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This visit was for a home health initial
state licensure survey.

Survey dates: 6/4/12-6/5/12
Facility # 012827

Survey Team:

Dawn Snider, RN, PHNS

Census Service Type: 0

Skilled Patients: 0

Home Health Aide Only Patients: 0
Personal Service/Hmk: 0

Total: 0

The agency had not started services on
any patients, but had performed
comprehensive assessments on two
patients.
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June 8, 2012
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N0458 410 IAC 17-12-1(f)
Home health agency
administration/management
Rule 12 Sec. 1(f) Personnel practices for
employees shall be supported by written
policies. All employees caring for patients in
Indiana shall be subject to Indiana licensure,
certification, or registration required to
perform the respective service. Personnel
records of employees who deliver home
health services shall be kept current and shall
include documentation of orientation to the
job, including the following:
(1) Receipt of job description.
(2) Qualifications.
(3) A copy of limited criminal history
pursuant to IC 16-27-2.
(4) A copy of current license, certification, or
registration.
(5) Annual performance evaluations.
NO0458 The Administrator/designee will 06/29/2012
have the Director of Clinical
. Services sign/date the job
Based on personnel record review and description for Director ofClinical
interview, the agency failed to ensure all Services. Signed job description
personnel files evidenced receipt of a job will be placed in employee's file.
description for 3 of 4 records reviewed ;I;he A;(:]mgstrattor/ dfeé'?n_eelw'”
(B, C, and D) with the potential to affect S?e\;\?i cez sig(ra];:dz;eothe |jr;|Ea
all the patients of the agency. description for Alternate
Administrator. Signed job
Findings include: desciption wi.II be placed in
employee's file. The
Administrator will sign/date the
1. Personnel file B, the alternate job description for Administrator.
administrator and director of clinical Signed job description will be
services, date of hire 1/20/12, failed to placed in employee’s file. The
. . . Administrator will sign/date the
evidence the employee had a signed job job description for Alternate
description for job responsibilities as the Director of Clinical Services.
alternate administrator and director of Signed job description will be
clinical services. placed in employee's file. During
State Form EventID: QGTZ111 Facility ID: 012827 If continuation sheet Page 2 of 15




