
IDAHO DEPARTMENT OF 

HEALTH &WELFARE 
C.L. 'BUTCH' OTTER- GO'/ern()( 
RICHARD M. ARMSTRONG- Oire<lot 

December I, 2014 

Shelby Wright, Administrator 
Liberty Dialysis Caldwell 
4620 Enterprise Way, Suite I 0 I 
Caldwell, ID 83605·6764 

RE: Liberty Dialysis Caldwell, Provider# 132523 

Dear Ms. Wright: 

DEBRA RANSOM, R.N.,RH.I.T., CMel 
BUREAU OF FACILITY STANDARDS 

3232 El<ler Sueel 
P.O.Il<>x 83720 

ll<>fse,ID 83720.0009 
PHONE 208·334-6626 

FAX 208·364·18$8 

This is to advise you of the findings of the Medicare survey of Liberty Dialysis Caldwell, which 
was conducted on November 21, 20 14. 

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 (Po C) contains the following elements: 

• Action that will be taken to con·ect each specific deficiency cited; 
• Description of how the actions will improve the processes that led to the deficiency cited; 
• The plan must include the procedure for implementing the acceptable plan of correction 

for each deficiency cited; 
• A completion date for correction of each deficiency cited must be included; 
• Monitoring and tracking procedures to ensure the PoC is effective in bringing the ESRD 

into compliance, and that the ESRD remains in compliance with the regulatory 
requirements; 

• The plan must include the title of the person responsible for implementing the acceptable 
plan of correction; and 

• The administrator's signature and the date signed on page I of the Form CMS-2567. 



Shelby Wright, Administrator 
December I, 2014 
Page 2 of2 

After you have completed your Plan of Correction, return the original to this office by Dcccmbct· 
14,2014, and keep a copy for your records. 

Thank you for the cou11esies extended to us during our visit. If you have questions, please call 
this office at (208) 334-6626. 

