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April 22, 2016 

Ms. Terry Whybark, Administrator 
Palouse Dialysis Center 
723 South Main Street 
Moscow, ID 83843 

RE: Palouse Dialysis Center, Provider #132520 

Dear Ms. Whybark: 

Based on the survey completed at Palouse Dialysis Center, on April 15, 2016, by our staff, we 
have determined Palouse Dialysis Center is out of compliance with the Medicare ESRD 
Conditions for Coverage of CFC-PATIENT PLAN OF CARE ( 42 CFR 494.90), CFC -QAPI 
(42 CFR 494.110) and CFC-RESPONSIBILITIES OF THE MEDICAL DIRECTOR (42 
CFR 494.150). To participate as a provider of services in the Medicare Program, an ESRD must 
meet all of the Conditions for Coverage established by the Secretary of Health and Human 
Services. 

The deficiencies, which caused these conditions to be unmet, substantially limit the capacity of 
Palouse Dialysis Center, to furnish services of an adequate level or quality. The deficiencies are 
described on the enclosed Statement of Deficiencies/Plan of Correction ( CMS-25 67). 

You have an opportunity to make corrections of those deficiencies, which led to the finding of 
non-compliance with the Condition for Coverage referenced above by submitting a written 
Credible Allegation of Compliance/Plan of Correction. 

An acceptable Plan of Correction 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; 
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• The plan must include the procedure for implementing the acceptable plan of co!Tection 
for each deficiency cited; 

• A completion date for co!Tection 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 person responsible for implementing the acceptable 
plan of co!Tection; and 

• The administrator's signature and the date signed on page 1 of each form. 

Such corrections must be achieved and compliance verified by this office, before May 30, 
2016. To allow time for a revisit to verify corrections prior to that date, it is important that 
the completion dates on your Credible Allegation/Plan of Correction show compliance no 
later than May 20, 2016. 

Please complete your Allegation of Compliance/Plans of ColTection and submit to this office by 
May 5, 2016. 

Failure to c01Tect the deficiencies and achieve compliance will result in our recommending that 
CMS terminate your approval to participate in the Medicare Program. If you fail to notify us, we 
will assume you have not co!Tected. 

We urge you to begin co!Tection immediately. 

If you have any questions regarding this letter or the enclosed reports, please contact me at (208) 
334-6626, option 4. 

Sincerely, 

-,ltv.~ {)~ 

TRISH O'HARA 
Health Facility Surveyor 
Non-Long Term Care 

TO/pmt 
Enclosures 

ec: Debra Ransom, R.N., RH.LT., Bureau Chief 
Gary Keopanya, CMS Region X Office 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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CORE SURVEY 

The following deficiencies were cited during the 
recertification survey of your facility on 4/11 -
4/14/2016. The surveyors conducting the survey 
were: 

Trish O'Hara RN, HFS, Team Leader 
Nancy Bax RN, HFS 

Acronyms used in this report include: 

AMA-Against Medical Advice 
AVF -Arteriovenous Fistula 
BFR - Blood Flow Rate 
CVC - Central VEJnous Catheter 
DFR - Dialysate Flow Rate 
EDW" Estimated Dry Weight 
ICHD - lncenter Hemodialysis 
kg - kilogram 
KW - Measure of dialysis adequacy 
min - minute 
ml - millHiter 
POC - Plan Of Care 
PT - Pharmaceutical Therapeutics 
QAI M Quality Assurance and Improvement 
QAPl - Quality Assurance Performance 
Improvement 
QSR " Quality Status Report 
URR - Urea Reduction Ratio, measure of dialysis 
adequacy 
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The patient has the right to~ 

(12) Receive the necessary services outlined in 
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vooo 
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COMl'l.ETION 

Olll't 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPR,ESENTATIVE'S SIGNATURE 'ffrLE (X6) DIUE 

Any deficiency statemen ending with s risk (•) denotes a deficiency which the institution may b excused from correcting providing It Is determined that 
other safeguards prDi1i sufficient protea on to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of SUJ'Vey whether or not a plan of correction is provided. for nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made avallable to the facility. If defioienoie5 are oiled, an approved plan of correction I$ requisite to continued 
program participation. 
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the patient plan of care described in §494. 90; 

This STANDARD is not met as evidenced by: 
Based on record review, policy review, and staff 
interview, it was determined the facility failed to 
ensure each patient's right to receive care as 
outllned in their POCs was upheld for 3 of 3 ICHD 
patients (Patients #1, #3 and #4) whose 
treatment records were reviewed. This resulted 
in patients not receiving treatments as ordered 
with regard to Heparin administration, blood and 
diatysate flow rates, and time on the machine, 
which placed them at risk for complications and 
decreased adequacy. Additionally, vital signs 
were not monitored during treatment placing 
patients at risk for complications. Findings 
include: 

1. Vital sign monitoring was not done during 
dialysis treatments as follows: 

A facility policy "Patient Monitoring During Patient 
lreatment," revised 8/20/14, stated "Vital signs 
will be monitored at the initiation of dialysis and 
every 30 minutes, or more frequently, as needed. 
Observe for changes in the patient's respirations, 
heart rate and blood pressure. Verify and react to 
unusual findings such as atypical blood pressure 
readings." This policy was not followed. 

a. Patient #3 was a 63 year old male. Twelve 
treatment records, including 2 missed treatments, 
from 3/14/16 to 4/8/16, were reviewed. Four of 
the 1 o records of treatments reviewed did not 
include documentation of vital signs every 30 
minutes per policy as follows: 
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.. On 3/14/"16, no vil<:il siqns were iecordod for 4"/ 
minutes, from ·1 :44 to ?.:31 p. 111., ;;ind !'or 60 
minutes, from 2:3'1to :3:31 p.m. 

- 011 3/21/16, 110 vital signs were recorded for b() 
minules, rrom ·12:3'1 lo -1:3'1 p.rn., when his 
treatmenl was inlerruplecL No vilal signs wero 
recorded at tl1e time 11i$ trentmenl was 
inti:irrupted or wh<in it w;::is rP.s1m1ecl al .?.:·15 p.n1. 
No vital signs were recorded :::it ~1:00 p.rn., when 
Patient #3's treatment was interrupted :::i second 
timo, or at 3:43 p.rrL, when it was resumed. Vit:::il 
sigm; were recorded at '1:0'1 p.rn. However, 
Palienl ./1-3'-:_; vilal si9ns Wl:JIC nol monitored for the 
~) l1ours ;;incl ~30 minute$, trom 1 ?.:34 lo 4:Q.1 p.rn. 

- On 4/4/'lo, no vital signs were recorded for 5B 
minutes, from 3:32 to 4:31 p.111. 

- 011 '1/G/"lG, 110 vilal si911s were recorded for 50 
rninlltes, frnm ·17.:11to 1 :01 p.tn. 

During an interview on 4/13/'16 at '10:00 a.m., the 
Clinic Nurse reviewed the treatment records and 
confirmed vilal si9ns were nol recorded on 
treatment records accordinri to racilily policy. 

b. Pc:itient -ft4 w:::i::::; :::i 20 ye:::ir old fem:::ile. rmir 
treatment records, from 4/4/1 G to 4/11 /1('), were 
reviewed, and 3 of 4 treatments did not include 
docurnenfatio11 of vital signs every 30 minutes. 