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

PRINTED: 06/19/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
L WING 06/05/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5508 E 16TH STREET, SUITE C13
INTEGRITY HOME CARE PLUS, LLC INDIANAPOLIS, IN 46218
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
orientation of new employees, the
2. Personnel file C, the administrator and Administrator/ desllgnee will have
| . £ clinical . new employees sign/date the
alternate director of clinical services, date job description for the position
of hire 1/20/12, failed to evidence the they were hired for and place
employee had a signed job description for signed copy in employee'’s file.
job responsibilities as the administrator On-going Before new
dal di £ clinical . employees start working, the
and alternate director of clinical services. Administrator/designee will audit
all new employee files to
3. Personnel file D, the home health aide, ensure the employee has a
date of hire 9/2/11, failed to evidence the signed/dated job description.
. . .. On-going Administrator/Director
employee had a signed job description for of Clinical Services/designee will
job responsibilities as the home health audit 20% of employee files each
aide. quarter to ensure there is a
signed/dated job description in
. the employee’s file. On-goin
4. On 6/5/12 at 5:15 PM, the director of ploy gong
clinical services indicated there were no
signed job descriptions for personnel B,
C, and D.
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N0460 410 1AC 17-12-1(g)
Home health agency
administration/management
Rule 12 Sec. 1(g) As follows, personnel
records of the supervising nurse, appointed
under subsection (d) of this rule, shall:
(1) Be kept current.
(2) Include a copy of the following:
(A) Limited criminal history pursuant to IC
16-27-2.
(B) Nursing license.
(C) Annual performance evaluations.
(D) Documentation of orientation to the job.
Performance evaluations required by this
subsection must be performed every nine (9)
to fifteen (15) months of active employment.
N0460 The Administrator/designee will 06/29/2012
Based on personnel record review and have. the Q|rector of C“,r"cal
. . . Services sign/date the job
interview, the agency failed to ensure the description for Director of Clinical
administrator, alternate administrator, Services. Signed job description
director of clinical services, and alternate will be
director of clinical services evidenced place.d. In employe.e's f"e‘, The
. . L. . Administrator/designee will have
receipt of a job description prior to the Director of Clinical Services
assignment of job responsibilities for 2 of sign/date the job description
2 records reviewed (B and O) of for Alternate Administrator.
supervising nurses with the potential to Signed ,J°b descrlpt|on.wn| be
. placed in employee’s file. The
affect all the patients of the agency. Administrator will sign/date the
job description for Administrator.
Findings include: Signed job description will be
placed in employee’s file. The
Administrator will sign/date the
1. Personnel file B, the alternate job description for Alternate
administrator and director of clinical Director of Clinical Services.
services, date of hire 1/20/12, failed to Signed job description will be
evidence the employee had a signed job placed in employee’s file. The
.. . e e, Administrator/Director of Clinical
description for job responsibilities as the Services/designee will have the
alternate administrator and director of home health aide sign/date the
clinical services. job description for home health
State Form EventID: QGTZ111 Facility ID: 012827 If continuation sheet Page 4 of 15
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aide. The signed job description
2. Personnel file C, the administrator and V,V'” be pl.aced n the.employee s
1 . lini . file. During orientation of new
alternate director of clinical services, date employees, the
of hire 1/20/12, failed to evidence the Administrator/designee will have
employee had a signed job description for new employees sign/date the
job responsibilities as the administrator job descr|pt|'on for the position
dal i £ clinical . they were hired for and place
and alternate director of clinical services signed copy in employee file.
On-goingBefore new employees
3.0n 6/5/12 at 5:15 PM, the director of start working, the
clinical services indicated there were no Administrator/designee will audit
signed job descriptions for personnel B all new employee files to
] ensure the employee has a
and C. signed/dated job description.
On-goingAdministrator/Director of
Clinical Services/designee will
audit 20% of employee files each
quarter to ensure there is a
signed/dated job description in
the employee’s file. On-going
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N0462 410 1AC 17-12-1(h)
Home health agency
administration/management
Rule 12 Sec. 1(h) Each employee who will
have direct patient contact shall have a
physical examination by a physician or nurse
practitioner no more than one hundred eighty
(180) days before the date that the employee
has direct patient contact. The physical
examination shall be of sufficient scope to
ensure that the employee will not spread
infectious or communicable diseases to
patients.
N0462 Administrator will have a physical 06/29/2012
done. The physical form will
indicate the employee is free of
infectious and communicable
Based on personnel file review and diseases. Administrator will not
interview, the agency failed to ensure all make any home visits until
employees with patient contact had a phy§|cal 1S d‘?ne' D-|rector of
. . . Clinical Services will have a
physical exam that identified the physical done. The physical form
employee was free from communicable will indicate the employee is free
disease for 2 of 4 files reviewed (B, and C of infectious and communicable
) with the potential to affect all the diseases. Director of Clinical
\ . Services will not make any home
agency's patients. visits until physical is
done. Administrator/Director of
Findings include: Clinical Services/designee will
