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North Carolina Department of Health and Human Services
Division of Health Service Regulation
Acute and Home Care Licensure and Certification Section
7712 Mail Service Center = Raleigh, North Carolina 27699-2712

Beverly Baves Perdue, Governor
Lanier M. Cansler, Secretary
Jeff Horton, Interim Division Director

hitp:/ferww.nedhhs. gov/dhse Azzie Y. Conley, Chief

Phone: 919-855-4620
Fax: 910-715-8476

. Angust2,2010 VIA E-MAIL

M. James Williams, Facility Administrator
Vance County Dialysis
854 S. Beckford Drive
Henderson, NC 27536

RE: Medicare Recertification Survey
CMS Certification Number (CCN): 342543

Dear Mr. Williams:

Thank you for the cooperation and courtesy extended during my recent visit to your facility July 13-16, 2010 for
the purpose of conducting a recertification survey as well as a follow up to the 7/26/2007 complaint survey. As

a result of this survey, it was determined that this facility was not in compliance with two (2) of Medicare's
Conditions of Coverage:

494.150 Responsibilities of the Medical Director (V716)
494.180 Governance (V750)

—Feder: ibit us from recertifyving a provider when the provider has been determined to
be out of compliance with one or more Conditions of Coverage. We are unable to recerfify your
facility in the Medicare program. For this reason, deficiencies affecting the Condition of Coverage
must be corrected within 30 days of the survey date; and a follow-up visit will be conducted within 45
days of the survey, if a “Credible Allegation of Compliance” is received by the State Agency within 10
days of receipt by the provider. If not in compliance, a recommendation for termination from the
Medicare/Medicaid program will be made effective within 90 days from the last date surveyed.

Please find enclosed both “standard” and “condition” level deficiencies cited as a result of the survey. These

are recorded on the enclosed Statement of Deficiencies (Form CMS-2567). A written plan of correction should be
submitted to this office and should include the following! o

(a) A description of the correction action(s) and the systems that have been or will be implemented to
correct the deficiency.

(b) A description of the monitoring system that has been or will be implemented including the
person(s) responsible for the monitoring to assure compliance; and




" Mr. James Williams
August 2, 2010
Page Two

(©) The date by which all correction actions will be completed and in place. This date must be included
on the CMS Form 2567. g .

The enclosed CMS form 2567 must contain an original signature, with the date signed, and returned to me at
the above mailing address WITHIN 10 WORKING DAYS OF RECEIPT. Do not fax this form. We must have

the original form returned. The plan of correction will be reviewed, and if additional information is needed, we will
contact you, :

Should you bave any questions please do not hesitate to contact me at (919) 550-0870.

Sincerely,

Koy D. Cuaton, RN

Kay D. Cuaton, RN .
Acute and Home Care Licensure & Certification Section

Enclosures: CMS-2567 (w/patient list), 25678
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Aunguost 2, 2010 VIA E-MAIL '

Mz. Yames Williams, Facility Administrator
Vance County Dialysis
854 S, Beckdord Drive
Henderson, NC 27536

RE: Medicare Recertification Survey
- CMS Certification Number (CCN): 342543

 Dear Mr. Williams:

Thank you for the cooperation and courtesy extended during my recent visit to your facility July 13-16, 2010 for
the purpose of conducting a recertification survey as well as a follow up to the 7/26/2007 complaint survey. As

a result of this suivey, it was determined that this facility was not in compliance with two (2) of Medicare’s
Conditions of Coverage:

494.150 Responsibilities of the Medical Director (V710)
494,180 Governance (V750)

ifying a providér when the provider has been determined to

be out of compliance with one or more Conditions of Coverage. We are unable to recertily your

facility in the Medicare program. For this reason, deficiencies affecting the Condition of Coverage
must be corrected within 30 days of the survey date; and a fo

flow-up visit will be conducted within 45
days of the survey, if a «Credible Allegation of Compliance” is received by the State Agency within 10

days of receipt by the provider. Ifnotin compliance, a recommendation for termination from the
Medicare/Medicaid program will be made effective within 90 days from the last date surveyed.

Please find enclosed both “standard” and “condition” level deficiencies cited as a result of the survey, These

are recorded on the enclosed Statement of Deficiencies (Form CMS-2567). A written plan of correction should be
submitted to this office and should include the following: :

(@) A description of the correction

action(s) and the systems that have been or will be implemented to
correct the deficiency. ' .

®) A description of the monitoring system that has been or will be implemented including the
person(s) responsible for the monitoring to assure compliance; and




Mr. James Williams
August 2,2010 -
Page Two

(©) The date by which all correction actions will be completed and in place. This date must be mcloded
on the CMS Form 2567. '

The enclosed CMS form 2567 must.contain an original signature, with the date signed, and returned to me at
the above mailing address WITHIN 10 WORKING DAYS OF RECEIPT.

Do not fax this form. We roust have
the original form returned. The plan of correction will be reviewed, and if additional information is needed, we will
contact you.

Should you have any guestions please do not hesitate to confact me at (919) 550-0870.

