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February 22, 2011

Victoria Naumann, Administrator
Liberty Dialysis Nampa

280 West Georgia Avenue
Nampa, [D 83686

RE:  Liberty Dialysis Nampa, Provider #132516
Dear Ms. Naumann:

Based on the survey completed at Liberty Dialysis Nampa, on February 11, 2011, by our staff, we
have determined Liberty Dialysis Nampa is out of compliance with the Medicare ESRD
Conditions for Coverage on CFC-Infection Control (42 CER 494.30), CFC-Patient Plan of
Care (42 CFR 494.90) and CFC-QAPI (42 CFR 490.110). To participate as a provider of
services in the Medicare Program, an ESRD must meet a]l 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
Liberty Dialysis Nampa, to furnish services of an adequate level or quality. The deficiencies are
described on the enclosed Statement of Deficiencies/Plan of Correction (CMS-2567).

You have an opportunity to make corrections of those deficiencies, which led to the finding of
non-compliance with the Conditions for Coverage referenced above by submlﬁlng a written

Credible Allegation of Comphance/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;
¢ The plan must include the procedure for implementing the acceptable plan of correction
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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; :

e 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 each form.

Such corrections must be achieved and compliance verified by this office, before March 28,
2011. 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 March 14, 2011.

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
March 3, 2011.

Failure to correct 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 corrected.

We urge you to begin correction immediately.

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

Sincerely,
(e Odlaear /éy/ ' W
TRISH O'HARA NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
TRISH O'HARA/stm
Enclosures

ec: Debra Ransom, R.N., R.H.I.T., Bureau Chief
Kate Mitchell, CMS Region X Office
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The following deficiencies were cited during the
Medicars recertiffcation survey of your ESRD
facility. Surveyor conducting the recertification
was!

Trish O'Hara, R.N., H.F.S.

Acronyms used in the report include: This provider respectfully requests

AMA - Against Medical Advice that this 2567 Plan of Correction be
BFR - Blood Flow Rale considered the Letter of Credible
CVG - Central Venous Catheter (used {o remove Allegation of ¢ omplian ce:

blcod from {he body for cleaning)

EDW - Estimated Dry Weight

ESRD ~ End Stage Renal Diseasa

[DT - Interdigciplinary Team

kg - kilogram

K&V - the measurs of dialysis adequacy using
dialysis fime, blood flow rate, dialysate flow rate,
and dlalyzer size

m! - millliter

FOC - Plan of Care

QAPI - Qualily Assurance Petformance
Improvement

V 110 494.30 CFCINFECTION CONTROL. vV 1i0

This CONDITION is not met as evidenced hy:
Based on observations, staff interview, and
review of policy and pracaedure, it was determined
the facility failed fo ensure staff consistently
implemented estabiished Infectior: control
practices necessary to minimize patients’ risk of
septicemia infecfions. TFhis resulted In the risk of
infection to patients recelving in-center

" hemodialysis. The findings include:

1. Refer to V147 as it relates fo the facllity's
(ABNRATORY DIRECTORSOR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {46} DATE

Al R 3 - o — .
Any d\éﬁ@ﬁancyﬁstatement endlng with an asterlsk (*) denoles a deliciengy which the instifullon nray be excused from coﬂ:elecling providing it is de%ermined ihat
ofher sefeguards provide sufficient protection ta tha patients. {See Inslruclions.) Except for nursing homes, the findings stated above are disclusable 90 days
folfowtng the date of survey whether or not & pian of cortection is provided. For nusing homes, the above findings and plans of correction arz disclosable 14
days Tolfowing the date these documents are made avaifable to the facilily. If deficiencles are oiled, an approved plan of correetion is requisile o contiued

program padicipation,

k;EJRM CMS-2567{02-90} Previalls Verslons Obsolele Event{D:ROQB4T Facility 19: 132516 If continuatior shesf Page 1 of 22
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V 118 | Continued From page 1 V110
failure fo ensure staff adherence to appropriate
infection confrol guidelines for the care of CVCs.
V 147 | 494.30(z)(2) IC-STAFF V147| V110
EDUCATION-CATHETERS/ICATHETER GARE V147
Recommendations for Placement of Intravascular What corrective actions will be
Catheters in Adults and Children :;J.lplm,nenmd to correct the
I. Health care worker education and fraining ialysis fitcﬂlty failure to ensure
A. Educate health-care workers regarding the ... staff consistently implemented
appropriate Infection control measures to prevent established infection control
infravascular catheter-related infections, practices necessary {0 minim:
B. Assess knowledge of and adherence to Honte? 1 Ty 16 mmimize
guidelines periodically for all persons who pa Ielfts risk of sgpticemia
manage infravascular catheters. - infections.
it. Surveillance -
A, Monitor the catheter sltes visually of individual
patients. If patients have tenderness at the o Tniti .
insertion site, faver without obvious source, or nitiate a revised policy and
other manifestations suggesting local or BSI Procedure for placement of
{blood stream Infection], the dressing should be intravascular catheters §
removed {0 allow thorough examination of the and children to re ﬂe?;lts n adults
site. manufactures of Alcavis’s
Gentral Venous Catheters, including PICCs, recomuigndation for length of 3/7/20m

Hemodialysts, and Pulmonary Arfery Catheters in
Adult and Pediatric Patlents.

