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P.O. Box 83720

Bolse, ID 83720-0008

PHONE 208-334-6626

FAX 20B-364-1888

C.L. "BUTCH" OTTER ~ Governor
RICHARD M. ARMSTRONG - Direclor

December 30, 2014

Cecilia Rincon-Cervantes, Administrator
Idaho Kidney Center Pocatello

444 Hospital Way, Suite 600

Pocatello, ID 83201

RE: Idaho Kidney Center Pocatello, Provider #132511

Dear Ms. Rincon-Cervantes:

This is to advise you of the findings of the Medicare survey of Idaho Kidney Center Pocatello,
which was conducted on December 19, 2014,

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,

o 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;

s 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 1 of the Form CMS-2567.




Cecilia Rincon-Cervantes, Administrator
December 30, 2014
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by January
12, 2015, 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,

ROl Lz
TRISH O'HARA NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care ' Non-Long Term Care
TO/pmt

Enclosures
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{CORE]

The following deficiencies were cited during the
recertification survey of your ESRD {acility from
12716114 - 12119/14. The surveyor conducting
the survey was:

Trish O'Hara, RN

Acronyms used in this report include:

AVF - Artelovenous fistula RECEIVED
BFR - Blood flow rate
BP - Blood presstre JAN ~ i 05

CVC ~ Central venous cathetler
[CHD Incenter hemodialysis

L - Liter ; EACILITY 8TANDARDS
min - minute
ml - mifliliter
V 543 | 484.90(a)(1) POC-MANAGE VOLUME STATUS V543
Y 543 — 494.90(a) POC-MANAGE 2/6/15
The plah of care must address, but not be limited VOLUME STATUS
to, the following:
(1) Dose of dialysis. The interdisciplinary team On 1/6/15 the Clinical Manager reviewed
must provide the necessary care and services to he findings from the CMS Exit survey.
manage the patfent’s volume status; The Clinic Manager in-serviced clinical

staff on the necessity to monitor and
manage the patients’ volume status
hddressing all hypo or hyper-tensive(VIS
Q130min) episodes notifying the RN and
bhysician of the patient status. The
bolicies covered during the staff meeting
will be Monitoring During Patient

This STANDARD is nof met as evidenced by:
Based on review of patient treatment records
and policy and procedure, it was determined the
facility fatfed to ehsure blood pressure monitoring
was done for 6 of 6 ICHD patients (Patients #1 -
#6) whose records were reviewed. These failures
resulted in patients being put at risk of

complications resulting from hypotension and Treatment Policy (FMS-CS~1C-1-110-
hypertension, Findings include; 133A), and Determination of Biood
Pressure Policy and Procedure. FMS-
Apolicy tittled Patfent Monttoring During Patient CS-1C-I-110-134A. Clinic Manager
Trealment, dated 7{4[12, stated "Vitai S[Qns will will review the S[andjng Orders with the
A staff placing-an emphasis-on.ihe
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER Repnztltmme's S% ahp THHLE (X6) DATE
A ~ Vresene, o ofresiraaitS Kl

Any deficlency statament ending with an asterisk {*) derotesfa defictency which the\institution may be excused from correcting providing it {s deterninkd that
other safeguards provide suffictent protection fo the patientd. (See Instructions.) Excgpt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of gorrection Is provided For nurslig hiemes, the above findIngs and plans of correction ars disclosable 14
days following the date these documents are made gvailable to the facilily. N defictendjes are cited, an approved plan of correction is roqulsile to continued

program participation.

— )
FORM CMS-2567(02-80) Previous Versions Obsolele Event ID: JS5UGH Facllity iD; 132611 If continualion sheet Page fof 8
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be monltored at the initiation of dialysis and every
30 minutes, or more frequently, 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
implemenied, as follows:

a. Patlent #8 was a 59 year old female who had
been dialyzing at the facility since 3/23/12. Eight
treatment records were reviewed from 11/17/14 -
12112/14. Prescribed 30 minute monitoring was
not documented during the following times:

- 1117114 from 7:46 until 8:30 a.m.

- 11/19/14 from 5:52 until 6:43 a.m., and again
from 8:40 until 9:21 a.m.

- §1/21/14 from 6:35 ynfit 7;38 a.m,

- 11/24/14 from 8:30 until end of treatment at $:30
a.in,, at which time Patient #8 was hyperiensive
with a BP of 194/76.

- 11/26/14 from 5:34 until 6:43 a.m., and again
from 7:10 until 8:13 a.m.

- 12/5/14 from 6:00 until 6:45 a.m.

- 12/10/14 from 5:33 unti 6:26 a.m., and again
from 8:33 until 2;14 a.m.

- 12112114 from 6:31 until 7:14 a.m.