··On 4/4/1fi, l':::itient 1t4's tirst treatment •3l lhe 
facility, no vital signs were recorded for CiO 
minutes, bdweon 1 :03 to 2:03 p.111. No vital 
signs were recorded for GO minutes between 
2:31 lo 3:31 p.m. No vil<ll sions were recorded for 
66 inirnites trnm 3::1·1 to 4;::17 p,rn., wllen 
treatment was discontinued. 

V463 

··--------! 
(X!i) 

COMPI .rTION 
DATr: 
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- On 4/6/16, no vital signs were recorded for 51 
minutes, from 12:40 to 1:31 p.m. 

- On 4/8/16, no vital signs were recorded for 66 
minutes, from 2:30 to 3;36 p.m. 

During an interview on 4/13/16at10:00 a.m., the 
Clinic Nurse reviewed the treatment records and 
confirmed vital signs were not recorded on 
treatment recorcls according to facility policy. 

c. Patient #1 was a 48 year old female. Twelve 
treatment records, from 3/14/16 - 4/11/16, were 
reviewed, and 7of12 treatments did not include 
documentation of vital signs every 30 minutes. 

M on 3/'16/16, no vital signs were recorded for 61 
minutes, from 3:02 to 4:03 p.m. 

~On 3/21/16, no vital signs were recorded for 70 
minutes from 1 :32 p.m. to 2:42 p.m., and again 
for 46 minutes from 4:39 to 5:25 p.m. 

"On 3/25/16, no vital signs were recorded for 61 
minutes from 3:00 to 4:01 p.m. 

- On 3/28/16, no vital signs were recorded for 65 
minutes from 3:05 to 4:10 p.m. 

- On 4/4/16, no vital signs were recorded for 60 
minutes from 3:32 to 4;32 p,m., and again for 60 
minutes from 5:02 to 6:02 p.m. 

- on 4/6/16, no vital signs were recorded for 70 
minutes from 4:03 to 5:13 p.m. 

- On 4/11/16, no vital signs were recorded for 66 
minutes from the start of treatment at 2:39 to 3:34 
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V 463 continued From page 4 v 463 
p.m., and again for 60 minutes from 6:02 to 7:02 
p.m. 

During an inteNiew on 4/13/16 at 10:00 a. m., the 
Clinic Nurse reviewed the treatment records and 
confirmed vital signs were not recorded on 
treatment records according to facility policy. 

Patisnts were not provided with vital sign 
monitoring according to policy. 

2. Treatment times were not provided as 
prescribed on a patient's POC. 

A facility policy "Early Termination or Arriving Late 
for Treatment," revised 7/4/12, stated "If a patient 
requests to leave treatment early ... the RN who 
evaluates the patient must document the 
rationale for early termination and reinforce the 
consequences of not receiving the entire 
prescribed treatment. The policy further stated "If 
the prescribed treatment time is not possible, the 
charge nurse/team leader will notify the physician 
that the patient will not receive their prescribed 
treatment and obtain additional orders if required. 
The facility staff should make every attempt to 
assist the patient with rescheduling any lost 
treatment time." This policy was not followed. 

a. Patient #3 was a 63 year old male. Twelve 
treatment records, from 3/14/16 to 4/8/16, were 
reviewed. Two of the 12 record documented 
missed treatments. His POC included treatment 
time of 4 hours. Five of 10 treatment times were 
shortened as foll()ws: 

- 3/16/16: 66 minutes 

- 3/18/16: 8 minutes 
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- 3/21/16: 30 minutes 

- 3/28/16: 240 minutes (missed treatment) 

- 3/30/16: 240 minutes (missed treatment) 

- 4/1/16: 66 minutes 

- 4/4/16: 9 minutes 

Patient #3 missed a total of 1 o hours and 59 
minutes of his prescribed treatment time from 
3/16/16 to 4/4/16. His treatment records did not 
include documentation stating his physician was 
notified of his 2 missed treatments or 5 shortened 
treatment times. Additionally, there was no 
documentation stating Patient #3 was offered the 
opportunity to reschedule lost treatment time. 

During an interview on 4/13/16 at 10:00 a.m., the 
Clinic Nurse reviewed Patient #3's treatment 
records and confirmed the prescribed treatments 
were missed or shortened as documented above. 
She confirmed his physician was not notified, and 
stated she was not aware his physician should 
have been notified of missed or shortened 
treatments. Additionally, she confirmed Patient 
#3 was not offered the opportunity to make up his 
Jost treatment time. 

Patient #3 was not provided treatment time as 
ordered and the facility failed to assist him to 
make up lost treatment time. 

3. Heparin was not administered as ordered on 
patients' POCs. 

a. Patient #3 wes a 63 year old male. Twelve 
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treatment records, including 2 missed treatments, 
from 3/14/16 to 4/08/16, were reviewed. Heparin 
was not administered as ordered during 9of10 
treatments received. 

~ 3/14/'16: treatment time was 4 hours. Heparin 
was ordered to be given 1000 units per hour for a 
total of 4000 units. However, his treatment 
record stated total Heparin infused was 5000 
units. 

- 3/16/16: treatment time was 1 hour and 54 
minutes. Heparin was ordered to be given 1000 
units per hour for a total of 1900 units. However, 
his treatment record stated total Heparin infused 
was 2900 units. 

- 3/18/16; treatment time was 3 hours and 32 
minutes. Heparin was ordered to be given 1000 
units per hour fot a total of 3500 units. However, 
his treatment record stated total Heparin infused 
was 4800 units. 

- 3/21/16: treatment time was 3 hours and 30 
minutes. Heparin was ordered to be given 1 ooo 
units per hour for a total of 3500 units. However, 
his treatment record stated total Heparin infused 
was 6900 units. 

- 3/23/16: treatment time was 4 .hours_ Heparin 
was ordered to be given 1000 units per hour for a 
total of 4000 units. However, his treatment 
record stated total Heparin infused was 7 400 
units . 

• 3/25/16: treatment time was 4 hours. Heparin 
was ordered to be given 1500 units per hour for a 
total of 6000 units. However, his treatment 
record stated total Heparin infused was 8200 
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units. 

- '1/1/16: treatment time was 2 houn; an<l 44 
minutes. Heparin was ordered to be given 1fi00 
units per hour for a lolal of '1125 units. 1 lowever, 
his tre<:itment record st<1tecl lolal Hc)pcuin infused 
was 6400 units. 

- '1/6116: tre<:ltrnont time was 4 hours. l·lep<:irin 
wcis ordered to be given 1500 ur1its per hour for a 
total of 6000 units. However, his treatment 
record slated lolal Heparin infused was 2000 
units. 

- 4/B/1(): tre<:it1rn=mt time wJs 4 hours. Ht!f)ariri 
wc:is orderP.d to bP. given 1500 units per IWUI' ror a 
tole.ii or 6000 units. Howcvor, his treatment 
rcc..:ord !;luted tob:d Heparin infus0d was /900 
units. 

lJuring <:in interview on 4/"1'.1/1fi a.t 10:00 ;).111., tile 
Clinic Nurse reviewed Patient #;l's treatment 
records and confirmed I leparin was not 
adrninislcred as ordered. 

b. 1->atient #4 w<:is a 20 yec:ir olcl ternJle. Four 
treatment records, from 4/4/1() to 4/'l1/1C"i, werP. 
reviewed. Heparin was not administered as 
ordered durin~J 2 of '1 treatments received. 

