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This survey was for a home health federal
recertification survey.
Facility #: 009945
Medicaid #: 200130560A
Dates of survey: July 23, 24, 25, and 26,
2012.
Unduplicated Census: 45
Total clinical record reviewed: 13
Active records reviewed: 11
Closed records reviewed: 2
Surveyor: Janet Brandt, RN, PHNS
Quality Review: Joyce Elder, MSN, BSN,
RN
July 30, 2012
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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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G0121 484.12(c)
COMPLIANCE W/ ACCEPTED
PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
G0121 BMO Home Health policy 08/24/2012
Based on employee record review, rega.rdlng employmept of
. . . . applicant with a criminal
interview, and agency policy review the conviction will be reviewed,
agency failed to ensure it had followed its revised, dated and approved
own policy regarding employment of when finalized by the Professional
applicants with a Criminal Conviction for Adwgory Board. Er.ror was noted
Lof1 ! fil . “h in this agency's policy which
of 10 employee files reviewed (#J) wit stated, "an employee should not
the potential to affect all of the agency's be hired with any conviction" was
patients. a type error. BMO Home Health
Care, Inc., policy purpose was to
. . allow hiring of individuals with
The findings include: conviction such as a minor
misdemeanor while still adhering
1. During an interview with employee C to regulatory guidelines.  To
on 7-26-12 at 10:00 AM employee C ensure that this will not reoccur,
fied the "BMO HOME HEALTH BMO's policy will be changed to
veritied the ) ) - reflect compliance to State,
CARE, INC.- Applicants with Criminal Federal and Regulatory
Conviction", undated, is the current policy Guidelines. Employee J is in the
utilized by the agency. The policy states, probationary period. BMO Home
"Th 11 not | tract Health Care, Inc., personnel
] ¢ agency will not employ or .con rac department will seek a National
with any person or persons convicted of Criminal History report
crimes included but not limited to . . . immediately. Employee J finger
Theft occurring with 10 years prior to printing will be scheduled by
date of application fi | i 08/24/2012. National Criminal
ate ot app 1c'a 19n or employrment. ) History report will be mailed by
Employee C indicated "check deception" this agency to the FBI CJIS
would be considered theft; however, Division-Record Request by
employee J had just written a check to a 08/24/2012. Although the FBI
. .. employs the most efficient
casino believing that a payroll check had )
i i methods for processing requests,
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account used by employee J. It turned out approximately five to six weeks
that the funds were not available in the depending on the volume of
. requests received. Clinical
account employee J had written the check Supervision of Employee J
from and charges were brought against regarding patient care,
employee J by the casino. Per employee compliance to agency policy and
C, employee J made restitution and no pr'ocedures., regulatory guidelines
further ch had b d . h will be monitored and
urther charges had been made against the documented every two weeks for
employee J and employee J had been 2 months, then monthly to
released from probation in 2007. Per ensure patients that were
employee C, employee J is currently assigned to employe.e J care was
loved by th Fthe d ¢ not affected. Q.A. will be
employed by the agency as ot the dates o documented by Clinical
the survey. Supervisor regarding client
satisfaction of patients seen by
2. Review of the personnel file for empl[ﬁye;ahd everyttt\:\llo wedeks for 2
. months, then monthly an
e@ployee . dat.e (?fhlre _5'1_0'12’_ ongoing. Clinical Supervisor and
evidenced a "Limited Criminal History" Administrator to assess
dated 5-21-12 stating Employee J was compliance and non compliance,
arrested on 2/28/07 for a charge of check negative results will result in
d i d b tlv found recommendation for termination.
e(.:ep ton and was subsequently Ou.n The responsible person's will be
guilty by the LaPorte County Superior the Clinical Supervisor,
Court #4. A copy of a letter addressed to Administrator and Personnel
Employee J from the Laporte Superior Deparifnent ftgr rrlomtonng tt:et
corrective action to ensure tha
Court No. 4 dated 12 D?cember 2007 this deficiency will not reoccur.
stated, "Due to your satisfactory Monitoring of this deficiency will
completion of the requirements stipulated be ongoing.
by the LaPorte Superior Court #4, and
your compliance with the other conditions
of probation, you are being released from
probation supervision. As of today, you
are no longer on probation with this
department."