make sure all new employees,
1. Personnel file B, the director of clinical \tlwv:voe\,:IL:?/\s/ﬁ;gﬁtr:Zrigai?nng;tiﬁgy
services and alternate administrator, date are free of infectious and
of hire 1/20/12 failed to evidence a communicable diseases before
physical exam that indicated the seeing their first
. patient. On-goingThe
employee was free from communicable Administrator/designee wil
disease. ensure that obtaining completed
physical forms with the
2. Personnel file C, the administrator and appropriate working is part of the
. .. . orientation process for all new
alternate director of clinical services, date employees providing patient
State Form EventID: QGTZ111 Facility ID: 012827 If continuation sheet Page 6 of 15
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of hire 1/20/12 failed to evidence a care. On-going
physical exam that indicated the
employee was free from communicable
disease.
3. 0n 6/5/12 at 4:15 PM, the director of
clinical services indicated she could not
locate a physical exam for herself and the
administrator, employee C.
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N0520 410 IAC 17-13-1(a)
Patient Care
Rule 13 Sec. 1(a) Patients shall be accepted
for care on the basis of a reasonable
expectation that the patient's health needs
can be adequately met by the home health
agency in the patient's place of residence.
NO0520 Administrator/Director of Clinical 06/29/2012
Based on clinical record review, policy Serw'cgs/ designee will obtgln a
. . . . physician order (verbal/written) to
review, and interview, the agency failed evaluate patient for home health
to ensure physician orders for services to care before the evaluation visit is
meet the patient's health needs by the conducted.
home health agency in the patient's place Op-gomgAdrpmmtratgr/ Dlrect.or of
fresid for 2 of 3 d ) d Clinical Services/designee will
ofresidence for 2 of 5> records reviewe review patient documentation to
(#1and 2) with the potential to affect all ensure there is a physician order
the patient's of the agency. (verbal/written) to evaluate patient
before the nurse conducts the
Findi include: initial evaluation.
1ndings melude: On-goingOrientation for newly
hired nurses, conducted by
1. Clinical record #1, with a Administrator/Director of Clinical
comprehensive nursing assessment dated S(:erce?/ designee, will include
. . . information on ensuring nurse
5/31/'1'2, failed to evidence signed ' sees order (verbaliwritten) to
physician's orders for home care services. evaluate patient prior to
The authorization / agreement for assessing patient.
services, signed by the patient on 5/15/02, On-goingAdministrator/Director
d ted skilled . dh of Clinical Services/designee will
ocumeTl cds ]' cd nursing and home review the agreement for services
health aide services were needed. No once patient is admitted.
services had been provided. On-goingAdministrator/Director of
Clinical Services/designee will
D tati N 's Notes dated schedule the appropriate staff.
ocumer% ation on urse.s otes date On-goingAdministrator/Director of
5/8/12 and signed by the registered nurse Clinical Services/designee will be
states, "Client informed DOC's that responsible to check schedules
daughter from Atlanta will be here for a weekly to ensure all patients are
. . . scheduled according to
month et. Will not need services until o ,
. physician’s orders. On-going
after June 4, 2012. Administrator/Director of Clinical
State Form EventID: Q6TZ111 Facility ID: 012827 If continuation sheet Page 8 of 15
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Services/designee will review
2. Clinical record #2 contains a skilled each referral. Evaluation visit will
. ! ¢ for the iod be scheduled as appropriate.
nursing plan of care for the "cert perio On-going If patient/caregiver
5/3/12-7/3/12" failed to evidence signed wants services to start at a later
physician's orders. The authorization / date, Administrator/Director of
agreement for services signed by the thcal Sgrwces/ deagneg will
. il discuss with MD and obtain an
patient on 5/9/02 documented skilled order to evaluate patient at that
nursing and home health aide. No services time for home care needs and
had been provided. document conversation.
On-going Administrator/Director
. . of Clinical Services/designee will
Documentatlo.n on page .1 of Oasis-C review completed admission
Home Health Patient Tracking Sheet on paperwork to ensure the Start of
M 0030 indicated the start of care is Care date matches on all
06/04/2012. A second Oasis-C Home poapen{\/or;.cj istrator/Director of
. . . n-goingAdministrator/Director o
Health Patient T.rackmg Sheet indicated Clinical Services/designee will
the start of care is 06/06/12. train newly hired nurses, during
the orientation process, that an
3. The agency policy dated 2/1/12 titled ordclar (;/erbe;!/ wrtltftenr)] is needed to
" " " . evaluate patient for home care
INTAKE SEBYICE ?tates, There 15a prior to making assessment visit.
preferred physician taking medical Nurses will be instructed to look
responsibility for the patient's care, i.e., at order before making
the physician will establish and assessment visit. .
odicall ‘ew the bl £ On-goingAdministrator/Director of
p er1o. 1ca y.re.V1ew ¢ plan ot care ... Clinical Services/designee will
Obtain physician's orders for home health train newly hired nurses, during
services." the orientation process, dates
must match on all admission
. . aperwork. They will be
4. The agency policy dated 2/1/12 titled pap ywi
) instructed to review paperwork
ACCEPTANCE/ADMISSION OF prior to submitting it to office.
PATIENTS" states, "The patient must be On-goingOrientation for Director
under a physician's care and the physician of Clinical Services, done by
1e . . Administrator/designee will
must be willing to provide the required . -
] ) include training on the need
written orders for care and/or services." to obtain an order (verbal/written)
from MD to evaluate patient prior
5. 0n 6/5/12 at 1:50 PM, the director of to making assessment visit.
State Form EventID: QGTZ111 Facility ID: 012827 If continuation sheet Page 9 of 15