Sincerely, 

~~~ 
Health Facility Surveyor 
Non-Long Term Care 

TO/pmt 
Enclosures 

·-~~~ 
NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 



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

STATEMENT OF DEFICIENCIES 
AND PIAN OF CORRECTION 

(X1) PROVIDERISUPPUEWCLIA 
IDENTIFICI\TION NUMBER: 

132623 
NAME OF PROVIDER OR SUPPliER 

LIBERTY DIALYSIS CALDWELL 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED UY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

V 000 INITIAL COMMENTS 

[CORE] 
The .following deficiencies were cited during the 
recertification and complaint su!Vey of your ESRD 
facllily from 11/17/14 • 11/21/14. The suiVeyor 
conducting the su!Vey was: 

Trlsh O'Hara, RN 

Acronyms used In this report Include: 
BP ·Blood Pressure 
CVC • Central Venous Catheter 
gldl • grams per deciliter 
HHD • Home Hemodialysis 
ICHD -In-center Hemodialysis 
IDPN - Intra dialytic Parenteral Nutrition 
IDT -Interdisciplinary Team 
Kt:JOQI - Kidney Dialysis Outcome Quality 
Inlllatlve 
NKF- Nallonal Kidney Foundation 
ONSP ·Oral Nutrilion Supplement Program 
PD • Peritoneal Dialysis 
POC- Plan of Care 
RN - Registered Nurse 

V 147 494.30(a)(2) IC-STAFF 
EDUCATION-CATHETERS/CATHETER CARE 

Recommendations for Placement of Intravascular 
Catheters In Adults and Children 

t. Health care worker education and training 
A. Educate heallh·oare workers regarding the ... 
appropriate Infection control measures to prevent 
Intravascular catheter-related Infections. 
B. Assess knowledge of and adherence to 
guidelines periodically for all persons who 
manage Intravascular catheters. 
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V 147 V147 494.30(a)(2) IC·STAFF 1/15115 
EDUCATION- CATHETERS/CATHETER 
PARE 

"'he Clinical Manager In-serviced facillly 
~taft 12/1114 on the policy and procedure 
FMS·CS·IG·I·105·041G2inltlatlng a CVC 
using Streamlines . 

On 12110/14 the Education Coordinator in­
serviced staff on the facility procedure as 
well. This second iR-seiVIce Included a 
new video available for staff demonstrating 
he proper procedure. 

LI\GORATORYDIRECTORS OR PRDVlOERISUPPLIIm REPRESENTATIVES SIGNATURE TITLG (XO) OATE 

Any deficiency slclemenl endlngwilh an OSIOJisk (') denoles a deficiency which tho lnslilullon may be excused !10m correcllng providing Ills de1e~L!;[-fi. 
olhersafeguards provldo sulficlonl prolocllon lo lhe pallonls. (See lnslmcllons.) Ex 1/or nursing homes, the findlngsslaled above are dlsclosablo 90 days 
following lho dale or surveywhclher or nola plan of correcllon Is provided. For nursl hom ,lho vo findings and plans or cortocllon are dlsclosable14 
days following the dele these documenls are mode avalloblelo tho facility. If deflcle los cUed on pproved ian of corrocllon Is rcqulslle to conllnued 

program parllclpallon. -- ,_, ______ ,,_, __ ~-·- ~ of" .. ilitJl.J>ii:I:c)}J.::._ 
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V 147 continued From page 1 
II. Surveillance 
A. Monitor lhe catheter sites visually of Individual 
patients. If patients have tenderness al the 
Insertion site, Fever without obvious source, or 
other manifestations suggesting local or BSI 
[blood stream lnfeolion], the dressing should be 
removed lo allow thorough examination of lhe 
slle. 

Central Venous Catheters, Including PI COs, 
Hemodialysis, and Pulmonal)' Ariel)' Calhelers In 
Adult and Pediatric Patients. 

VI. Catheter and calheler-slle care 
B. Antibiotic lock solutions: Do not routinely use 
antibiotic lock solutions to prevent CRBSI 
(catheter related blood stream Infections]. 

This STANDARD Is not met as evidenced by: 
Based on observations, staff Interview, and 
policy review It was determined lhe Faolllly Failed 
to ensure appropriate Infection control measures 
were taken to prevent infections for 1 of 1 
patients (Patlenll/9), who dialyzed using a central 
venous catheter and had the potential to Impact 
all patients dialyzing With central venous 
catheters. This failure resulted In lhe potential for 
access acquired blood stream Infections. 
Findings Include: 

A policy tilled "Termination of Trealment Using a 
Central Venous Catheter and Optlflux Single Use 
Ebeam Dialyzer,'" deled 6/19/13, gave 
Instructions to scrub the CVC connections and 
htlbs with alcohol and Immediately altach the 
catheter lumens to a saline filled syringe for 
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V 147 Continued From page 2 
flushing. It further directed staff to "apply a sterile 
cap on the end of the lumen maintaining aseptic 
technique ... Sterile caps prevent Infection and 
provide protection between treatments." 

On 11/20/14 at 3:46P.M., a staff was observed 
discontinuing treatment for Patient #9, who 
dialyzed using a eve. The staff scrubbed the 
catheter connections and hubs wilh alcohol, 
disconnected the blood tubing from the catheter 
lumens, and retrieved two small clear plastic caps 
from a ledge on the side of the machine, applying 