3. Review of agency policy, undated,
"BMO HOME HEALTH CARE, INC. -
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Applicants with Criminal conviction"
states: "BMO Home Health Care, Inc.
will not employ or contract with any
person or persons convicted of crimes
included but not limited to: -Exploitation
of an endangered adult. -Abuse or neglect
of a child. -Sex crime. -Failure to report
battery, neglect, or exploitation of an
endangered adult or dependent. -Theft
occurring within ten years prior to date of
application for employment. -Murder.
-Voluntary or involuntary manslaughter.
-Battery.
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G0134 484.14(c)
ADMINISTRATOR
The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
employs qualified personnel and ensures
adequate staff education and evaluations.
G0134 Administrator and Clinical 08/24/2012
Based on personnel file review, agency Superv!sgrs will In-service office
. . . . staff, clinical and field staff on
policy review, and interview, the agency Personnel and Survey
failed to ensure Home Health Aides were deficiencies, review current
in good standing on the state Aide appropriate policies and
Registry in 2 (Employee F, G) of 2 Home procedures and date revised
Ith Aide fil : h th policy and procedures approved
Health Aide files reviewed with the by the Professional Advisory
potential to affect all patients receiving Board. This agency will do a
home health aide services. pre-employment auditing of all
new applicants. Files will be
. . checked for compliance of State,
The findings include: Federal and Regulatory
Guidelines, within five days of
1. Personnel file F, date of hire 10-20-11 pre-employment process and
with initial patient contact 10-26-11, before a field Skill Competency is
failed d Ficati fih scheduled. This agency will
alled to evi enc.e Ven. 1ca.t10n ot the ) continue to verify applicant prior
Home Health Aide being in good standing to employment with the Indiana
on the State Home Health Aide Registry. On-Line Licensing Site for the
State of Indiana; "Findings/no
. Findings" and in Good Standing
2.: P.erIS(.)nn.el.lele G, .date of hire 3-11-10 will be documentated on the
with initial initial patient contact 3-17-10, verification form from the On-Line
failed to evidence verification of the Licensing Site for the State of
Home Health Aide being in good standing Indiana. Any non-compliance in
the State H Health Aide Regist the files will be corrected
on the state Home Hea 1de Registry. immediately by the Adminstrator
and/or Personnel Department.
3. In an interview 7-26-12 at 1:15 PM, Home Health Aide F & G
Employee C indicated the agency follows deficiency regarding "Good
tate rul d federal lati but Standing, Findings/no Findings"
state fules and federal reguiations bu ) on the State Home Health Aide
management staff was not aware that aide Registry and current certification
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staff had to be entered and in good was corrected on July, 27, 2012
standing on the Indiana State Home ;ooteﬂzsree;hac:tte?;ac:j}i(f:éi?x (:;Sr
Health Aide Registry to be employed in a patients' ca?e. BMO will institute
Home Health Aide capacity. Employee C a Personnel Flow Sheet Form to
stated, "We thought that if a person was a include Find.ing/No Findings,
certified nursing assistant and registered Good Stalrfllng, curretnttfleld staff
: ) . personnel files expectations per
on the State Certified Nursing Assistant Regulatory Guidelines and to
Registry, they were automatically put on show evidence that all new
the State Home Health Aide Registry and applicants was checked for Good
only people newly trained here to be ?jtag.dlng r;nd Flndlnlggl no Hment
i indings. Personnel Departmen
Home Health Aides had to l?e enteréd on to audit all files for compliance by
to the State Home Health Aide Registry." 08/24/2012 and continue monthly
auditing for 3 months, then
4. Agency policy "BMO HOME quarlte{ly. Any non-comTIignce tlcl)
regulatory or agency policies wi
HEALTH CARE, INC., POLICY AND be identifed, documented and
PROCEDURE, PREEMPLOYMENT / corrected immediately and
EMPLOYMENT CRITERIA", undated, re-audited within 5 days. All
states, "All personnel requirements must r:dsullts. V‘t"”tbe f_‘:_tr’]m'ged to th‘T
. ministrator. "The Personne
be m.et Per agen.cy pollcfy and procedure: Records" of employee's home
-Verifying applicant prior to employment health services shall be kept
with the Indiana On-Line Licensing Site current and in compliance with
for the State of Indiana; "Findings/no gtgtje,lfedera_:_snd Regulg;:ry
e o S uidelines. The responsible
Findings", and in "Good Standing. person's will be the Administrator
and Personnel Department for
5. Agency policy "Addendum - Personnel monitoring the corrective action to
Policy", undated, states, "The Personnel ensure th,\‘jl‘t trl‘is qef|C|;atr1h<?y will not
Records of employee's home health ;Zc;ii?:;éy \(/)vTIII Eznc?n;oinlgs
services shall be kept current and shall
include documentation of orientation to
the job: A copy of current license,
certification or registration or skills as
appropriate for job title."
