i ol dth nitiati of quality outcomes, that uses
initiatives in place, an ese.lnlila ives patient care and other relevant
had not been removed. She indicated quality indicators to monitor the
that clinical record review was done by safety and effectiveness of
each case manager for their own case %atletT care ";tCt'V_'tt.'eS a”g wil
. . identify opportunities an
load of patients and that this data was not SnHtly oppo
) 3 priorities for improvement and
found in the quality assurance program develop performance
although she was aware of the data. She improvement activities that
indicated there was no form or other condS|ders |'rt1C|dfncet;lprev?rl1er:ce,
. . and severity of problems tha
analysis that showed the use of clinical 'y orp .
) ) ] affect palliative outcomes, patient
record review data after it was compiled safety, and quality of care.
and that no written documents evidenced Performance improvement
the use of this data. projects will be developed,
implemented, evaluated based on
o Y ) relevant quality indicators. The
3. The agency policy titled "Quality Hospice Governing Body will
Assessment / Performance Improvement / review the Hospice quality
Corporate Compliance Plan with a date assessment and improvement
of 2014 stated, "It is the policy of the program to ensure improved
] . ° quality of care and all
hospice to provide a systematic processes improvement actions.
to evaluate and monitor the effectiveness,
safety, and quality of hospice services to
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patients / families, business operations,
: : The 2014 Quality
uality assurance, regulatory compliance,
q Y g Y . p Assessment/Performance
and corporate compliance. This process Improvement Plan will be
is conducted agency wide, integrated into reviewed with the Harbor Light
operations, and is data driven and Hospice 2014 QAPI committee.
outcome driven. Scope: All clinic and
business operations of the hospice ... 1. to
collect data regarding clinical outcomes, The QAPI committee will review
clinical processes and procedures and the Hospice FEHC results on
business operations. 2. To analyze the quarterly basis and monitor family
d 1 4. based blished satisfaction, overall Hospice
ata collected, based on esta 1's © rating, composite score, top three
benchmarks, to assess the quality of (3) opportunities for improvement,
hospice services and identify domain performance, problem
opportunities for improvement 3. To score color zones.
conduct performance improvement
projects to meet or exceed established
benchmarks 4. To implement initiates to Beginning July 1, 2014, the
achieve and sustain improvement, 5. To re.qwred CMS quality measures
luat " f tained will be reported on admission and
cvaluate ou c9me or sustaine discharge--Hospice Item Set
performance improvement 6. To ensure (HIS): NQF#1634: Hospice and
the established policies and standard Palliative Care—Pain Screening;
procedures are followed in the provision NQF#1637: Hospice and
£ hosDi . 7T that Palliative Care—Pain
of hospice serv1c§s - 0 ens'ure a Assessment: NQF#1639:
regulatory compliance is achieved / Hospice and Palliative
maintained in the provision of hospice Care—Dyspnea Screening;
services 8. To ensure that corporate NQF#1638—Dyspnea Treatment;
moliance standards are achieved / NQF#1617: Patients Treated with
co .p ) ce .s s ) .e chieve ) an Opioid who are Given a Bowel
maintained in the provision of hospice Regimen; NQF#1641—Hospice
services 9. To make recommendations to and Palliative Care—Treatment
the governing body as necessary to Preferences; NQF#1647:
. . . Beliefs/Values Addressed (if
achieve and sustain desired outcomes. . .
T o desired by patient)
Responsibilities 1. All clinical,
administrative, volunteer and
management staff will participate in
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QAPI activities including data collection Quarterly QAPI meeting minutes
and evaluation, suggestions for areas of will be gubm|tted anFj reviewed by
. C Governing Body which shall
improvement and participation in the include but not limited to Length
performance improvement projects ... of Stay>180 audit, Clinical
activities ... the hospice performance Appropriateness Audit, Evaluation
improvement will be focused on the of Bereavement Services Audt,
followi vities th R Opioid Use and Bowel Regimen
ollowing ... activities that will improve Audit, Discharge Audit
palliative outcomes, patient safety, and (Discharged Live), GIP/CC Level
quality of care ... tracking adverse patient of Care Audit, Supervisory Visit
events, performing a root cause analysis, Audit, voluntegr hours, ADC,
dimol p tati ALOS, exception reports and
an 1.mp ementing preventative @easures trends, physician survey results,
that include feedback and education HIPPA/Corporate Compliance,
throughout the hospice organization ... A and Performance Improvement
performance improvement plan will be Project Meeting notes and
. initiatives.