them to the ends or the arterial and venous 
lumens. The disconnected tubing was secured to 
the machine. The staff then removed the clear 
plastic caps, flushed the catheter limbs, and 
applied red and blue caps from sterile packaging 
to the venous and arterial lumens. When asked 
at the time, the staff said the clear plastic caps 
were left from tubing used during set up of the 
machine prior to Pallen! fl9's treatment and had 
been stored on the machine ledge during the 
treatment. When asked, staff said the caps had 
not been cleaned with an antiseptic. 

In an Interview on 11/21/14 al2:30 P.M., the 
nurse manager confirmed an aseptic procedure 
had not been performed. 

Infection control measures were not used when 
discontinuing dialysis for Patient 00. 

V 643 494.90(a)(1) POC·MANAGE VOLUME STATUS 

The plan of care must address, but not be lim !led 
to, the following: 
(1) Dose of dialysis. The Interdisciplinary team 
must provide I he necessary care and services to 
manage the patient's volume status: 
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PRINTED: 12/01/2014 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. OUILOING ______ _ 

D. WING 11/21/2014 

10 
PREFIX 

TAG 

STREET ADDRESS. CITY, STATE. ZIP CODE 

4620 ENTERPRISE WAY, SUITE 101 
CALDWELL, ID 83605 

PROVIDER'S PLAN OF CORilECTION 
(EACH CORRECTIVE ACTION SHOUI.O BE 

CROSS·RUfERENCEO TO THE APPROPRIATE 
OEFICIF.NCY) 
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ilations have been corrected and ongoing 
esolution Is noted. 

~?43 494.90(a)(1) POC-MANAGE 
V 543 !vOLUME STATUS 

On 12/1/14 the Clinic Manager In-serviced 
aclllty staff on Monitoring During Patient 

Treatment Polley FMS·CS-IC·I-110· 
133. A Specific emphasis was placed 
on the frequency requirement of 30 minute 
checks. Team reviewed the exact steos 
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COMPLETIOU 

DATE 

1/16/15 

Fadii~ID: 132523 If continuation sheet Page 3 of 13 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MI:DICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND Pli\N Of CORRECTION 

(X1) PROVlDER/SUPPliWICLII\ 
IDEIITIFICATION NUMBER: 

132523 
NAME Of PROVJDER OR SUPPliER 

LIBERTY DIALYSIS CALDW~LL 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT Of DEFICIENCIES 
(EACII DEFICIENCY MUST BE PRECEDED OY FULL 

REGUliiTORY OR tSC IDENTIFYING INFORMATION) 

V 543 Continued From page 3 

This STANDARD Is not mel as evidenced by: 
Based on review of paUent treatment records 
and policy and procedure, II was determined the 
facility failed to ensure blood pressure monitoring 
was done for 5 of 5 ICHD patients (Patients 111 • 
#5) whose records were reviewed. These failures 
resulled In patients being put al risk of 
compllcallons resulting from hypotension and 
hypertension. Findings Include: 

A policy tilled Pallent Monitoring During Patient 
Treatment, dated 7/4/12, stated "Vital signs will 
be monitored at the lnlllatlon of dialysis and every 
30 minutes, or more frequenlly, as needed." The 
policy slated direct staff were to "verify and react 
to unusual findings such as atypical blood 
pressure readings." However, the policy was not 
Implemented, as follows: 

a. Patient #3 was a 76 year old male who had 
been dialyzing at the facility since 2/25113. 
Treatment sheets from 10/21114 -11/16/14 were 
reviewed. Patient #3 did not have vllal signs 
monitored per policy during nine of twelve, 75%, 
of treatments as follows: 

10/21/14 ·No vital signs were taken from 0803 
unt111015 and again from 1016 untll1137. 

10123/14- No vital signs were taken from 1167 
until1245 during which lime Patient #3's BP had 
dropped from 166171 to 101/62. At 1309, Patient 
#3's BP was 98/60 and vitals were not retaken 
until 1413. 

10/28/14- Pallent 113's BP at 0944, the lnll!allon 
of treatment, was 148162. At 1313 Patlent#3's 
BP was 86/65. Vital signs were not monitored 
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V643 
ecessary to capture machine data and 
llnical system to ensure data Is 
ransferred from lhe machine to the clinical 
ecord timely. 

llnlcal Manager or designee for a period 
f two weeks wilt dally monitor 25% of 
alieni treatment sheets for variances 
rom half hour checks or other missed 
ocumentatlon opportunities. Adherence 
o lhe policy will result In lhe frequency 
educed to 25% 3X weekly for two 
ddltional weeks and then 25% once a 

l"eek for two weeks. This auditing will 
ontinue until progress Is noted and any 
dentified root causes for non-adherence 
~re resolved. Continued oversight will 
ontlnue utilizing the medical records audll 
ontalned within lhe QAI process. 

Plinlcal Manager will present in QAI the 
esults of all audit reports and monlloring 
as related to lhls Plan of Correcllon to the 
monlhly QAI Committee for review and 
oversight. 

he Medical Director Is to review the 
esults presented at the QAI meeting and 
ocumented activity Is appropriate for the 
eficlency, Intervention Is effective and 