V1. Catheter and catheter-site care

B. Antibintic lock solutions; Do not routinely use
antibiotle lock soluflons fo prevent CRBSI
[catheter related blood skream infections].

This STANDARD is notmet as evidenced by:
Based on observaticns, staff Interview, and

time of soak and cleansing ports.

FORM CMS-2667{02-08) Previous Versicns Obsolele

Event ID:R0CS11

Fadiity [D; 132516

If cordinuralion shoet Page 2 of 22
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review of policy and procadure, it was dafermined
the facility failed to ensure staff adequately
disinfected CVC poris prior to connecting fo and
disconnecting from the kemodialysis system, for
4 of 4 pailents, (#3, # 5, #7,and #10}, whose
ireatments were observed and who had a GVC in
place. This failure exposed palfents to
intravascular catheter related infections, Findings
Include:

1. The facility's policy, titled “SubclavianflJ
Catheler: Initiatlon of Dialyals,” dated 9/10/2010,
directed sfaff to "place an open sterlls 4x4 [gauze]
under each extension. Saturate each sterite 4x4
with Betadine or Alcavis 50% [a high lavel
disinfectant]. First scrub each catieter cap, then
scrub clamps, then extension tubes and tha 'Y*
connector, Wrap the end caps with a frash
solution soaked gauze, then wait 5 minutes
before continuing."

The facility's policy, titled "Subclavian/ld Catheler:
Termination of Dialysis and Post-Dialysis Care,"
dated 91042010, directed staif fo "place an open
gterile 4%4 under the catheter. Soak with
disinfectant and scrub ecnnections for2 - &
minutes.”

The ritation and termination of dlalysis policies
were not implemented as follows:

a. Paffent#3 was a 36 year old male wha
dialyzed using 2 CVC. On 2/10/11 at 11:40 AM.
a staff member was observed preparing Patlent’
#3's CVC ports for Initlation of dlalysis. A gauze
soaked in Alcavis, was wrapped around the poris
and remalred in place for 1 minute. The gauze
was then removed and staff opened the CVC
ports and connected them fo the dialysis blood

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BULDING .
B.WING
132518 0211120114
WMAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CORE
280 WEST GEQRGIA AVENUE ’
LIBERTY DIALYSIS NAMPA
MAWMPA, ID 83686
{d) 1D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAR OF CORREGTION {X5)
PREEIX {FACH DEFICIENCY MUST BE PRECIEDED BY FULL PREFIX (EACH GORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE OATE
DEFICIENGY)
V 147 | Continued From paga 2 V147

e Revised policy and
procedure approved by
GB 3/1/2011

o Staff in-service on new
policy and procedure and
skills checldist signed off
and educational record
placed in personmel folder

3/8/2011

o Divisional Educator
scheduled to provide
onsite education to all
staff on infection control
Mareh 8 2011

o Divisional educator will
do infection control audit
and present findings to
Nurse Manager who will
present to February’s
QAPI meeting

3/8/2011

3/8/2011

3/8/2011

FORM CMS-2557(02-99) Previcys Vergions Obsolale

Event ID:ROQG11

Faciliy I: 132616
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 procedure.

‘disconnecting Patient #7's CVC poris from the

from outside the facilily during the dialysis

¢. Paflent#7 dialyzed using a CVG. On 2111711
at 11:15 A.M, a staff member was observed

dialysis blood lines at the end of the dialysis
treatment. She wrapped an Alcavis soaked
gauze around the port connections and sseeured [t
with a clamp. The gauze remained clampsd in

DIALYSIS NAMP
LIBERTY NAWPA NAMPA, ID 83686
@) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY JUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATDRY OR I.5C IDENTIFYING iNF ORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 147 | Continuted From page 3 \ 147
lines. At3:10 P.M., another staff member, who
was orlenting, was observed disconnecting the
CVG ports from the dialysis biood iines af {he end
of Patient #3's dialysis treatment. The staff What . .
member used no disinfecting precedure prior to at measures will be put into
disconnecting the CVC porls. place or what systemic changes
' ou will make to
In an inferview on 2/10/11 at 400 P.M., the staff : eficient practi e:’;sum that the
member stated she was being talned. The tent practice does not recur:
frainer sald she thought the ports did not require
thorough disinfecting at the end of dlalysis o Iufeetion cont :
because fhey had not been exposed fo germs will be 1 i_ﬂaaudm 3/4f2011
from oltside the facility during the dialysfs completed weekly x
procedure, 4, then monthly.
e Infection control audit
b. Patient#5 was a 76 year old male who :
dialyzed using a GVC. On 2/10/11 at 3:45 P.M., a will be completed by a
staff member was observed disconnecting Patient different staff persen each
#5's CVC ports from the dialysis blood iines at the week, Rotated until all
end of the dlalysis treatiment. She wrapped an staff have done an
Alcavls soaked gauze around the port infecti .
connections and scrubbed the ports for 35 Intection control audit
seconds. She then disconnected the GVG porls o Results will be reported to
from the blood fines. Nurse Manager who will ~ 3/24/2011
In an Interview on 2110/ 1 at 400 P.M, the staff then report to the
member stated she did not think the ports needed Monthly QAPT meeting
to be thoroughly disinfected at the end of dialysts and reviewed by Medical
because they had not been exposed o germs Director