~ 12115114 from 9:01 until end of treatment at 9:43
a.m.

b. Patient #56 was a 66 year old male who had
been dialyzing at the facility since 12/26/09. Nine
treatment records were reviewad from 11/17/14 -
12/15/14. Prescribad 30 minute monitoring was
not documented during the following times:

- 1117114 from 5:37 until 8:36 a.m., and again
from 6:36 until 7:29 a.m.
- 11/21/14 from 5:11 until 6:04 a.m., and again
from 6:04 until 7:08 a.m.

parameters and anything beyond the
tanding order parameters needs fo be
rought to the RN and Physician
ttention.

eginning 12/26/14 the facility began
udits of Chairside documentation and/or
low sheets to ensure all hypo or hyper-
ensive (V/S Q30min) episcdes
xperienced by a patient were
ocumented appropriately and follow-up
ocumentation during the treatment was
resent. This auditing will contintie for a
inimum of 1 month. Starting 1/7/156 the
linical Manager or designee for a period
f two weeks will monitor 256% of patient
reatment sheets for occurrences where
ypo or hyper-tensive(V/S Q30min)
pisodes occurred without proper
ocumentation. Follow up documentation
il also be monitored for instances where
lonidine was administered fo a patient.
dherence to the policy will result in the
requency reduced to 25% 3X weekly for
o additional weeks.

indings of the daily audits wili be
eviewed at the weekly Governing Body
eeting. The Governing Body Commitiee
will then determine if the frequency of the
udits may be reduced.

ny ongeoing non-compliance of staff in
elation to this facility procedure per the
onditions of Coverage and the FMC
olicy will be addressed with corrective
tian as appropriate

FORM CMS.2667(02-99) Previous Verslons Obsolele Evant 1D:JSUG11
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- 12/314 from 6:00 unlil 6:42 a.m.
- 12/15/14 from 6:30 until 7:20 a.m., at which time
Patient #5 was hypolensive with a BP of 97/64.

¢. Patient #7 was a 22 year old female who had
been dialyzing at the facility since 11/2/12,
Eleven treatment records were reviewed from
1111714 - 12/15/14. Prescribed 30 minute
monitoring was not documented during the
foliowing imes:

- 11/19/14 from 5:30 untif 6:30 p.m.

- 1142814 from 3:40 until 4:23 p.m., and again
from 4;23 until 5:05 p.m,

~ 1201/14 from 4:00 unti{ 4:45 p.m.

- 1215114 from 5:30 until 6:25 p.m.

~ 12/8/14 from 341 untll 4:32 p.m.

- 12/10/14 from 4:02 unti! 5:14 p.m.

d. Patient 6 was a 67 year old male who had
heen dialyzing at the facility since 12/19/11. Nine
treatment records were reviewed from 11/20/14 -
12/16H4. Prescribad 30 minute monitoring was
not doctimented during the following times:

- 11420/14 from 12;40 p.im. until end of treaiment
at 1:25 p.m.

- 11/22/14 from 10:16 until 11:16 a.m.

- 111256114 from 12:21 until end of treatment at
1:11 pan,

~ 4212114 from 10:33 until 11:14 a.m,, at which
time Patient #6 was hypotensive with a BP of
98/51,

- 12/4/14 from 1231 untit 1:15 p.m.

- 12/11114 from 12:41 until end of kreaiment at
1:27 p.m.

e. Patient #9 was a 76 year old male who had
been dialyzing at the facility since 7/23/12.

V543

The Clinical Manager is responsible to
eview, analyze and frend all data and
onitoring/audit results as related to this
Plan of Correction prior to presenting to
the QAlI Commitiee monthly for review
and oversight.

he Director of Operations or Operations
Vlanager is responsibie {o analyze actions
presented through the QAI as related to
the Plan of Correction and present to the
GGoverning Body for oversight.

he QAl Committee is responsible to
provide oversight to ensure the Plan of
Correction, as written to address the
issues identified with the Statement of
Deficiency, is effective and is providing
2solution of the issues.

he Governing Body wili review the
analysis as provided by the QAI including
the trending of the issues. If any
eficiencies are noted they will work with
the QAlI Committee to determine the root
¢ause and amend the Plan to ensure
esolution of the deficiency.

linutes of the Governing Body and QA
eetings, as well as monitoring forms and
ducationai documentation will provide
vidence of these actions, the Governing
ody’s direction and oversight and the

Al Committee’s ongoing monitoring of
cility activities. These are available for
eview at the facility