6. Agency policy "PERSONNEL FILES
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FOR BMO HEALTH CARE STAFF",
undated, states, "The following
information will be kept current in all
field staff personnel file:
-Current Home Health Aide Certified
Letter."
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G0157 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
Patients are accepted for treatment on the
basis of a reasonable expectation that the
patient's medical, nursing, and social needs
can be met adequately by the agency in the
patient's place of residence.
G0157 Administrator and Clinical 08/24/2012
Supervisors will in-service clinical
Based on clinical record review, staff and Off,'ce staff regarding
. . . Referral policy and procedures,
interview, and document review, the agency admission policy and
agency failed to ensure appropriate staff procedures and request for
were available to meet the patient's needs services that this agency does not
in the home in 1 of 13 records reviewed prowdg and how to refer to RN for
. . immediate follow-up. Focus will
with the potential to affect all the agency's be placed on adequate
patients (#2.) documentation to physician and
referral source regarding patient
Findings: accepted and not accepted for
care with reason and final orders
received. The Clinical Supervisor
1. Clinical record #2, Start of Care (SOC) per policy will not accept any
12-22-01, included a plan of care for the referrals where adequate staff is
certification period 4-28-12 to 6-26-12 not available. Clinical Supervisor
. e to audit and document
with a physician's order dated 5-3-12 for compliance of referrals and
"Physical Therapy and O.T. admissions weekly and ongoing
[Occupational Therapy] Evaluate pt per regulatory and agency
[patient] and treat." The clinical record g:gjetljlgt?as.ti'::;usdvgilutr):ecr)l?ation
had documentation that a physical therapy reg :rdin g, accegtance of referrals,
evaluation was done 5-8-12. The clinical skilled patients, disciplines and
record did not evidence documentation of services that BMO Home Health
an Occupational Therapy evaluation being Care, Inc., can appropriately
provide services. Clinical
done. Supervisor to submit weekly
written documentation to
2. Employee C, on 7-24-12 at 3:30 PM, Administrator and Q.A Committee
indicated there was no Occupational regarding audit results to include
compliance and non-compliance
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Therapist employed by the agency and no of adequate skilled staff available
contracted Occupational Therapy services or not available, timely
1abl h documention of physician orders.
were available to the agency. Per Clinical Supervisor and
Employee C, the agency does not offer Administrator will be responsible
Occupational Therapy. Employee C for monitoring the corrective
indicated agency staff notified the actl'o'n to ensure that this
hvsician th did h deficiency will not reoccur.
physician the agency did not have Monitoring of this deficiency will
occupational therapy services available be ongoing.
but failed to document the notification to
the physician or to note the physician
agreed to have the agency provide just
Physical Therapy.
3. The document "Division of Acute
Care-Indiana State Department of
Health-Home Health Agencies Report"
completed by Employee A identified the
agency provides nursing services,
physical therapy services, medical social
work services, home health aide services,
and personal services.
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N0446 410 IAC 17-12-1(c)(3)
Home health agency
administration/management
Rule 12 410 IAC 17-12-1(c)(3)
Sec. 1(c)(3) The administrator, who may also
be the supervising physician or registered
nurse required by subsection (d), shall do the
following:
(3) Employ qualified personnel and ensure
adequate staff education and evaluations.