Sincerely,

Kay . Cuaton, RN

Kay D. Cuaton, RN

Acute and Home Care Licensure. & Certification Section

Enclosnres: CMS-2567 (wipatient Jist), 25675
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Cuaton, Kay

From: Cuaton, Kay

Sent: ‘Monday, August 02, 2010 7:52 PM

To: james.wiliams@davita.com

Ce: ’ donna.zook@davita.com; Cuaton, Kay; Blue, Nakunda

Attachments: vance county sod.pdf, Vance County patient list.doc; Vance County CONDITION.RTF

Mr Williams, :

Attached is the CMS form 2567, Statement of deficiencies for the recertification survey conducted July 13-16,
2010 along with the patient identifier list and cover letter, During my visit I also conducted a follow-up fo the ’
7/26/2007 complaint Survey. CMS form 25678 form is also attached. Please call as directed in the cover letter i
you have any guestions. I am requesting that you send me an e-mail such that T am certain that you

indeed have recelved this information. :

Regrds
Kay Cuaton-Maier

8/3/2010
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& Full § A tah
(L9} 01/01/2000 03 Bospital o5 HHA OESRD BT ul Survey Adfter Complaint
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21
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‘
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13, 1.,TC AGREEMENT

24 LTC AGREEMENT
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{L30Y
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00101
(L28) * (L31)
31. RO RECEIPT OF (hay- 1339 32. DETERMINATION OF APPROVAL DATE
(L32) (L33) | DETERMINATION APPROVAL
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

RECEIVED AUG 1 32010

. PRINTED: 0DBI02/2010
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
]: ATEMENT OF DEFICIENCIES (X1) PROV!DER/SUPPLIERJCLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY :
Y PLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETED
. A. BUILDING
8. WING
342543 07/16/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

£E!
VANGE COUNTY DIALYSIS 511 RUIN CREEK RD SUIE 212
i HENDERSON, NC 27536
x4y D " SUMMARY STATEMENT OF DEFICIENCIES ! ) ! PROVIDER'S PLAN OF CORRECTION : 5
PREFIX * (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFX : {EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
e | REGULATORY OR LSC IDENTIFYING INFORMATION) LS - CROSS-REFERENCED TO THE APPROPRIATE i DAE
L . . . i , DEFICIENCY)
T ] : !
V 113 ! 494.30(a)(1) IC-WEAR GLOVES/HAND i v 113E ;
!i | ' 1. Survey deficiency results will be reviewed :
; b with all teammates !
| Wear disposable gloves when caring for the i { 2. Policy # 1-05-01 Infection Control for :
¢ patient or touching the patient's equipment af the ! ! Dialysis Facilitis will be reviewed with all i
i dialysis station. Staff must remove gloves and : . teammates with emphasis on proper hand !
. wash hands between each patient or station. : i washing/hiygiene and glove usege. th
. ‘ 3. All tearomates will complete LMS MAN
i ! 2002 infection control mandatory training, ‘,
; {4 LMS training records will be audited for :
| This STANDARD is niot met as evidenced by: | compliance and tracked fo verify completion by
| Based on facilty policy review, observation and ! sll teammutes, X o b
| staff interview, the facility direct patient care staff |3 lganlg‘rjhc{rgcgoom meetings wore initiatedon  * g/9/10
] failed to donfwear gloves with direct . i;:i’ 2 ,f?,.,?l g‘e hed \:}1&: ﬂ;c clinical - ii
| patient/equipment contact and sanitize hands . ;y{c week, then weekly x 2 months fo review .
! Sfer glove removal in: §ctnon’ co?brol Pract!cc requirements, |
i,; a g 6. Daily infection control audits were initiated .|
g o ] on July 22 and will be performed daily x 2 weeks. |
l; The findings included: When compliance is noted, frequency will !
. become weskly x 4 weeks until compliance is !
| Facility policy 1-05-01, Infection Control For 1 noted, then monthly. P i
Dialysis Facilities (revision 10/08B) revealed staft l 1 *7, Infection control audit results will be reviewed !
i is required to wear/don gloves when caring for ! i at the CQI meeting and a plan implemented and '
: patients or touching the patient equipment at the ‘ ! adjusted as needed. i
, dialysls station, and reguired to perform hand : ' g. Clinical Mgr (CM)will review the job
| hygiene after rernoval of gloves, after patient and | deseription, rofe and responsibilities with all hemo ¢
| dialysis delivery system contact, between | || nursesand PCTS, ) !
 patients, and hafore touching clean areas. Policy i ; 9. All nusses will be inserviced regarding -
! review revealed "Only teammates with clean ! ; ?vgat:hm :Tm’;‘?n"g staff compliance with
“hands may remove items from clean suppt {  infection confrof poticies. :
foartt Y PRl : ! 10. The Clinical Mgr will monitor daily for team
: ’ : i compliance with infection control policics and ‘
) , i i compliance with the plan of correction. !
doizsr?;:::‘::r (;]\10\7//31:\,::{?92‘ :r?j?otjeswe;;eta:tdaifrftf ; ! 11, Infection control audit results will be reviewed *
s " - : : i by the Governing Body and a plan implemented
i d|a1y'sx§ machine at s’.(ahon #1'7 where patient #1 ]‘ ', and adjusted as needed g
 had just completed his dialysis treatment. 1 I 12. Disciplinary action will result in continued |
{ i non-compliance with infection control policy and
| Observation on 7/13/10 at 1135 revealed staff #1 t l plan. 1
| did not remove her dirty glaves or sanitize her i ‘ ;
| hands after removing the needles from patient ‘ 1 ]
| #1's arm access and prior to retrieval of clean i % :
1 . i .
LABORATORY DIRECTOR'S OR PROYIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE e 9 {X6) DATE
o LUXQ/ dmialy frador ¥imfre