FORM CMS-2567(02-89) Pravious Verslons Qbsclete

Event |1D:ROGAETE

Facility 1D: 182616
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V147 | Continued From page 4 V147
place for two minutes. When the patlent stood up
for a blood pressure check, the gauze fell to the How the corrective actions will
floor and the CVC poris were contaminated by .
touching a clothing protecior. The staff member be Jl_n?m@re(ﬂ t? enszmre the
replaced the gavze with a clean Alcavis soaked fiefwneml practice will not recur,
gauze. This remained in place for 15 seconds. i.e., what quality assurance
The staff member then disconnected the CYC rosram will be put tnto place:
ports from the blood lines. prog P place:
d. Patient #10 dialyzed using a CVC vascular o  Weekly infection control
access. On 2/10/11 at 41:00 A.M, a staff audit x 4 results reported
member Was observed Initiating Patient#10's . 12/2
dialysis treatment. The staff wrapped an Alcavis to Mout.hly QATI meeting /3/2011
soaked gauze around the GVC ports. The gauze and reviewed by Medical
remained in place for 85 seconds. Staff then Director and Nurse
removed the gauze, opened the CVC ports, and .
connected them fo the dialysis blood lines, At Manager. e
3:30 P.M. on 2/10/11, the same staff member o Monthly infection contirol
was observed disconneciing Patient #10's CVC audits will be reviewed in 201
ports from the dialysis blood lines at the end of monthl PI meetings - |3/24/201
her dialysls freatment. The staff member by M dj.f QIA D.I mt elngs -
wrapped an Alcavis soaked gauze around the y Medical Lirector
QVC ports and scrubbed the ports for 1 minute 20 o Quarterly infection
seconds. She then disconnecied the CVC ports control audit to be done
from the blood lines. by Divisi e

y Divisional Quality 4/19/2011
In an interview on 2/10/11 at 4:00 P.M., the staff Director and results :
member stated she did not think the ports needed reported to the Monthly
fo be thoroughly disinfected at the end of dialysis .
because they had nof been exposed fo germs QAPT meeting.
from outside the facility during the dialysis
procedure. o
Who will b&#sponsi

The facility falled to ensure staff protected maliteinin o P I;.Slbl_e for
patients from infection by adhering to infection aming correction:
control guidelines and facility policy to prevent
infection when Initiating and terminating dialysis. o Veronica Naumann RN

V 540 | 494.90 CFC-PATIENT PLAN OF CARE V 540 Nurse Manager

FORN CM8-2567(02-09) Previvus Versions Obsolete

Event ID:RGQBT1

Facdilly 1Dz 132516

If condinuation sheef Page 5 of 22

W




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 02/18/2011
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
132516 B.WING 02(11/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
280 WEST GEORGIA AVENUE
LIBERTY DIALYSIS NAMPA NAMPA, [D 83686
x4 ID SUMMARY STATEMENT OF DEFIC/ENCIES D PROVIDER'S PLAN OF GORREGTION 1)
PREFIX {FACH DEFIGIENGY MUST AE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

V 540 Continued From page 5 V 540
This CONDITION is nof met as evidenced by:
Based on ebservation, record review, and staff
interview, it was determined the facllily failed to V540 V541 Y542 v¥545
ensure POCs were developed, updated, and
implemented to ensura patients were receiving . . .
dlalysis as prescribed. The cumulative effect of :What corrective actions will be
these failures had the potentlal to result in implemented to correct the
patients receiving inadequate dialysis. The dialysis facilitys failure to ensure
findings include: POCs were developed, updated
1. Refer to V541 as it relates to the facllity's aﬂf{ implemented to ensure
failure to ensure POCs were implemented. patients were receiving dialysis as

. " prescribed:

2. Rafer to V542 as it refates to the facflity's
failure to ensure a comprehenslve POC was
developed by the IDT.  Initiate a revised POC form that
3. Refer fo V543 as it relates to the faciliy's includes review of monthly
failure to ensure POCs adequately addressed prescribed blood flow rate,
volume status. estimated dry weight(RDW) and

V 841 | 494,90 POC-GOALS=COMMUNITY-BASED V 541 dialysis ti
STANDARDS me {see

attached)
The Interdisciplinary team as deflned at §494.80
must develop and implement a wrillen,
individualized comprehensive plan of care that . ® Revised POC form approved by | 3/7/2011
specifies the services necessary to address the GB
patient’s needs, as identified by the ‘
comprehensive assessment and changes in the 3/7/2011
patient's conditlon, and must Include measurabie .
and expected oufcomes and estimated timatables
to achteve these outcormes. Tha oufcomes
spacified in the patient plan of care must be
consistent with current evidence-based
professionally-accepted clinfcal practice
standards.
FORM CMS-2607(02-98) Frevieus Verslons Obgolels Event ID: ROG614 Facility (D: 132516 5 of 22
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V 541

