I DAHO DEPARTMENT OF

HEALTH & WELFARE

C.L. "BUTCH" OTTER - Governor DEBRA RANSOM, RN, RH.LY., Chief
RICHARD M. ARMSTRONG - Direclor BUREAU OF FACILITY STANDARDS
3232 Elder Street
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April 8, 2015

Amanda Hayvaz, Administrator
Moscow Dialysis Center

212 Rodeo Drive, Suite 110
Moscow, ID 83843

RE: Moscow Dialysis Center, Provider #132521

Dear Ms. Hayvaz:

This is to advise you of the findings of the Medicare survey of Moscow Dialysis Center, which
was conducted on March 26, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicare
deficiencies, In the spaces provided on the right side of each sheet, please provide a Plan of
Correction, It is important that your Plan of Correction address each deficiency in the following

manner;

An acceptable plan of cotrection (PoC) contains the following elements:

¢ Action that will be taken to correct each specific deficiency cited,

» Description of how the actions will improve the processes that led to the deficiency cited;

¢ The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

e A completion date for correction of each defictency cited must be included;

¢ Monitoring and tracking procedures to ensure the PoC is effective in bringing the ESRD
into compliance, and that the ESRD reinains in compliance with the regulatory
requirements;

¢ The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and

e The administrator’s signature and the date signed on page 1 of the Form CMS-2567.




Amanda Hayvaz, Administrator
April 8, 2015
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by April 21,
2015, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

TRISH O‘HARA % NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care » Non-Long Term Care
TO/pmt

Enclosures
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V000 INITIAL COMMENTS V000! The Governing Body {GB) of Moscow
Dialysis has reviewed the Sfatement of

[CORE] ' Deficiency resulting from the Recertification
The follawing deficiancies ware cited during the Survey completed on Marh 28, 2015, The
recertification survey of your ESRD faclity from submits th E\;?o?l?)wiagp:ﬁan of Corr'recﬁof] y
3/23/15 - 3(26/15. The surveyor conducting the ’
sUrvey was!
Trish O'Hara, RN . RECENED
Acronyms used in this report include: , . o
APD - Automated Perltonesi Dialysis ! APR T 205
iV - Intravenous
ml - millfilter FACILITY $7aRn A 8
PD - Perltoneal Dialysis FARNDARIS
RN - Ragistered Nurse

V 587 | 484,100(b){2).(3) H-FAC RECEIVE/REVIEW PT V 587 V587 )
RECORDS & 2 MONTHS The Home Program RN has reviewed the

medication orders for patient #1 and

included a review of all patients on Home
Hemodialysis (HHD) therapy. Orders have
been verified with patients’ physician,
updated, and noted in patient’s medicat
records as necessary. Patient #1 Re-

The dlalysis facllity must -

(2) Retrisve and review complete self-monitoring
data and other Informaticn from self-cere patiants
or thelr des‘l:?nated careglver(s) at least every 2

months; an i e
(3) Maintain this Information in the patient ' s educate_d on 3/25/15 during their clinic visit

dical d on requirement to complete all aspects of
medical recora. flow sheet accurately during their home

. ) treatment. Also re-educated to bring all flow
This STANDARD [g not met as e"!d“-“cf-'d h,y' , sheets for the month to the monthly clinic
Based on record raviaw and staff interview it was , | visit for review by HHD RN. Patient was
dﬂtermined thc faci”ty faiIEd to ensure home : also educated on importance of following
hemadialysis freatment records were reviewed to prescribed treaiment and documenting

correctly on flow sheets during the clinic visit
on 3/25/15. All other patients identified with
any medication inaccuracies during reviews
will be provided re- education on correct
medication orders and accurate

ensure prescribad treatment was self ,
|
’ documentation on daily flow sheets.
|

adminlsterad for 1 of 1 patlents (Patient #1)
receiving homae dialysis. This rezulied in a patient
not receiving medications as prescribed.

Findings Include:

, Patlent #1 was a 42 year old male who had been
' dialyzing at the fagility, utilizing home

LARQRATQRY DIRECTQC?ZZJR‘DVIDERISUPPUER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

/ i e T ﬁ/,/MM/MZb/&/( . fonil 15 D01 ¥

qumh an aayarisk (%) denates & deflcldhcy which the institution may he excuaed from carrecting providing It fo determined that

Any deficlency statamsnt Bn{ﬂtg
oifer aafaguards provida sufiisisgt protagfidn to e patients, (Zee instructions.} Except for nursing homes, the fAindinge statad abova ars discigsabls 90 days

following the date of survay whetnar ar plan of porrectian Ix pravidad. Far nuraing homess, tha abova findings gad plans of correction Are dlscloasble 14
‘yB following the date these documents ere made avellable to the facllty. If deficlencles are clted, an approved plan of correction |s requiste to continuad
agram padicipalion,

FORM CHE-2987(02.68) Provious Vassions Obsalate Event {D;WEF 414 Fagllity ID: 192524 If continvation shaet Page 1416
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hemodialysls as his madality, sinoe 7/26/11,

a, His prescription included a current order, dated |
12/30/14, fer Heparin {an anticoagulant drug),

- 4500 units to be given [V push & minutes priorto

the onset of each treahnqnt.

Thirty freatment sheets were reviewed from
12130114 - 2111118, :

Documentation signed by the patient showed

- Heparin 4000 unlts had heen given prior to 1
" treatment, and Haparin 8000 units had been
| @iven prior fo 25 treatments.

The treatment sheets had been signed by the RN
Indlcating she had reviewed their content. A

mere racent ¢rder for a change In Heparin

dosage could not bs |ecated,

The nurse, who no longer workad at the facllity,
was contacted by telephone on 3/24/15 at 8:00
p.m, She sald she did not recall if Patiant #1's
Heparin dose had been changed cor when a dose
change might have taken place.