hat resoluUon Is noted. 

lrhe Director of Operations Is responsible 
o present the status of the Plan of 
Correction wllh documenlatlon as 
ppropriale to the Governing Body on an 
ngolng basis until all Issues related to the 
llations have been corrected and ongoing 
esolullon Is noted. 

Faci~ily ID; 132523 II conllituallon shccl Pago 4 of 13 



DEPARTMENT OF HEALTH AND I·IUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

(X1} PROVIDERISUPPLIERICUJ\ 
IDENTIFICATION NUMBER: 

132523 

LIBERTY DIALYSIS CALDWELL 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACII DEFICIENCY MUST Oil PRECEDED OY fUll 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

PRINTED: 12/01/2014 
FORM APPROVED 

0 \113 NO. 0938·0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A.OUILDINO ______ _ 

B. WINO 

10 
PREFIX 

TAG 

STREeT ADDRESS, CITY, STATE, ZIP CODE 

46<0 ENTERPRISE WAY, SUITE 101 
CALDWELL, 10 83605 

PROVIDER'S PLI\N OF CORRECliON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFEHENGEO TO TilE APPROPRIATE 
DEFICIENCY) 

11/21/2014 

(X$) 
COMPI.ET!Oil 

OAlt; 

V 643 Conllnued From page 4 V 543 
again untillhe and of treatment at 1345 when his 
BP was recorded al 90/00. 

10/30/14- Pre treatment BP was recorded at 
147/81. No vital signs were taken from Initiation 
at 0859 until 0954 at which time Patient #3's BP 
was 97/62. Again no vital signs were recorded 
from 0954 unt111 045 at which lime his BP was 
89/60. Fluid removal was stopped at 1046. BP 
was recorded as 96/64 at 1101 but was not 
monitored again untll1203 at which time Patient 
f/3 continued to be hypotensive with a BP of 
95/48. 

11/1/14 ·No vital signs were taken from 0916 
unlil1014 and again from 1014 unlil1107 at 
which time Patient #3's BP had decreased from 
107/55 to 93/68. No Interventions were 
documented. 

11/4/14- Vital signs were not recorded from 0936 
unt111030 at which lime Patient 113's BP was 
84/52 and Interventions were taken. Again from 
1100 untll1200 no vital signs were recorded. 

11/8/14- At 1130, Patient ll3's BP was recorded 
as 81/50. Vital signs were not retaken unlll1217. 

11/13/14 • Patientll3's pre treatment BP was 
documented as 192/87 at 0918. At 1034, Patient 
#3's BP was recorded as 92/66. II was not 
retaken untll1146 at which time BP was recorded 
as 95/63. Again BP was not retaken untll1222 
when It was documented as 85/50. lntervenllons 
were documented at this time, nearly two hours 
alter Patient fl3's systolic BP reading had 
decreased by nearly 100 points. 

11/15/14- No vllal signs were recorded from 1105 
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V 543 Continued From page 5 V 543 
untll1204 and again from 1204 until the end of 
treatment at 1254. 

b. Patient #1 was a 62 year old male who had 
been dialyzing at the facility since 10/23/14. 
Treatment sheets from 10/23/14 -11/15/14 were 
reviewed. Patient #1 did not have vital signs 
monitored per policy during five of nine, 56%, of 
treatments as follows: 

10/23/14- No vital signs were recorded from 
1436 untll1531. 

11/6/14- No vital signs were taken from lnlllatlon 
of treatment at 1122 until1229. 

11/10/14- No vital signs were recorded from 
0843 until the end of treatment at 1009. 

11/11/14 -No vital signs were recorded from 1233 
untll1333, and again from 1433 untll1620. 

11/13/14- No vital signs were taken from 1232 
untll1333, and again from 1604 until the end of 
treatment at 1552. 

c. Patient #6 was a 73 year old female who had 
been dialyzing at the facility since 10/12/10. 
Treatment sheets from 10/20/14-11/17/14 were 
reviewed. Patient 115 did not have vital signs 
monitored per policy during seven of thirteen, 
64%, of treatments as follows: 

10/20/14 -Vital signs were not recorded from 
1410 until1500 and again from 1500 until1603, 
the end of treatment. 

10/27/14- VItal signs were not recorded from 
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V 643 Continued From page 6 
1500 untll1608. 

11/3/14 ·No vitals were recorded from 1304 unlll 
1530 and again from 1530 unlll1623. Vitals were 
monllored three times during a 4 hour treatment. 

11/6/14 ·No vitals were recorded from 1332 until 
1513 and again from 1613 unlll the end of 
treatment at1609. Vitals were monllored four 
times during a 4 hour treatment. 

11/10/14 ·VItals were not monitored from 1358 
untll1505. 

11/14/14 ·Vitals were not monitored from 
lnlllaUon of treatment at1204 until1308. 

11/17/14 ·Vital signs were not monitored from 
1403 un\111535. 

d. Pallen\ #2 was a 25 year old female who had 
been dialyzing at the facility since 6/9/12. 
Treatment sheets from 10/21/14 -11/16/14 were 
reviewed. Patient #2 did not have vital signs 
monitored per policy during two of ten, 20%, of 
treatments as follows: 

10/23/14 ·No vital signs were taken from 0924 
until1032 and again from 1102 until1205. 

11/15/14 ·No vital signs were taken from 1024 
unlll1130 and again from 1206 un\111334. 

e. Pallen! #4 was a 45 year old female who had 