NO0446 Administrator and Clinical 08/24/2012
Based on personnel file review, agency Superv!sgrs will In-service office
. . . . staff, clinical and field staff on
policy review, and interview, the agency Personnel and Survey
failed to ensure Home Health Aides were deficiencies, review current
in good standing on the state Aide appropriate policies and
Registry in 2 (Employee F, G) of 2 Home procedures and date revised
Ith Aide fil : h th policy and procedures approved
Health Aide files reviewed with the by the Professional Advisory
potential to affect all patients receiving Board. This agency will do a
home health aide services. pre-employment auditing of all
new applicants. Files will be
. . checked for compliance of State,
The findings include: Federal and Regulatory
Guidelines, within five days of
1. Personnel file F, date of hire 10-20-11 pre-employment process and
with initial patient contact 10-26-11, before a field Skill Competency is
failed d Ficati fih scheduled. This agency will
alled to evi enc.e Verl. 1ca.t10n ot the ) continue to verify applicant prior
Home Health Aide being in good standing to employment with the Indiana
on the State Home Health Aide Registry. On-Line Licensing Site for the
State of Indiana; "Findings/no
. Findings" and in Good Standing
2.: P.erIS(.)nn.el.lele G, .date of hire 3-11-10 will be documentated on the
with initial initial patient contact 3-17-10, verification form from the On-Line
failed to evidence verification of the Licensing Site for the State of
Home Health Aide being in good standing Indiana. Any non-compliance in
the State H Health Aide Regist the files will be corrected
on the state Home Hea 1de Registry. immediately by the Adminstrator
and/or Personnel Department.
3. In an interview 7-26-12 at 1:15 PM, Home Health Aide F & G
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Employee C indicated the agency follows deficiency regarding "Good
state rules and federal regulations but Standing, Findings/no Findings
. on the State Home Health Aide
management staff was not aware that aide Registry and current certification
staff had to be entered and in good was corrected on July, 27, 2012
standing on the Indiana State Home to ensure that this deficiency did
Health Aide Registry to be employed in a not'have a potential affegt on our
Ith Ai . 1 patients' care. BMO will institute
Home Health Aide capacity. Employee C a Personnel Flow Sheet Form to
stated, "We thought that if a person was a include Finding/No Findings,
certified nursing assistant and registered Good Standing, current field staff
on the State Certified Nursing Assistant personnel flles.expectatlons per
Reoi h call Regulatory Guidelines and to
egistry, they were autorga‘uca }.lput on show evidence that all new
the State Home Health Aide Registry and applicants was checked for Good
only people newly trained here to be Standing and Findings/no
Home Health Aides had to be entered on rlndlr;?cis.”l:’fﬁrso:nel Deplgrtmer:)t
. . " o audit all files for compliance by
to the State Home Health Aide Registry. 08/24/2012 and continue monthly
auditing for 3 months, then
4. Agency policy "BMO HOME quarterly. Any non-compliance to
HEALTH CARE, INC. , POLICY AND regulatory or agency policies will
be identifed, documented and
PROCEDURE, PREEMPLOYMENT / corrected immediately and
EMPLOYMENT CRITERIA", undated, re-audited within 5 days. All
states, "All personnel requirements must results will be submitted to the
be met per agency policy and procedure: Administrator. "The Personnel
Verifvi licant prior t | t Records" of employee's home
) .erl ying a_p phicant p Flor 9 emp oyrn.en health services shall be kept
with the Indiana On-Line Licensing Site current and in compliance with
for the State of Indiana; "Findings/no State, Federal and Regulatory
Findings", and in "Good Standing." Guidelines. The responsible
’ person's will be the Administrator
- and Personnel Department for
5. Agency policy "Addendum - Personnel monitoring the corrective action to
Policy", undated, states, "The Personnel ensure that this deficiency will not
Records of employee's home health (rjec;'cc':ur. M0.r|1llt;rlng of this
services shall be kept current and shall eticiency Wil be ongoing.
include documentation of orientation to
the job: A copy of current license,
certification or registration or skills as
State Form EventID: T2HD11 Facility ID:  IN009945 If continuation sheet Page 11 of 24
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appropriate for job title."
