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October 22, 2012

Zachary Phelps, Administrator
Table Rock Dialysis Center
5610 West Gage Street, Suite B
Boise, ID 83706

RE: Table Rock Dialysis Center, Provider #132502
Dear Mr. Phelps:

This is to advise you of the findings of the Medicare survey of Table Rock Dialysis Center,
which was conducted on October 19, 2012.

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

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

Action that will be taken to correct each specific deficiency cited,
Description of how the actions will improve the processes that led to the deficiency cited;
» The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;
A completion date for correction of each deficiency cited must be included;
Monitoring and tracking procedures to ensure the PoC is effective in bringing the ESRD
into compliance, and that the ESRD remains in compliance with the regulatory
requitrements;
¢ The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and
¢ The administrator’s signature and the date signed on page 1 of the Form CMS-2567.




Zachary Phelps, Administrator
October 22, 2012
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After you have completed your Plan of Correction, return the original to this office by November
4, 2012, and keep a copy for your records.

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

Sincerely,

TRISH O'HA NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
TO/nw

Enclosures
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Rautine Testing for Hapatitis B

The HBV serological status (i.e. HBsAg, total
anti-HBo and anti-HBs) of all patients should bg
known hefore admission to the hemodialysls unit,

Routinaly test all patients [as required by the
referenced scheduls for routing tesling for
Hapatifls B Virug], Pramptly review results, and
ensure that patients are managed appropriately
basad on thalr testing results,

This STANDARD 13 not met as evidenced by,
Based an record review, siaff interview and
review of facility poficies, it was determinad the
fecility falled to ensure a patient's Hepatitls B
immunity was determined prior to admigsion for 1
of 1 patlents whose records were reviewad and
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V 000 | INITIAL COMMENTS V gop| V000
The members of the Governing Body
. N , reviewed the Statement of Deficiencies
The following defioiencies were cited during the and a Plan of Correction (POC) was
recertiflcation survey of your ESRD facllity. The developed. The Facility Administrator
surveyor conducting the survey was: (FA) acting as the Chief Executive
. Officer (CEQ) will be responsible for
Trish O'tara, RN, implementation of the POC and
chgoing compliance.
Acronyms used in this report include: _
88 - Clinical Services Specialist
EMR - Elecirenic Medical Record
HBV - Hepatitis B virus OCT 3 1 201
HBsAg - Hepatills B surface antigen, Indicating
the prasence of the Hapatitls B virug in the body
IDT - Inferdisolplinary team FACILITY STANDARDS
BD - Paritonasal Dialysiz
POG - Plan of Care
V1241 404,30(a)}(1)(l) IC. HBV: TEST ALL,REV Y 124| vi24:
RESULTS/STATUS B4 ADMIT The Medical Director will review with

each Physician the need for an HBsAg
result within 30 days prior to admissions,
FA's will also communicate the need to
each Physician and Nurse Extender. All
HD nurses were re-educated on
10/23/12 on policy 1-05-02 Hepatitis
Surveillance, Vaccination and Infection
Control Measures to ensure that a copy
of an HBsAg resuit is obtained on each
patient prior to admit. Education
included, If admission is emergent or
they are unable o obtain result, the
patient will receive treatment with a
single use dialyzer in an area separated
from HBV susceptible patients on a
dedicated machine.

Continued on next page
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Ay duficlency atalement ending Wil an aStersk { (‘)”daﬁﬁﬂaﬁmency which the inatifufion may be excugad from carracting providing it is determined that

other safeguards provide sulflelant protection to the patients, (Sea Instructions.} Except for hursing homes, the findings siated abave ara discloasble 90 days
{ollawing the dale of survay whather or not a plan of comaction i2 provided. For nursing homas, the above findings and plans of correction are disclosabla 14

days following the date theas documants are made avallebls to the faclity, if deficlencles are clled, an approved plan of correction ls requisie to confinued
program participation.
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V 124 | Continued From page 1 V124! V124 continued from page 1

who ware edmittet during the iast 8 months, This
Tallure had the potential to negatlvaly Impact all
patients dialyzing at the facility by exposure to a

The Administrative Assistant (AA)'s will
document on a tracking log when
patients are admitted with /without prior

communicable disease. Findings Incltde; HBsAg result. This information will be
s . discussed with the Medical Director and

