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1232 Eidey Street

P.0. Box 83720
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Decenther 5, 2012

Denise Stanzak, Administrator
Twin Falls Dialysis Center
1840 Canyon Crest Drive
Twin Falls, 1D 83301-3007

RE: Twin Falls Dialysis Center, Provider #132503

Dear Ms. Stanzak:

This is to advise you of the findings of the Medicare survey of Twia Falls Dialysis Center, which
was conducted on November 29, 2012,

Enclosed is a Statemnent of Deficiencizs/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. 1t is impartant that your Plan of Comrection address each deficjency in the fallowing
manner:

accentabla plan of correction (PoC) containg the following elements:

»  Action that will be taken to comect each specific deficiency cited;

» Deseription of how the actions will imprave the provesses that led to the deficiency eited;

+ 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 inclnded;

+  Monitoring and tracking procedures to ensure the PoC is effective in brinping the BSRD
wto 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 comroction; and

» The adminigirator’s signature and the date signed on page 1 of the Farm CMS-2567.




Denise Stanzak, Administrator
December 5, 2012
Page 2 of2

After you have completed your Plan of Correction, retum the original o this office by December
18, 2012, and keep a copy for your recards.

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

Sincercly,
Tsh Dflen W%M
ENOR

TRISH O'HARA NICOLE W18

Health Facility Surveyor Co-Supervisor
Non-Long Tevm Care Non-Long Term Care
TOMmw

Enclosures




FRINTED; 12/05/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID BERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERIGLIA (%21 MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION [PENTIFIGATION NUMBER: COMPLETED
A BULBING
B, WiNg
132605 —_— 11129{2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1840 GANYQN CREST DRIVE
TWIN FALLS DIALYSIS CENTE
E R TWIN FALLS, iD 83301
P SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'® PLAN OF GORREGTION s
BREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOLLD BF SOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFIC(ENGY)
V 000 | INITIAL COMMENTS v 000| V000
The Governing Body of Twin Falls has
s L ] . reviewed the statement of deficiencies
The following deficiencies were clied during the and submits the fallowing plan of
tecariification survey of your ESRO facility. The correcion.

surveyor conducting the survey was:
Trish C'Hara, RN

Acronyms used in this repart includsy:
OFR - Blood flow rate

EDW - Estimated dry welght

EMR - Electranic medical record

HD - Harmodialysis

¥ - Kiogram = 2.2 pounds

KV - formuda that determines adaquacy of a
dialysfs freatment

POC - Plan of Care

RN - Registared Nurse

RD - Registerad Dietician

W - Social Worker

V 463 | 484,70(a)(12) PR-RECEIVE 5ERVICES V 463| V463
OUTLINED N POC The team was re-trained by the Fagility
Administrator (FA) on 12/14{12 to verify
The patient has the right to- that all treatment settings match the

physician orders including blood flow
rate (BFR), length of freatment, and
estimated dry weight. The in-service
also included: review of policy #1-03-09
Intradialytic Treatment Monitoring with
emphasis con “significant changes are
reported to the licensed nurse and
documented; the licensed nurse
notifies the physician as needed of

{12) Recelve the necessary services oukined in
the patient plan of care described (n §424,40;

This STANDARD s nat met as evidenced by:
Based on record review and staff intervisw, it
was determined the facility failed to ensure . . R
patients’ rights to receive care as outlined in their Pr;a”gei.m pahe;t St;'tuf' al fmdmgs.,H
POC was uphald for 7 of 7 incenter hemcdialysis b donrtented inthe pationt modcel
patients {Patients # . #7) WhDSe treatrnerlt g documenied In the palient medica
rhe?c:rdls were reviewed, This resulted in patients
2ing lett at risk for complicatfons of inadequate ;
dialysis and fluid everload. Findings include; Confinued on next page

record.”

|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE — TTLE {xs) DATE

L UMM@ N f:—czc,'ﬂ‘%y ;"rfoﬂM,s,‘,"s'frm%v' [P T-r =z

Any deficiency stalement ending with an asterisk (*) danoles a defizioncy which tha institutlon may be excused ffom correeting provlding it is determined that
gther safeguards provids sufficient protection te the palenta. (Swe Instruations.) Except for mueing hames, the findings stated ahove are disclosabls 80 days
fallewing the date of survey whether o nat a plan of orection Is provided. For nursing homes, the shave findings and plans of cormation are disclozanla {4
days follawing the date these documants are made available to the facilily. |f deficientles are ched, an approved plan of comection is requlsite to contihued
program participation.