Any deficiency statement ending with an asterisk (*) denotes a deficlency which the Institution may be excused from correcting pro\;'iding it is determined thal other

t for nursing homes, the findings stated above are disclosable B0 day

sateguards provide sufficient protection {o the

FORM CMS-2567(02-99) Previous Versions Obsolete

patients, (See Instructions.) Excep
*ste of survey whether or not a plan of correction Is provided. For nursing homes,
e documents are made avallabfe to the facliity. If deficiencies are cited, an approved p

Event ID:L76811

s following the

the above findings and plans of corection are disclosablé 14 days following the date

lan of comection is Tequisite to continued program parlicipation,

Faclity i>: 844555 If continuation

sheet Page 1of 58




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/02/2010

R FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
O PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
. A, BULDING
' 8. WING
342543 DT/ 62010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 511 RUIN CREEK RD SUITE 212
VANCE COUNTY DIALYSIS
HENDERSON NC 27536
LR SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i x5
PREEIX & (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX | " (EACH CORRECTIVE ACTION SHOULD BE | commLETION

TAG _ REGULATORY OR L5C IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE j . DAE
i . DEFICIENCY) i
} !

V 113} Continued From page 1 V113 :
‘ t
! supplies. f
‘ v
l

! Obeervation on 7/13/10 at 1203 Tevealed staff #2
: did not.don gloves (she used the glove as a
Damer between the dirty machine and her hand)
to touch the dirly dialysls machine at station #13

. where patient #2 was dialyzing. Observation

. revealed after staff #2 discarded the ‘glove she

! gid.not sanitize her hands before touching the

{ door knob on the lobby exit door.

. | Observation on 7/13/10 at 1220 revealed staff #2

_ did not don gieves (she used.the glove as a
* barrier between the dirty machine and her hand)
" ip touch the dirly dialysis machine at station #16
: whete patient #3 was dialyzing. Observation

i revealed after staff #2 discarded the glove she

i did not sanitize her hands after discarding the

{‘ glove.

: Observation on 7/14/10 at 1115 revealed staff #3
; did not don gloves (she used the glove as a

! bamier between the dirty machine and her hand)
{ 1o touch the dirty dialysis machine at station #19
li where patient #4 was dtalyzmg

: Dbservatlon on 7/16/10 at DB50 revea!ed staff #5

i did not don gloves (she used the glove as a
" barrier between the dirty machine) or sanitize her
' hands after addressing the machine alarm on
contaminated dialysis machine at station #29
where patient #18 was dialyzing.

| Interview on 7/16/10 at 0859 with staff #5
! revealed she didnt don the glove to address the
: dialysis machine alarm or sanitize her hands

‘ after contaminated equipment contact because
j she "just didn't think about it".

i

FORM CMS-2567(02-58) Previous Versions Obsolete

Event I LT6B1T |

Failiy ID; 44655

If continuation shest Page 2 of 68




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/02/2010
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
‘D PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BULDING
342543 B e 07115/2018
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
R EEK E212
VANCE COUNTY DIALYSIS 511 RUIN CREEK RD SUITE 21
HENDERSON, NC 27536
x|, SUMMARY STATEMENT DF DEFICIENCIES vy : PROVIDER'S PLAN OF CORRECTION Yo
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFX | (EACH CORRECTIVE ACTION SHOULD BE s COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) A CROSS-REFERENCED TO THE ARPROPRIATE , DA
! | i DEFICIENCY) ;
! i B .
V 113} Continued From page 2 V 113¢
! interview with the facility Clinical Nurse Manager '
_on 7114/10 at 1230 revealed she was aware that
staff did not follow appropriate standard
: precautions during direct patient care, but her job 1
| duties did not include personnel issues, i
| Interview revealed "the Facility Administrator is i
i responsible for the oversight of the staff”. :
V 117 : 494.30(a)(1)(}) IC-CLEAN/DIRTYMED PRE V1174

| AREAINO COMMON CARTS :

1

i .
, Clean areas should be clearly designated for the
| preparation, handling and storage of medications
“tand unused supplies and-equipment. Clean areas
E should be clearly separated from contaminated

! areas where used supplies and equipment are

. handied. Do not handle and store medications or
| ¢Jean supplies in the same or an adjacent area o
« that where used equipment or blood samples are
: handled.

1 When multiple dose medication vials are used

i (including vials containing dituents), prepare

" individual patient doses in a clean (centralized)
i area away from dialysis stations and defiver

: separately to each patient. Do not carry multiple

|_dose medication vials from station to station.

V117

1, Policy # 1-05-01 Infection Control for
Dialysis Fagilities will be reviewed with all -

H

! Do not use common medication carts to deifiver
i medications to patients. If frays are used to

deliver medications to individual patients, they
{ must be cleaned between patients.

| This STANDARD is not met as evidenced by:

; Based on facility policy review, ohservation, and

© staff intervisw, the facility staff falled to maintain

| separate clean and dirty areas and failed to
ensure non-disposable tape was not shared

! hetween patients,

teammates-with-craphasis the impodange of

mainteining separate clean and dirty areas !
and that supplies, including but not limited to i
tape, that are taken into the dialysis station 1 8910
will be disposed of , dedicated for single |
patient use, or cleaned and disinfected before !
taken to a common clean area, Non :
disposable items that cannat be cleaned and i
disinfected i.e. tape should be dedicated for [
use on a single patient. s Same as #1-12 !
above
cont pg 4 1
|
|

i

FORM CMS-2567(02-98) Previous Versions Obsolele

Event ID;L76B11

Facility {D: 844655
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/02/2010
FORM APPROVED

