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(iv) Ensure that the HHA employs qualified personnel,
including assuring the development of personnel
qualifications and policies.

This ELEMENT is NOT MET as evidenced by:

Based on record review and interview the Administrator
failed to ensure an employee was qualified and in good
standing to provide care, in 1 of 5 Home Health Aide
(HHA) hired in the last 30 days. (Employee: HHA 2).

Findings include:

1. A review of an agency policy dated 02-08-2022,

titted 'EMPLOYMENT" stated, "... the agency will employ
only individuals who meet the licensure or

certification requirements and are in good standing
thereunder ... 8. License Certification: ... all applicants
must be able to furnish for inspection their current
license or certificate ..."

2. A review of the Personnel File for HHA 2 evidenced a
date of hire of 12-27-2024, with a first patient

contact date of 1-04-2025, and a Home Health Aide
certification issued 1-14-2025.
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3.0n 02-12-2025 at 12:50 PM, the Director of Nursing
(DON) indicated staff can't see patients until they

were on the aide registry, the DON further revealed
they were unaware HHA 2 had been issued their HHA
certification on 1-14-2025, but had been seeing one
patient, Patient #5, a family member, since 01-04-2025.

4. 0n 02-12-2025 at 1:42 PM, the Administrator
indicated they were unaware HHA 2's date of first
patient contact was 01-04-2025 and their Home Health
certification had not been issued until 1-14-2025. The
Administrator indicated the aide should have received
their certification before providing care to a patient.

410 IAC 17-12-1(d)(8)
G1058 Home Health Aide

CFR(s): 484.115(d)
Standard: Home health aide.

A person who meets the qualifications for home health
aides specified in section 1891(a)(3) of the Act and
implemented at §484.80.

This STANDARD is NOT MET as evidenced by:

Based on record review and interview the agency failed
to ensure a Home Health Aide (HHA) was qualified to
provide care, in 1 of 1 HHA hired in the last 30 days.
(Employee: HHA 2).

Findings include:

1. A review of an agency policy dated 02-08-2022,

titled 'EMPLOYMENT stated, "... the agency will employ
only individuals who meet the licensure or

certification requirements and are in good standing
thereunder ... 8. License Certification: ... all applicants
must be able to furnish for inspection their current
license or certificate ..."

2. A review of the Personnel File for HHA 2 evidenced a
date of hire of 12-27-2024, with a first patient

contact date of 1-04-2025, and a Home Health Aide
certification was not issued until 1-14-2025.
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3. 0On 02-12-2025 at 12:50 PM, the Director of Nursing
indicated staff can't see patients until they were on

the aide registry, were not aware HHA 2 had been issued
their Home Health Aide certification on 1-14-2025, but
had been seeing one patient, Patient #5, a family
member, since 01-04-2025.

4.0n 02-12-2025 at 1:42 PM, the Administrator
indicated they were unaware HHA 2's date of first
patient contact had been on 01-04-2025 and their Home
Health certification had not been issued until

1-14-2025. The Administrator indicated the aide should
have received their certification before providing care

to a patient.

410 IAC 17-14-1(1)(1)(A) and (B)
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