developed / implemented based on the
results of the data analysis and trending
and include ... reason and indicators for
plan, goals / benchmarks to be achieved, The 2014 QAPI committee will
lan f / bl " review Harbor Light Hospice
plan for success / responsibie party, Policy #3A entitled “Quality
progress and findings, barriers identified, Assessment/Performance
outcomes and / or achievements of Improvement Program” and
desired results." Harbor Light Hospice Policy #3b
entitled “Exception Reports”
During April 28th, 2014, QAPI
meeting a need for a
Performance Improvement
Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
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over quarter.

The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
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a quarterly basis.
The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a
passing percentage of 80% or
greater.
All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
LO00573 | 418.58(d)(2)
PERFORMANCE IMPROVEMENT
PROJECTS
(2)The hospice must document what
performance improvement projects are
being conducted, the reasons for conducting
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these projects, and the measurable
progress achieved on these projects.
Based on administrative record and L000573 06/13/2014
policy review and interview, the hospice . .
failed d . “This Plan of Correction
.al ed to evidence a performance . constitutes
improvement program for 1 of 1 hospice
with the potential to affect all of the Harbor Light Hospice written
hospice's current 314 patients. allegation of compliance for
the deficiencies cited.
. . However, submission of this
The findings include Plan of Correction is not an
admission that a deficiency
1. A facility document titled "Quality exists or that one was cited
Assurance / Process Improvement correctly. This Plan of
Agenda first quarter 2014" with the Correctlon. is submitted t‘?
. .. meet requirements established
signatures of the administrator dated
4/15/14 and the president of the hospice by State and Federal Law”
on 4/17/14 evidenced that the quality
assurance projects were comfortable
dying measures, fall prevention, bowel
regimen, pain assessment, length of stay,
clinical documentation, and state specific
initiatives including Part D Medical
management, IDG flow and process, Tag
billing, and plan of treatment. The
quality assurance program failed to Statement of Correction
evidence that data was collected and
analyzed in accordance with the policy. Plan
Monitoring
2. On 5/13/14 at 3:00 PM, the
administrator indicated there had been no
. . L573
performance improvement team in place
and the members of this team had not 418.58(d)(2) Performance
been identified yet. The quality Improvement Projects
assurance program was separate from the
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performance improvement program. The _ .
administrator indicated some of the ED or de§|gnee will ensure that
. .. . the Hospice has and develops,
quality assurance initiatives evidenced on implements, and maintains an
the document in finding #1 were no effective, ongoing, hospice-wide
longer in place including the pain data-driven quality assessment
assessment data and comfortable dying and performance improvement
h | 1 had th program that shows improvement
measure. The template still had these of quality outcomes, that uses
initiatives in place, and these initiatives patient care and other relevant
had not been removed. She indicated quality indicators to monitor the
that clinical record review was done by saffaty and effeghygness of ]
h for thei patient care activities and will
each case @anager ort CIF own case identify opportunities and
load of patients and that this data was not priorities for improvement and
found in the quality assurance program develop performance
although she was aware of the data. She improvement activities that
indicated th f ih considers incidence, prevalence,
Indica .e ere was no form or o .e.r and severity of problems that
analysis that showed the use of clinical affect palliative outcomes, patient
record review data after it was compiled safety, and quality of care.
and that no written documents evidenced Performance improvement
th £ this dat projects will be developed,
¢ use ol this data. implemented, evaluated based on
relevant quality indicators. The
3. The agency policy titled "Quality Hospice Governing Body will
Assessment / Performance Improvement / review the Hospice quality
C te C i Pl ith a dat assessment and improvement
orporate L-omp 1e%nce an.w1 a date program to ensure improved
of 2014 stated, "It is the policy of the quality of care and all
hospice to provide a systematic processes improvement actions.
to evaluate and monitor the effectiveness,
safety, and quality of hospice services to
patients / families, business operations, The 2014 Quality
quality assurance, regulatory compliance, Assessment/Performance
and corporate compliance. This process Improvement Plan will be
is conducted agency wide, integrated into reviewed with the Harbor Light
.u g. yw ” g Hospice 2014 QAPI committee.
