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G0000 INITIAL COMMENTS G0000
A recertification health survey for compliance with 42
CFR Part 484, Subparts B-C, requirements for Home
Health Agencies, was conducted from 5/14/24 through
5/16/24. Dakota Physical Therapy Home Health Care was
found not in compliance with the following requirement:
G514.
G0514 RN performs assessment G0514 | patient 1, 6-7-2024 fax was sent to referring physician for
acknowledgement of non-compliance of admission within 48 | 6-7-2024
CFR(s): 484.55(a)(1) g?_y_rzsogir regulations. Received signed acknowledgment
A registered nurse must conduct an initial assessment
visit to determine the immediate care and support needs Patient 2, 6-7-2024 fax was sent to referring physician for 6-7-2024
o the patient and, for Madicara petionts. o 18 Teurs Po regutions, Recones signod scmowledgment
determine eligibility for the Medicare home health 6_7_2024.'3 g ’ i g wiedg
benefit, including homebound status. The initial
assessment visit must be held either within 48 hours of
referral, or within 48 hours of the patient's return
home, or on the physician or allowed practitioner -
ordered start of care date.
i i i : istered nurse will conduct an initial ment visi 6-4-2024
Tiiie: ELEMENT ts- NOT MET a8 évigatoad Ly Qert?esl!:%ilﬁeegig?ﬁity for the Medicarlglggrr?es ?‘is;slth benvé?“:lt‘ ©
3 : - i including homebound status. The initial assessment visit will
Based on record review and interview, the provider be conducted either within 48 hours of referral, or within
failed to ensure two of seven sampled patients (1 and 48 hours of the patient's return home, or on the physician or
2) had an initial registered nurse (RN) assessment done allowed practitioner- ordered start of care date.
within 48 hours of referral, return home, or their Agency's office staff will audit all referral and intake .
physician ordered start of care date. Findings include: processes ensuring SOC date is within the 48 hour of eHe
referral, or with 48 hours of patient's return home, or on the
1. Review of patient 1's medical record revealed: physician or allowed practitioner- ordered start of care date.
. The referral/ intake form has been revised which now 6-4-2024
*She was discharged from a hospital with orders for includes the SOC date. Agency's skilled nursing staff are
home health and referred to the home health provider on now utilizing a check list upon all admissions which includes
Friday, March 8th, 2024. date order was received, date seen and start of care order
date in order to ensure timely SOC.
*Her diagnoses included chronic respiratory failure, Agency office staff will audit all admission SOC date and 6-4-2024
pulmonary disease, complications of influenza and grderst»’ .fgtgnafct’ot;lé 9; %g rzd?isiiggﬁd?\lrle ?enaec;vma‘gf:':;ﬁ&?ﬁ
i I
pacumacke; ad aaige S mature: o, 4gvr$ours of r:cei\:ing reé)eieirr"lg referral, or within 48 hours
) e of the patient's return home, or on the physician or allowed
*She was admitted to home health with an initial (RN) practitioner-order start of care date.
assessment done on Monday, March 11th, 2024, three days
later.
*She was rehospitalized on March 14th, 2024, for
complications of acute respiratory failure, pneumonia,
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G0514

Continued from page 1
and influenza.

2. Review of patient 2's medical record revealed:

*She was discharged from a skilled nursing facility
with orders for home health and referred to the home
health provider on Friday, May 3rd, 2024.

*Her diagnoses included lumbar disc degeneration and
back pain.

*She was admitted to home health on Monday, May 6th,
2024, three days later.

3. Interview on 5/15/24 at 8:30 a.m. with RN B
revealed:

“Patients referred to the home health agency on Fridays
did not have their initial RN assessment until the
following Monday because the provider did not have a
nurse working on the weekends.

“The provider had not notified the physician to obtain
a slart of care order for patients 1 and 2 beyond the
required 48 hours from their referral.

*She acknowledged that patients with delayed initial RN
assessments were at an increased risk of
rehospitalization.

4. Interview on 5/15/24 at 12:10 p.m. with office staff
C revealed:

*The provider's process was to get an order from the
physician for a different start of care date if they
could not admit a patient within 48 hours of the
referral.

*She agreed that patients 1 and 2 did not have an
initial RN assessment within the required 48 hours and
did not have a physician ordered start of care date.

5. Interview on 5/16/24 at 8:30 a.m. with administrator
A revealed:

*There had been difficulties staffing nurses that led
to delayed patient admissions and initial RN
assessments.

“He acknowledged that patients 1 and 2 had not had
initial RN assessments within 48 hours of referral and
there was no physician ordered start of care date.

G0514
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A recertification survey for compliance with 42 CFR

Part 484, Subpart G, Subsection 484.102 Emergency
Preparedness Requirements for Home Health Agencies, was
conducted from 5/14/24 through 5/16/24. Dakota Physical
Therapy Home Health Care was found in compliance.
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