Evant 10: HEJS11 Facilly 11 IDQVWO if continuation shoet Page 1 of 11

r— —_—

FORM GMS-2587{02-98) Pravious Vorsions Onsolata




FRINTED: 12/05/2012

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MERICARF & MERICAID SERVICES OMB NGO, 0838-0381
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONATRUCTION (M3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
, WING
132605 B NG — 1112912012
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1640 CANYON CREST DRIVE
TWIN FALLS DIALYSIS CENTE
PIALYSIS CENTER : TWIN FALLS, ID 83304
& 1o SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION r 1%5)
PREFIX (EACH OFFICIENGY MUST BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROFRIATE PATE
NEFICIENCY)
; V463 Centinued from page 1
V 463 | Gentinued From page 4 V463 T ensure that orders are properly
X ! ) verified and implemented, the facility
1, fattents did not receive care as prescribad in began printing Patient Care
their POCs as foliows: Technician {PCT) Trending sheets on
12/12/12 to have at chair side during
a. Patlent #3 was an B4 year old male who had treatment. Each patient care teammate
heen dialyzing at the facility sinca 1/2/10. will use to verify that the ordered blood
Fourteen ireatments, from 10425 - 11/2412 were flow rate is set when treatment is
reviewed, Patient #3 did not attain his prescribed initiated, The access will be evaluated
BFR during 11 of 14, or 79% of treatmants for need of Intervention. If unable to
reviewed, leaving him at risk far complications of reach ordered blood flow rate or
inadequate dialysis. The foillowing was unable to maintain it, all actions taken
decumented: to improve flows will be documented
and the nurse will be notified. With
Date BFR ordered BFR actual nursing assessment, the physician will
10/25H12 450 282 be notiﬂed.' BFR, needk'e size, and /or
4112 450 400 treatment time orders will be updated
1143112 450 360 as ordered, Estimated dry v.«eighis .
11612 450 400 (EDW) will be assessed duting nursing
1182 450 380 rounds and physician will be contacted
MMOM2 450 400 for new orders based on nursing
11132 450 400 assessment., On 12/14/12 the FA also
1/46M2 450 400 educated teammates to document the
HMTH2 450 400 end of treatment with a BP reading
1749/12 450 400 before slgwing pump speed to ensure
1124172 450 400 that the time documented by Snappy
(computer generated treatment
Additionally, fourteen treatments, from 10/26 - gg&“ar[‘g_g;at“r:;‘gt’z:ga\‘jjh’;“jttfgsf”f’;ﬁt
11/24112, were reviewed for EDW. Patient #3 did time doss not mest ordered fime. the
N - . 0 .
? OZ?J_Ethh's EIDWéju‘rlngjﬂ ﬁif 14, 0}' F th of nurse will be notified and the amount
Gl'e i Cnh's raw‘?’;le.d eﬂwlng E"at risk for of time missed, the reason the patient
tomtm amﬂnsi? uid averload between . did not stay to complete treatment and
reatments. The following was documented: instructions given to patient wil! be
documented in Snappy treatment
Date EDW  Postwt, notes. Incomplete treatments will be
qgg?ﬁ; ;gg l':g ;gg ::9 tracked using the Run Time Report.
- -0 Kg
:ﬂ?{?ﬁgz ;553 |k(9 _;’:g; I’({g Continued on next page
DK Ky
FORM CMS-2587 (02-09) Previous Verslons Obsotete Evant |D: HFJG14 Facilly D! fodvwo If conllnuation shoet Paga 2 of 11




REPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERICAID SERVICES

PRINTED: 12/05/2012
FORM APPROVED
OMB NO, 0238-0391

STATEMENT OF DEFIGIENCIES {¥4) PROVIDER/SUPRLIER/CLIA
AND PLAN DF CORRECTION IDENTIFIGATION NUMBER:
132505

(X2} MULTIPLE CONSTRUCTION (x3) DS.IFIE suTﬁE\rEY
G ETE
A BULLDING PLETED
B, WING
1112872042

NAME OF FROVIRER OR BUPRLIER

STREET ADDRESE, GITY, STATE, 2IP CODE
1840 CANYON CREST DRIVE

M/312  785kg
1118112 75.6kg
1118012 75.5kg
110112 755 kg
11713112 78 kg
11124112 7B kg

78.5Kkg
78.7 kg
T8.8kg
T8.6 kg
79.1 kg
79.4 kg

b. Patient %7 was a 80 year old fernale who had
been dialyzing at the facility sinee 3112/08.
Faurteen treatments, from 10/25 - 11/24112, were
reviewed. Patient #7 did not attaln her presribed
BFR during 10 of 14, or 79% of traaimants
reviewed, leaving her at risk for complications of
inadequate dialysis. The following was

documented; .
Date BFR urdeted BFR actual
10/25(12 480 400
1Hine 450 431
A2 450 387
/812 480 385
11/8/12 450 400
111312 460 383
1MATN2 450 400
1111942 450 400
T2 450 426
1/24/12 450 400

Additionally, Patient #7's post dialysis weight was
under her EDVY for 8 treatments, during a 16 day
perlod, leaving her at risk for complications of
dehydration, The following was documented:

Date EDW  Poatwt
10128112 106.5kg 104.2 kg
10127112 108.5kg 103.0kg
10/30/12 106.5kg 038Ky
111112 106.5%1 103.7 kg

1

TWIN FALLS DIALYSIS CENTI
PIALYSIS GENTER TWIN FALLS, ID 83301

(%) ID SUNMARY STATEMENT OF DEFICIENCIES D ] PROVIDER'S PLAN OF CORRECTION g
PREFIX (EAGH DEFIGIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMELETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROPRIATE DATE

DEFIZIENGY)
SN ——
V 483 | Gontinued From page 2 v 463 V463 Continued from page 2

Documentaticn will be reviewed on
Post Treatment Reports for patienis
not meeting ordered time. Run time
reports will be monitored dally for 1
week, then weekly for 3 months, For
each patient that did not complete
ordered time, the Post Treatment
Report wil be reviewed for
documeniation of reason treaiment
was not completed, actions taken and
instructions given to patient with
patient response. Patient's EDW, BFR
and treatment times will be reviewed
and updated during the assessment
and plan of care mestings with the
interdisciplinary Team (IDT). 10% of
Post Treatment Reports will be
monitored for documentation of actions
taken on ordered BFR, treatment times
and patient's estimated dry weights.
Audits will be completed weekly for 1
month, then monthly for 3 months and
then quarterly by FA/Designee. Audit
results will be reviewed in the monthly
quality meetings {(QIFMM). QIFMM
minutes will reflect documentation of
results and any plans developed. The
results of these plans will be evaluated
at subsequent meetings and adjusted
as indicated. QIFMM review will
determine any change in frequency of
audits depending on results. The FA
is responsible for compliance and
completion of this plan of correction.