operations, and is data driven and
outcome driven. Scope: All clinic and
business operations of the hospice ... 1. to
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collect data regarding clinical outcomes, The QAPI committee will review
clinical processes and procedures and the Hospice EEHC resuI.tS on
. . quarterly basis and monitor family
business operations. 2. To analyze the satisfaction, overall Hospice
data collected, based on established rating, composite score, top three
benchmarks, to assess the quality of (3) opportunities for improvement,
hospice services and identify domain performance, problem
. . score color zones.
opportunities for improvement 3. To
conduct performance improvement
projects to meet or exceed established
benchmarks 4. To implement initiates to Beglpnlng July 1, 2.014, the
hi d .. 5T required CMS quality measures
achieve and sustain 1mprov'ement, - 10 will be reported on admission and
evaluate outcome for sustained discharge--Hospice Item Set
performance improvement 6. To ensure (HIS): NQF#1634: Hospice and
the established policies and standard Palliative Care—Pain Screening;
. . . NQF#1637: Hospice and
procedures are followed in the provision Palliative Care—Pain
of hospice services 7. To ensure that Assessment; NQF#1639:
regulatory compliance is achieved / Hospice and Palliative
maintained in the provision of hospice Care—Dyspnea Screening;
. g T that ¢ NQF#1638—Dyspnea Treatment;
services . 1o ensure that corporate NQF#1617: Patients Treated with
compliance standards are achieved / an Opioid who are Given a Bowel
maintained in the provision of hospice Regimen; NQF#1641—Hospice
services 9. To make recommendations to and Palliative Care—Treatment
th ino bod ¢ Preferences; NQF#1647:
N governlng 0 'y as n'ecessary 0 Beliefs/Values Addressed (if
achieve and sustain desired outcomes. desired by patient)
Responsibilities 1. All clinical,
administrative, volunteer and
managem.er?t.staff w111.part1c1pate n . Quarterly QAPI meeting minutes
QAPI activities lncludlng data COHCCUOH will be submitted and reviewed by
and evaluation, suggestions for areas of Governing Body which shalll
improvement and participation in the include but not limited to Length
erformance improvement projects of Stay>180 audit, Clinical
p o P ) proj Appropriateness Audit, Evaluation
activities ... the hospice performance of Bereavement Services Audit,
improvement will be focused on the Opioid Use and Bowel Regimen
following ... activities that will improve Audit, Discharge Audit
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palliative outcomes, patient safety, and (Discharged Live), GIP/CC Level
quality of care ... tracking adverse patient of Cgre Audit, Supervisory Visit
. . Audit, volunteer hours, ADC,
events, performing a root cause analysis, ALOS, exception reports and
and implementing preventative measures trends, physician survey results,
that include feedback and education HIPPA/Corporate Compliance,
throughout the hospice organization ... A and. Performgnce Improvement
. . Project Meeting notes and
performance improvement plan will be initiatives
developed / implemented based on the
results of the data analysis and trending
and include ... reason and indicators for ) .
. The 2014 QAPI committee will
plan, goals / benchmarks to be achieved, review Harbor Light Hospice
plan for success / responsible party, Policy #3A entitled “Quality
progress and findings, barriers identified, Assessment/Performance
outcomes and / or achievements of Improvement Program” and
desired lts." Harbor Light Hospice Policy #3b
esired results. entitled “Exception Reports”
During April 28th, 2014, QAPI
meeting a need for a
Performance Improvement
Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.
The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
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2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.

The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.
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All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
L000575 | 418.58(e)(2)
EXECUTIVE RESPONSIBILITIES
[The hospice's governing body is
responsible for ensuring the following:]
(2) That the hospice-wide quality
assessment and performance improvement
efforts address priorities for improved quality
of care and patient safety, and that all
improvement actions are evaluated for
effectiveness.
Based on administrative record and L000575 06/13/2014
policy review and interview, the hospice . .
. . “This Plan of Correction
failed to ensure the governing body had constitutes
established a hospice-wide quality
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assessment and performance Harbor Light Hospice written
improvement program that addressed allegation of compliance for
priorities for improved quality of care the deﬁdendes.c“.ed' .