· 4/4/16: treatment lime was 3.75 t1ours. Heparin 
w:=is ordered to l)e !liven 500 units per hour fol' a 
tot<:il of 1B75 unitB. However, l1er treatment 
record stated total I leparin inf11secl W8fi ?HOO 
units. 

- 4/11 /1 Ct tre;:itrnent tirnA WilS ::i. 7!) l10lff~;. 
Heparin was ordered to be given bOO units per 
hour' for <:1 lolal of 1875 units. However, her 
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V 463 Continued From page 8 V 463 
treatment record stated total Heparin infused was 
2800 units. 

During en interview on 4/13/16at10:00 a.m., the 
Clinic Nurse reviewed Patient #4's treatment 
records and confirmed Heparin was not 
administered as ordered. 

c.Patient #1 was a 48 year old female. Twelve 
treatment records, from 3/14/16 to 4/11/16, were 
reviewed. Heparin was not i.3dministered as 
ordered during 9of12 treatments received. 

- 3/18/16: treatment time was 4.5 hours. Heparin 
was ordered to be given at 2500 units per hour 
for a total of 11,250 units. However, her 
treatment record documented totl.31 Heparin 
infused was 12,500 units. 

- 3/23/16: treatment time was 4.5 hours. Heparin 
was ordered to be given at 2500 units per hour 
for a total of 11,2500 units. However, her 
treatment sheet documented no Heparin had 
been given during the treatment. 

- 3/25/16: treatment time was 4.5 hours. Heparin 
was ordered to be given at 2500 units per hour 
for a total of 11,250 units. However, her 
treatment record documented total Heparin 
infused was 12,200 units. 

- 3/28/16: treatment time was 4.5 hours. Heparin 
was ordered to be given at 2500 units per hour 
for a total of 11,250 units. However, her 
treatment record documented total Heparin 
infused was 12, 100 units 

- 3/30/16: treatment time was 4. 75 hours. 
Heparin was ordered to be given at 2500 units 
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V 4fH ContinuecJ From pane 9 
por hour for a total of 1 'I ,8'/S units. I lowever, her 
treatment record documented tot81 I 1Ap8rin 
infused w<:1s 12,200 units. 

- '1/1/1G: lruatrnenl time was t.J .5 hours. Heparin 
was ordered lo be 9iven at 2500 units per hour 
tor a toti31 ot 1 ·1,?50 units. However, l1er 
tre8trnent record dor.wmmtefl tot<il Hepi3rin 
infused was 12,200 units. 

- '1/'1/1G: lroalnie11l lirr1e wa5 '1.5 hours. Hepi:uin 
was ordered lo be given al 2500 unils per !tour 
for a total of ·11 ,?50 unit8. However, her 
tre8tmAnt record documAntecJ tot;:il Hep;:irin 
infused W8B 12,200 units. 

- '1/G/1 G: lrec.ilrne11l lime wa5 '1.5 hours., Hepcuin 
wai:; ordered lo l:>e f1iven ;:;l /500 unilf.; per t'lOlH 
for a tot;:~I of 11 ,7()0 tmlts. However, her 
tre8tment rncord documented total I leparin 
infused was GbOO units 

4/11/16: treatment time was 5.G hours. Heparin 
wc:t5 ordor0d lo t)c ~1iven nl 2500 unils per hour 
f·or <~ total of' B,7fi0 units. However, l1er 
treatment record showfld tot81 l-1Ap8rin infusflrl 
was 13,200 units. 

Durir19 an inlervicw on '1113/'IG ~tl ·10:00 a.rn., Ute 
Clinic:: Nurse reviewed Patient #1's lrealmenl 
records snd r.onfirmed Hep8rln w::is not 
administerAd as ordered. 

Patients w0re not provided with Heparin as 
ordered .. 

4. P<itients were not proviflecl witl1 Hi-:Rs <ifi 
ordered in their POCs as follows: 

V463 

. ,, _______________ _ 

0411512016 

{X5) 
C~(IMl'l,1: I II.IN 

()/ITC: 
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V 463 Continued From page 10 
a. Patient #3 was a 63 year old male. Twelve 
treatment records, including 2 missed treatments, 
from 3/"14/16 to 4/08/16, were reviewed. Patient 
#3's POC included a BFR of 400 ml/minute. His 
prescribed Sf R was not maintained for 8 of 1 o 
treatments received as indicated by the following 
average BFRs: 

3/14/16 - 220 ml/min average BFR 

3/16/16 M 270 ml/min average Bf=R 

3/18/16 - 230 ml/min average BFR 

3121/16 - 240 mllmin average BFR 

3/23/16 M 280 ml/min average BFR 

3/25/16 -250 ml/min average BFR 

4/1116 w 260 ml/min average BFR 

4/4/16 - 230 ml/min average BFR 

Patient #3's treatment records did not include 
documentation stating his physician was notified 
his prescribed BFR of 400 ml/min was not 
maintained as noted above. 

During an interview on 4/13/16at10:00 a.m., the 
Clinic Nurse reviEiwed Patient #3's treatment 
records and confirmed he did not receive his 
prescribed BFR. She confirmed his physician 
was not notified, and stated she was not aware 
his physician should be notified when the 
prescribed BFR was not acl1ieved. 

b.Patient #1 was a 48 year old female. Twelve 
treatment records, from 3/14/16 to 4/11/16, were 
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V 463 Continued From page 11 v 463 
revi!!!wed. Patient #1 's POC included a BFR of 
400 ml/minute. Her prescribed BFR was not 
maintained for 1 o of 12 treatments received as 
indicated by the following average BFRs: 

3/14/16 - 260 ml/min average BFR 

3/16/16 - 290 ml/min average BFR 

3/18/16 - 380 ml/min average BFR 

3/21/16 w 330 ml/min average 13~R 

3/23/16 - 360 ml/min average BFR 

3/28/16 ~ 320 ml/min average BFR 

3/30/16 - 330 ml/min average BFR 

4/4/16 "3:20 ml/mln average BFR 

4/6/16 - 290 ml/min average BFR 

4/11/16 - 290 ml/min average BFR 

During an interview on 4/13/16 at 10:00 a.m., the 
Clinic Nurse reviewed Patient #1 's treatment 
records and confirmed she did not receive her 
prescribed BFR. She confirmed her physician 
was not notified, and stated she was not aware 
her physician should have been notified when the 
prescribed BFR was not achieved. 

Patients were not provided with prescribed BFRs. 

5. Patients were not provided with DF'Rs as 
ordered in their POCs, as follows: 

Patient #4 was a 20 year old female. Four 
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V '163 Continued 1-rorn page ·12 
tm;::itment records, from 4/4/"16 to 4/'11/16, were 
reviewed. 

Patient tf4's POC included a [J!-R of 800 
ml/minute. Jfowev8r, lier treatment record dated 
'l/'1/16, staled her avcra9(! DFR was 600 
rnl/minule. 