12/31/12

FORM CMS-20G7(02-03) Previous Versions Dhsoleta

Evant 10; HFJS11

Fadiity 15 IDOVWG

If eontinuation sheet Page 3 of 11




DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERICAID SERV|CES

PRINTED. 12/06/2012
FORM ARPROVED
OMB NO. 0938-0301

STATEMENT OF DBFICIENGIES (X1) PROVIDERISUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBER: GOMPLETER
A BUILDING
132808 B WiNG 112012012
NAME OF PROVINER CR SUPPLIER STREET ADDRESS, OITY, STATE, ZIF CORE
1840 CANYON CREST DRIVE
TWIH FALLS DIALYSIS GENTER TWIN PALLS, 1D #3301
oo | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PILAN OF GORRECTIIN (5
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FLILL, FREFIX (EACH CCRREGTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY QR LYC INENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE pATE
PEFICIENGY)
V 463 Continued From page 3 V 463
11/8M12  108,5ky 103.5kg
11/6/12 1068.6ky 103.3 kg
1118112 1065 kg 103.1 kg
1411012 106.6%3 102.9 kg
c. Patiend #5 was a 66 year old female who had
been dialyzing at the facility since 2/2/2006.
Fourtegn treatments, from 10/25 - 11/24112, ware
reviewed. Patlent #5 did not attain her preseribed
BFR during 8 of 14, or 57% of treatments
reviewad, lsaving her at risk for complications of
inadequate dialysis. The folowing was
documenied:
Nate  BFRordered BFR actual
10/26M2 400 378
112 400 365
11/3/12 400 387
114812 4Q0 a8
1110112 400 380
1113142 400 386
1111812 400 350
M2 400 319
Additionally, Patiant #5 did not attain her
prescribed EDW during 3 of 14 treatments
reviewed, laaving her at risk for complications of
fluid overload between treatments, The following
was documented:
Date EDW  Postwl
1026112 80kg 623 kg
10/27 12 B0kg 64.Bkg
M24M2 G0ky E1.5kg
Further, Patient #5 did not attain her prescribed
treatment time duting 3 of 14 treatments
reviewed, for a cumulative loss of 28 minufes of
FORM GMS-2557(02-98) Previous Verslons Obsolela Evené IP:HFIS Fadliity iD; IDAVWQ If santinuation sheet Paga 4 of 11




DEFARTMENT OF HEALTH AND HUMAN SERVICES
__CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DREFICIENCIES
AND FLAN OF CORRECTION

{A1y PROVIDER/BUPFLIERICLIA
ICENTIFIGATION NUMBER,

132508

PRINTED; 12/05/2012
FORM ARPROVED
OB NO. 0938-0381

(X2} MULTIPLE CONSTRUGTION
A, BUILDING

B, WING

[X3) DATE SURVEY
COMPLETED

1112012012

NAME OF FROVIDER OR SUPPLIER
TWIN FALLS DIALYS|S CENTER

1548 CANYON GREST DRIVE
TWIN FALLS, ID 83301

STREET ADDRESS, CITY, STATE, ZIP CODE

(*x4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFCIENCIES
(EACH DEFICIENCY MUST BE PRECERED BY FULL
REGULATORY OR L8G IDENTIFYING INFORMATION)

]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH GORREGTIVE AGTION SHOULD BE
CROSS-REFERENCED TG THE APPROPRIATE ATE
DEFICIENGY)

[XE)
cauDF'LETlaN

V 463

Continved From sage 4

dialysis treatmant time in an 8 day period, leaving
her at risk for complications of inadequate
diglysis. The following was documented.

Dais Time orderad
THMM2 228 minutes
11312 225 minutes
118M2 225 minutes

Actual time
222 minutes
212 minutes
213 minuies

d. Patient#1 was an 85 year old male. Twelve
treatments, from 10/29 - 11723112, were reviewed,
Patient #1 did not attain his prescribed EDW
during 7 of 44 or 50% of {reatments reviewead,

leaving him at risk for camplications of fluld
overload betwaen treatments. The following was
documented:

EDW  Postwi,
70kg 727 kg
Toky 719kg
70kg  72kg

ka T722kg
70kg 7i1kg
kg 722kg
kg 727Ky

e, Patient #4 was an 81 year otd male who had
bean dialyzing since 811011, Fourtaan
treatments from 10/25 - 11/24/12 were ravigwerd.
Patient #4 did not obfain bis prescribad BFR
during & of 14 treatments leaving him at risk for

Date
10/29M12
10/3112
12H2
11/6H2
1171112
TeM2
11120112

complications of inadetuate dialysis. The
following was dacumented:

BFR ordered BFR actual
300 225
300 200
200 161

Date

10/2612,
102712
10/30/12

V463

|

FRM CWM$-2B67{02-9%) Praviaus Varsions Obanleta

Event IDLHFISYY

Fazility ID: iDOVWO

IF continuatlan sheat Fage 5 of 11




PRINTED: 12/08/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICGARE & MEDICAID SERVICES - OMB NO. 0938-0301
STATEMENT OF DEFICIENCIER (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
A. BUILUING
132508 - WIRG — 1912912012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1840 CANYQON CREST DRIVE
TWIN FALLS DIALYSIS CENTER TWIN FALLS, ID 83301
x40 SUMMARY SYATEMENT OF OEFIGIENCIES n PROVIDER'S PLAN OF CORRECTION X8}
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
V 483 | Continued From page 5 V468

212 300 M
11812 300 212
111012 300 260

f. Patient#2 was a 34 year old famale who had
been dialyzing at the Facility since 6/14/07,
Thirteen treatments fror 10/28 - 11/23/12 were
reviswad. Patient #2 did not obtain her
prescried treatment time during 3 of 13
treaiments reviewed, for a cumulative loss of 60
minutes of dialysls treatment time in a 22 day
petiod, leaving her at risk for complications nf
inadequate dialysis, The following was
documented:

Date Time orderad  Actual time

10/26M12 225 minutes 218 minutes
M2z 226 minutes 181 minutes
194812 225 minutes 219 minutes

Additionally, Patient #2 did not attain her EDW
during 3 of 13 treatments, leaving her at risk for
complicafions of fluld averload betwésn
treatments. The jollowing was documented;

Date EDW  Postwl
M2z 108kg 109.3kg
14/8112  108kg 1122 kg
W72 08Ky 1M0kg

g. Patient #6 was a 37 year old male who had
bean dialyzing at the facllity since 0/7/11.
Thirteen treatments from 10/26 - 14/123/12 were
reviewed. Patient #6 did not abtain his prescribed
freatrent ime during 2 of 13 treatmen's
reviewed, for a sumulative loss of 6 minutes of
dialysis treatment time in 2 14 day period, leaving
him at risk for complications of inadequaie

FORM GMS-2687(02-93) Previnus Veralons Dhsolate Evart [D:HPJS14

Factity ID: IDAVWO

if confinuatlen sheet Page & of 11




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

PRINTED: 12/06/2012
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

{X1) PROVIOER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

132505

{%2) MULTIPLE GONSTRUCTION
A BUILDING

B. WING

{%3) DATE SURVEY
COMPLETED

1112012042

NAME OF PROVIDER OR SUPPLIER
TWIN FALLS DIALYSIS CENTER

STREET ADDRESS, £ITY, STATE, ZIF CODE
1840 GANYON CREST DRIVE

TWIN FALLS, 1D 83301

X410
PRERIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{FAGH DEFICIENCY MLST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

0 FROVIDER'S PLAN OF GORREGTION T (x5
PREFIX (EACH CORREGTIVE AGTION 8HOULD BE CONPLETION
TAG OROSE-REFERENGED TO THE APPROPRIATE PATE

DEFICIENGY)

V 463

Continued From page &
diglysis. Tha following was documented:

Date Time ordered  Actual time
111212 240 minuUtes 214 minutes
HMHBM2 240 minutes 210 minutes

Additionally, Patient #6 did not attain his EDW
during 3 of 13 treaiments, leavitg him at risk for
complications of fluld overload hetween
treatments, The follawing was documented:

Date EDW  Postwt
1742 735kg  Thkg

M2 735kg 746K
1232 T38ky T748ky

The facility utilized an EMR system that was
designed to aler staff members to the need for
patient reassessment. An untitled document,
dated 6/2012 stated an "opportunity for
Intervention in the POG" would he ganerated on
"primary ang support teammate's FOC Follow
Ups worklist." Criteria for staff notification by the
computer included the following:

- FOC trigger for not achiaving EDW - HD triggar
was Past weight of 1 kg morefless than
prescribed EDW, more than 4 timea it the last 30
days. This alert was sent to the RN and RD,