FORM CMS-2667(02-09) Previous Verslons Obsolale Event ID:JSUGH
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Eleven treatiment records were reviewed from
1917114 - 12/15/14. Prescribed 30 minute
monitoring was not documented during the
following times: V/ 544 - 494.90(a)(1) POC-ACHIEVE 216115
- 1111914 from 12:12 untit 1:30 p.m. ADEQUATE CLEARANCE.
- 11124/14 from 11:30 a.m. until 12:33 p.m. ,
- 11426114 from 2:22 unti 3:20 p.m. P On 1/6/15 Exit Survey results were
- 11/28114 from 12:01 untit 12:43 p.m. discussed with facility personnel
- 12/1/14 from 12:00 until 12:46 p.m., and again eviewing the findings as a part of the
from 2:30 unti 3:12 p.m. at which time Patient monthly staff meeting.
#9's BP was 84/36,
~12/3/14 from 2:00 unti} 2:49 p.m, Dn 1/6/15 the Clinical Manager will
- 12/10/14 from 12:32 unti{ 1:15 p.m. ormally in-service the direct patient care
-12112/14 from 12:33 untit 1:14 p.m. taff and place an emphasis on the
dherence to physician orders for blood
f. Patient #4 was a 46 year old female who had low rates (BFR) and to notify the nurse
been dialyzing at the facility since 2/12/14. Seven nd physician when BFR is not achieved.
treatment records were reviewed from 11/19/14 - ob descriptions will be reviewed with
121{'1 5/14. Prescribed 30 minlf!te monti}orinq was CTs and RNs to show how
not documented during the following times: ocumentation is an integral part of the
- 12/3/14 from 7:00 untit 8:00 a.m. ob and service the clinic provides.
»7:‘I524fi.1n411'from 7:10 until the end of treatment at tarting 1/7/15 the Clinical Manager or
- 1212114 from 9:13 until the end of treatment at esignee for a periad of two weeks will
9:55 a.m. onitor 25% of patient treatment sheets
- 12415/44 from 8:30 until 9115 a.m. or variances from the prescribed BFR.
dherence to the policy will result in the
in an interview on 12/18/14 at 2:00 p.m., the requency reduced to 25% 3X weekly for
nurse manager confifmed the missed monitoring o additional weeks. On-going
for Pallents #1 - #6 and said 30 minule onitoring will continue.
monitoring should have been maintained for the
patients. linical Manager reviewed policy FMS-
o ' . §-1C-1-110-133A Monitoring During
The facllily failed to monitor patients during atient Treatment policy. A focus was
dialysis treatments per facility policy. faced on the importance of monitoring
V 5441 494.90(q)(1) POC-ACHIEVE ADEQUATE V 644 patients’ prescribe dialysis prescription,
here BFR is a part of the prescription, in
FOR} CMS&-2567(02-99) Provious Varsions Obsolals Event ID: JSUGH1 Facllity ID: 132511 If continuation shaeet Page 4 0f 8
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Achieve and sustaln the prescribed dose of
dialysis to meet a hemodialysis KV of at least
1.2 and a peritoneal dialysis weekly KV of at
least 1.7 or meet an alternative equivalant
professionaliy-accepted clinical praclice standard
for adequacy of dialysis.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, It
was determined the facility failed to maintain
prescribed blood flow rates during treatments for
5 of 8 patisnts {Patients #4, #6, and #7 - #9),
whose lreatment records were reviewed. This
failure had the potential for decreasing palients’
adequacy and for alerting staff to a posslhle
falling access. Findings include;

a, Patlent #4 was a 46 year old female who had
been dialyzing at the facility since 27/12/14, She
was currantly dialyzing throtigh a tunneled
catheter in her left lower extremity and her
dialysis prescription ordered a 550 mi/min. BFR.
Seven treatment records were reviewed from
11119714 - 12/15/14. BFR was not maintained as
follows:

- 1419/14: Average BFR for the duration of
freatment was 530 mifmin., decreasing blood
processed from a prescribed 121 Litreatment to
116 Lftreaiment.

- 11/25/14: Average BFR for the durafion of
treatment was 240 mo/min., decreasing blood
processed from a prescribed 121 Lireatment to
b3 Lftreatment.

- 11/26/14; Average BFR for the duration of

X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 1 PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
V 544} Continued From page 4 V hd4
CLEARANCE

dditian to the safety monitored every 30
in. Staff were in-serviced and presented
ith examples of how some daia does not
ull across when receiving data from the
achine. It was also discussed that direct
atient care siaff need to be diligent in
hecking for documentation errors. All
ases where BFR was changed there
eeds to be corresponding documentation
tating the reason for the change and the
ew BFR.

ata not pulling across from Chairside
houtd diminish with the adoption of T
achine into the unit. T machines are

ow the primary machine in use post
urvey. This transition happened days
fter the survey ended. The data will feed
irecily eliminating the occurrence of
ropped data.

ny ongoing non-compliance of staff in
elation to this facility procedure per the
onditions of Coverage and the FMC
olicy will be addressed with corrective
ction as appraopriate.

he Clinical Manager is responsible to
eview, analyze and trend all data and
onitering/audit results as related to this
fan of Correction prior to presenting to
he QAl Committee monthly for review
nd oversight.

he Director of Operations or Operations
anager is responsible to analyze actions
presented through the QAL as related o

FORM CMS-2567(02-90} Previous Verslons Obsolete Event 1D:JSUGH

Facility ID; 132541 If continuation sheef Page 50of8
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treatment was 270 mifmin., decreasing biood
processed from a prescribed 121 Lireatment to
59 Litreatmeni.