OMB NO. 08380381

‘]T"ATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLIA X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
3 PLAN OF CORRECTION {DENTIFICATION NUMBER: ‘ COMPLETED
. A, BUEDING
B8, WING
342543 D7116/2010 -

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

" ASRADI Glean area or used on-another

i patient...non disposable items that cannot be

: cleaned and disinfected (e.g., adhesive tape) will
ibe dedicated for use ohly on a single patient”.

s Observation on 7/13/10 at 1130 revealed staff #1
! did not maintain the clean computer cart when

| she removed the patient treatment shest from

'k the top of the contaminated dialysis machine st

| station #17 (where a patient was dialyZing) to the
| clean computer cart.

i

! Observation on 7/13/10 at 1220 revealed staff #2
—did-not intain-the-cleancomputer keyboard

- when she did not sanitize her hands prior to

i
will become weekly x 4 weeks until H
i complidncs is noted, then monthly. - . |
! Infection control audit results will be reviewed |
at the CQI meeting and a plan implemented and !
adjusted as needed. : t(
Clinical Mgr (CM)will review the job :
description, role and responsibilities with all :
hemo nurses and PCTS. l,
. All nurses will be in-serviced regarding !
expectations of monitoring staff cornpliance |
with infection contro} policies. |
The Clinica! Mgr will monitor daily for team !
compliance with infection control, policies and
compliance with the plan of correction. .
Infection control audit results will be reviewed

i3 Fal H
by tie-Governing-Bedy-and-a plan

§11 RUIN CREEK RD SUITE 212
VANCE COUNTY DIALYSIS
HENDERSON, NC 27536
XD | SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION ] ()
PREFIX | {EAGH DEFICIENCY MUST BE PRECEDED BY FLL PREFIX % [EACH CORRECTIVE ACTION SHOULD BE ' ' COMPLETION
™e | REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
; i \ DEFICIENCY) .
1
1 i
V 117 ; Continued From page 3 i ' 117! . :
: . . . l i V117 cont. i
- The findings included: \ Al tcammates will complote LMS MAN !
N ) : {2002 infection controt mandatory training.
. Fagility poficy 1-05-01, Infection Control For i | LMS trining records will be audited for
Dialysis Facilities (revision 10/08) revealed : " compliance and tracked 1o verify completion by
, - 'Clean areas shoutd be clearly designatéd for \ all teammates.
: ...slorage of...unused supplies and i . Daily homeroom meetings were initiated on )
‘ equipment...clean areas shouyld be clearly i Ty 22 and will be held with the clinical feam ‘
' separated from contaminaiéd areas where used ' ~dailyx 1 week, then weekly x 2 months to i
" supplies and equipment are handled,..items i " review infection control practice requirements. :
i taken into the dialysis station will be disposed of, ! o Daily infection control audits were initiated
* dedicated for use only on a single patient, or ; ;on JUIY‘%‘?hﬂnd will be performed daily x 2 C 10
' cleaned and disinfected before taken io a | weeks. When compliance is noted, frequency

i touching the computer keyboard and after
 working with the patient dialyzing at station #16;

i Observation on 7/13/10 at 1150 revealed staff #1

did not discard a contaminated roll of tape as
required after taking it to dialysis station #17

! where a patient was dialyzing. Observation

'i revealed staff #1 used the same contaminated

! roli of tape for the patient dialyzing also at station
NS 41N

! Observation on 7/14/10 at 1115 revealed staff #3 -

i

implemented and adjusted as needed
Disciplinary action will result in continned

i non-compliance with infection control policy
i and plan,

»

; '
s

FORM CMB-2567(02-99) Previeus Versions Obsolete

Event |D:L76B11

1
Faciity 1D; 844855
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . PRINTED: 0B/02/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0838-0391
' \TEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
PLAN OF CORRECTION IDENTIFICATION NUMBER:
. A. BUILDING COMPLETED
B. WING
342543 07/16/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
’ 514 RUIN CREEK RD SU
VANCE GOUNTY DIALYSIS , RUIN CREEK RD SUITE 212
HENDERSON, NC 27536
(X4) D i SUMMARY STATEMENT OF DEFICIENCIES ‘ Y i PROVIDER'S PLAN OF CORRECTION : s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ] PREFIX | (EAGH CORRECTIVE ACTION sHoULD BE + COMPLETION
e | REGULATORY OR LSC IDENTIFYING INFORMATION) i e | CROSS-REFERENCED TO THE APPROPRIATE DATE
' % , DEFICIENCY) :
Y X t t H
V 117 * Continued From page 4 ; V 4171 :
. i i
did not malntain a clean computer cart when she : ; .
_placed a contaminated glove on it that she had ! !
‘ just used to touch the dialysis machine at station

| #10, where a patient was dialyzing.
1 .

 Inferview with the facility Clinical Nurse Manager T !
1 on 7)14/10 at 1230 revealed the compulers and
‘ computer carls are considered clean areas. \
{ Interview revealed she was aware that staff did i
%l not follow appropriate standard precautions |
i during direct patient care, but her job duties did
I not include personnel issues. Inferview revealed \
Ve Faciiify Adfdinistrator is responsible for the-
i oversight of the siaff '
V 120 | 494.30(a)(1)(i) IC-TRANSDUCER
, PROTECTORS-NOT WETTED/CHANGED

i Use external venous and arterial pressure 2
\ transducer fiters/protectors for each patient »
! treatment fo prevent biood contamination of the i :
' dialysis machines’ pressure monitors, !