Continued From page 6

This STANDARD is not met as evidenced hy:
Based on observation, record review and staff
interview, it was determihed the facility falled to
ensure patlents’ POCs were implemented fo
ensure they were provided with thelr prescribed
dose of dlalysis, Including prescribed BFRs and
prescribed dialysls freatment times for 6 of 6
patients, (#1 - #6), whose dialysls prescriptlons,
dialysls treatment sheets, and POCs were
reviewad, This failure had the potentiat for
cumulative Inadequata dialysls for patients.
Findings include:

1. Palient #5 was a 76 year old male whose
hemodialysis preseription orderad a dialysis time
of 2160 minutes for each treatment and a BFR of
450 miliminute during each freatment,

Patient #5 was observed duying the termination of
his dialysis treatment on 2/16/11 at 2:30 £.M.
Patient #5's machine showed 0:00 fime laft on the
RTO {remaining time o dialyze} clock, which
represented the actual elapsed time during a
dialysls treatment. At the same time, Pattant ##5's
UF {ultrafifiration) clock showed 2:00 minutes
remalning, which represented the time elapsed
during which the machine was actually performing
waste and fluid removal. Staff discontinued
Patiant #5's treafment according fo the RTD clock
rather than the UF clock, Palient #5's ireatment
was ended early with 2 minutes of dialysis time
remaining.

Patiant #8's treatiment sheefs were reviewed from
1£1#11 through 2/5/11 and documented
prescribed dialysls time and BFR were not
attained as follows: ’

V 541

o Staff in-service on new

POC
3/8/2011

o Reviewed monthly at the
IDT Plan of Care meeting
with Physician, Dietitian, 3/24/2011

MSW, and RN.

3/8/2011

FORM CMS-2567{02-98) Pravious Verslons Obsolele Event JD:R0QG11

Fecllily 1D; 132516
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SUMMARY STATEMENT OF DEFICIENCIES

1]

PROVIDER'S PLAN OF CORREGTION

X4) 1D -
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V 641 | Gontinued From page 7 V841

11141 - Time: 198 minufes, BFR:199
11411 - Time: 4190 minutes

16/ ~ BFR: 381

1/8M1 1 - Time: 198 minufes, BFR: 381
1111111 - Time: 205 minutes, BFR: 433
11311 - Time: 208 minutes

11511 - Time: 186 minutes, BFR: 365
141811 - Time; 200 minutes, BFR; 409
172211 - Time: 203 minutes, BFR: 441
1128011 - Time: 192 minutes, BFR: 402
1126111 - Time: 195 minutes, BFR: 442
1129111 - BFR: 392

21111 - BFR: 426

213111 - BFR: 369

2/5f1 - BFR: 412

Prescribed time was not attained for 10 of 15
dialysis freatments (representing a cumuiative
loss of 116 minutes of dialysis in one month} and
prescribed BFR was not aftained for 13 of 15
dialysis treatments, There was no documentation
Pafient #5's POC had been updated to address
decreaset time or BFRs.

In an interview on 2/9/11 at 8:00 AM., the Nurse
Manager confifmed Patlent #5 did not attain
prescribed dialysls time during 87% of reviewed
treafments and did not atfain prescribed BFR
during 86% of reviewed freatments. The Nurse
Mlanager confirmed Patient #5's POC had not
heen updated to addrass the decreasad
treatment time or decreased BFRs.

2. Patlent#1 was a 68 year old female whose
hemodialysts prescription ordered a dlalysls time
of 240 minutes for each treatment and a BFR of
450 mifminute during each treatment, Treatment
sheets were revlewed from 1/8/11 through 2/4/11
and documented prescribed dialysis time and

What measures will be put into
place or what systemic changes
you will make fo ensure that the .
deficient practice does not recur:

o Plan of Care audit will be
completed monthly by
dietitian to moniter
compliance

° Results will be reported to
Nurse Manager who will
then report to the
Monthly QAP meeting
and reviewed by Medical
Director

‘ 3/8
Review of EMR Desk audit weekly

by Nurse Manager to monitor for
any variance in meeting
prescribed EDW, BFR, or dialysis
time will be completed and
reported to monthly Care Plan
meeting as well as monthly QAPY

[2011
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BFR were not altained as follows;
11511 - Time: 225 minutes How the corrective actions will
7M1 - Time: 236 minutes, BFR: 396 nitored to ensure the
1101 - Time: 174 minutes, BFR: 398 ’ge i"_n? :"r dioe woill 10t yocHr
1742/11 - BER: 369 : ciicient prag 'IC@ Wil not IrecCilr,
1114111 - Time: 169 minutes i.e., what guality assurance
117141 - BFR: 372 program will be put into place:
119111 - Time: 230 minutes .
1/214/41 - Time: 238 minutes, BFR: 431
1/24M1 - BFR: 398 )
1126111 - Time: 237 minutes o Monthly plan of care
;jg;{y . %‘; R43g5 audit will be completed by
914111 - Time: 198 minutes, BFR: 441 dietitian for completeness
of individual POC
Prescribed treatment tims was not aftalned during
8 of 13 treatments (representing a cumulative . .
loss of 218 minutes of dialysis during one month) ° MOHHI,IYPO(; audits will
and prescribed BFR was nof attained for @ of 13 be reviewed in monthly
dialysis treatments. There was no documentation QAPI by Medical Director
Patient #1's POC had been updated to address
dacreased treatiment fiimes or BFRs, v s
o EMR Desk audit willbe 3/, /
In an interview on 2/9/11 at 9:00 A.M., the Nurse reviewed by medical 011
Manager confirmed Patient #1 did not attain Director in monthly OAPT
prescribed dialysis time during 89% of reviewed i y QAFI
freatments and did not attain preseribed BFR meelmg
during 62% of reviewed treafinents. The Nurse
Manager conffrmed Patient #1's POC had not
heen updafed to address the decreased : .
treatment time or decreased BFRs, Compliance date: 3/3//2011
3. Patient#2 was a 59 year old male whose
hemodialysis preseription ordered a dialysis tima
of 195 minutes for each treatment and a BFR of
450 mifiminute during each treatment, Treatment
sheets ware raviewed from 1/3/11 through 2/7/11
and documented prescribed dialysis time and
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BFR ware not atfained as follows:

11611 - BFR: 424

17111 - Time: 182 minutes, BFR: 423
110/11 - BFR; 434

1112111 - BFR: 4486

114711 Time; 193 minutes, BFR: 435
117111 - BFR: 434

119711 - Time: 188 minutes

212111 - Time: 197 minutes

i"rescribed freatment time was not attained during
4 of 16 treatments (representing a cumulative
loss of 25 minutes of dialysis during one month)
and prescribed BFR was not attained for 6 of 16
diglysis treatiments. There was no documentation
Patient #2's POC had been updated to address
decreased lreatment times or BFRs,

In an interview on 2/8/11 at §:00 A.M,, the Nurse
Manager confirmed Patlent #2 did not atfaln
prescribed dialysts fime during 25% of reviewed
treatments and did not attain prescribhed BFR
during 37.5% of reviewed treatments. The Nurse
Manzager confirmed Patient #2's POC had not
bsen updated to address the decteased
freatment time or decreased BFRs.

4, Patient #3 was a 36 year old male whose
hemodialysis prescription ordered a dialysis time
of 240 minutes for each freatment and a BFR of
450 mifminute during each treafment, Treatiment
sheets were reviewed from 1/20/11 through
2/511 and documented prescribed dialysis timea
and BFR were not attained as follows:

172211 - BFR: 394
1725111 - Time: 226 minutes, BFR: 400
/27111 - BFR; 367
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Who will be responsible for
maintaining correction:

o Veronica Naumann RN
Nurse Manager

FORM CMS-2567(02-99) Previous Versfons Obsolele

Event ID: ROQS1

Facllity ID: 132516

[f continuation sheel Page 10 of 22

W




PRINTED: 0211812011

DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0038-0391
STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPLIER/CLIA [X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUNBER: GOMPLETED
A BUILDING
132618 - WG 021112011
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS, CITY, STATE, ZIP CORE
280 WEST GEORGIA AVENUE
LIBERTY DIALYSIS NAMPA
NAMPA, 1D 83686
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 481
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INF ORMATION) TAS GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 541 | Continued From page 10 V 541

172911 - BFR: 384
2/1/11 - BFR: 384
2/4111 - BFR: 403
2/6/11 -~ BFR: 380

Presciibed freatment time was not attained during
1 of 8 treatrenis (representing a cumulative [oss
of 14 minutes of dialysis during a 3 week perlod)
and prescribed BFR was not aitained for 7 of 8
dialysis treatments. There was no documentation
Patfent #3's POC had been updated to address
decreased treatment times or BFRs.

Ity an interview on 2/9/11 at 3:00 A.M.,, the Nurse
Manager confirmed Patient #3 did not atfain
prescribed dialysis time during 12.5% of reviewed
treatments and did not aftain prescribed BFR
during 87.5% of reviewed treaiments. The Nurse
Manager confirmed Patient #3's POC had not
been updafed to address the decreased
freatment time or decreased BFRs.

5. Paflent#4 was a 78 year old female whose
hemedialysis prescription ordered prescription
ordered a dialysls time of 210 minutes for each
treatment and a BFR of 400 mifiinute during
each treatment. Treatment sheets were reviewed
from 1/4111 through 2/5/11 and documented
prescribed dialysts time and BFR were not
attained as follows:

18/11 - BFR: 395

1/43/41 - Time: 205 minutes

1/15/11 - Time; 208 minutes

141811 - BFR: 383

1/20/11 - BFR; 391

1/25/11 - Time: 204 minutes

214141 - Time: 208 minutes, BFR: 392
273111 - Time: 184 minutes
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2/5/11 - Time: 206 minutes

Prescribed freatment fime was not attained during
8 of 13 treafments (representing a curnulative
loss of 34 minutes of dialysis during one month)
and prescribed BFR was not atfalnsd for 4 of 13
dialysls {reatments, There was no documentation
Patient#4's POC had been updated to address
decreased treatment times or BFRs.

In an interview on 2/8/11 at 9:00 A.M., the Nurse
ivianager confirmed Palient #4 did nof aftain
preseribed dialysis ime during 46% of reviewed
treatments and did nof attain prescribed BFR
during 31% of reviewed treatments. The Nurge
Manager confirmed Patient #4's POC had not
been updated to address the decreased
treatment time or decreased BFRs,

6. Patient#6 was & 78 year old male whose
hemodialysls prescription ordered a dlalysis time
of 240 minutes during each treaiment and a BFR
of 450 mliminute during each treaiment.
Treatment sheets weye reviewed from 1/3/11
through 2/4/11 and documented prescribed
dialysfs time and BFR were not attained as
follows:

113111 - Time: 230 minutes, BFR: 421
11511 - Time: 200 minutes, BFR: 449
117114 - BFR: 449

1112711 - BFR: 401

114111 - BER; 438

Patient #5 was hospitalized 11914 - 1/26/11. No
freatment sheets were available from that time
period for review.

