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June 16, 2015

- Susan Pendlebury, Administrator
Snake River Dialysis Center
1491 Parkway Drive

Blackfoot, ID 83221

RE: Snake River Dialysis Centef, Provider #132524

Dear Ms. Pendlebury:

This is to advise you of the findings of the Medicare survey of Snake River Dialysis Cenfer,
which was conducted on June 12, 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 correction (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;

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

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

The plan must include the title of the petson responsible for implementing the acceptable
plan of correction; and '

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



Susan Pendlebury, Administrator
June 16, 2015
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by June 29,
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, option #4.

Sincerely, '

A r
TRISH OHARA . NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
TO/pmt

Enclosures
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132524 B, WING D&M12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
. 1461 PARKWAY DRIVE
SNAKE RIVER DIALYSIS CENTER BLACKFOOT, ID 83224
(Xd) 10 SUMMARY STATEMENT OF DEFICIENCGIES ' i8] PROVIDER'S PLAN OF CORRECTION {5}
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED aY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BB COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
DEFICIENCY)
V00O
V000 INITIAL COMMENTS V 000] The Governing Body of Snake River Dialysis
has reviewed the Statement of Deficiency
[CORE] from the June 12, 2015 Recertification
The following deficiencies were cited during the Survey. The Governing Body has developed,
. + approved and respectfully submit the
recertification survey of your ESRD facigtty from following plan of correction.
6/6/16 - 6/11/16, The surveyor conducting the
survey was:
Trish O'Hara, RN V7286
V 726 494.170 MR-COMPLETE, ACCURATE, V728| Facility Administrator held a mandatory in-
ACCESSIBLE service for the direct patient care team on
. June 12, 2015 on survey findings. Survey
The dialysis facility rnust maintain complete, findings also reviewed with Medical Direclor.
accurafe, and accessibie records on all patients, Patient #1 and Patient #2 dialyzer prescription
incluging home patients who elact to receive, has been reviewed and noled per physician | &
dialysis supplies and equipment fram a supplier order. The nurse will verify patient's
that is not a provider of ESRD services and all prescription, dialyzer orders, and required
other home diaiysls patients whose care g under documentation during patient treatment

rounds. Each treatment, nurse will dbcument
prescription and dialyzer verification on
patients electronic medical record.
Teammate meetingfin-service to be held by
Facility Administrator with the direct patient
care team on July 1, 2015 to review P&P

the supervision of tha factlity.

This STANDARD is not met as evidenced by,
Based on record reviaw and staff Interview it was
determinad the facility failed to maintain socurate

treatment reoords for 2 of 4 incanter hemodialysis #1-03-08A Treatment Inifiation that includes
patients, {Patient #1 and #2), whose treatment verification of not only the patients dialyzer
records were reviewed. This failurelcres_\ted the make and model but patient identity, reuse
potential for patisnts to be treated with dialyzers status, treatment time, target weight, UFR and
not prescribed by thelr physician, Findings max UFR, blood flow rate, correct dialysate
inciude: and heparinization, inseivice included a
. review of policy 1-03-03 Peracetic Acid

1, Patient #1 was a 63 year old male who was Concentration Testing Using Perassayd 500
admitted to the facility on 6/20/15. Test Strips and 1-03-05A Residual Peracetic

: Acid Strip Testing of Dialyzer Prior to Patient
His record shiowed verbal physician’'s orders for Use focusing on the presence testing and
dialysis treatments, dated 5/20/15, The orders residual test‘ing steps and'required
called for Patient #1 to be dialyzed on a reusable documentatfon on the patient’s treatment
dialyzar, a Rexead-15R, Reusable dialyzers were record. Verification of altendance at in-service
filled with Renalin, a cold sterilant, between uses. will be svidenced by teammates signature on

in-service sheet.
Continued on next page

LABORATORY DIREGTORE OR PROVIDER/GUPPLIER REPRESENTATIVE S SIGNATURE TTUE (%8 DATE

QUocun. LPend lefndecpes Faclvbu Admwistyatoy  fau]>ols
Any deficiency staternent angling with an asterisk () Uenoctes a deficlency which the Institutlon may be excdsed from cosredting providing & Is deterrnined that
othar eafaguards provide sufficlant proteciion to tha patlanis, (Sea Instruclions,) Except for nurging homes, the findings etated abova are disclosable 80 days
following the dale of suvey whether or not & plan of correction I provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the dato thege documants ara mede avallable to the facllity. if deficiencies are ciled, an spproved plan of corection is requiaits fo continued

program pariclpation.