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

PRINTED: 06/19/2012
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
A\, BUILDING
L WING 06/05/2012
———————————————————————————————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5508 E 16TH STREET, SUITE C13
INTEGRITY HOME CARE PLUS, LLC INDIANAPOLIS, IN 46218
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X3)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
clinical services (DCS) indicated On-going
physician's orders were not obtained prior
to assessment of patients #1 and #2. The
DCS indicated a misunderstanding of the
process for obtaining physician's orders
and she thought she had time to obtain
orders since patients had not started
service.
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N0524 410 IAC 17-13-1(a)(1)
Patient Care
Rule 13 Sec. 1(a)(1) As follows, the medical
plan of care shall:
(A) Be developed in consultation with the
home health agency staff.
(B) Include all services to be provided if a
skilled service is being provided.
(B) Cover all pertinent diagnoses.
(C) Include the following:
(i)  Mental status.
(i) Types of services and equipment
required.
(i) Frequency and duration of visits.
(iv) Prognosis.
(v) Rehabilitation potential.
(vi) Functional limitations.
(vii) Activities permitted.
(viii) Nutritional requirements.
(ix) Medications and treatments.
(x)  Any safety measures to protect against
injury.
(xi) Instructions for timely discharge or
referral.
(xii) Therapy modalities specifying length of
treatment.
(xiii) Any other appropriate items.
N0524 Administrator/Director of Clinical 06/29/2012
Services/designee will obtain a
. . . physician order (verbal/written) to
Based on clinical record review, policy evaluate patient for home health
review, and interview, the agency failed care before the evaluation visit is
to ensure there was a medical plan of care conducted.
signed by the physician for 2 of 3 patients Op-gomgAdrpmmtratgr/ Dlrect.or of
) . Clinical Services/designee will
(#1 and #2) with the potential to affect all review patient documentation to
the patients of the agency. ensure there is a physician order
(verbal/written) to evaluate patient
Findings include: pgfore the nu.rse conducts the
initial evaluation.
On-goingOrientation for newly
1. Clinical record #1, with a hired nurses, conducted by
State Form EventID: Q6TZ111 Facility ID: 012827 If continuation sheet Page 11 of 15
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comprehensive nursing assessment dated Administrator/Director of Clinical
5/31/12, failed to evidence physician's ,Serv'ces_/ designee, will include
b . Th information on ensuring nurse
orders for home care services. The sees order (verbal/written) to
authorization / agreement for services, evaluate patient prior to
signed by the patient on 5/15/02, assessing patient.
documented skilled nursing and home On-gqlngAdm|.n|strator(D|recto'r
health aid . ded of Clinical Services/designee will
ca t aide services were needed. No review the agreement for services
services had been provided. once patient is admitted.
On-goingAdministrator/Director of
2. Clinical record #2 contained a skilled Clinical Services/! desgnee will
. 1 £ dated " od schedule the appropriate staff.
nursing plan o Ce-lre ate ) cert perio On-goingAdministrator/Director of
5/3/12-7/3/12" failed to evidence Clinical Services/designee will be
physician's orders. The authorization / responsible to check schedules
agreement for services signed by the weekly to ensure all patients are
tient 5/9/02 d ted skilled scheduled according to
pa 1e'n on ocumen. ed skille physician’s orders.
nursing and home health aide. No On-goingAdministrator/Director of
services had been provided. Clinical Services/designee will
review each referral. Evaluation
. visit will be scheduled as
3.. The agency policy dated 2/1/12 and appropriate. On-goinglf
titled "INTAKE SERVICE" states, "There patient/caregiver wants services
is a preferred physician taking medical to start at a later date,
responsibility for the patient's care, i.e., Administrator/Director of Clinical
the phvsici 11 establish and Services/designee will discuss
¢ physician will establish an with MD and obtain an order to
periodically review the plan of care .. evaluate patient at that time for
.Obtain physician's orders for home health home care needs and