LJuring an interview on 4/'13/16 at '10:00 a.m .. the 
Clinic Nurse reviewed Patient #'1'!::i trealmcnt 
records and confirmed her' DFR on '1/'1/16 w<tt.1 
not provided Cit GOO ml/rnir1ule <1~; ordered. 

Palienl #'1 w<:1s nol provi(led with her prescrihefl 
DFR. 

·1 he fac:ility failed to ensure patients were 
provided with dialysis trcatrnenb as prescribed. 

V fi1B 4H4.BO(c) PA-ASSCSS I ID ADEQ Q MO;PD 
ADEQ Qt1 MO 

The adequacy 01· the patient's di;::ilysis 
prescription, as described in §494.90(a)('f ), must 
be ;::issessed on an ongoing basis as follows: 
(1) Hemodialysi·.; paticnb. /\l Jeasl rnonlhly by 
calculating delivered l<VV or <in equivalenl 
measure. 
(2) Periloneal dialysis pi3tients. At le;::ist eve1y 4 
mont11s by ci31cul;::iting delivered weekly KtN or an 
equivi31P-nt rne;::isure. 

Tt1is ST/\Nr1/\Rf1 is not met as evidenced by: 
R::.1secl on record reviflw ;=ind staff interview, it 

w;::is determined the facility failed to ensure the 
adequacy of hemodialysis patient:;' dialysit.1 
prescriptions was ~1s~;essed al lei3st monthly Im 1 

V463 

v 518 
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V 5'18 Continufld i.:rom p8gfl ·rn 
or 3 ICHD palicnls (Palie11L #3) whose records 
were reviewed. This failure resulted in patients 
tJeing pul al risk or nol rec:eivi11g adequate 
hernodialysis. FirKlir'l!JS include: 

I '8.tient #?, W8s 8 fl:1 ye8r ol(I male, Twelve 
trentlnent records from :l/14/Hi to 4/01.VW, were 
reviewed. Laboratrny reprnts from .Janu:=11y to 
March 2016 were reviewed. 

Paticnt#3's 1ccord irwludcd results for blood 
tests collecte(l on '1118/'16, ?/19/16, and 3/2.1/16. 
·1 hfl tests collf:lctfld on 1/-lB/1() 8ncl 7./1B/"16, 
included results of LJRR ;=md KtN tests, usP.d lo 
determine hernodialysis treatment adequacy. 
However, thfl tests collf:lcted on 3/21 /16 did not 
include URR or Kl/V results. /\s or 4/13/16, no 
t)loorl l.e~;I to mP.«'l~~LHP. IH'!mnrlitily~;i~; l.re;:il.rnenl 
adequacy was performed after 2/1 Sl/1H. 

During an interview on 4/13/'l 6 at 'I 0:20 a.m., the 
Clinic Nurse reviewed Patient tf:3's record and 
confirmed his most race.mt test to determine 
hernodialysis treatment adequac:y was performed 
Oil 2/19/16. 

The facility failed to assess Patient #3's 
hornodialysis treatment adequac:y 011 a monthly 
basis. 

v !:)40 494.90 ere-PATIENT PLAN or CAR[ 

This CONDITION is not met as evidence(l by: 
R;;iserl on st::iff intfltViflw, mview of dinic31 

records, ::ind r8Vi<'3W of policy 3nd prncfldure, it 
was determined the facility failed to recognize and 
rnect individual patiertl needs. The cumulative 

'-------· ... 
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V 540 Continued From page ·14 v 540 
effects of these failures resulted in patients' 
individual needs not being addressed and 
patients not receiving care as ordered by their 
physicians. Findings include: 

1. Refer to V463 as it relates to the facility's 
failure to uphold the patients' rights to receive 
care as prescribed in their plans of care. 

2. Refer to V518 as it relates to the facility's 
failure to ensure a patient's hemodialysis 
adequacy was monitored on a monthly basis. 

3. Refer to V543 as it relates to the facility's 
failure to ensure patients' POCs were 
implemented by addressing volume status. 

4. Refer to V544 as it relates to the facility's 
failure to ensure a patient attained adequate 
hemodialysis. 

The cumulative effect of these systemic failures 
impeded the ability of the facility to provide 
services of sufficient scope and quality. 

V 543 494.90(a)(1) POC-MANAGE VOLUME STATUS V 543 

The plan of care must address, but not be limited 
to, the following: 
(1) Dose of dialysis. The interdisciplinary team 
must provide the necessary care and services to 
manage the pafamt's volume status; 

This STANDARD is not met as evidenced by: 
Based on record review and staff interview, it 

was determined the facility failed to ensure a 
POC was implemented by addressing volume 
status for 1of 3 IGHD patients (Patient #3) whose 
records were reviewed. This failure resulted in a 
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patient being put at risk of complications resulting 
from fluid overload or dehydration. Findings 
include: 

Patient #3 was a 63 year old male. Twelve 
treatment records, including 2 missed treatments, 
from 3/14/16 to 4/08/16, were reviewed. 
Pre-dialysi$ weights, volume of fluid removed (an 
automatic download from the machine to the 
treatment sheet), and post dialysis weights were 
compared to his prescribed E:DW. 

Patient#3's EDW was 84.5 kg. Post dialysis 
weights were above his EDW for 5 of 10 
treatments received. Examples include: 

- Patient #3's pre-dialysis weight on 3/14/16, was 
88.6 kg. During treatment 4604 ml of fluid was 
removed and 600 ml of fluid was given. Patient 
#3's post dialysis weight was 85.2 kg, 0.7 kg over 
his EDW. 

" Patient #3's pre-dialysis weight on 3/16/16, was 
88.5 kg. During treatment 2136 ml of fluid was 
removed and no fluid was given. Patient #3's 
post dialysis weight was 87.0 kg, 2.5 kg over his 
EDW. 

- Patient #3's pre-dialysis weight on 3/18/16, was 
88. 1 kg. During treatment 3188 ml of fluid was 
removed and no fluid was given. Patient #3's 
post dialysis weight was 85. 7 kg, 1.2 kg over his 
EDW. 

- Patient #3's pre"dialysis weight on 3/21/16, was 
88. 1 kg. During treatment 3401 ml of fluid was 
removed and no fluid was given. Patient #3's 
post dialysis weight was 86.1 kg, 1.6 kg over his 
EDW. 
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- Patient #3's pre-dialysis weight on 4/4/16, was 
87.3 kg. During treatment 2951 ml of fluld was 
removed and no fluid was given. Patient #3's 
post dialysis weight was 85.2 kg, 0. 7 kg over his 
EDW. 

During an interview on 4/13/16 at 10:20 a.m., the 
Clinic Nurse reviewed Patient #3's record and 
confirmed he did not reach his EDW on 5 of 10 
treatments received. 

lhe facility failecl to ensure Patient #3's volume 
status was managed appropriately. 
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V 544 494.90(a)(1) POC-ACHIEVE ADEQUATE V 544 
CLEARANCE 

Achieve and sustain the prescribed dose of 
dialysis to meet a hemodialysis KW of at least 
1.2 and a peritoneal dialysis weekly KW of at 
least 1. 7 or meet an alternative equivalent 
professionally-accepted clinical practice standard 
for adequacy of dialysis. 