been dialyzing at the facility since 3/26/09. 
Treatment sheets from 10/20/14 • 11/17/14 were 
reviewed. Patient 114 did not have vital signs 
monitored per policy during three of thirteen, 
23%, of treatments as follows: 
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V 643 Con(fnued From page 7 

10/27/14 ·Vila! signs were not monitored from 
0636 until 0739, 

11/3/14- No vital signs were monitored from 0646 
until 0604. 

11/14/14 ·No vllal signs were monitored from 
0612 unlil 0706. 

During an Interview on 11/21/14 at 2:30P.M., the 
nurse manager confirmed the lack of monitoring 
for Patients #1 415. 

The facility did not provide appropriate monitoring 
of five patients during their treatments. 

V 645 494.90(a)(2) POC·EFFECTIVE NUTRITIONAl. 
STATUS 

The Interdisciplinary team must provide the 
necessary care and counseling services to 
achieve and sustain an effective nutritional status. 
A patient's albumin level and body weigh! must be 
measured at least monthly. Additional 
evidence-based professionally-accepted clinical 
nutrition Indicators may be monitored, as 
appropriate. 

This STANDARD Is not met as evidenced by: 
Based on record review and staff Interview, It 

was determined the facility failed to ensure an 
acceptable albumin level was achieved and 
sustained for 1 of 2 PD patients (Patient 117), 
whose serum albumin levels did not reach goal. 
This failure put the patient at risk of complfcallons 
from chronically low nutritional markers. Findings 
Include: 
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:V645 494.90,(a)(2) POC·EFFECTIVE 
NUTRITIONAL STATUS 

On 12/10/14 Exit Survey results were 
discussed with facility personnel reviewing 
the findings as a part of the plan of 
correction. The Director of Operations HT 
reviewed the Nutrillonai Services Polley 
FMS-CS·IC·I·111-001A where the 
responsibilities were detailed for the 
Registered Dietician. 

The RD will be charged with providing an 
Individualized nutritional recommendation 
which actively promotes patients effective 
nutrlllonal status. All recommendations 
will be brought before the physician for 
approval and documented In the patients 
Plan of Care FMS-CS-iC-1-110-12603. 
Deviation from the nutritional 
recommendations resullina In welaht loss 
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Serum albumin level for dialysis patients was 
recommended by I<DOQI Nutrition Standards, 
2000, to be 4.0 gldl or greater. 

Patient #7 was a 60 year old female who had 
been dialyzing at the facility since 3/11113, using 
peritoneal dialysis as her current modality. 
Laboratory values for her serum albumin were 
reviewed and were found to average 2.60 gldl for 
the six months of June· November 2014. Patient 
til's POCs documented the following: 

June 2014 ·Albumin 2.8 g/dl. "Consider IOPN. 
Provide education to patient and spouse." 

July 2014 ·Albumin 2.6gldl. "In Ill ate IDPN." 

August 2014 ·Albumin 2.7 gldl. "Education 
provided to patient and spouse. Patient Is on 
ONSP. IDPN discontinued per company policy. 
Continue to expect low albumins. Provide 
options for supplements outside ONSP (NI<F 
grant). Monitor monthly and address as needed 
with patient and spouse. Encourage adherence 
to diet/medications." 

September 2014 -Albumin 2.4 gldl. "lDPN 
discontinued per company policy. ONSP In 
place. Now In the hospllal. Review when back In 
center. Encourage adherence to 
diet/medications." 

Patient tl7's record documented she was 
hospitalized from 9/9-10/16114 for wound 
debridement and healing. At the time of the 
survey, she was continuing to receive wound care 
at home through home health services. 
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V645 
r adverse conditions will be addressed In 
timely manner. 

~pon first availability of Lead Registered 
pieticlan or designee core job functions 
~Ill be reviewed. Lead RD or designee 
lllln-se!VIce the dietary staff on how to 

un lab reports showing a trended value of 
atlent labs. The dieticians will identify 
atlenls with albumin lab values less than 
.0. The Dieticians will then cross 
eference the Albumin report to Orders for 
utrltlonal supplements. Going fo!Ward all 
allents less than 3.5 will be checked to 
nsure that they are receiving a nutritional 
upplement. Patients refusing nutritional 
upplements will be brought to the MSW 
ttentlon to help In Identifying root causes 
or declining appetite or food Intake. Root 
auses will be addressed With physician 
nd the rest of the Interdisciplinary team. 

~ducatlon will be provided to pallents or 
"atlent guardian with albumin levels <3.5. 
"'ducatlonal efforts will be to assist In 
romoting the message of adequate 
lbumln and the risks of low albumin. 

~ducatlon efforts will be documented in 
he patient's plan of care and review by 
he Interdisciplinary team. 

he Director of Operations Is responsible 
~ present the status of the Plan of 
f-'Orrectlon with documentation as 
ppropriate to the Governing Body on an 