Pat{f?m #4 was a '{'.9‘ year old fsmale Wh.Q Was documented in the Quality Improvement

admitted to the facility on 8/24/12. Review of Mesting Minutes {QIFMM) AA's

Patient #4's laboratory results showed no testing wng - VN : > | 10/29/12

Blaly recelved training 10/29/12. The FA is

had be.an done p mr.t? het admissfon to responsible for the monitoring and

determine her Hepatitis 8 status. Blood was compliance with the Plan of Correction.

drawn on the day of her admileslon o determine

this status,

Iny an interview on 10M8/12 et 11:30 AM, the
chargs nurge stated that If a patlent's Hepatitia
statlis was unknown at the time of admission,
their treatmant was done using a non-reuse
dislyzer. 8he further stated the patlent was not
placed in the available isolation rocm snd the
dialysis mashine was not dedicated to that
patient,

Apolley titled "Hepatitls Surveillance, Vaceination
and Infaction Control Measures,” dated March
2011, was reviewed. |tstated, In part, "in order to
prevent the tranamission of Hepstitis B among
patients, all new patlents should be tested and
their HBY =eralogic status results should be
known prior to admisslon for treatrment."

A polioy tithed "Infestion Control and [solation
Measures For Known and Suspacted Hepatitis B
Surface Anfigen Positive Patients" and dated
September 2010 was reviewed, |t stated, in part,
"Pafients whose Hapatitis B surface antigen
status {HBsAg) is unknown will be suspect for
Hapatitis B Infaction unill determinad otharwize.”
It further stated "These patients will not
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V 124 Continved From page 2 V124
participate in the dialyzer reprocessing program...
Patients suspact for Hepatitis B infection will
dialyze using a dedicated dialysls delivary system,
areq, and supplies.”
The faollity falled to détermina the communicable
diseasa status of g patient prior to admisslon,
V 416 | 494.80(ch{4)iil) PE-CONTACT LOCAL EOC V 418| va1e6:
ANNUALLY The FA will be provided training on
policy 4-07-01 Disaster, Fire and
The facllity must- Business Continuity Emergency
Preparedness Guidelines no later than
(iil) Contact its lacal disaster management agency 10/29/12. Per policy, the facility will
at least annually to enaure that such agenoy I update its Emergency and Disaster Plan
aware of dialysis facllity needs in the event of an annually and communicate any changes
emargency. to the. county agency. . FA
communicated the facillity plan in a
disaster by phone call to the Board
This STANDARD is not met 26 evidenced by: Chairman of the Ada Counly disaster
R . . managemaent agency October 19, 2012,
Based on record review and staff inferview it was FA will follow up wi
. . p with a letter that
determined the facllity falied to ensure palient includes a copy of the facility disaster
safety, In the event of an emergency or disaster, plan template. FA will review the
by making patient needs known to the local disaster management agency's meeting
dlS&Sier managﬂmaht agancy. Th[s fal]!Jf'e had notes quaner]y and consider Sending a
the potential to negatively Impact all patients designee to a meeting annually. Any
receIVIi‘lg diﬂ|y3|3 gervices st the faGmty, dusio updates to the disaster plan will be
inadequets community response In the case of approved by Governing Body, reviewed
emargency or disaster. Findings include: in QIFMM and with all teammates. The
Governing body will monitor compliance
During review of the facility's emergency/disastar no less than apnually. The FA Is —"
plan, there was no docurmnentaflon present responsible for the monitoring and
indicating corrmunication between the facility and compliance with the Plan of Correction.
the local disaster management ageancy.
In an Interview on 10/18/12 at 4:00 PM, the facllity
adminlstrator stated he was not aware of any
documented contact with the local disaster
management agency, He stated the facillly was
FORM 0M5-26687(02.98) Pravicus Versions Obsclste Evant I0: H7.1481 Feclity 10; IDOOZS If continuation gheet Page 3of 8
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V 418 | Continusd From page 3 V 416
corporately owned and the corporation had a
disaater plan, but he was not sure what
assistance the corporate disaster representatives
would provide to the faclity or where the
representativas were located.
The facility failed to ensure coordination with the
lncal disaster management agency was
coniplated.
V 516 | 494,30(b){1) PA-FREQUENCY-INITIAL-30 V518| 51
DAYEMS TX FA will review policy 5-01-38 Patient
e Assessment and Plan of Care When
An initis) cemprehensive assessment must be Utilizing  Falcon Dialysis with PD
conducted on all new patients (that is, all teammates 10/30/12. FA will re-educate
admissions to & dialysis faclity), within the latter teammates that within 30 days of change
of 30 calendar days or 13 hemodialysis sessions in modality the assessment must be
beginning with the firat dialyals sesslon, compiete by the Interdisciplinary Team
{IDT). The Assessment Manager will
monitor the assessment work list each
This STANDARD is not mat as evidenced by: month and provide a reminder to
Basad on raview of medical racords and faciity teammates that haven't completed their
policles, and staff Interview, it was defermined the modality change assessments. The FA
facility failed fo enstre a comprehensive will be notified .Of al_! assessments that do
assnesmant was complated with 30 days of the not meet the timelines and performance
initiation of dialysls for 1 of 3 patfents (Patient #7) management will be provided. If Falcon,
who were using a home mudality for dislysis and the online computer system s not
whose records were reviewed. Fallure to riggering modality change assessments
complate initial aszsssments had the potential to :’;’;:;g{ibn"izfﬁizg?;n ?r:fo(ig:;?i?n mitllebr:
resultin unmet patient needs. Findings include: checked and problems reported to IT as
. needed. The Assessment Manager will
byt ety ger s odaly s
1110112 he changed modalities o PD, His initial monitoring by the S Managor
IDT assessment was dated 3/27/12, 78 days sfter will be reviewed in QIFMM meetings.
he initiated peritoneal dialysls, The FA is responsible for the monitoring { 10/30/12
and compliance with the Plan of
I an interview oh 10/16/12 at 1:00 PM, the facliity Correction.
C8S statad that a patient who has changed
FORM GMB-2867{02-98) Previous Versivns Qheclete Fvent ID:HAJA11 If continuation shest Paga 4 of 8
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V 516 | Continued From page 4