1128111 - BFR: 351
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1131411 ~ Time: 236 minufes, BFR: 400
2/2111 - BFR: 390
2/4f11 - Time: 237 minutes, BFR: 3388

Prescribed treatment time was not attalited during
4 of 10 treatments (representing a cumulative
foss of 57 minutes of dialysis during one month)
and prescribed BFR was not attained for 9 of 10
dialysis freatments. There was no documentation
Patlent #6's POC had been updated fo address
decreased treatment #imes or BFRs.

In an Interviaw on 2/8/11 at 9:00 A.M., the Nurse
Manager conflrmed Patient #6 did not attain
prescribed dialysis ime during 40% of reviewed
treatments and did nof attain prescribed BFR
during 90% of reviewed treatments. The Nurse
Manager confirmed Patient #6's POC had not
been updated to address the decreased
treatment time or decreased BFRs.

Additionally, in an Interview on 2/10/11 at 8:00
A.M., tha facility's Medical Director confirmed
Patlents #1 - #6 had raceived dialysis treatments
inconsistent with thelr POCs, based on decreased
BFRs and decreased dialysls times,

The facillily falled to ensure patlents’ POC were
implemented to ensure they received their
prescribed dose of dialysis,

V 542 | 494.80(a) POC-DT DEVELOPS PLAN OF CARE V 542

The interdisciplinary feam must develop a plan of
care for each pafient,

This STANDARD is not imet as evidenced by:
Based on record raview and staff interview it was
determined the facility failed to ensure the IDT
developed an effective plan of care for 1 of 6
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patients, (#3), whose plans of care were
reviewed. This failure creafed the potential for
inadeguate dialysis of patients. Findings include:

1. Pablent #3 was a 36 year old male who began
chronic dialysis treafments at the facility on
1/20/11. His POCG, dated 1/25/11 and signed by
10T members, documented his adequacy as 1.16
KHV. This was verified by laboratory values
obtalned on 1/20/11. Additional adequacy lab
values, obtained 1/26/11, showed Patient #3's
K&V as 1.18. Minimurn standard KtV was
documented as belng 1.20. The Plan/Intervention
portlon of the POC contained no interventions to
increase Patient #3's dialysis adequacy.

A note was made stating "going to PD...",

In an interview on 2/8/11 at 9:15 A.M. the Nurse
Manager confirmed the POG did not document
intervenlions to increase Patlent #3's adequacy of
dialysis.

The facilily failed to ensure Patlent #3's POC
Included interventions to fmprove his quality of
dlalysls.

494.90{a){1) POC-MANAGE VOLUME STATUS

The plan of care must address, but not be limited
to, the following:

{1} Dose of dialysis. The Inferdisciplinary team
must provide the necessary care and servicas to
manages the patient's volume status;

This STANDARD Is not met as evidencad by:
Based on record review and sitaff interview it was
determined the facility failed to ensure PQCs
were updated with measures to manage volume
status for 4 of 6 patients, &1, #4, #8, and #86},
whose hemnodialysls prescription orders, dialysis

V 842
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treatment shests, and POCs wers reviewed, This
failure created the potential for inadequate
removal of fluid and adverse effects of fluld
accumulation for patients. Findings include:

1. Patient #1 was a 68 year old female who had
been receiving dialysis treatments at the facility
since admission on 11/28/08. Review of Patlent
#1's hemodlalysis orders showed her prescribed
EDW as 129 kg. Treatment sheets from 1/5/11
through 2/4/11 showed she had not atfelned
prescribed EDW during 14 of 14 dielysfs
freatments, The following post dialysis weights
were documented:

1/511: 129.7 kg
17M11: 129.4 kg
110/11: 132.0 kg
1M211: 1321 kg
1M4f11: 131.0kg
1711 133.0 kg
118/11:133.2 kg
1/21111: 133.3 kg
1724/11: 132.3 kg
1728/11; 131.9 kg
1/31411: 132.8 ka
2f2111: 131.5 &g
2/4111: 1301 kg

There was no documentation Patient #1's POC
had been tupdated to address volume siatus,

(n an interview on 2/0/11 at 9:00 AM.,, the Nurse
Manager confirmed Patient #1 had not attainad
EDW during 100% of the freatments reviewed
and confirmed the lack of POC update.