This STANDARD is not met as evidenced by: 
Based on record review and staff interview it was 

determined the facility failed to ensure a patient's 
POC was adjusted to allow for the achievement 
and maintenance of adequate hemodialysis for 1 
of 3 ICHD patients (Patient#1) whose records 
were reviewed. This failure put the patient at risk 
of complications from excess systemic waste 
build up. Findings include: 

KDOQI Clinical Practice Guidelines for 
Hemodialysis Adequacy, 2006, recommend a 
minimum dialysis adequacy of 65% URR. A 2015 
update to these recommendations did not change 
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tl1e URk minimum v::ilue from flfi%. 

1-'c:itfent #1 was a 4t3 year old female who had 
been admitted to the facility on 9/9/2015 using cl 

CVC for di<:1Iysis treatments. Laboratory blood 
rcsulls were reviewe<I tor January .. Marc11 7016. 
Her a(lequacy w1-1f. me1:1f.tfffKl using lJkk 
methodology. 

On 1 /1 B/1 Ci Patient #1 's U RR was measured at 
bJ%. On 2/1b/'16 URR was measured at61%. 
On 3/21/16 URR was measured at52°/o. 

In •-1.n interview on 4/1 :·l/1 f-3 1:1t ~no <:i.m., the Clini1. 
Nurse confirmed the low adequacy measures. 
Stw said the low ;:idequ1-11.y w1-1s due to 1:1 poorly 
functioning CVC. The nurso said stc.tff he.id been 
t1ying to hold off on replacin~] the eve because 
they were waiting for Patient #1 's /\VF lo rn<iluri:; 
enough lo be used ror dialysis. 

In 1-111 interview on 4/13/16 at 8:30 a.111., the Clinic 
Man1:1ger said a request had been 1T1<:1de, to the 
corporate PT cornmiltec, for approval ror a Iar9er 
dialyzor for Palienl n.·1 lo incrP.;)se her 1:1clflqu1-1cy. 
As of lhe survey elate, the request hl-ld not been 
;_:i,pproved. 

The facility failed to ensure Patient #1 W<.1$ 

provided with adequate dialysis. 
V 6?.5 4tl4. 110 CH>OAPI 

This CONDITION is not met 1-1s evidenced by: 
Rnsecl on staff interview and review of QAI 

nrneting minutes, it was determined tho facility 
failed to ensure an cffcdivc Q/\PI pru~1mrn was 
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V 625 Continued From page 18 v 625 
maintained that collected data, and recognized 
and corrected problems affecting patients' health. 
This failure had the potential to decrease the 
quality of treatment received by patients. 
Findings include: 

1. Refer to V634 as it relates to the lack of data 
collection for treatment prescription errors. 

v 634 494.11 O{a)(2)(vi) QAPl-INDICATORMMEDICAL v 634 
INJURIES/ERRORS 

The program must include, but not be limited to, 
the following: 
(vi) Medical injuries and medical errors 
identification. 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of QAI 

documents, it was determined the facility failed to 
ensure the QAI program collected, monitored and 
analyzed patient data related to treatment 
prescription errors for 3 of 3 ICHD patients 
(Patients #1, #3 and #4) whose records were 
reviewed. This limited the facility's ability to 
develop and implement plans that would result in 
improvements in patient care. Findings include: 

1. Hemodialysis QSR reports for 12/2015-
2/2016 were reviewed. These reports showed 
the QAI committee did not track patient data 
related to prescribed BFRs not being attained as 
fallows: 

- Patient #1 did not attain her prescribed BFR 
during 1 o of 12 treatments reviewed. 

M Patient #3 did not attain his prescribed BFR 
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during 8 of 10 treatments reviewed. 

In an interview on 4/13/16 at 8:30 a.m., the Clinic 
Manager said data related to unmet patient BFRs 
was not collected or reported to the QAI 
committee. 

2. Hemodialysis QSR reports for 12/2015 -
2/2016 were reviewed. These reports showed 
ths QAI committee did not track patient data 
related to prescribed Heparin doses as follows: 

- Patient #1 did not receive her prescribed 
Heparin dose during 9 of 12 treatments reviewed. 

" Patient #3 did not receive his prescribed 
Heparin dose during 9 of 1 o treatments reviewed. 

- Patient #4 dld not receive her prescribed 
Heparin dose during 2 of 4 treatments reviewed. 

In an interview on 4/13/16 at 8:30 a.m., the Clinic 
Manager said data related to incorrect patient 
Heparin dosing was not collected or reported to 
the QAI committee. 

3. Hemodialysis QSR reports for 12/2015 -
2/2016 were reviewed. These reports showed 
the QAI committee did not track patient data 
related to monitoring during treatment as follows: 

A facility policy "Patient Monitoring During Patient 
Treatment," revised 8/20/14, stated "Vital signs 
will be monitored at the initiation of dialysis and 
every 30 minutes, or more frequently, as needed. 
Observe for changes in the patient's respirations, 
heart rate and blood pressure. Verify and react to 
unusual findings such as atypical blood pressure 
readings." 
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- Patient #1 did nut receive monitoring according 
lo policy c:lurinn 7 or ·1?. lre•.~lments reviewed. 

·- l·>atient #:·~ dicl not receive monitoring according 
to policy durinn 4of10 tn=istrnents reviewed. 

- Patient it4 did not receive monitoring according 
to policy during 3 of '1 treatments reviewed. 

In an inlerview on 4/13/16 <Al 8:30 a.m., the Clinic 
M<1n<lner i:;aid d<:ita rel;:iterl to l;:ick of r;:itient 
monitorinn during treatment was not collected or 
reported to the OAI committee. 

4. l-lemodi8lysis QSR reports for '12/2015-
2/2016 were reviewecl. These reports s11owecl 
lhe Q/\I cormnill<~e did nnl IJ;)ck pal.ienl dala 
related to sl1ortened treatment times as follows: 

- Patient #3 did not receive his prescribed dialysis 
time dw irni 5 of ·1 O lre<ilrnenlf; reviewed. 

A policy titled Carly Termination or Arriving Late 
for Treatment, revised 7 /'l/"12, stated /\Ml\ furrns 
were 'Tracked, tr·endcd <:tnd reported lo tt1e Gl/\I 
committee monlhly." 

In an interview on 'l/13/16 al 8:30 a.rn., U1e Clinic 
Manager said dal<:i rdalecl lo shortened treatment 
limes was not colli=ictecJ or rep01ted to the OAI 
committee. 

The facilily failed lo ensure all patient outcomes 
were inclucled in tl1e QAI pror1rnm. 

V /10 '1911.150 CFC-RESPONSIBll...ITIFS OF THF. 
MEDIC/\L DIRFCTOR 

V634 

v 7"10 
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This CONDITION is not met as evidenced by; 
Based on record review and staff interview it was 

determined the facillty failed to ensure the 
Medical Director provided oversight needed to 
ensure the delivery of quality patient care and to 
ensure the operation of an effective QAPI 
program. This failure created the potential for 
negative patient outcome for all patients dialyzing 
at the facility. Findings include: 

1. Refer to V540:Condition for Coverage Patient 
Plan of Care and the associated standard level 
deficiency as it relates to the Medical Director's 
failure to ensure patients' dialysis treatments 
were delivered as prescribed. 