dlalysls modsiities |s congldered a new patient,
and the initial assessment for Patient #7 had not
been done in a timaly manner,

In an interview on 10/168/12 at 11:00 AM, Patient
%' PD nurse stated the computer system for
EMRs usually triggered a notification for
ansagament due dates. She stated the system
had falled 1o trigger a notification for Patlent #7's
assssament.

A policy titled "Patient Aesessment and Flan of
Care Whan Ulllizing Faleoh Dialysis," dated
September 2012, was reviewed. [t contalned a
table showing the implementation dates for
assassments and FOCs. |t statad thal, in the
ease of a patient who dhanged dialysis
modalifles, an assesament should be done within
30 calendar days.

The facility failed to provide an initial assessment
for Patlent #7 within the flrst 30 days of hls PD
treatment.

V 817 | 494.80(b)(2) PA-F/U REASSESSMENT-WITHIN

V&8

V817 vs17:

3 MO OF INITIAL

Afallow up comprahenaive reassessment must
accur within 3 months after the completion of the
Initlal azsessmant to provide information to adjust
tha patient's plan of care spedified in §484.90.

This STANDARD 15 not met as evidennad by:
Based on review of medical records and facility
policies, and staff interview, It was determined the
facllity falied ta snsure @ comprehensive
reassessment was completed with 80 days of the

FA will review policy 5-01-38 Patient
Assessment and Plan of Care When
Ulilizing Falcon Dialysis with teammates
10/30/12. FA will re-educate teammates
that re-assessment must be initiated on
day 91 and completed within 30 days,
Annual re-assessment must be
completed 1 year after the 90 day
assessment and ongoing annually.