However, submission of this
and patient safety and all improvement Plan of Correction is not an
actions were evaluated for effectiveness admission that a deficiency
in 1 of 1 hospice reviewed with the exists or that one was cited
potential to affect all the hospice's correctly. This Plan of
patients. Correction. is submitted tc.:
meet requirements established
The findings include by State and Federal Law”
1. A facility document titled "Quality
Assurance / Process Improvement
Agenda first quarter 2014" with the
signatures of the administrator dated
4/15/14 and the president of the hospice
on 4/17/14 evidenced that the quality Tag
assurance projects were comfortable
dying measures, fall prevention, bowel Statement of Correction
regimen, pain assessment, length of stay, Plan
clinical documentation, and state specific
initiatives including Part D Medical Monitoring
management, IDG flow and process,
billing, and plan of treatment. The U575
quality assurance program failed to =
evidence that data was collected and 418.58(e)(2) Executive
analyzed in accordance with the policy. Responsibilities
2. On 5/13/14 at 3:00 PM, the
administrator indicated there had been no ED or designee will ensure that
performance improvement team in place the Hospice has and develops,
and the members of this team had not implements, and maintains an
assurance program was separate from the and performance improvement
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performance improvement program. The program that shows improvement
administrator indicated some of the of guallty outcomes, that uses
. o . patient care and other relevant
quality assurance initiatives evidenced on quality indicators to monitor the
the document in finding #1 were no safety and effectiveness of
longer in p]ace including the pain patient care activities and will
assessment data and comfortable dying |d.ent.|fy oppqﬁumhes and
h | 11 had th priorities for improvement and
measure. The template still had these develop performance
initiatives in place, and these initiatives improvement activities that
had not been removed. She indicated considers incidence, prevalence,
that clinical record review was done by and sever|t¥ of problems that.
h for thei affect palliative outcomes, patient
each case @anager ort CIF own case safety, and quality of care.
load of patients and that this data was not Performance improvement
found in the quality assurance program projects will be developed,
although she was aware of the data. She implemented, evaluated based on
indi dth f h relevant quality indicators. The
1n 1cat.e there was no form or ot.e.r Hospice Governing Body will
analysis that showed the use of clinical review the Hospice quality
record review data after it was compiled assessment and improvement
and that no written documents evidenced program to ensure improved
th £ this dat quality of care and all
¢ use ot this data. improvement actions.
3. The agency policy titled "Quality
Assessment / Performance Improvement / The 2014 Quali
. . e uality
Corporate Compha%nce Plan.w1th a date Assessment/Performance
of 2014 stated, "It is the policy of the Improvement Plan will be
hospice to provide a systematic processes reviewed with the Harbor Light
to evaluate and monitor the effectiveness, Hospice 2014 QAPI committee.
safety, and quality of hospice services to
patients / families, business operations,
quality assurance, regulatory compliance, The QAPI committee will review
and corporate compliance. This process the Hospice FEHC results on
. . . . quarterly basis and monitor family
is conducted agency wide, integrated into ! g .
] - ’ satisfaction, overall Hospice
outcome driven. Scope: All clinic and (3) opportunities for improvement,
business operations of the hospice ... 1. to domain performance, problem
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collect data regarding clinical outcomes, score color zones.
clinical processes and procedures and
business operations. 2. To analyze the
data collected, based on established Beginning July 1, 2014, the
benchmarks, to assess the quality of required CMS quality measures
hospice services and identify W.I|| be reported qn admission and
ties for i discharge--Hospice Item Set
opportunities for 1mpr9vement 3.To (HIS): NQF#1634: Hospice and
conduct performance improvement Palliative Care—Pain Screening;
projects to meet or exceed established NQF#1637: Hospice and
benchmarks 4. To implement initiates to Palliative Care—Pain
hi d L. 5T Assessment; NQF#1639:
achieve and sustain improvement, 5. To Hospice and Palliative
evaluate outcome for sustained Care—Dyspnea Screening;
performance improvement 6. To ensure NQF#1638—Dyspnea Treatment;
the established policies and standard NQF#1617: Patients Treated with
d foll din th . . an Opioid who are Given a Bowel
proce qres are .0 owed in the provision Regimen; NQF#1641—Hospice
of hospice services 7. To ensure that and Palliative Care—Treatment
regulatory compliance is achieved / Preferences; NQF#1647:
maintained in the provision of hospice Beliefs/Values Addressed (if
. desired by patient)
services 8. To ensure that corporate
compliance standards are achieved /
maintained in the provision of hospice
services 9. To make recommendations to Quarterly QAPI meeting minutes
th ino bod ¢ will be submitted and reviewed by
c governlng 0 'y as n'ecessary 0 Governing Body which shall
achieve and sustain desired outcomes. include but not limited to Length
Responsibilities 1. All clinical, of Stay>180 audit, Clinical
administrative, volunteer and Appropriateness Audit, Evaluation
manasement staff will participate in of Bereavement Services Audit,
&8¢ .e ) .S ) W .p cipate 1 ) Opioid Use and Bowel Regimen
QAPI activities including data collection Audit, Discharge Audit
and evaluation, suggestions for areas of (Discharged Live), GIP/CC Level
improvement and participation in the of Care Audit, Supervisory Visit
erformance improvement projects Audit, volunteer hours, ADC,
p o P V. proj ALOS, exception reports and
activities ... the hospice performance trends, physician survey resullts,
improvement will be focused on the HIPPA/Corporate Compliance,
following ... activities that will improve and Performance Improvement
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palliative outcomes, patient safety, and Project Meeting notes and
quality of care ... tracking adverse patient initiatives.