FORM GME-2587(02-88) Pravious Varsians Obsolals Evant ID:N51031 Facllity 1D: 132624 if continuntion sheat Page 1 of 4
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(K43 1D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL

TAG REGULATORY OR LSC IDENTIFYING {NFORMATION}

o
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION (X8
{EACH CORRECTIVE AGTICN SHOULD BE COMPLETION

GROSS-REFERENCED 70 THE APPRQPRIATE bATE
DEFICIENCY)

V 726 | Gontinved From page 1

Nine treatrment sheets from 5/20/15 - 6/8/15 were
reviswed for Patient #1. The "Prescription
information” pottion of his treatment sheets
showed the reusable dialyzer was prescribed for
gl traatments,

The "Machine Setup” porfion of the treatment
sheet required staff to test for the pre-rinse
presence of Renalin in the reusable dialyzer at
the beginning of machine setup to ensure the
dialyzer did not harbor bacterial growth betwesn
uses,

Additionally, the "Machine Setup” portion required
two siaff to test for the absence of Renatlin after
rinsing with sallne and before patlent freatment.

Treatment sheeats on 6/3/15, B/5/15, and §/8/15
documented Patient #1 received dialysis with a
reusable dialyzer but verification for the pre-ringe
presence and post rinse absence of Renalin were
not done. Rather, the Renalin result areas of the
shest were marked "Non-reuse.”

1t eould not be determined, from docurnentation
on the teeatment sheets, what type of dialyzer had
heen used for Patient #1's ireatments or if
Renalin checks should have been dong.

Areview of dialyzer logs showed Patient #1 had
used a non-reusable dlalyzer for the three
treatments in question.

In an interview on 8M4/16 at 12:00 p.m,, the
dialyzer rause technigian explained that Patlent
#1 used a non-reusable dialyzer for three
treatments because the company was changing
the size of revsable dialyzers available to the
faciiity and he did not yet have the manufacturer's

V728

Facility Administrator or designee will conduct
audits daily on all freatmient sheels for 2
weeks, then 3 treatments days per month for
2 months or until audits show that dialysis
prescription is being followed. Results of
audits will be reviewed monthly with Medical
Director during QAPI meetings. FA s 7112115
responsible for this plan of correction.

FORM CAS-258T(02-68) Previous Varglona Obaolets Evant iD:N51011

Fuclily 10y; 132524 if continuailon sheet Page 29f 4
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D PROVIDER'S PLAN OF CORRECTION
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IATE DATE

V726

+administrator confirmed the dialyzer

Continued From page 2
specifications for cleaning and processing the
new size dialyzer.

In an interview on 6/11/16 at 2:00 p.m., the facility

discrepancies on Patient #1's treatment sheets,
She sald the "Prescription Informatlan” on the
treatment sheets should have been changed to
raflect accuracy of the treatment.

2. Patlent #2 was a 56 year old female who was
admitted 1o the facility on 5/15/15.

Her racord showed physician’s orders for dialysis
treatments, dated 5/08/15. The orders called for
Patlent #2 fo be dialyzed on a non-reusable
dialyzer, an Optiflux 160 NRE.

Efeven treatment sheets from 5/15/15 - 6/6/15
were reviewed for Patlent#2. The “Prescription
Information” portion of her troatmant shests
showed the non-reusable dialyzer was prescribed
for all treatments.

The "Machine Sstup” portion of the treatment
sheet required staff to test for the pre-rinse
presence of Renalin in the reusable dislyzer at
the beginning of machine setup to ensure the
dialyzer did not harbor bacterial growth between
uses.

Additionally, the "Machine Selup" portion required
two staff to test for the absence of Renalin after
rinsing with saline and before patient treatment.
Non-reusable dialyzers did not contaln Renalip,
tharefors, testing for presencefabsence was not
necessary.

Treatment sheets from E/18/15 - 8/8/15

V726
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V726

- She sald the "Prescription Information” on the

Continued From page 3

dooumentad Patient #2 received treatment on a
non-reusable dizlyzer and verification far the
pre-tinge presence and post rinse absence of
Renalin were dona,

It could not ba dstarmined, from documentation
on the treatment sheets, what type of dialyzer had
heen used for Pationt #2's treatments and If
Renalin checks should have been done.

Areview of dlalyzer logs showed Patlent #2 had
used a reusable dialyzer for treatments from
518116 - 6/8/19,

In an interview on 6/11/15 at 2:00 p.m., the facility
administrator confirmed the dialyzer
discrepancies on Patient #2's treatment sheets,

freatment sheets should have been changed to
reflect accuracy of the treatment.

The facility failed to maintaln accurate medical
records for Patients #1 and #2.

V726
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