] H
Hf the external transducer protector becomes wet, i :
: replace immediately and inspect the protector. If :
* fluid is visible on the side of the transducer !

: prore‘a'srmaﬁaces‘ﬂwe‘maﬁhiﬁerhave-quaﬁﬁpd d

: i
| personinet open the machine after the treafrnent :
‘l is completed and check for contamination. This :
: includes tnspection for possible blood :
{ contamination of the internal pressure tubing set . |
and pressure sensing port. If contarnination has ) : |

|

i

]

{

occuired, the machine must be taken out of
service and disinfected using either 1:100
 dilution of bleach (300-600 mgll free chlorine) or
| a commercially avallable, EPA-registered
'! tubsrculocidal germicide before reuse,

 Change filters/protectors between each patient
i treatment, and do not reuse them. Internal

= |
k)
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V 120 Continued From page S i V1i20; V120- i
i r w5t need to be changed : { : '
-: tf:‘f:;;ﬂ;&i::g;; e d to be change ; | 1, policy # 1:03-11 Chaning Transducer
DHEE A i ! Protectors will be reviewed with all clinical
i : " teammates with emphasis on that the external !
. : N : * transducer protectors are to be replaced ‘
.t This STANDARD is not mf.-‘( as evxdencz.ad by: ; . whenever blood or saline is observed in
| Based on facility policy review, observatior and : ! contact with the patient side of the transducer
i staff interview, the facility staff failed to change . protector.
 bloody transducer filters to prevent possible ‘: i 2. All teammates will complete LMS MAN :
: cross contamination of blood. P ! 2002 infection control mandatory training. '
: The findings included: ; ! 1 81910
i i 3.. LMS training records will be audited i
" Review of facilify policy 1-03:11; Changing The - : .. for compliance and tracked to verify ;
 Transducer Protectors (revised Sept 2008), : i completionbyall tcammates. 1.
| _"The external transducer protector will be | 4 . Daily infection cfmtfox audits Wh]c b i
! replaced..."Whenever biood or saline is observed | | include transducer MOMKOTINE, were initiated i
i contact with thie patient side of the transducer I on July 22 and will be performed daily x 2 !
: o ) ; weeks. When compliance is noted, frequency )
! protector”... : | will become weekly % 4 weeks until '
i . . * compliance is noted, then monthty. '
{ Observation on 7{1 3/10 revealed staff did not 5. fnfection control audit results will be i
| replace the bloodied ransducer protectors on the reviewed at the CQI meeting and a plan i
{ patients who were dialyzing at stations #9 and implemented and adjusted as needed, 1
| #433 as required. Observation revealed the- 6. Clinical Mgr will review the job i
; patient's transducer protectors at stations #9 and description, role and responsibilities with all !
| 433 were wet with blood at D903, 0925 and 0957 hemo nurses and PCTS. :
> (54 TinotEsT, 7. All nurses will be inserviced regarding |
: ) . expectations of monitoring ST compliante
 Interview with the facility Clinical Nurse Manager with infection control policies including the
" on TI14/1D at 1230 revealed staff should have . changing of transducers when necded. g
‘ sghanged out" the bloodied fransducer protectors : 8. The Clinical Mgr will monitor daily for ‘
" as soon as it becomes bloodied. Interview | ; team compliance with infection control :
| revealed she was aware that staff did not follow | + policies and compliance with the plan of !
: i jons during direct 1 , corection. . i
! app.ropnate standard precat‘Jttong 'g 1 ' 9. Infection control andit resulis will be
. patient care, but her job duties did not ”mc\ude 3 | eviewed by the Governing Body an da plan
! personnel issues. Intt?wiew rev§a[ed the i  implemented and adjusted as needed '.
. Facility Administrator 1 responsible for the : i 10, Disciplinary action will result in :
; oversight of the staff™. : ! i continued non-compliance with infection l
V 405 | 484.60(c)(2) PE-COMFORTABLE - i V 405! control policy and plan. l
, TEMPERATURE : 1
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!

i The dialysis facility must :

\ {i) Maintain a comfortable temperature within the
: facility; and -

| (if) Make reasonable accommodations for the

; patients who are not comfortable at this

| temperature.

| Ihis STANDARD is not met as evidenced by:
Based on observation, patient interview and staff

! interview, the facility failed o maintain a

; comfortable temperature in the treatment area

! during patient dialysls freatments.

' The findings included:

{ Obsetvation on 7/15/10 at 0930 revealed 7 of 7

| patients dialyzing in the Pod that housed dialysis
¢ stations #21-43 were dialyzing and each patient
{ was covered with & blanket.

* Observation on 7/15/10 at 0930 revealed 7 of 8

; patients dialyzing in the Pod that housed dialysis
. stations #13-20 were dialyzing and each patient
i was covered with a blanket.

s ot s 22
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V 405 Continued From page 8 V405, '

|
l
|
|

Ly 465

! 1. Teammates will be informed of the
§ temperature control process, expectation and
i results of non-compliance with comfortable
temperature confrol. .
| 2. Temperature will be set at 70 degrees on all :
{5 thermostats, With covered Jock boxes. The key
} will be maintained by the Charge Nurse,
| 3. Teammates will monitor patients for signs of
| being cold every shift.. .
i 4. Teaminates will potify Charge Nurse when
patients ofo of being cold.

8/6/10

| Observation on 7/15/10 at 0930 revealed 7 of 8
| patients dialyzing in the Pod that housed dialysis

: stations #1-12 were dialyzing and each patient
1 .
]I was covered with a blanket.

