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This visit was for a home health federal
complaint investigation.

Complaint #: IN00117228 -
Substantiated: No deficiencies realted to
the allegations are cited.

Facility #: 007288

Survey Date: November 7, 8, 9, and 13,
2012

Medicaid Vendor #: 200875060

Surveyor: Marty Coons, RN, PH Nurse
Surveyor

Home Health Care Solutions is in
compliance with the Conditions of
Participation 42 CFR 484.36 as related to
this complaint.

Unduplicated skilled admissions-1,053
Total home visits-8
Total clinical record review-16

Quality Review: Joyce Elder, MSN, BSN,
RN
November 20, 2012
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This visit was a home health agency state
compliant survey.

Complaint #: IN00117228 -
Substantiated: State deficiencies related to
the allegation are cited.

Facility #: 007288

Survey Date: November 7, 8, 9, and 13,
2012

Medicaid Vendor #: 200875060

Surveyor: Marty Coons, RN, PH Nurse
Surveyor

Unduplicated skilled admissions-1,053
Total home visits-8
Total clinical record review-16

Quality Review: Joyce Elder, MSN, BSN,
RN
November 20, 2012
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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 N 0597 The Personnel file D of a 11/26/2012
Based on personnel file review and Home health aide in question had
interview, the agency failed to ensure the the appropriate training and skill
. . . checked and now the employee D
aide was entered on and in good standing has been registered in the
on the state aide registry for 1 of 2 home Indiana State Home health
health aide personnel records reviewed registry as of 11/26/2012 and is
(D) with the potential to affect all the vgrlfled. HR manager and
. ) . Director of nursing were
patients of the agency who receive aide instructed by the administrator on
services. 11/14/2012 to check and verify for
each home health aide that the
Findings include: aide was entered on and in good
standing on the home health aide
registry before allowing them to
1. Personnel file D, date of hire 11/1/11, see any patients. Director of
failed to evidence the agency had checked Nursing and HR manager were
to ensure the aide was entered on and in informed that-every ?'c_’e sho.uld
. . have appropriate training, skills
good standing on the home health aide checked along with the written
registry. test done and should be in good
standing on the home health aide
2.0n 11/13/12 at 2:00 PM, the registry before they can see the
administrator indicated employee D was first patient. HR manager has
. . created a check and reminder
not listed on the registry as a home health system to verify the home health
aide but was listed as certified nurse aide. registry and will inform aides two
months prior to the expiry date to
help them to update their
registration as Home health aide.
HR manager was instructed to
provide report on all the aides
working in the agency each
month for next 4months to the
administrator to verify that all the
aides are in good standing on the
State Form EventID: XHPF11 Facility ID: 007288 If continuation sheet Page 30f4
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home health aide registry. The
verification process of home
health registry was also made as
part of Agency’s annual
evaluation process. Director of
Nursing will be responsible to
make sure that all aides working
in the agency are registered in
home health aide registry and are
in good standing on the home
health aide registry.
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