In an Interview on 3/26/46 at £:30 p.m., the Home
Program Manager confirmed the variances in

" Heparln dosage. She said the different doses |

should have bean noted during the RN review.

b. Patient #1's prescriptlon also contained an ;
order, dated 12/16/14, for Epogen (an anti

anemia drug) 6600 units ta be glven IV push

fhree timea a week,

Review of thirty reatmant sheets from 12/30f14 -
2111118 showed Epogen had only been glven one
time during the pericd reviewad, On 1/7/158000

patient's medical record. On 3/25/15 the
Home Program Manager completed RN
Tratning and e-educated on requirement for
patient to bring in flow sheets to monthly
clinic visit for review by RN. The following
fopics were reviewed: RN reviews must

* include prescribed medication

documentation. If inaccuracies are identified

during flow sheet reviews, the RN will verify

MD orders and re-educate the patient via

telephone or clinic visit. Documentation wilt

reflect patient education. To prevent re-

. oceurrence, the HHD RN and FA will audit
100% flow sheet review montily times 3
months. Audits will be conducted for April,
May and June. Then 10% flow sheet audils

- will continus monthly. Results will be 4/2615
reported in monthly QAPI meeting. FA is

. responsible for this poc.

FORM CMS-2687{02.99) Previous Varélons Dheolata Evani ID:WEF 111

Faallty tD; 132521 If continuation sheat Page 2 of §
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V 587 | Continued From page 2 V587
unlts was administered as Indicated by Patient | [
#1's signature,
In an interview on 3/25/15 at 5:30 p.m., the Home
Program Manager confirmed misging Epogen
doges, She said the [ack of documented doees
shotld have been noted and addressed during -
tha RN review,
V597
Patient #1's treatment sheets were not reviewed The FA and/or Home Program Manager will
to ansure treatments ware administsrad as meet with Patient #2 identified during survey to
prascribed. review the patient complaint and utilize
V 597 | 484.100(c)(1)(vl) H-PROVIDE ORDERED V 597 | grievance process to resolve. During the week !
SUPPLIES/EQUIPMENT I of 4/13/15, the FA has reviewed ihe following |
process with the Home patlent care team: '
Services Includs, but are not limited to. the Renewing Formulary Exception approvals wil
' | be as follows: Calendar reminder using

following:

AN ) calendars for and repeating annually to renew
Ingtalling, repairing and meintaining medically Formulary Exception approval. Patient charts
necessary home dialysis sup plles and a_qu:pment with formulary exception (FE) orders will be i
(neluding supportlve equipment) prescribed by flagged with a neon sticker that a FE renewal
the attending physiclan, 'is due annually In December, Baxter contacted
January 19, 2015 and given updated email
contact information for FA and PD RN, FA wili
contact Baxter on 3/27/15 to verify the correct
email facility contact information has been
received and is currently correct. FA will
mionitor compliance by auditing FE patlents
monthly x 3 months, then quarterly. Audits will
include a visual observation of neon sticker
and that FE orders have been placed and
followed through with company and vendor.
Patient complaints and FE process audits will 426115
be reviewed in monthly QAPI meetings. FAis
responsible for this poc.

Patient #2 was a 50 year old male who had been , |
dlalyzing at the faeility eince 10/13/10, He
currently utilized APD as his modaiity. His I ;

This STANDARD is not met a8 evidenced by:

| Based on patlent grlevance and treatment record

| review and ataff interview, it was determined the

- facility failed to ensure dialysis supplles ware
provided for 1 of 1 PD patients (Patlent #2)
whose records were reviewed, This failure
directly resulted in a patient experiencing

"{nereaged Huld retention, which placed him at nsk

of complications of excessive fluid. Findings

Include:

|
FORM CMS-2667(02:08) Proviaus Varelons Obrolat Evanl jD; WEF131 Facility 1D: 132621 If continuation sheot Page 3 of &
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* nuree confirmed the incident had occurrad, She

dialysls prescription inciuded five 3000 ml cycles
during each nightly twelve hour treatment, with a
final fill of Extraneal to dwsll during the daytime
hours, This finai fill was drainsd, being recorded
as “initial drain," by Patient #2 prior to him
connecting to his cycler for treatment each night,

The manufacturer's wabsite, www Baxter.com,
described Exiraneal as a peritoneal dialysls
golution designed to Improve fluld and waste
removal in peraocns with certain peritoneal
membrane charactaristics,

Aooording to a 2/16/18 patient grigvancs, Patient -
#2 did not receive a shipment of Extranaat,
scheduled for dslivery on 1/168/15 from the )
supplier, leaving him without the prescribed |
aolution for treatments from 1/24/15 - 1/28/18.

Reviaw of tresiment records far the month of
January, 2015 showed Pstlent #2's average daily
initial drain amount was 1324 m} when Extraneal
was used. Average Initial drain amount on the &
days that Extraneal was not available was
recorded as 48 mi, a difference of 1286 ml per
day that was not romoved from Patlent #2,

In an interview on 3/25/15 at 4:00 p.m., the PD

said prior to the incident she had not heen aware
that Extraneal was a non formulary prescription |
that required renawal and corporate approval
esach Jenuary. She said by the time she was
made aware, contacted the supplier, renewed the
prascription, and waitéd for corporate approval,
Patient #2 had run out of solution,

l
Tha facility failed to supply Patient #2 with
supplies nesded for traatment.

FORM CMB-2587(02-58) Previous Versions Obgalats Event ID; WEF11]
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