events, performing a root cause analysis,
and implementing preventative measures
that include feedback and education The 2014 QAPI committee will
throughout the hospice organization ... A review Harbor .nght HOSP'Ce
. . Policy #3A entitled “Quality
performance improvement plan will be Assessment/Performance
developed / implemented based on the Improvement Program” and
results of the data analysis and trending Harbor Light Hospice Policy #3b
and include ... reason and indicators for entitled “Exception Reports
plan, goals / benchmarks to be achieved,
plan for success / responsible party,
progress and findings, barriers identified, During April 28th, 2014, QAPI
outcomes and / or achievements of meeting a need for a
desired lts." Performance Improvement
esired results. Project was identified and
documented in the 2014 First
Quarter notes regarding Overall
Satisfaction scores taken from
FEHC survey results that showed
a trend below the benchmark for
the past two quarters. No other
trends were identified quarter
over quarter.
The Performance Improvement
Project meetings will be held
bimonthly with meeting notes and
initiatives to improve overall
quality submitted monthly to the
2014 QAPI committee for review.
Outcome of initiatives will be
monitored and evaluated based
on the 2nd quarter FEHC survey
results.
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The 2014 QAPI Committee will
continue to meet monthly to
review high-risk, high-volume, or
problem-prone areas and
consider incidence, prevalence,
and severity of problems in order
to develop specific Performance
Improvement Projects.

The Hospice Governing Body will
meet quarterly to review hospice
wide program data submitted by
individual agencies to evaluate all
improvement action
effectiveness, priorities for
improved quality care and patient
safety.

The Hospice Governing Body will
provide feedback and direction to
the specific hospice agencies on
a quarterly basis.

The 2014 QAPI Committee will
complete Relias QAPI courses
numbered 827 and 828 with a

passing percentage of 80% or

greater.

All Hospice staff will complete
Relias course training entitled
“Adverse Events & Incident
Reporting” with a passing
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percentage of 80% or greater.
The Hospice Governing Body will
review monthly QAPI meeting
minutes, Performance
Improvement Project meeting
minutes and initiatives until three
months of consecutive
benchmark achieved to ensure
compliance with Condition of
Participation 42 CFR 418.58
Quality Assessment and
Performance Improvement
LO00579 | 418.60(a)
PREVENTION
The hospice must follow accepted standards
of practice to prevent the transmission of
infections and communicable diseases,
including the use of standard precautions.
Based on observation, interview, and L000579 06/13/2014
review of procedures, the hospice failed . .
hat 1 of 1 . d I “This Plan of Correction
to ensure that 0 reglsFere nurse (.). constitutes
observed at a skilled nursing facility visit
with a patient (4) with a Foley catheter Harbor Light Hospice written
followed the hospice procedure with a allegation of compliance for
Foley catheter with the potential to affect the deflmenmes.mt.ed. .