6. Agency policy "PERSONNEL FILES
FOR BMO HEALTH CARE STAFF",
undated, states, "The following
information will be kept current in all
field staff personnel file:
-Current Home Health Aide Certified
Letter."
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N0456 410 IAC 17-12-1(e)
Home health agency
administration/management
Rule 12 Sec. 1(e) The administrator shall be
responsible for an ongoing quality assurance
program designed to do the following:
(1) Obijectively and systematically monitor
and evaluate the quality and appropriateness
of patient care.
(2) Resolve identified problems.
(3) Improve patient care.
Based on interview and review of NO0456 Administrator and Clinical 08/24/2012
documents, the agency failed to maintain Superw;or will in-service clinical
. staff, office staff, and QA
a quality assessment and performance Committee on the Survey
improvement program that reflected the deficiencies regarding QA,
complexity of the organization and Performance Improvement,
services using objective measures for 1 of Regulatory.GmdeIlnes and
1 . d with th il agency policy and procedure.
agency rev1ew.e with the potential to BMO will schedule a QA
affect all the patients of the agency. Committe meeting to review and
revise in-adequate documentation
The findings include: _Of QA and performance
improvement program of BMO to
) ) meet State and Federal,
1. Review of agency documents with Regulatory Guidelines and
employee C revealed a notebook binder agency policy and procedures by
with members listed for the quality 08/31/2012. BMO wiill establish a
. Th process that will includes steps
assurance program committee. © and objective measures which the
agency was unable to produce any QA Committee will consistently
documentation to evidence follow to correct and prevent
implementation, maintenance, and re-occurrence of deficiencies
t of f related to QA/PI Program. BMO
assessment of a periormance will institute any additional QA
improvement program that evaluated the forms needed to obtain
quality and appropriateness of patient compliance to establish
care, identified and resolved identified processes and revised policies
bl di d patient and procedures. Quarterly QA
probiems, and improved patient care. meeting will have specific agenda
items to meet QA compliance.
2. Employee C, on 7-26-12 at 9:00 AM The responsible person's will be
State Form EventID: T2HD11 Facility ID:  IN009945 If continuation sheet Page 13 of 24
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CST, indicated the quality assurance the Administrator and Clinical
program was in place and the committee Supervllsor for monitoring the
had b S . dmissi corrective action to ensure that
ad been reviewing inpatient admissions. this deficiency will not reoceur.
Employee C further indicated Monitoring of this deficiency will
documentation was "not where it needs to be ongoing.
be n
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N0472 410 IAC 17-12-2(a)
Q A and performance improvement
Rule 12 Sec. 2(a) The home health agency
must develop, implement, maintain, and
evaluate a quality assessment and
performance improvement program. The
program must reflect the complexity of the
home health organization and services
(including those services provided directly or
under arrangement). The home health
agency must take actions that result in
improvements in the home health agency's
performance across the spectrum of care.
The home health agency's quality
assessment and performance improvement
program must use objective measures.
NO0472 Administrator and Clinical 08/24/2012
Supervisor will in-service clinical
. . . staff, office staff, and QA
Based on interview and review of Committee on the Survey
documents, the agency failed to maintain deficiencies regarding
a quality assessment and performance QA, Performance Improvement,
improvement program that reflected the Regulatory.Gu|deI|nes and
. L. agency policy and procedure.
complexity of the organization and BMO will schedule a QA
services using objective measures for 1 of Committe meeting to review and
1 agency reviewed with the potential to revise in-adequate documentation
affect all the patients of the agency. ,Of QA and performance
improvement program of BMO to
meet State and Federal,
The findings include: Regulatory Guidelines and
agency policy and procedures by
1. Review of agency documents with 08/31/2012. BMO will establish a
. process that will includes steps
employee C revealed a notebook binder and objective measures which the
with members listed for the quality QA Committee will consistently
assurance program committee. The follow to correct and prevent
agency was unable to produce any re-occurrence of deficiencies
. . related to QA/PI Program. BMO
documentation to evidence will institute any additional QA
implementation, maintenance, and forms needed to obtain
assessment of a performance compliance to establish
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improvement program that evaluated the processes and revised policies
quality and appropriateness of patient and procedures. Quart.etrly QA
dentified and Ived identified meeting will have specific agenda
care, 1dentified and resolved 1dentifie items to meet QA compliance.
problems, and improved patient care. The responsible person's will be
the Administrator and Clinical
2. Employee C, on 7-26-12 at 9:00 AM Supervisor for monitoring the
CST. indi dth li corrective action to ensure that
» Indicated the quality assurance this deficiency will not reoccur.
program was in place and the committee Monitoring of this deficiency will
had been reviewing inpatient admissions. be ongoing.