continued on next page
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V 817 | Continued From page 5 V 817} v517 continued from page 5
initial assessment for 1 of 3 patients (Patisnt #7) The Assessment Manager will monitor
who were uslng a home modality for dlalysis and the assessment work list each month and
whose records were reviewed. Failurs to provide a reminder to teammates that
complete reassessments had the potential to haven't completed their 80 day and
result in addressing changes in patient neads. annual assessments. The FA will be
Findings helude; notified of ali assessments that do not
meet the timelines and performarnce
Patient #7 was a 76 year old male who had rnanagemen_t will be provided. If Falcon
begun in center hemodialysls on 8/8/11. On Is not triggering 90 day or annual
1110112 he changed modalities to PD. His initial assessments correctly, problems will be
IDT assessment was dated 3/27/12. The next reported to IT. The Assessment Manager
comprehensive reassessment, dons by the IDT will manually trigger the appropriate
for Patient #7, was dated 7/24/12, 148 days after assessment as needed. Results of
his Inftial 2ss@ssment. monthly mqn:tonng by the ‘Assessment
Mangger will be re\{iewed in QIFMM 10/30/12
In an interview on 10/16/12 at 1:00 PM, the faclity mgﬁﬁggﬁg Z::g z:rgsplgzﬁggrls;mﬂgggen
C88 conflrmed Patlent #7's reassessment had of Cotrection
not been done within 90 days of hls Initial )
assessment.
In an interview on 10/16/12 at 11:00 AM, Paflent
#7's PD nurse stated the computer system for
EMRs usually triggered a nofiiication for
resssessment due dates. She stated the aystam
had falled to trlgger a notiflcation for Patient #7's
reassegsment,
A policy titled "Patiant Asaessment and Plan of
Cars When Utilizing Falcon Dialysis,” dated
September 2012, was reviewed. )t contalned a
table showing the Implementation dates for
aseessments and POCs. |t stated a 90 day
reassessment should ba inltiated on a patient's
01st traatmant day and compistad within 30 days.
The facility fafled to provide a comprehsnsiva
reassessment for Patlent #7 within 90 days of his
initial asssssment.
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V 518 | 484.80(d){1) PA-FREQUENCY V 519| vs19
REASSESSMENT-STABLE 1X/YR FA will review policy 5-01-38 Patient
Assessment and Plan of Care When
In accordance with the standards spacifled In Utilizing Falcon Dialysis with teammates
paragraphs (a)(1) through {a){13) of this section, 10/30/12. FA will re-educate teammates
a comprahensive reageesamant of each palient that annual re-assessment must be
and a revision of the plan of care must be completed 1 year after the 90 day
conductad- ' assessment and ongoing annually. The
{1) At lsest annustly for stabla patisnts; Assessment Manager will monitor the
assessment work list each month and
provide a reminder to teammates that
haven't completed their  annual
assessments. The FA will be notified of
This STANDARD I not met 25 evidenced by: all assassments that do not meet the
Based on review of medical records and faclilty “'T;e"”es and performance management
policies, and staff interview, it was delermined the :"’." be pro‘”d‘fd‘ Ir F a":tc’” ' rt'l"t
tacllity failed to ensure a comprahensive riggering annual assessments correctly,
s problems will be reported to IT. The
reassessment and revision of the POC was .
completed annually for 1 of 3 patiants (Patlant #4 Assessment Manager wil manually
pleted annualy | P o (Pallant #4) trigger the appropriate assessment as
who used a home modalily for dialyals and whose needed. Results of monthly monitoring
records were reviewed.’ Fallura to complale by the Assessment Manager will be
reassessents and revise POCs had the reviewed in QIFMM meetings. The FA is
potential to result In unmet patient neads, responsible for the monitoring and
Findings Include: compliance with the Plan of Correction. | 1g/30/12
Patient #5 was a 61 year old male who had been
ufilizing home hemadialysis since 68/21/11. His
medical recerd contained decumentation of
reaszessment and revision of tha POC on
8A19/11. The current annual reassessment was
dated and signsd by the IDT on 1011512, 57
days after an annual comprehensive
reassessmant was due.
In an Intervisw on 10/16/12 at 1:00 PM, the facllity
C58 confirmed Patient #5's resssessmeant had
hot been done within one year of his last
assessment.
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10 an Interview on 10/16/12 at 11:00 AM, Patisnt
#5's home hemadialysls nurse stated the
computer system for EMRs usually triggerad &
notification for reassessment due dates. She
stated the system had fallad to trigger a
natification for Patient #5's reassessment.

A policy titled "Patient Assesement and Plan of
Care When Utllizing Falean Dialyals,” dated
Soptamber 2012, was reviswad, It stated the
annhual reassessment was to ba doas, "{ year
after the 90 day resssessment. Ongoing annual
reansassments will be completed 1 year ofter the
annual reassessment or unstable reassassment”

The facility falled to complste an annual
comprehensive reassessment of Patient#5in s
fimely manner.
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