2. Refer to V625:Condition for Coverage QAPI, 
and associated standard level deficiencies as 
they relate to the Medical Director's failure to 
ensure the operation of an effective QAPI 
program. 
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V 756 494.180(a)(4) GOV-ADM RESP i=OR V 756 
RESOURCES FOR QAPI 

The governing body or designated person 
responsible must appoint an individual who 
serves as the dialysis facility's chief executive 
officer or administrator who exercises 
responsibility for the management of the facility 
and the provision of alt dialysis services, 
including, but not limited to~ 
(4) Allocation of necessary staff and other 
resources for the facility's quality assessment and 
performance improvement program as described 
in §494.11 o. 
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This s·1'ANlJAkLJ is not met ;:is evidence(! by: 
Based on staff interview and QAI meeting 

rninutos review, it was determined the facility 
railed lo provide udcqucite stciff and resources 
necessary lor C2/\I <:lala colleclion. This fE1ilurc 
h;:id the potentiJI to impact t11e tieallh outcome~; 
of ;:ill patients <:lialy7.inn at the h.1cilily. Findinqs 
include: 

Review of QAI meeting minutes from 1 ?.//.015 · · 
2/16 showed there was no submission of patient 
chmt audit results. 

When ;:iskecJ in ;:in inte1view on 411 :-in fi ;:it 4:00 
p.rn., the Clinic Manager said she was 
.-esponsible fof c:iudiling palienl 1cuo1ds. She said 
lbese audils had sever<tl objeclive~; inr..:ludin~,J 
verificGtion t11at patients were receivin[J 
treatments :=is presr.rihed by their physicians. 

I lowever, she said, clue to being short staffed at 
the facility, she had been providing direct patient 
care and had not had tho time to perform pationt 
chart audits for several rnorilhs. She <.:onfirrncd 
tt1ere was no documentation of ch;:lrl audits in lhe 
OAI meeting minutes. 

The fa<.:ilily failed lo ensure lt1e pfovision of slaff 
lime Lo compile comprehensive dala for U1e 0/\1 
committee. 
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Fresenius Medical Care 

Dba Palouse Dialysis, Moscow, ID 

Plan of Correction for 

Medicare ESRD Recertification Survey 

Date of Survey: April 15, 2016 

V463 

On 0412912016, the Clinical Manager held a staff meeting and reinforced the expectations and 
responsibilities of the facility staff on policies: 

• Patient Monitoring During Patient Treatment 
• Initiation of Treatment Using an Arteriovenous Graft or Fistula and Optiflux Single Use Ebeam 

Dialyzer 
• Termination of Treatment Using Arteriovenous Fistula or Graft and Optiflux Single Use Ebeam 

Dialyzer 
• Pre-Treatment Safety Checks 
• Early Termination or Arriving Late for Treatment 
• Patient Non-Adherence to Schedule 
• Heparinization 
• Use of the Heparin Pump 

Emphasis was placed on: 

• Vital signs will be monitored at the initiation of dialysis and every 30 minutes, or more 
frequently, as needed. 

• If patient requests to leave treatment early the RN who evaluates the patient must document the 
rationale for early termination and reinforce the consequences of not receiving the entire 
prescribed treatment. If the prescribed treatment time is not possible, the charge nurse /team 
leader will notify the physician that the patient will not receive their prescribed treatment and 
obtain additional orders if required. The facility staff will make every attempt to assist the patient 
with rescheduling any lost treatment time. 

• A bolus loading dose is administered 3-5 minutes pretreatment with a second bolus dose 
administered mid treatment. 

• Check machine settings and measurements and document at the initiation of dialysis and at every 
safety check. Blood flow rate: Check prescribed blood flow is being achieved. Make 
adjustments as needed. Dialysate flow rate: Check setting is correct and the prescribed flow is 
being delivered. Unusual observations, findings and the inability to reach prescribed orders must 
be promptly rep01ied to the charge nurse/team leader. Notify the physician as determined by the 
clinical judgment of the charge nurse/team leader. 

Effective immediately, Clinical Manager or designee for a period of two weeks will daily monitor 50% of 
patient treatment sheets for variances >30min checks, shortened treatments, Heparin monitoring, BFR and 
DFR rate adherence. Adherence to the policy will result in the frequency reduced to 25% 3X weekly for 
two additional weeks and then 25% once a week for two weeks using daily audit tool. Once compliance 
sustained monitoring will be done through the medical record audit per QAI calendar. 
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Any ongoing non-compliance by staff, per the Conditions for Coverage and the FMC policy, will be 
addressed with corrective action as appropriate. 

The Clinical Manger is responsible to review, analyze and trend all data and Monitor/ Audit results as 
related to this Plan of Correction prior to presenting to the QAI Committee monthly. 

The Director of Operations is responsible to present the status of the Plan of Correction and all other 
actions taken toward the resolution of the deficiencies at each Governing Body meeting through to the 
sustained resolution of all identified issues. 

The QAI Committee is responsible to provide oversight, review findings, and take actions as appropriate. 

The Governing Body is responsible to provide oversight to ensure the Plan of Correction, as written to 
address the issues identified by the Statement of Deficiency, is effective and is providing resolution of the 
issues. 

The in-service sheets are available in the clinic for review. 

The deficiency was corrected on 5/11/16. 

V518 

On 4/29/16, the Clinical Manager held a staff meeting and reinforced the expectations and responsibilities 
of the facility staff on policies: 

• Comprehensive Interdisciplinary Assessment and Plan of Care 
• Measurement of Delivered Dose of Hemodialysis 

Emphasis was placed on: 

• All patients will have pre/post BUN drawn monthly, any patient that has a missed lab will be 
rescheduled for the next treatment day. 

• Physician will be notified of missed lab and rescheduled date. 

Effective immediately, 

Clinical Manager or designee will verify every month that every patient has a kt/v/URR result by running 
a lab ordered status report weekly. Any patient missing kt/v or URR will be rescheduled for next 
treatment. Compliance will be monitored through monthly lab order review reports. 

Any ongoing non-compliance by staff, per the Conditions for Coverage and the FMC policy, will be 
addressed with corrective action as appropriate. 

The Clinical Manger is responsible to review, analyze and trend all data and Monitor/ Audit results as 
related to this Plan of Correction prior to presenting to the QAI Committee monthly. 

The Director of Operations is responsible to present the status of the Plan of Correction and all other 
actions taken toward the resolution of the deficiencies at each Governing Body meeting through to the 
sustained resolution of all identified issues. 

The QAI Committee is responsible to provide oversight, review findings, and take actions as appropriate. 
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The Governing Body is responsible to provide oversight to ensure the Plan of Correction, as written to 
address the issues identified by the Statement of Deficiency, is effective and is providing resolution of the 
issues. 

The in-service sheets are available in the clinic for review. 

The deficiency was corrected on 5/11/16. 

V540 

The Governing Body acknowledges its responsibility to ensure Fresenius Medical Care Palouse Dialysis 
meets the needs of the patients by ensuring patients' individual needs addressed and patients receive care 
as ordered by their physician. 