Employee C further indicated
documentation was "not where it needs to
be "
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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 and Clinical 08/24/2012
Based on clinical record review Supervisors will in-service clinical
. . o staff and office staff regarding
interview, and document review, the Referral policy and procedures,
agency failed to ensure appropriate staff agency admission policy and
were available to meet the patient's needs procedures and request for
in the home in 1 of 13 records reviewed Z?(:V',Zzsat::thtg's ;g;r;g?/tcéo;'s\l ?g:
. . , Vi w
w1th the potential to affect all the agency's immediate follow-up. Focus will
patients (#2.) be placed on adequate
documentation to physician and
Findings: referral source regarding patient
’ accepted and not accepted for
o care with reason and final orders
1. Clinical record #2, Start of Care (SOC) received. The Clinical Supervisor
12-22-01, included a plan of care for the per policy will not accept any
certification period 4-28-12 to 6-26-12 ref;arralﬁ vst/)tlwerec?.dclaqtfast’e staff is
. e not available. Clinical Supervisor
with a. physician's order dated 5-3-12 for to audit and document
"Physical Therapy and O.T. compliance of referrals and
[Occupational Therapy] Evaluate pt admissions weekly and ongoing
[patient] and treat." The clinical record perdr(elgulatoLy and aS?J”eSCV
. . guidelines. Focus will be on
had docfumentatlon that a physical tl.lerapy adequate, timely documentation
evaluation was done 5-8-12. The clinical regarding acceptance of referra|s’
record did not evidence documentation of skilled patients, disciplines and
an Occupational Therapy evaluation being services that BMO Home Health
d Care, Inc., can appropriately
one. provide services. Clinical
Supervisor to submit weekly
2. Employee C, on 7-24-12 at 3:30 PM, written documentation to
indicated there was no Occupational Admgstrato;gtmd Qlf\ tCommlttee
. regarding audit results to
Therapist employeq by the agency anq no include compliance and
Contracted OCCupathnal Therapy services non_comp"ance of adequate
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were available to the agency. Per skilled staff available or not
Employee C, the agency does not offer available, timely documention of
-onal Th 1 physician orders. Clinical
QC(.:upatlona Therapy. El.np oyee C Supervisor and Administrator will
indicated agency staff notified the be responsible for monitoring the
physician the agency did not have corrective action to ensure that
occupational therapy services available this c.ief|.c:|ency VY'” no.t reoccur.
but failed to d h Ficati Monitoring of this deficiency will
ut fai e' Fo ocument the noti 1(.:a'tlon to be ongoing.
the physician or to note the physician
agreed to have the agency provide just
Physical Therapy.
3. The document "Division of Acute
Care-Indiana State Department of
Health-Home Health Agencies Report"
completed by Employee A identified the
agency provides nursing services,
physical therapy services, medical social
work services, home health aide services,
and personal services.