Observation on 7/15/10 at 0930 revealed 8 of 8
'; patients dialyzing on the back wall area of the
| treatment room that housed stafions #25-33 were
. dialyzing and each patient was covered with a
‘ planket. :

! Interview on 7/15/10 at 0940 with patient #15

: (one of the patients covered by a blanket during

5 ATEmpE Will be made by tieCharge Murse-to

! make reasonable accommodations for the i
patients who are not comfortable at this i

! temperature.

6. The Clinjcal Mgr will monitor daily for team

compliance with the plan of comection. FA is
responsible for ongoing compliance with POC.

i
|
2
E
|
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PREFIX

‘i SUMMARY STATEMENT OF DEFICIENCIES
1
TAG |

(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION)

H

(]
PREFIX
TAG
DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION { (%5) -
(EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE v DATE

V 405 i Continued From page 7
_dialysis treatment) revealed the faciiity Is cold
rall the time". Interview revealed patient #15
: brings a blanket from home each freatment day

' to cover up with because the treatment room is
kept foo cold. ’

~ Interview on 7/1 5/10 af 0945 with patient #17
" {one of the patients covered by a bianket during
_dialysis treatment) revealed she covered herself
! with a blanket because she was too cold.
i Interview revealed e patient treatmsnt area had
 been so cold prior to covering herself with a
! blanket, that her "teeth were chattering”.
|
| Interview with the Facility Administrator on
! 7/15/10 at 1630 revealed there were several
| thermostats for the patient treatment area and
| each had been set at different femperatures
L (272 degrees). Interview revealed the facility
! had no system in place 1o ensure the patient

‘l temperature for patients during dialysis
. treatment.

V 407 | 494.60(c)(4) PE-HD PTS IN VIEW DURING
; TREATMENTS

| freatment area was maintained ata comfortable

V 405!
1

it

V 407

E patients must be in view of staff during

| hemodialyss treatment to ensure patient safety,
i (video surveillance will not meet this

i requirement),

, This STANDARD s not met as evidenced by:

" Based on facility policy review, observation, staff
_interview, and hemodialysis freatment sheet

. review, the facility staff failed 10 ensure patient

| access sites were visible to staff during

i hemodialysis treatments.

i
i The findings includéd:

!
s
i
!
.
;
;
:
!
i3
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\ 407 | Continued From page 8 V 407 ?

| Review of facility policy 8-01-07A, Patient
{ Rights, Responsibilities and Facility Rules
! (revised December 2008), revealed patients are
% expected to keep their access shies visible at all
{ tirnes during hemodialysis treatment.
H
i Observation on 7/13/10 at 0903, 0825 and 0957
| revealed staff was not able to see patient #11's
'{ AV fistula access at station #33 during dialysis
3 reaiment because it was covered by a blanket
: .

" Observation on 7/13/10 &t 903 afid 0825~ "
. revealed staff was nof able io see patient #9's AV
! graft access at station # 12 durifg dialysis
{ reatment because it was covered by a blanket.

i

! Observation on 7/13/10 at 0903 revealed staff
% was not able to see patient #10's AV fistula

! access at station #14 during dialysis treatment
| because it was covered by a blanket.

\ Observation on 7/13/10 at 0903 revealed staff
* was not able fo see patient #12's catheter access
jat station #37 during dialysis treatment because

e e e ey o s o

L V407

1. Clinical Mgr will review the importance of
keeping VA sites uncovered with each patient.
1. Policy # 1-04-01 AVF and AVG Vascular
Access Care will be reviewed with all
teammates, with emphasis placed on VA site
monitoring. Acknowledgment of
understanding the expectation and result of

! non-compliance was signed by all clinfcai . ‘

| teammates. ;

. 2.3, Policy #1-01-09 Against Medical Adviss L
(AMA) was reviewed with emphasis on use
for documentation of patient refusal to keep
VA sites uncovered during treatment,

4. Access sites will be monitored for visibility
throughout dialysis treatment and
documented.

5. Tesmmates will encourage patients to ;
uncover access sites and document. The o

i Charge Nurse will be notified of patient

refusals, An AMA will be completed.

I 6. The Charge Nurse will monitor visibility of

access sites every shift for compliance.

7. The Clinical Manager will monitor process

8/6/10

| i was covered by & tharket

{

| Observation on 7/13/10 at 1130 revealed staff

| was not able to see patient #5's AV grait access
 at station #6 during dialysis treatment because. it
}l was covered by a blanket.

| .

! Obsetvation on 7/13/10 at 11580 revealed staff

| was not able to ses patient #6's AV fistula access
! at station #37 during dialysis treatment because

| it was covered by a bianket. '

!
" Observation on 7/13/10 at 1200 revealed staff
| was not able to see patient #7's AV graft access

r compliance with plan. FA is

responsible for ongoing compliance with
POC.

et e et ot A T S
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V 407 ' Continued From page 8 ! ;
" 1

 at station #30 guring dialysis treatment because
 itwas covered by a blanket.

' Observation on 7/13/10 at 1221 revealed staff

: was not able to see patient #B's catheter access
't stafion #12 because during dialysis treatment
" it was covered by a blanket.

Observation on 7/15/10 at 0900 revealed staff
. was not able to see patient #12's AV fistula
_access at station #5 during dialysis treatment
i because it was covered by a blanket.