2, Patient #4 was a 76 year olti famale who had
been dialyzing at the facllity since admission on
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10/14/08. Review of Patient #4's hemodialysis
orders showed her prescribed EDW as 88 kg
priot to 1/25/11 and 88.5 kg from 1/26/11 forward,
Treatment sheets from 1/4/17 through 2/5/11
showed she had not attained prescribed EDW
during 13 of 13 dialysis treatments, The following
post dialysfs weights were documented:

EDW 88 kg
1/4111: 88.5 kg
18/11: 89,6 kg
1/11/11: 88,8 kg
1M1311: 89.3 kg
1/15/11: 88,4 kg
1/18/11: 88.8 kg
4/20/11: 89.0 kg

EDW 88.5 kg
1/26/11: 80.5 kg
1/27/11: 88.7 kg
1/28/11; 89.3 kg
2M/11: 88.8 kg
2/3/11: 89.2 kg
2/5111: 884 kg

There was no documentation Patient #4's POC
had been updaied to address her continued
failure to attain prescribed EDW.

I an interview on 2/9/11 at 9:00 A.M., the Nurse
Manager confirmed Patient #4 had not attained
EDW during 100% of the freatments reviewed
and confirmed the lack of POC update.

3. Pafient #5 was a 76 year old male who had
been receiving dialysis treatments at the facllity
sihce adimission on 7/27/10. Review of Patient
#5's hemodialysis orders showed his prescribed
EDW as 59 kg prior to 1/26/11 and 89,5 kg from
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1426111 forward. Treatment sheets from 1/1/11
through 2/5/11 were reviewed and showed he had
not attained prescriked EDW during 10 of 16
dialysis freatments. The following post dialysis
weights were documented:

EDW 569 kg
1#4/11: 59.2 kg

1M111: 59.4 kg
1118/M11: 59.2 kg
1/22/11: 80.0 kg
1/25/11: 60.3 kg

EDW 59.5 kg
1/26/11: 80.3 kg
1/29/11: 60.4 kg
12/1M11:61.0kg
23111: 80,1 kg
2/5/11: 50.9 kg

There was no documentation Patlent#5's POC
had been updated to address his continued
failure fo atlain prescribed EDW.

I an interview on 2/9/11 at 9:00 AM., the Nurse
Manager confirmad Patient #5 had failed to aftain
EDW during 66% of the treatments reviewed and
confirmed the lack of POC update.

4. Patient #6 was a 78 year old male who had
been receliving dialysis freatments af the facility
since fls admisston on 6/28/10. Patient#6 had a
comorbid health condition that caused ascites
{the collection of fluid in the abdominal cavity),

He recelved paracentesis (removal of the
ahdominal fluid) treatments on a monthly basis, at
another health care facilily, with the most recent
paracentesis being performed on 1/13/11.
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Review of Palient #6's hemodialysls order
showed his prescribed EDW ag 76 kg, Treatment
sheets from 1/3/11 through 2/4/11 were reviswed
and showed he had not attained EDW during 9 of
10 dialysis treatments. The following post dialysis
welghts were documented:

1/3M11; 76.8 kg
1/5/11: 78.7 kg
174 8.5 kg
1110/111: 77.2 ky
1M12M1: 77.7 kg

419111 - 1/26/41: Patient#6 was hospitalized and
did not receive treatment from the facifity,

1/28/11: 79.0 kg
1/31/11: 80.4 kg
2/2/11: 79.3 kg
214111 79.1 kg

There was no documantation Patient #5's POC
had been updated to address volume stafus.

In an interview on 2/9/11 at 2:00 A.M,, the Nurse
iManager confirmed Patient#6 had failed to attain
EDW durlng 90% of treatments reviewed, and
confirmed the lack of POC update addressing
volume siatus. She stated Patient #5's EDW was
not attained because nursing staff was tnabls to
distinguish hetween fluid gained due tp ESRD
and fluid gained due to ascites.

Additionally, in an interview on 2/10/11 at 8;00
AM., the facliity's Medical Director confirmed
Patisnts #1, #2, #4, and #6 had consistently faifed
to attain their prescribed EDWs.