1 . th Fol h 1ol However, submission of this
all patients with Foley catheters 1n place. Plan of Correction is not an
admission that a deficiency
Findings exists or that one was cited
correctly. This Plan of
1. On 5/8/14 at 9:15 AM, Employee I, Correction is submitted to
. meet requirements established
Registered Nurse, was observed at a
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nurse visit to patient #4 in a skilled nurse by State and Federal Law”
facility. The patient was observed to
have a patent Foley catheter draining into
a closed urinary drainage bag. The urine
was hindered in its downward flow by the
bolsters on the air mattress bumpers
which impeded the flow of the urine to
the drainage bag. The nurse did not alter Tag
the path of the urine flow until after the
visit was ended. Statement of Correction
) o Plan
2. The procedure book titled "Lippincott
Manual of Nursing Practice" with a Monitoring
copyright date of 2014 and written by
Sandra Nettina stated, "Management of L579
the Patient with an indwelling catheter
and closed drainage system ... Maintain 418.60(a) Prevention
unobstructed urine flow ... Keep the
drainage bag in a dependent position -
below the level of the bladder." ED or designee will ensure that all
Hospice personnel follow the
3. On 5/8/14 at 3:15 PM, Employee C, accepted standards of practice to
Registered Nurse, indicated the tubing prevent the transmission of
) . infections and communicable
was not in a dependent position below diseases, including standard
the bladder. precautions.
All Hospice staff will be inserviced
on infection control practices and
proper positioning of indwelling
catheter bags including review of
Lippincott Manual of Nursing
Practice related to management
of and indwelling catheter and
closed drainage system, Harbor
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Light Hospice Policy #2A
“Infection Control/Exposure Plan”,
and Harbor Light Hospice Policy
#2B “Infection Control Policy”
All Hospice staff will complete
Relias Training entitled “Infection
Control” completing with an 80%
or greater
All employees will be inserviced
on the infection control practices
upon hire and annually thereafter
with skill check off.
ED or designee will ensure skills
checklist completed for
employees on hire and annually
to review infection control
prevention.
ED or designee will complete
exception reports to track
infections as indicated and report
to QAPI monthly.
The QAPI committee will review
exception reports quarterly.
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L000782 | 418.112(f)
ORIENTATION AND TRAINING OF STAFF
Hospice staff must assure orientation of
SNF/NF or ICF/MR staff furnishing care to
hospice patients in the hospice philosophy,
including hospice policies and procedures
regarding methods of comfort, pain control,
symptom management, as well as principles
about death and dying, individual responses
to death, patient rights, appropriate forms,
and record keeping requirements.
L000782 06/13/2014
Based on interview and review of hospice . .
dmini ve d he hosbi “This Plan of Correction
a .m1n1stratlve F)cuments, t ¢ hospice constitutes
failed to ensure it had provided
orientation regarding hospice care and Harbor Light Hospice written
services to skilled nursing facility (SNF) allegation of compliance for
staff to 1 of 2 SNFs visited with the t:e deflclencl;es_cn_ed. -
. owever, submission of this
poter?tlal to.affect al.l the SNFs where the Plan of Correction is not an
hospice patients resided. admission that a deficiency
exists or that one was cited
The ﬁndings include: Correctly. This Plan of
Correction is submitted to
meet requirements established
1. On 5/18/14 at 3:15 PM, Employee C,
Registered Nurse, indicated that training by State and Federal Law”
records for the skilled nursing facility
were not available to show the hospice
had provided orientation to SNF staff.
2. The administrative document titled
"Residential Hospice Care Agreement for
Services to Residents of Nursing Tag
Facilities" with a date of 2/8/13 and
signature of Employee C and skilled Statement of Correction
nursing facility administrator stated,
"Hospice training. Facility shall provide Plan
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Hospice with a list of Facility personnel o
who will be providing care to Hospice Monitoring
Patients, indicating where each person
has already been provided with hospice L782
training. For personnel who have already
received training, Facility shall provide 418,' 1,12('9 Orfentation and
. . T Training of Staff
hospice with the names of the individuals
who gave the training and a description ED or designee will ensure all
of the training." contracted facilities have been
educated on Hospice philosophy,
including Hospice policies &
procedures regarding methods of
comfort, pain control, symptom
management, death and dying,
individual responses to death,
patient rights, appropriate forms,
and record keeping requirements.
All current SNF/NF and ICF/MR
contracts will be reviewed to
ensure Hospice training within the
past twelve months. Immediate
training will be provided to
SNF/NF and ICF/MR facilities that
have no documented training.
Upon completion of contract,
initial orientation to Hospice will
be arranged for facility staff
education within one week of
receiving signed agreement.
Annual review of SNF/NF and
ICF/MR contracts will be done by
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ED or designee to ensure
ongoing education.

The QAPI committee will review
orientation and training of staff
monthly for three months or until
100% compliance.
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