- 12/3M14: Average BFR for the duration of
treatment was 350 mimin., decreasing blood
processed from a prescribed 121 Lfreatment to
77 Litreatment.

The decrease in BFR significantly decreased the
removal of waste from Patient #4.

There was no documentation present explaining
why prescribed BFR had not been maintained or
indicating the decreased BFR had been assessed
or addressed.

b, Patlent #9 was a 76 year old male who had
been dialyzing at the facility since 7/23/12. He
was currently dialyzing through a CVC. His
prescription ordered a 400 miimin. BFR, Eleven
treatment records were reviewed from 11/17/14 -
12/15/14. Prescribed BFR was not maintained as
follows:

- 11/21/14; Average BFR was 350 ml/min.
- 11/24/14; Average BFR was 350 mi/min.
- 1218/14: Average BFR was 350 ml/min.

-~ 1215/14: Average BFR was 350 mlfmin,

This represented a decreass in blood processed
from a prescribed 90 Lireatment to 78
Lireatment for 4 treatments, significantly
decreasing the removal of waste from Patient #9.

There was no documentation present explaining
why prescribed BFR had not been matntained or
Indicating the decreased BFR had hesn assessed
or addressed.

the Plan of Correction and present to the
Soverning Body for oversight.

The QAIl Committee is respeonsible to
brovide oversight to ensure the Plan of
Correction, as written to address the
ssues identified with the Statement of
Deficiency, is effective and is providing
esolution of the issues.

The Governing Body will review the
hnalysis as provided by the QA including
he trending of the issues. ifany
Heficiencies are noted they will work with
he QAl Commitiee to determine the root
cause and amend the Plan to ensure
resolution of the deficiency.

Minutes of the Governing Body and QA
neetings, as well as monitoring forms and
pducational documentation will provide
bvidence of these actions, the Governing
Body's direction and oversight and the
Al Commiitee’s ongoing manitoring of
acility activities. These are available for
review at the facility.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
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c. Patient #6 was a 67 year old male who had
been dialyzing at the facility since 12/19/11. His
current access was an AVF. His prescription
ordered a 550 mifmin. BFR. Nine freatment
records were reviewed from 11/20/14 - 12/16/14.
Prescribed BFR was not maintained as follows:

- 11/20/14; Average BFR was 410 ml/min.,
decreasing blood processed from a prescribed
107 Litreatment to 79 Litreatment.

- 11/29/14; Average BFR was 480 mi/min.,
decreasing blood processed from a prescribed
107 Utreatment io 93 Lireatment.

The decrease in BFR significantly decreased the
removal of waste from Patient #6.

There was no documentation present explaining
why prescribed BFR had not been maintained or
indicating the decreased BFR had been assessed
or addressed.

d. Patient #7 was a 22 year old female who had
been dialyzing at the facility since 11/2/12. She
was currently dialyzing through an AVF. Her
prescription ordered a 4560 mi/min. BFR. Eleven
treatment records were reviewed from 11/17/14 -
12/15/14. Prescribed BFR was not maintained as
follows:

- 12/15/14; BFR was 400 ml/min. for 1.5 hours of
a 3.25 hour treatment, decreasing the volume of
blood cleaned from a prescribed 88 Lf treatment
to 79 L for this treatment.

There was no documentation present explaining
why prescribed BFR had not been maintained or

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID; JSUGT1 Facility ID: 132511 If continuation sheet Page 7 of 8
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indicating the decreased BFR had been assessed
or addressed.

e. Patient #8 was a 59 year old female who had
been dialyzing at the facility since 3/23/12. She
currently was using a left AVF access. Her
prescription ordered a 550 ml/min. BFR. Eight
freatment records were reviewed from 11/17/14 -
12112114, Prescribed BFR was not maintained
as follows:

- 12/12{14; Average BFR was 470 mi/min.,
decreasing the blood processed from a
prescribed 132 Litreatment to 100 L for this
treatment. Anursing note stated the BFR had
heen decreased due to "arterial pressure
alarming." However, there was no documentation
that efforts were made to correct the situation,
such as repositioning the arterial needle.

In an interview on 12/18/14 at 2:00 p.m., the
nurse manager confirmed the decreased BFRs
for Patients #4, #6, and #7 - #9 and said
prescribed BFR should have heen maintained.

The facility failed to maintain prescribed BFRs for
five patients.
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