services." documgnt conv§r§ation. .
On-going Administrator/Director
) ) of Clinical Services/designee will
4. The agel’lcy pOllcy dated 2/1/12 tltled review Comp|eted admission
"ACCEPTANCE/ADMISSION OF paperwork to ensure the Start of
PATIENTS" states, "The patient must be Care date matches on all
under a physician's care and the physician paperwork.
P y i ] P y On-goingAdministrator/Director of
must be willing to provide the required Clinical Services/designee will
written orders for care and/or services." train newly hired nurses, during
the orientation process, that an
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5. On 6/5/12 at 1:50 PM, the director of order (verbal/written) is needed to
clinical services (DCS) indicated e\{aluate patient for home care.
C . prior to making assessment visit.
physician's orders were not obtained. The Nurses will be instructed to look
DCS indicated a misunderstanding of the at order before making
process for obtaining physician's orders assessment visit.
and that she thought she had time to Orj-gOlngAdmlnlstrat(.)r/Dwect.or of
btai 4 . . had Clinical Services/designee will
obtain or er.s since patients had not train newly hired nurses, during
started service. the orientation process, dates
must match on all admission
paperwork. They will be
instructed to review paperwork
prior to submitting it to office.
On-goingOrientation for Director
of Clinical Services, done by
Administrator/designee will
include training on the need
to obtain an order (verbal/written)
from MD to evaluate patient prior
to making assessment visit.
On-going
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N0597 410 IAC 17-14-1(1)(1)(B)
Scope of Services
Rule 14 Sec. (1)(I)(1) The home health aide
shall:
(B) be entered on and be in good standing
on the state aide registry.
NO0597 Every newly hired aide will be 06/29/2012
Based on personnel file review and checked against the State Home
. . . Health Aide Registry to see if they
interview, the agency failed to ensure the are on the registry and in good
aide was entered on and in good standing standing. This will be done by the
on the state aide registry for 2 of 2 home Administrator/Director of Clinical
health aide personnel records reviewed (A Services/ de§|gnee. The ald.e will
. . not be permitted to see patients
and D) with the potential to affect all the until it has been verified they are
patients of the agency. on the registry and in good
standing. A copy of the
Findings include: certification verification will be
placed in the employee’s file.
On-goingAdministrator/Director of
1. Personnel file A, date of hire 5/1/12, Clinical Services/designee will
failed to evidence the agency had checked check the home health aide
to ensure the aide was entered on and in regusltry Sc:"‘:us Of:ur:intli t
good standing on the home health aide :nmszsg?heyo;:o:?he ?elgies?ryo
registry. and in good standing. The aide
will not be permitted to see
2. Personnel file D, date of hire 9/2/11, fhatients ””titlhit has .bfen vzr?fied
failed to evidence the agency had checked g oeoy da;;r?gin ; rsg::zpr;/ ;? th::
to ensure the aide was entered on and in certification verification will be
good standing on the home health aide placed in the employee’s file. If
registry. after checking the home health
aide registry, an aide is not on the
home health aide
2. On 6/5/12 at 3:40 PM, the director of registry; Administrator/Director of
clinical services (DCS) indicated the two Clinical Services/designee will
employees who were to provide home complete the home health aide
health services were certified nursing registry form and send it to the
State Department of Health within
assistants. The DCS indicated her 5 business days. On-goingEvery
understanding was that if aides were two (2) years, when the aide is
State Form EventID: QGTZ111 Facility ID: 012827 If continuation sheet Page 14 of 15
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certified nursing assistants and licensed
through the state that was sufficient.

due to renew their certification,
the Administrator/Director of
Clinical Services/designee will run
each home health aide name thru
the State Home Health Aide data
base to ensure the aide is still in
good standing with the State. A
copy of certification verification
will be placed in the employee’s
file. On-going
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