The interdisciplinary team will develop and implement a written, individualized comprehensive plan of 
care that specifies the services necessary to address the patient's needs, as identified by the 
comprehensive assessment and changes in the patient's condition, includes measurable and expected 
outcomes and estimated timetables to achieve these outcomes and encourages the patient's participation 
in developing and updating the plan of care. 

The Governing Body, on 4/28/16, reviewed the Statement of Deficiencies and developed the following 
Plan of Correction ensuring that deficiencies are addressed, both immediately and with long term 
resolution. 

The Governing Body began meeting weekly beginning 516116 to review the results of the progress on the 
Plan of Correction ensuring that deficiencies are addressed, both immediately and with long term 
resolution. 

The Governing Body will determine when the frequency of these meetings may be reduced to the regular 
quarterly schedule. 

Effective Immediately: 

1. The Clinical Manager will analyze and trend all data and monitoring/audit results as related to this Plan 
of Correction prior to presenting the monthly data to the QAI Committee. 

2. A specific plan of action encompassing the citations as cited in the Statement of Deficiency has been 
added to the facility's monthly QAI (Quality Assessment and Performance Improvement) agenda. 

3. The QAI Committee is responsible to review and evaluate the Plan of Correction to ensure it is 
effective and is providing resolution of the issues. 

4. The Director of Operations (DO) will present a rep01i on the Plan of Correction data and all actions 
taken toward the resolution of the deficiencies at each Governing Body meeting through to the sustained 
resolution of all identified issues. 

5. The Governing Body, at its meeting of 4/28/16, designated the Quality Dept. to serve as Plan of 
Correction Monitor and provide additional oversight. They will patiicipate in QAPI and Governing Body 
meetings. This additional oversight is to ensure the ongoing correction of deficiencies cited in the 
Statement of Deficiency through to resolution as well as ensure the Governance of the Facility is 
presented current and complete data to enhance their governance oversight role. 

Minutes of the Governing Body and QAI meetings, as well as monitoring forms and educational 
documentation will provide evidence of these actions, the Governing Body's direction and oversight and 
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the QAI Committee's ongoing monitoring of facility activities. These are available for review at the 
facility. 

The responses provided for V 463, V5 l 8, V543, V544 describe, in detail, the processes and monitoring 
steps taken to ensure that all deficiencies as cited within this Condition are corrected to ensure ongoing 
compliance. 

The deficiency was corrected on 5/11/16. 

V543 

On 4/29/16, the Clinical Manager held a staff meeting and reinforced the expectations and responsibilities 
of the facility staff on policies: 

• Initiation of Treatment Using an Arteriovenous Graft or Fistula and Optiflux Single Use Ebeam 
Dialyzer 

• Termination of Treatment Using Arteriovenous Fistula or Graft and Optiflux Single Use Ebeam 
Dialyzer 

• Nursing Supervision and Delegation 

Emphasis was placed on: 

• Ensuring a plan of care was implemented by addressing volume status to reduce risk for fluid 
overload or dehydration. 

Effective immediately, 

Clinical Manager or designee for a period of two weeks will weekly monitor 50% of patient treatment 
sheets for variances> 0.5kg's. Adherence to the policy will result in the frequency reduced to 25% 2x 
weekly for two additional weeks and then I 0% once a week for two weeks. Once compliance sustained 
monitoring will be done through the medical record audit per QAI calendar. 

Any ongoing non-compliance by staff, per the Conditions for Coverage and the FMC policy, will be 
addressed with corrective action as appropriate. 

The Clinical Manger is responsible to review, analyze and trend all data and Monitor/Audit results as 
related to this Plan of Correction prior to presenting to the QAI Committee monthly. 

The Director of Operations is responsible to present the status of the Plan of Correction and all other 
actions taken toward the resolution of the deficiencies at each Governing Body meeting through to the 
sustained resolution of all identified issues. 

The QAI Committee is responsible to provide oversight, review findings, and take actions as appropriate. 

The Governing Body is responsible to provide oversight to ensure the Plan of Correction, as written to 
address the issues identified by the Statement of Deficiency, is effective and is providing resolution of the 
issues. 

The in-service sheets are available in the clinic for review. 

The deficiency was corrected on 5/11/16. 
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V544 

On 4/29/16, the Clinical Manager held a staff meeting and reinforced the expectations and responsibilities 
of the facility staff on policies: 

• Comprehensive Interdisciplinary Assessment and Plan of Care 

Emphasis was placed on: 

• All patients' kt/v result will be reviewed weekly. Any patient that is not meeting the kt/v goal of 
1.4 will be further investigated and discussed with the physician. 

• ICHD Adequacy tool will be implemented for any patient not meeting adequacy to assess for root 
causes. 

Effective immediately, 

Clinical Manager or designee will review patient lab results weekly and consult the physician for order to 
increase BFR, increase DFR, increase dialyzer, or increase time as indicated. Compliance will be 
monitored through monthly lab order review reports. 

Any ongoing non-compliance by staff, per the Conditions for Coverage and the FMC policy, will be 
addressed with corrective action as appropriate. 

The Clinical Manger is responsible to review, analyze and trend all data and Monitor/ Audit results as 
related to this Plan of Correction prior to presenting to the QAI Committee monthly. 

The Director of Operations is responsible to present the status of the Plan of Correction and all other 
actions taken toward the resolution of the deficiencies at each Governing Body meeting through to the 
sustained resolution of all identified issues. 

The QAI Committee is responsible to provide oversight, review findings, and take actions as appropriate. 

The Governing Body is responsible to provide oversight to ensure the Plan of Correction, as written to 
address the issues identified by the Statement of Deficiency, is effective and is providing resolution of the 
issues. 

The in-service sheets are available in the clinic for review. 

The deficiency was corrected on 5/11/16. 

V625 

The Governing Body of Palouse Dialysis acknowledges its responsibility to ensure process in place to 
collect data and review for treatment adjustments. 

The interdisciplinaty team will develop and implement a written, individualized comprehensive plan of 
care that specifies the services necessary to address the patient's needs, as identified by the 
comprehensive assessment and changes in the patient's condition, includes measurable and expected 
outcomes and estimated timetables to achieve these outcomes and encourages the patient's participation 
in developing and updating the plan of care. 
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The Governing Body, on 4/29/16, reviewed the Statement of Deficiencies and developed the following 
Plan of Correction ensuring that deficiencies are addressed, both immediately and with long term 
resolution. 

The Governing Body began meeting weekly beginning 5/6/16 to review the results of the progress on the 
Plan of Correction ensuring that deficiencies are addressed, both immediately and with long term 
resolution. 

The Governing Body will determine when the frequency of these meetings may be reduced to the regular 
quarterly schedule. 

Effective Immediately: 

1. The Clinical Manager will analyze and trend all data and monitoring/audit results as related to this Plan 
of Correction prior to presenting the monthly data to the QAI Committee. 

2. A specific plan of action encompassing the citations as cited in the Statement of Deficiency has been 
added to the facility's monthly QAI (Quality Assessment and Performance Improvement) agenda. 

3. The QAI Committee is responsible to review and evaluate the Plan of Correction to ensure it is 
effective and is providing resolution of the issues. 