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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 Administrator and Clinical 08/24/2012
. Supervisors will in-service office
Based on personnel file review, agenc
. p K . » AgenCy staff, clinical and field staff on
policy review, and interview, the agency Personnel and Survey
failed to ensure Home Health Aides were deficiencies, review current
in good standing on the state Aide appropriate policies and
Registry in 2 (Employee F, G) of 2 Home pro'cedures and date revised
Ith Aide fil . ith th policy and procedures approved
Health Aide files reviewed with the by the Professional Advisory
potential to affect all patients receiving Board. This agency will do a
home health aide services. pre-employment auditing of all
new applicants. Files will be
. . checked for compliance of State,
The findings include: Federal and Regulatory
Guidelines, within five days of
1. Personnel file F, date of hire 10-20-11 pre-employment process and
with initial patient contact 10-26-11, before a field Skill Competency is
failed d ficati fth scheduled. This agency will
ailed to evi enc.e VeH. 1ca.t10n of the ) continue to verify applicant prior
Home Health Aide being in good standing to employment with the Indiana
on the State Home Health Aide Registry. On-Line Licensing Site for the
State of Indiana; "Findings/no
. Findings" and in Good Standing
2.: P.er.sc.mn.el.fjlle G, .date of hire 3-11-10 will be documentated on the
with initial initial patient contact 3-17-10, verification form from the On-Line
failed to evidence verification of the Licensing Site for the State of
Home Health Aide being in good standing L’:d'?lna' Amybnon-comtplcljance in
) . e files will be correcte
on the State Home Health Aide Registry. immediately by the Adminstrator
and/or Personnel Department.
3. Inan interview 7-26-12 at 1:15 PM, Home Health Aide F & G
Employee C indicated the agency follows deficiency regarding "Good
tate rules and federal reculations but Standing, Findings/no Findings"
state Tules and lederal reguiations bu ) on the State Home Health Aide
management staff was not aware that aide Registry and current certification
staff had to be entered and in good was corrected on July, 27, 2012
State Form EventID: T2HD11 Facility ID:  IN009945 If continuation sheet Page 19 of 24
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standing on the Indiana State Home to ensure that this deficiency did
Health Aide Registry to be employed in a not have a potential aff.ec.t on our
N . patients' care. BMO will institute
Home Health Aide capacity. Employee C a Personnel Flow Sheet Form to
stated, "We thought that if a person was a include Finding/No Findings,
certified nursing assistant and registered Good Standing, current field staff
on the State Certified Nursing Assistant personnel f|Ies.expectat|ons per
. . Regulatory Guidelines and to
Registry, they were automatically put on show evidence that all new
the State Home Health Aide Registry and applicants was checked for Good
only people newly trained here to be Standing and Findings/no
Home Health Aides had to be entered on flndlztcis.lrfﬁrsopnel Der)lgﬂmer;:
. . " o audit all files for compliance by
to the State Home Health Aide Registry. 08/24/2012 and continue monthly
auditing for 3 months, then
4. Agency policy "BMO HOME quarterly. Any non-compliance to
HEALTH CARE. INC. . POLICY AND regulatory or agency policies will
’ ’ be identifed, documented and
PROCEDURE, PREEMPLOYMENT / corrected immediately and
EMPLOYMENT CRITERIA", undated, re-audited within 5 days. All
states, "All personnel requirements must results will be submitted to the
be met per agency policy and procedure: Administrator. "The Personnel
Verifvi licant prior & 1 t Records" of employee's home
B .erl ymg app lcan pr10r ‘? ernP Oymen health services shall be kept
with the Indiana On-Line Licensing Site current and in compliance with
for the State of Indiana; "Findings/no State, Federal and Regulatory
Fil’ldil’lgS" and in "Good Standing." Guidelines. The responsible
’ person's will be the Administrator
) and Personnel Department for
5. Agency policy "Addendum - Personnel monitoring the corrective action to
Policy", undated, states, "The Personnel ensure that this deficiency will not
Records of employee's home health ;e?_c‘_:ur' Morlwliltcgring of this
. eficienc e ongoing.
services shall be kept current and shall ielency wi going
include documentation of orientation to
the job: A copy of current license,
certification or registration or skills as
appropriate for job title."
6. Agency policy "PERSONNEL FILES
FOR BMO HEALTH CARE STAFF",
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undated, states, "The following
information will be kept current in all
field staff personnel file:
-Current Home Health Aide Certified
Letter."
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N0598 410 IAC 17-14-1(1)(2)
Scope of Services
Rule 14 Sec. 1(I)(2) The home health agency
shall maintain documentation which
demonstrates that the requirements of this
subsection and subsection (h) of this rule
were met.