ngolng basis until all issues related to the 
itatlons have been corrected and ongoing 
esolution Is noted. 
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V 645 Continued From page 9 V 5~5 
October 2014 -Albumin 2.6 gldl. "Education 
provided. Encourage adherence to 
dleVmedlcallon. Protein supplement ONSP. 
Monlhly labs drawn and reviewed." 

November 2014 . Albumin 2.6 gldl. "Conllnue to 
monitor albumin. Evaluate non.nulrlllonal causes 
of low albumin. Review ways to Increase calorie 
&lor protein Intake. Menus given to pallent and 
spouse. Continue use of oral nutritional 
supplemenls as appropriate, ONSP. No iPPN 
per company policy." 

In an Interview on 11/20/14 at 2:00P.M., the 
dietician explained the facility's ONSP program. 
She said any pallent with albumin values below 
3.5 gldl were eligible to receive 156 doses of a 
protein supplement each year, free of charge, 
from the facility. The patients could choose the 
supplement either In a bar form, a concentrated 
liquid or a flavored drink. The dietician confirmed 
Patient #7 had been acllve in the ONSP program 
and provided documentation that Patient 117 was 
receiving and ingesllng the provided protein 
supplements. She did not know If addillonal 
supplement funding had been pursued for Patient 
117, as suggested In the August POC. Further,the 
dietician confirmed Patient 117 had received iDPN 
for a short period of time before It was 
discontinued because It was "against company 
policy." 

In an Interview on 11/20/14 at 4:00 P.M., the 
facility's Home Therapies Area Manager slated 
IDPN had been removed as a treatment opllon 
from all corporate PD programs "for further 
evaluallon." It was not clear If or when IDPN 
might be available lo patients. 
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V 545 Continued From page 10 
The IDT did not provide and Implement a POC for 
Pallent 117 to achieve effective nutritional status. 

V 681 494.140 PO-STAFF LIGAS REQ/QUALIDEMO 
COMPETENCY 

All dialysis facility staff must meet the applicable 
scope of practice board and licensure 
requirements In effect In the Slate In which they 
are employed. The dialysis facility's staff 
(employee or contractor) must meet the 
personnel qualifications and demonstrated 
competencies necessary to serve collectively the 
comprehensive needs of the patients. The 
dialysis facility's staff must have the ability to 
demonstrate and sustain the skills needed to 
perform the spec111c dulles of their poslllons. 

This STANDARD Is not met as evidenced by: 
Based on personnel record review and staff 

Interview, It was determined the factl!ly failed to 
ensure clinical competencies were demonstrated 
by 3 of 3 Home Program Training nurses (Staff A 
·G), whose personnel records were reviewed. 
This resulted In a lack of qualified staff to support 
patlellts who chose HHD as their dialysis 
modalily. Findings Include: 

The facility's CMS form 3427, signed by the 
facility's Clinical Manager and dated 11118114 
stated the facility provided home therapy dialysis 
options to patients, Including PO and home 
hemOdialysis. In an Interview on 11/17/14 at3:00 
P.M., the home program nurse manager said 
home hemodialysis was offered, and training 
provided, using the NxStage dialysis machine. 

Review of Staff A's personnel record showed she 
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~681 499.140 PQ-STAFF LIC AS 
V 681 ~EQ/QUAUDEMO COMPETENCY. 

)ne Home Therapy Program Manager will 
omplete a HHD didactic class on 
1124/2014. After the didactic class Is 
ompleted an Education Coordinator will 
omplete the annual skills checks on 
2/04/2014. When this Is completed the 

1-lome Therapy Program Manager will 
aport to the Governing Body that her 
nnual skills competency checks are 
ompleted. 

o,tter the Home Therapy Program 
Manager's annual competency checks are 
ompleted, the remaining Home Therapy 
urses will start the HHD training program, 

Nhlch will Include training new patients, 
monitoring parameters, water testing, 
up ply management, and HHD policy and 
rocedure review. 

f there Is a new patient that needs to be 
rained during this lime frame, the Home 
Therapy Program Manager will oversee 
he patient training. 

f the Home Therapy Program Manager Is 
unable to train a new patient. 
arrangements will be made to bring In a 
erllfled HHD nurse from the Liberty 

Dialysis Meridian Home program located 
n Meridian ID. 

The Director of Operations Is responsible 
o present the status of the Plan of 
Correction with documentation as 
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COMPLfil\011 

DATE 
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V 661 Continued From page 11 
had been hired on 6/4/13, to perform RN 
responsibilities In the home therapies program. 
This included the training and supper! of patients 
choosing PD and HHD modalilles. There were 
no documented clinical competencies for Staff A 