: Observation on 7/15/10 at 0800 revealed staff
'; was not able to see patient #13's catheter access
 at station #25 during dialysis treatment because
| it was covered by a tanket.
\ Observation on 7/15/10 at 0900 revealed staff
{ was not able fo see patient #14's AV fistula
I access at station #26 during dialysis treatment
| because it was covered by a blanket.
i
! Observation on 7/15/10 at 0930 revealed staff
' was not able to see pafisnt #16' AV graft access
—~«——-5~a%—siaﬁenv#49.dudng.dialysiajmatment because
i #t was covered by a blanket,

i Interview with the facility Clinicat Nurse Manager

| on 714410 at 1230 revealed patient's access

 sites should be visible 1o staff throughout the

i patients dialysis treatment Interview revealed

1 should patient refuse fo keep their access visible
during freatment, staff should educate the patient

. on the dangers of their access site not being

li visible and document the education and the

| patlents refusal on the dialysis treatment sheet.

|

‘l Review of the patient dialysts treaiment sheets

i
!
l
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exit doors.
3. Teammates will be quizzed to determine
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! i ; DEFICIENCY) !
i ' ! : H
V 407 | Continued From page 10 : V4071 i
i revealed no documented evidence of patient ! H :
| education or patients refusal, respectively. i
\V 409 | 484.60(d)(1) PE-ER PREP V 408} V409 - ;
STAEF-INITIAL/ANNUALANFORM PTS 1. Policy #4-07-01 Disaster, Fire and Business i
% . Continuity Emergency ]
|; The dialysis facility must provide appropriate ' P]rleparedncss Gu'lldebr{cs wxl\'be revscwe:d and }
; training and orientation in emergency i ;ﬂ.;?mr?:ies ‘tm‘] bi.m'sc;w{ed reﬁard’ng i
{ preparedness o the staff, Staff training must be ilding layout, location o exits an i
! brovided and evaluated at least annually and emergency evecuation e ’
‘P . ’ 1 2. Bvacuation location site will be posted atall - ; 813710
include the following: : . |

. knowledge of emergency procedures, including
¢ fforring patientsof e .

: (A} What to do;

! (B) Where to go, including instructions for

! occasions when the geographic area of the

! dialysis facility must be gvacuaied;

! (CY Whom to centact if an emergency occurs

| while the patient is not in the dialysis facility. This
+ contact information must include an alternate

| emergency phone number for the facility for

. instances when the dialysis facility is unable to -
| receive phone calls due to an emergency

| situation (unless the facility has the ability to

| forward calls to a working phone number under

. Ve
-suchrefnergensy conditions), and,

¢ compliance with plan.

knowledge of designated emergency

_evacuation Jocation site, |

4. Emergency preparedness drills will be
completed with teammates quartesly included
emphasis on evacuation location site,

5. Completion of quarterly emergency training
and completion of plan of correction will be
seviewed at CQI meetings. The plan will be
adjusted as needed. H
6. Facility Administrator will monitor for 1

| () How fo disconnect themselves from the
{ dialysis machine if an emergency Occurs.

i

! This STANDARD s not met as evidenced by:
| Based on facility policy review, facility disaster
‘. plan review and staff interview, the facility failed

‘;I to ensure staff was knowledgeable regarding

! staff/patient meeting area outside the dialysis
i-building in the event of an emergency evacuation
' for 1 of 4 staff interviewed (#6),

ll The findings included:

z
i

H

|
i
|
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TAG
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| :

V 409 ! Continued From page 11
i Review of facility policy, 4-07-01, Disaster, Fire
; and Business Continuity Emergency
| Preparedness Guidelines revised 9/09) revealed
. staff training included where to go if evacuating

" frorn the dialysis facility and off-slie evacuation
; destination...

i Review of the facility's current disaster plan
i revealed the emergency evacuation off-site
| destination would be the parking lot of the

i dialysis facility.

‘1 IntsYVisw B 7/15/107at 15635 revealed staff did
% not know where staffpatients would meet ouiside
i in the event of an ermergency evacuation of the
y E building. interview revealed she thought the
| mesting area was behind the bullding.

! Interview on 7/16/10 at 0945 With the Facilty -
{ Administrator revealed the meeting area is in the
: parking lot located in the front of the building.
V 412 | 484.80(d)(2) PE-ER PREP-PTS
i ORIENTED/TRAINED

i

- The facility must provide appropriate orientation

v trafning to-patientscineluding the areas

V 409,

V442

‘i spedified in paragraphs (d)(1)1) of this section.

{ This STANDARD is not met as evidenced by:

i Based oh facility policy review, disaster

. preparedness plan review, pafient interview and
staff Interview, the facility falled to ensure

{ pafients were knowledgeable regarding )

j emergency preparedness procedures for 6of6

| patients interviewed (#5, 22, 20, 21, 18, 17).

‘ The findings included:

| Review of fadility policy, 4-07-01, Disaster, Fire

l

|
:
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DEFICIENCY)

V412 1 Continued From page 12

| and Business Confinuity Emergency

! preparedness Guidelines revised H/09) revealed
! staff training included where fo go if evacuating
! from the dialysis facility and off-site evacuation

1 destination...

" Review of the faciity's current disaster pfan

¢ revealed the emergency evacuation off-site

! destination would be the parking Jot of the

| dialysis facility. Plan review also revealed

: shortterm (disruption of operations less than 72
i hours) and long-tern {disrupticn of operations of
! greatei thafi 72 hours) disaster plans: .
1

‘ Short-tern Disaster Guidelines...