The facility falled to ensure care was given ta
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manage paffents’ volume status,
V 625 | 494.110 CFC-QAPI V825
This CONDITION is not met as avidenced by:
Based on staff inferview and QAPI meeting
minutes review, it was determined the faclfity
failed to ensure an effective QAP! program was
maintained that recognized and corrected
problems affecting patients' health. This failure V634
had the pofenfial fo decrease the quality of
freatient received by paffents. Findings include:
Refer to V634 as it relates to the facility's failu What corrective actions will be
efer fo as it relates to the facility's failure impleme : »:
to ensure the QAPI program fracked, analyzed, di ali . fnt?(? 1"0, cor.r ect the
corrected, and monitored the defivery of ysls facility’s failure to ensure
prescribed dialysis doses, to ensure patients the QAPI program collected and
recelved presciibed dialysis treatments. analyzed data and instituted and
\V 634 | 494.110{2)(2)(vi) QAPI-INDICATOR-MEDICAL V634! monitored a ¢ OFT ti. |
INJURIES/ERRORS . ective plan for
medical errors:
The program must include, but not be limited to,
the following: ' o MR .
{vi) Medical Injuries and medical efrors I:h‘? £ desk audit
identification, varianee has been
changed to highlight 0%
variance i
This STANDARE is hot met as evidenced by: % vari Instead of m,ﬂy 10 3/1/2011
Based on staff interview and QAP meeting o variance to he reviewed
minutes review, it was determined the facllity weekly by Nurse Manager
failed to ensure the QAPI program collected and and presented to monthly
analyzed data, and Instituted and monitored a P .
corrective plan for medical errors, including OC meeting and QAPI
incorrect dialysts doses for 6 of § patients, (#1 -
#8), whose dialysis prescriptions, dialysis
treatment sheets, and POCs were reviewed. This
failure had the potential of patlents kelng
adversely affected by fhe occlirrence of avoldable
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medical errors, Findings include; » TDW protocol writtem
] 3/2/2011
1. QAPI meeting minutes for 7/2010 through and ap]gnrm/ed by
1212010 were reviewed with the Nurse Manager Groverning Body March 2,
on 2f9/11 at 9:.00 A.M. The Nurse Manager 2011
nted additio d . C
Fasiy o colet daa for e QAPI program, ° Staffinsorviced onmew
These included a form titled "in-Center Adverse EDW protocsl 3/8/2011 /2011
Event Record Tool," and a desk audit,
a. The “In-Center Adverse Event Record Tool" °  Reviewed monthly ai the
collected data that included the number of AMA IDT Plan of Care meefing
occurrences for each month. The Nurse Manager with Physician, Dietiti 3/2
explained patisnts were asked to sign an AMA MSW, y d RN5 tHan, Y 2013
form if it was their desire to end thelir dialysis » 4l .
treatment more than 5 minutes early. This
fimitation excluded treatments that ended 1 - 14
minutes early, allowing for a potenlially significant
unreported loss of dialysis time. 1t also excluded
the repoiling of dlalysis ireatments shorlened for
any reason other than patient preference.
b, The desk audit was a software program
availahle to the Nurse Manager on a desk top
computer. The audit documented a detailed
raview of ali patient treatments performed by
facllity staff. In an inferview on 2/9 11 at 8:00
AM., the Nurse Manager siated she reviewed the
audit on a weekly basis, She sald the reporting of
Irregularities in patient freatments found on the
desk audit, to tha IDT, was left to her judgement.
Further examination of the desk audit showed the
presence of an allowed 10% variance for BFRs
and dialysls treatment times. A 1 kg. variance
was allowed for EDW. These varfances allowed
significant deficits in patient BFRs, treatment
times, and attained EDWs to remain unreported.
Fatients who did not receive their preseribed
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dialysis {reafiments were not adequately identified ‘ . .
rasulting In patients not attaining their EDWs, a What measures will be put into
cumulative loss of dialysis times and decreased place or what systemic changes
BFRs as follows: you will make to ensure that the
- Patient §'s treatment sheefs were reviewed deficient practice does not recur:
from 1/1/11 through 2/6/11, He did not meet his
EDW in 6% of the treaiments reviewed, did not o BEMR T
atiain prescriped dialysts ime during 7% of the c Idfs;; audit will be
freatments reviewed, and did not attain ompleted weekly by
prescribed BFR during 86% of the treatments Nurse Manager to
reviewed. monitor compliance
- Patient #1's treatment sheets were reviewed .
from 1/5/11 through 2/4/11. ©  Resulis will be reported to
She did not meet her EDW dining 100% of the Monthly QAPT meeting
treatments reviewed, did not attain prescribed an . . 3/24/2011
dlalysis time during 69% of the lreatments D.d reviewed by Medical %/
reviewed, and did not attaln prescribed BFR irector and to the
during B2% of the ireatments reviewed. Monthly IDT POC
meeting and revi
- Patient #4's treafment sheets wera reviewed Physi c.g eviewed by
from 1/4/11 through 2/5/11. She did not meet her ysieian
EDW during 100% of the fraatments reviewed,
did not attain prescribed dialysis time during 46%
of the treatments reviewed, and did not attain
prescribed BFR during 31% of the treafments
reviawed.
- Patlent #6's reatment sheels were reviewed
from 1/3111 through 2/4/11, He did not meet his
EDW in 80% of the freatments reviewed, did not
attaln prescribed dialysis time during 40% of the
treatments reviewed, and did not aftain
prescribed BFR during 90% of the treatments
reviewed,
- Patient #2's frealment sheets were reviewed
from 1/3/11 through 2/7/11. He did not attain his
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prescribed dialysis fime during 25% of the
treatments reviewed and did not attain his
presciibed BFR during 37.5% of the treaiments
reviewed,

- Patient #3's treatment sheets were reviewed
from 1/20/11 through 2/5/11. He did not atiain
presciibed dialysis time during 12.5% of the
traatments reviewad and did not attain his
prasciibed BFR duting 87.5% of the treaiments
reviewed.

In an inferview on 2/9/11 at 9:18 A.M., the Nurse
Manager confirmed the desk audii, and ulimately
the QAP program, failed to identify consistent
defleits in patient dialysis treatments.

n an inferview on 2/10/11 at 8:00 A.M,, the
Medical Director conflrmed the desk audit, and
ultimately the QAP prograrn, failed to identify
consistent deficits in patient dialysis freatments.

The facility falled lo measure, analyze and track
quality indicators that influenced patient
outcomes.

How the corrective actions will
be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place:

o Weekly EMR desk audit
will be completed by
Nurse Manager

o  EMR Desk andit will be
reviewed by medical
Director in menthly QAPT
meeting and monthly in
POC IDT meeting by
physician

Compliance date: 3/9//2011

Who will be responsible for
maintaining correction:

o Veronica Naumann RN
Nurse Manager
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