showing she was currently qual! ned to train and 
s11pport patients choosing HHD as their dialysis 
modality. 

Review of Staff B's personnel record showed she 
had been hired on 10/14/13, to perform RN 
responslbllilles In the home therapies program. 
This Included the training and support of patients 
choosing PD and HHD modalities. There were 
no documented clinical competencies for Staff B 
showing she was currently quallned to train and 
support patients choosing HHD as their dialysis 
modality. 

Review of Staff C's personnel record showed she 
had been hired on 6/17/05. She performed 
manager/RN responslbllllles In the home 
therapies program. This Included the training and 
support of patients choosing PD and HHD 
modalities. There were no documented clinical 
competencies for Staff C showing she was 
currently qualified to train and support patients 
choosing HHD as their dialysis modality. 

In an Interview on 11/19/14 at6:00 P.M., the 
nurse manager confirmed Staff A and Staff B 
were not familiar wilh tile NxStage dialysis 
machine and did not have the clinical 
competencies to train and support a patient 
choosing HHD as their modality. 

Further, the nurse manager said she would train 
patients choosing HHD as their dialysis modality. 
However, when asked In the same Interview, she 
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pproprlate to the Governing Body on an 
ngolng basis until all Issues related to the 
itallons have been corrected and ongoing 
esolution Is noted. 
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V 681 Con!lnued From page 12 
said her most recent clinical competencies were 
documented In 2007. 

The facility did not have statr with demonstrated 
clinical competencies to train and support 
patients In the HHD program. 

V 764 494.180(d) GOV-SERVICES FURNISHED ON 
THE MAIN PREMISES 

The governing body Is responsible for ensuring 
thai the dialysis facility furnishes services directly 
on Its main premises or on other premises that 
are contiguous with the main premises and are 
under the direction of the same professional staff 
and governing body as the main premises (except 
for services provided under§494.100). 

This STANDARD Is not met as evidenced by: 
Based on personnel record review and staff 
Interview, It was determined the governing body 
failed to ensure home hemodialysis training could 
be provided at the facility. This failure had the 
potential to Impact all patients choosing HHD as a 
preferred modality. Findings Include: 

Refer to V681 as It relates to lhe lack of 
competently trained stall available at the facility 
for the training and support of patients choosing 
the HHD modality. 
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V764 494.180(d) GOV-SERVICES 
URNISHED ON THE MAIN PREMISES 

o provide consistent and comprehensive 
evlew of lhe HHD modality, staffing will 

V 764 om plate annuallralnlng and 
ompetencles. Training and Competencies 

.viii be managed by the Clinic manager or 
eslgnee updating documentation In the 
taffing records. 

In relation to V681 the HT Program 
Manager attended her annual didactic 
ourse (11/24/14) In addition to completing 
er skills validation. The didactic course 

.vas proctored by the HT Education 
::oordlnator end verified competencies. 

With HHD Certification the HT Program 
Manager will actively accept HHD patients. 
I\ long with certification the HT Program 
Manager will verify skills and train 
ddltlonal staff members with the end 

result being HHD Certified RNs. 

As It relates to the Governing Body, the 
Governing Body members will review all 
HHD staffing competencies In the 
~uarterly meetings ensuring staff are 
trained and competent. 

The Director of Operations Is responsible 
to present the status of the Plan of 
Correction with documentation as 
appropriate to the Governing Body on an 
ongoing basis until all Issues related to the 
citations have been corrected and ongoing 
resolution Is noted. 

(XS) 
C(J/.IPLETIOU 

DATE 

FaciW IO; 132623 If eonllnuallon sheet Page 13 of 13 



I D A H 0 D E P A R T M E N T 0 F 

HEALTH &WELFARE 
C.l. "BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG- Direclor 

December 1, 2014 

Shelby Wright, Administrator 
Liberty Dialysis Caldwell 
4620 Enterprise Way, Suite 101 
Caldwell, ID 83605-6764 

Provider #132523 

Dear Ms. Wright: 

DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Eider Streel 
P.O. Box 83720 

Boise, ID 83720.0009 
PHONE 208-334-6626 

FAX 208-364-1888 

On November 21, 2014, a complaint survey was conducted at Liberty Dialysis Caldwell. The 
complaint allegations, findings, and conclusions are as follows: 

Complaint #ID00006736 

Allegation #1: The drains on the treatment floor contain mold that attracts insects. 

Findings #1: An unannounced visit was made to the facility from 11/17/14- 11/21/14. Ten 
hours of cumulative observation was done as well as a physical inspection of the facility with the 
following results: 