NO0598 Administrator and Clinical 08/24/2012
Based on personnel file review, agency Superv!sgrs will In-service office
. . . . staff, clinical and field staff on
policy review, and interview, the agency Personnel and Survey
failed to ensure documentation evidenced deficiencies, review current
Home Health Aides were in good appropriate policies and
standing on the state Aide Registry in 2 procedures and date revised
: £ Ith Ai policy and procedures approved
(Employee F, G) of 2 Home Health Aide by the Professional Advisory
files reviewed with the potential to affect Board. This agency will do a
all patients receiving home health aide pre-employment auditing of all
services. new applicants. F|I.es will be
checked for compliance of State,
) ) Federal and Regulatory
The findings include: Guidelines, within five days of
pre-employment process and
1. Personnel file F, date of hire 10-20-11 before a field Skill Competency is
th initial pati tact 10-26-11 scheduled. This agency will
Wl_t 1nitia Patlent COI} act. TePT continue to verify applicant prior
failed to evidence verification of the to employment with the Indiana
Home Health Aide being in good standing On-Line Licensing Site for the
on the State Home Health Aide Registry. State of Indiana; "Findings/no
Findings" and in Good Standing
) will be documentated on the
2.. Personnel file G, date of hire 3-11-10 verification form from the On-Line
with initial initial patient contact 3-17-10, Licensing Site for the State of
failed to evidence verification of the igd'?lna' Amybnon-comtpléance in
. .. . e files will be correcte
Home Health Aide being in good stgndmg immediately by the Adminstrator
on the State Home Health Aide Registry. and/or Personnel Department.
Home Health Aide F & G
3. In an interview 7-26-12 at 1:15 PM, gff'CA?”CVFF?Qdéfd'”/g "GFC?OE )
L anding, Findings/no Findings
Employee C indicated the agefncy follows on the State Home Health Aide
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management staff was not aware that aide was corrected on July, 27, 2012
staff had to be entered and in good to ensure that thIS. deficiency did
. . not have a potential affect on our
standing on the Indiana State Home patients’ care. BMO wil institute
Health Aide Registry to be employed in a a Personnel Flow Sheet Form to
Home Health Aide capacity. Employee C include Finding/No Findings,
stated, "We thought that if a person was a Good Stanqlng, current f|eld staff
i . . . personnel files expectations per
certified nursing assistant and registered Regulatory Guidelines and to
on the State Certified Nursing Assistant show evidence that all new
Registry, they were automatically put on applicants was checked for Good
the State Home Health Aide Registry and Sjtan.dlng and Findings/no
| | Iv trained here to b Findings. Personnel Department
only people ne“.’ y tramed here to be to audit all files for compliance by
Home Health Aides had to be entered on 08/24/2012 and continue monthly
to the State Home Health Aide Registry." auditing for 3 months, then
quarterly. Any non-compliance to
N regulatory or agency policies will
4. Agency policy "BMO HOME be identifed, documented and
HEALTH CARE, INC. , POLICY AND corrected immediately and
PROCEDURE, PREEMPLOYMENT / re-audited within 5 days. Al
EMPLOYMENT CRITERIA", undated, reSU'ltS. will be submitted to the
tates. "All 1 . " ¢ Administrator. "The Personnel
states, personne Teqmremen s mus Records" of employee's home
be met per agency policy and procedure: health services shall be kept
-Verifying applicant prior to employment current and in compliance with
with the Indiana On-Line Licensing Site gtgtje,lfedera_:_snd Regulg;:ry
e uidelines. The responsible
f(?r t}_le Saate of.In(jlana, Flndlings'/'no person's will be the Administrator
Findings", and in "Good Standing. and Personnel Department for
monitoring the corrective action to
5. Agency policy "Addendum - Personnel ensure that this S’eficienffy will not
Policy" dated. states. "The P 1 reoccur. Monitoring of this
olicy”, undated, states, ¢ Fersonne deficiency will be ongoing.
Records of employee's home health
services shall be kept current and shall
include documentation of orientation to
the job: A copy of current license,
certification or registration or skills as
appropriate for job title."
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6. Agency policy "PERSONNEL FILES
FOR BMO HEALTH CARE STAFF",
undated, states, "The following
information will be kept current in all
field staff personnel file:
-Current Home Health Aide Certified
Letter."
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