4. The Director of Operations (DO) will present a report on the Plan of Correction data and all actions 
taken toward the resolution of the deficiencies at each Governing Body meeting through to the sustained 
resolution of all identified issues. 

5. The Governing Body, at its meeting of 4/29/16, designated the Quality Dept. to serve as Plan of 
Correction Monitor and provide additional oversight. They will participate in QAPI and Governing Body 
meetings. This additional oversight is to ensure the ongoing correction of deficiencies cited in the 
Statement of Deficiency through to resolution as well as ensure the Governance of the Facility is 
presented current and complete data to enhance their governance oversight role. 

Minutes of the Governing Body and QAI meetings, as well as monitoring forms and educational 
documentation will provide evidence of these actions, the Governing Body's direction and oversight and 
the QAI Committee's ongoing monitoring of facility activities. These are available for review at the 
facility. 

The responses provided for V634 describe, in detail, the processes and monitoring steps taken to ensure 
that all deficiencies as cited within this Condition are corrected to ensure ongoing compliance. 

The deficiency was corrected on 5/11/16. 

V634 

On 4/29/16, the Clinical Manager held a staff meeting and reinforced the expectations and responsibilities 
of the facility staff on policies: 

• Initiation of Treatment Using an A1ieriovenous Graft or Fistula and Optiflux Single Use Ebeam 
Dialyzer 

• Termination of Treatment Using A1ieriovenous Fistula or Graft and Optiflux Single Use Ebeam 
Dialyzer 

• Patient Monitoring During Patient Treatment 
• Nursing Supervision and Delegation 
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• Pre-Treatment Safety Checks 

Emphasis was placed on: 

• Ensuring a plan of care was implemented by addressing blood flow rate being delivered and 
adequate documentation is in place for any patient not able to meet prescribed blood flow as 
ordered by physician. 

Effective immediately, 

Clinical Manager or designee for a period of two weeks will weekly monitor 50% of patient treatment 
sheets for variances in blood flow rate that do not meet physician order, heparin delivered as prescribed, 
Vital Signs every 30 minutes, and prescribed length of dialysis. Adherence to the policy will result in the 
frequency reduced to 25% 2x weekly for two additional weeks and then 10% once a week for two weeks. 
Once compliance sustained monitoring will be done through the medical record audit per QAI calendar. 

Any ongoing non-compliance by staff, per the Conditions for Coverage and the FMC policy, will be 
addressed with corrective action as appropriate. 

The Clinical Manger is responsible to review, analyze and trend all data and Monitor/Audit results as 
related to this Plan of Correction prior to presenting to the QAI Committee monthly. 

The Director of Operations is responsible to present the status of the Plan of Correction and all other 
actions taken toward the resolution of the deficiencies at each Governing Body meeting through to the 
sustained resolution of all identified issues. 

The QAI Committee is responsible to provide oversight, review findings, and take actions as appropriate. 

The Governing Body is responsible to provide oversight to ensure the Plan of Correction, as written to 
address the issues identified by the Statement of Deficiency, is effective and is providing resolution of the 
issues. 

The in-service sheets are available in the clinic for review. 

The deficiency was corrected on 5/11/16. 

V710 

The Medical Director acknowledges his responsibility to: 

• Ensure responsibility for the staff performance and compliance, patient rights, patient assessment, 

patient plan of care, and governance 

• Allocation of necessary staff and other resources for the facility's quality assessment and 

performance improvement program 
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• Be actively involved in the oversight and implementation of the facility's policies and procedures 

for the infection control program, physical environment, patient rights, patient assessment, patient 

plans of care, personnel qualifications, and medical records 

• Evaluate data collected for revision of improvement plan as necessary until resolution 

The Governing Body, on 4/29/2016, reviewed the Statement of Deficiencies and developed the following 

Plan of Correction ensuring that deficiencies are addressed, both immediately and with long term 

resolution. 

The Governing Body began meeting weekly beginning 5/6/2016 to review the results of the progress on 

the Plan of Correction ensuring that deficiencies are addressed, both immediately and with long term 

resolution. 

The Governing Body will determine when the frequency of these meetings may be reduced to the regular 

quarterly schedule. 

Effective Immediately: 

1. The Clinical Manager will analyze and trend all data and monitoring/audit results as related to this Plan 

of Correction prior to presenting the monthly data to the QAI Committee. 

2. A specific plan of action encompassing the citations as cited in the Statement of Deficiency has been 

added to the facility's monthly QAI (Quality Assessment and Performance Improvement) agenda. 

3. The QAI Committee is responsible to review and evaluate the Plan of Correction to ensure it is 

effective and is providing resolution of the issues. 

4. The Director of Operations (DO) will present a repmi on the Plan of Correction data and all actions 

taken toward the resolution of the deficiencies at each Governing Body meeting through to the sustained 

resolution of all identified issues. 

5. The Governing Body, at its meeting on 4/29/16, designated the Quality Dept. to serve as Plan of 

Correction Monitor and provide additional oversight. They will participate in QAPI and Governing Body 

meetings. This additional oversight is to ensure the ongoing correction of deficiencies cited in the 

Statement of Deficiency through to resolution as well as ensure the Governance of the Facility is 

presented current and complete data to enhance their governance oversight role. 

Minutes of the Governing Body and QAI meetings, as well as monitoring forms and educational 

documentation will provide evidence of these actions, the Governing Body's direction and oversight and 
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the QAI Committee's ongoing monitoring of facility activities. These are available for review at the 

facility. 

The responses provided for V540 and V625 describe, in detail, the processes and monitoring steps taken 

to ensure that all deficiencies as cited within this Condition are corrected to ensure ongoing compliance. 

The deficiency was corrected on 5/11/16. 

V756 

On 4/28/16, the Director of Operations held a meeting with Medical Director to review the Statement of 

deficiencies and reinforced the expectations and responsibilities of the Medical Director and Governing 

body on below stated responsibilities: 

• Maintain oversight and monitoring of the QAPI program which ensures safe, effective delivery of 

patient care and outcomes and failure to identify systems to improve patient care and decrease 

adverse patient outcomes. 

• Compilation of comprehensive data for the QAPI program to review and analyze. 

• Allocation of necessary staff and other resources for the facility's quality assessment and 
performance improvement program 

By 5/6/16, Clinical Manager or designee will have audited 10% of Medical records and have data for 

Governing Body and QAI to review. The QAPI Committee, will ensure the immediate and ongoing 

identification of potential and actual problems to patient care and take appropriate steps to identify the 

root causes and to develop, implement and track corrective actions through to resolution. 

Effective immediately, Director of Operations will review staffing and ensure facility has adequate staff 

for Clinical Manager to perform her duties as discussed above. 

Any issues/problems will be addressed within the QAPI via steps as noted throughout the POC, 

documented in the QAPI minutes, and formally rep01ied to the Governing Body. Minutes of the 

Governing Body and QAPI meetings, as well as, monitoring forms, educational documentation will 

provide evidence of these actions, the GB's direction and oversight and the QAPI Committees ongoing 

monitoring of the facility's activities. These are available at the facility for review. 

Any ongoing non-compliance by staff, per the Conditions for Coverage and the FMC policy, will be 

addressed with corrective action as appropriate. 
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