- POC frigger for not achieving dialysls adequacy
- HD trigger was a KbV less than 1.2. This alert
was sent to the RN, RD, and 8W, Missed
tredtments alertad only the SW and alerted anly
In the event of & fow KiAV and 4 missed
treatments in the lagt month. Shortened
treatmeants alerted anly the SW and alarted only
In the event of a low KA and shortened

V 463

P S

FORM CMB-2687(02-99) Previous Varsions Obsofate Event 1D:HFJS14

Faglity [D: 1DQVINGD

If gontinuation sheat Page 7 of 11




PRINTED: 12052012

DEFARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NG, 0838-0391
STATEMENT OF BEFICIENGIES 1) PROVIDER/SURPLIER/CLIA {#2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFIGATION NUMBER: GOMPLETER
A BUILDING
132505 B WG 1112912012

HAME OF PROMIDER OR SUPPLIER
TWIN FALLS DIALYSIS CENTER

STREET ADDRESS, GITY. STATE, 2P CODE
1340 CANYON GREST DRIVE

TWIN FALLS, ID 63301

o | SUMMAREY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAM OF CORREGTIGN {45)
BREFIX {EACH DEFiCIENCY MUST BE PRECEDED RY FLLI. PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LG DENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APFROPRIATE bATE
DEFICIENGY)
V 463 Gontinued From page 7 V 483
{reatmenis & times fn the last month, BFRS were
not addressed.
in an interview on 11/28/12 at 4:00 PM, the
Facifity Administrator confirmed the treatment
documentation for Patients #1 - #7. She further
stated the rmedicat director had written an order,
pertaining to all patients, staling acceptable post
dialysis weight was 1 kg more/less than
brescrined EDW. 8She was unable to locata that
arder during the survey.
Tha facility failed o ensure the right to preseriped
diialyais treatments was upheld for seven patients.
V 564 | 494.80{a){7)(ii) POC-TRANSFLANT STATUS V 664 V554
PLAN OR WHY NOT On 12/4/12 the Regional Point Sacial
Worker completed education review
When the patient is 2 fransplant referral with facility Social Worker on policy
candidate, the interdisciplinary team must 1—02—?5 Transplant Relferral and
develop plans for pursuing transplantation. The Tracking Process. Going forward, the
patient's pian of care must include documentation social warker will utilize the interim goal
of the- section of the patients’ Transplant Plan
(A) Plan for transplantation, if the patient accepls of Care to create patient-specific goals if
the tranSplantatian refarral, the patient is interested in pu-rsumg
(B) Patlent's decision, if the patient is a transplant as a treatment opfion. If the
transplantation raferral candidate bui declines the patient is not Intarested in pursuing
transplantation referral; or transpl.:antation or the Physaman.fee.ls
(C) Reason(s) for the patient's nonreferral as a thii.patéegt ?ﬁef not ";'eett the f”te”a as
teanspiantation candidate as documented in Gocume Y Oi \inil?fgﬂ?agt ;Z?i :r:f
accordarica with §494,80(2)(10). education and reason for non-pursui,
as outlined in DaVita policy 1-02-26
This STANDARD s not mat 28 evidenced by: ;:igzglsant Roferral and Tracking
Based on record review and staff interview, it '
was determined the facility failed to ensure ;
Continued t
transplant status was addrassed and ontinued on Next page
docurented in the POC for 6 of 10 patients
(Patients 43, #4, and #6 - #11) whose records
I
FORM GME-2867{02-58) Praviaus Varsions Obsclete Euvisnt [0: HF 4514 Fasdity 1D: [DAVWO If continuation sheat Page 8 of 11




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

STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIER/CLIA
AND PLAN QF CORRECTION IDENTIFIGATICN NUMBER:

132505

PRINTED: 12/05/2012

FORM APPROVED
OMB NO. 0938-0391
(%2 MULTIPLE CONSTRUCTION (XG) DPATE SURVEY
COMPLETED
A BUILDING
B. G
YK 1442012012

NAME OF PROVIDER OR SUFPHER

STREET ADDRESS, G(TY, STATE, ZIP CQDE
1840 CANYON CREST DRIVE

TWIN FALLS DIALYSIS GENTER TWIN FALLS, ID 63301
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ware reviewed, This fallure resulted In the
potential failure of patients te proceed through the The social worker will complete Falcon
process of ranspant refemral, work up, and wait {an  online  computer  generated
ime on the transplant ist. Findings include: Assessment and Plan of Care program)
system-triggered Plan of Care follow-ups
1. POCs ditd not accurately address patients! as they arise to document ongoing Plan
transplant status as follows; of Care Transplant follow-up. The
transplant plan of care goal will be left
a, Patient #3 was an 80 year old incenter ‘unmet” so the comments will print on
hemodialysls patient. The transplant goal in his the plan of care. Going forward, the
POC, dated 626112, stated "maintain candidacy Soclal Worker will provide ftransplant
ar reason for other status” There was no further education to all b atients in the form of
o ) ' . DaVita handout, “DaVita Celebrates and
documentation in the POC clarifying Patient #3's Subparts | Transplantation.”  upon
progression in the process of referral, work up, ndoission and at the.  patints
and placemant on the transpiant wait list. assessment updates. This education wil
, be documented in the patients' medical
b. Patient #4 was an 81 year old Incenter record. This plan will %e monitored at
hemodialysis patient. The transplant goal in his 30, 60 and 90 days by charl audit
POG, dBtEd 8!28”2, Stated “maintﬂin Gand!dacy cot,'npleted by the Regiona| Point Social
or reason for ofher status.” Thare was no further Waorker. Audit results will be reviewed
docurnentation in the POC claritying Patient #4's with the Medical Director in the monthly
pragression in the process of referral, work up, QIFMM meeting. QIFMM review wil
and placement on the fransplant wait iist. determine any change in frequency of
audits depending on resulis. The FA is 1231412
¢. Patient #8 wag a 78 year old peritoneal dialysis responsible for the compliance and
patient The fransplant goal in hls POC stated completion of the plan of correction.
“maintain candidacy of reasan for ather status.”
There was na further documentation in the POG
clarifying Patient #8's progression in the process
of referral, werk up, and placement on the
transplant wait list
d. Patient #9 was a 77 year old pasitoneal dialysis
patient. The transplant goal in his POC, dated
6/28/12, stated "maintain candidacy ar reason fer
other status." There was na further
documentation in the POC clarifying Patient #9's
progression in the progess of referral, work up,
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and placement on the transplant wai [ist.

e. Patient #10 was a 54 year old home
hamodialysis patiend. The transplant geal in her
POG, dated 9/18/12, stated "mainiain candidacy
of reason for other status." There was no further
documentation in the POC clarifying Patient #10°s
progression in the process of referral, wark up,
and placernent on the transplant wait st

f. Pationt #11 was a 36 year old home
hemodialysis patient. The fransplant goal in his
POG, dated 11/14/12, stated "maintain candidagy
or reason for ofher staius," There was no further
documentation i the POG clarlfying Patlent #11's
progressian in the process of refarral, work up,
and placement on the transplam wait list,

In an interview on 11/27/12 at 10:00 AM, the
facility social worker confirmed the transplant
status documentation on POGs for Patlents #3,
# and #6 - #11. She stated she was respongible
for assessment and plan of care issues regarding
transplantation for all facility patients. She stated
the transplant status on the POCs for the six
patients wag not her documentation,

i an interview on 11/28/12 at 4:00 PM, the facility
administratar confirmed the transplant status
documentation on POCs for Patients #3, #4 and
#8 -#11. She stated it was not famijiar wording

.| and possibly was generated by the computer

syatemn used by team members when developing
patients' POGs, She agreed that the POCs for
Palients #3, #4 and #8 - #11 did not adequatsly or
individually addrese the patients’ actual transplant
glatus.
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The facility failed to ensure documentation of
fransplant status was included in the PQCs for six
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