A close physical inspection of four drains on the treatment floor showed them to be free of mold 
and no insect infestation was noted. The drains were covered with a perforated plastic dome. 

In an interview on 11/18/14 at 9:00 A.M., the biomedical technician stated he was the person 
responsible for facility maintenance on a day to day basis. When asked, he said the perforated 
plastic domes were present to prevent the drain air gap spaces fi·om collecting trash and debris. 
He further stated each drain was cleansed on a weekly basis when staff poured excess vinegar 
and bleach into the drain chases after using the products for dialysis machine disinfection. 

It could not be detennined that the drains contained mold. Therefore, the allegation was 
unsubstantiated. 

Conclusion #1: Unsubstantiated. Lack of sufficient evidence. 



Shelby Wright, Administrator 
December 1, 2014 
Page 2 of3 

Allegation #2: Unauthorized persons have access to patient health information. 

Findings #2: An unannounced visit was made to the facility from 11/17/14- 11/21/14. 
Observations and staff interviews were conducted with the following results: 

During a cumulative ten hours of observations, no unauthorized persons were observed to have 
access to patient health information. 

In an interview on 11/21114 at 12:00 P.M., the Administrative Assistant said she and one other 
staff member were responsible for filing and maintaining patients' medical records. She further 
stated the facility did not use volunteer persons or temporary help for the maintenance of medical 
records. 

It could not be determined that unauthorized persons had access to patient health information. 
Therefore, the allegation was unsubstantiated. 

Conclusion #2: Unsubstantiated. Lack of sufficient evidence. 

Allegation #3: Nursing assessments are not performed prior to patients' dialysis treatments. 

Findings #3: An unannounced visit was made to the facility from 11/17/14 - 11/21/14. 
Observations, staff interviews and record reviews were conducted with the following results: 

During a cumulative ten hours, patients were observed entering the facility to begin their 
scheduled dialysis treatments. During the observations, one or two Registered Nurses were 
consistently present on the treatment floor. Twelve of 12 patients observed received assessments 
from the nurses prior to or immediately after the initiation of dialysis treatment. These 
assessments consisted of questioning the patients concerning physical symptoms as well as 
physical examination for lung sounds, heart sounds and the presence of edema. 

Additionally, the records of 5 patients, who were not observed, were reviewed. The records 
documented nursing assessments which had been completed. 

In an interview on 11/19/14 at 11 :00 A.M., a staff nurse, who had recently completed orientation 
to the facility, said the need for nursing assessment was included in her training and was a 
routine part of patient admission. 

It could not be determined that pre-treatment nursing assessments were not being performed. 
Therefore, the allegation was unsubstantiated. 

Conclusion #3: Unsubstantiated. Lack of sufficient evidence. 
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December 1, 2014 
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Allegation #4: Doctors prescribe excessive narcotics to patients. 

Findings #4: Pat1 494 Conditions for Coverage for End Stage Renal Disease Facilities has no 
governance concerning physicians' prescribing activities. 

Conclusion #4: No regulatoty basis. 

Allegation #5: Sharps containers are not replaced when full. 

Findings #5: An unannounced visit was made to the facility from 11/17/14- 11/21/14. 
Observations and staff interviews were conducted with the following results: 

During ten cumulative hours of observations, large sharps containers were noted to be positioned 
at each of thirteen patient dialysis stations. These containers were observed to be used by staff 
for the disposal of dialysis needles at the end of patient treatment. During observations, none of 
the containers were seen to be more than half full. 

In an interview on 11/1 7/14 at 4:00 P.M., two direct care staff said the shmps containers had 
markings on them to indicate a full level. Staff further stated it was their responsibility to close 
full sharps containers, place them in a biohazard waste disposal room, and replace them with 
clean, empty containers. 

It could not be determined that sharps containers were allowed to remain unattended when full. 
Therefore, the allegation was unsubstantiated. 

Conclusion #5: Unsubstantiated. Lack of sufficient evidence. 

As none of the allegations were substantiated, no response is necessmy. Thank you for the 
courtesies and assistance extended to us during our visit. 

Sincerely, 

;1USHO:£~~ 
Health Facility Surveyor 
Non-Long Term Care 

TO/pmt 

NJCOLE~~ 
Co-Supervisor 
Non-Long Term Care 
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