" Dialysis treatments will be provided as needed
* by a back-up facility

! _patients will be contacted by person in charge

. -Designated evacuation location is the parking
1ot

| Long-tern Disaster Guidelines...

| Dialysis freatments will be provided as needed
{ by a back-up facility

| -Patients will be contacted by person in charge

| esignatetd-evacuationJocation s tha parking

V412 ‘ 1

V 412

1.Poticy #4-07-01 Disaster, Fire and Business
Continuity Emergency

| Preparedness Guidelines will be reviewed and
" all teammates will be inserviced regarding

. building layout, location of exits and

* emergency evacuation site.

1 1. All patients will be re-pducated  regarding
the emergency evacuation and disaster i
¢ planning; with emphasis placed on emergency . i
: evacuation location site and plan if facility is :
non-pperational.

2. Emergency evacuation location site will be
posted at all exit doors.

4. AN new and visiting patients will receive
emergency and disaster planning education
during their admission process

5. Disaster planning pamphlets will be ordered
from NW 6 and distributed fo all pts. !
6. A patient emergency and disaster planning
quiz will be created and reviewed with all
patients.

1. 7. Medical records will be audited monthly

81310

i

i fot...
| Emergency shelter-focal hospitat...
| 1. Interview on 7/12/10 at 1242 with patient #5,

. who was admitted October, 2008, revealed be

1 did ot know where the outside evacuation

| focation was in the event the facility had fo be

1 evacuated, and he did not know what to do in the
* event of a natural disaster and the facility was

1‘ not operational.

“. 2. Interview on 7/14/10 at 0920 with patient #22,
{ who was admitted in 3/2008, revealed she did

v
b

3-months for documentation of emergency and

disaster planning education, inchuding all
curent, new and visiting patients. Audits will -
be completed quarterly thereafter, if compliance
| is noted.

8. Guest Services contact sumber will be added
to the facility answer machine message 10 assist
i patient in the event of a disaster or emergency. -
9. Medical record audit resuits will be seviewed

, at CQI meeting monthly. A plan will be .
, implemented as needed. '
" 10. FA wil} monitor process for compliance

with plan,

.‘ H
} . : i
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1 i ¢
V 412 Continued From page 13, i v 412!
not know where the outside evacuation location !

{ . {
i was in the event the facility had to be evacuated. :

[}

1 3. interview on 7114710 at 0926 with patient #20, :
- who was admitted December, 2008, revealed ; :

. she did not know where the putside evacuation
! focation was in the event the facility had to be

{ evacuated, and she did not know what to do in
i the event of a natural disaster and the facility

| was not operational.

.l 4. Interview on 7/14/10 at D942 with patient #21,

¢

1

¢ who was admitted in 2008, revealed she did not |
! krow where the outside evacuation location was {
{'in the event the facility had to be evacuaied, and . !
i she did not know what to do in the event of a ‘
1

! natural disaster and the facility was not |
\ operational. . ‘

' 5. Interview on 7/15/10 at 0940 with patient #18, ' ,
| who was admitted approximately a year ago, { !

' revealed he did not know where the outside ;
evacuation location was “for this building" in the .
i event the facility had to be evacuated, and he did .
! hot know what to do in the event of a natural

! disaster and the facﬁWas“ﬁTﬁpTETaﬁunaL

6. Interview on 7/15/10 at 0945 with patient #17,
; a transient patient dialyzing at the factlity while

1 vacationing at the {ake with family, revealed

| 7/45/10 was her second treatment at the facility
 "this week" and she did not know where the 1
l outside emergency evacuation focation was in i i

\ he event the facility had to be evacuated. i

| interview with the Farility Administrator on
7115/10 at 0945 revealed the facility provides

| patients every September with a "Hurricane

‘ Planning & Safety for Dialysis Patients* booklet

i
i
3
1
]
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1

V 412} Continued From page 14 V412

| that the network distributes that addresses how

{ patients should prepare for disaster emergencies
}. at home, and patients are educated quarterly

i regarding emergency evacuation.

! Interview on 7/16/10 at 1605 with the facility
. Administrative Assistant {individual responsible .
' for conducting the facility fire drills) revealed she ! ‘
! was not sure why patients would indicate a lack :
 of evacuation jocation knowledge because the - | 1 |
, facility's evacuation location had to be changed ' : !
i.recently, due fo a facifity refocation (4/10). : s <
| Interview revealed patients had been educated to' ~ S : ~ o
' this change with the exception of the transient ; :
! patients. Interview also revealed if palients are ;
i adrmitied after the September disaster . i
; preparedness education, staff does not educate : i
. patients again untit the next Sepiember meaning :
i new patients may go as long as 12 months !
| without disaster preparedness education.

V 413 | 494.60(d)(3) PE-ER EQUIP ON PREMISES-02, V413

i
|
1
!
!

L

| AED, SUCTION .

| Emergency equipment, Inchuding, but not mited
! 10, oxygen, alrways, suction, defibrillator or
| automated external defibrillator, artificial

| resuscitator, and emergency drugs, must be on
| the premises at all imes and immediaely

" available.

! This STANDARD is not met as evidenced by: -
! Based on facifity policy review, Emergency ; S
' Equipment Checklist log review, observation

¢ and staff interview, the facility staff failed to

" ensure the emergency equipment was ready to
i use at all times,

| The findings included: !

i
!
i
H
L
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) checklist log revealed weekly checks were
conducted on the emergency suction equipment
fon7/8, 7/7 and 7113/10.

' 1 Observation on 7/16/10 at 1445 of the
" | emnérgency Btjuiprient cart revealed when the
‘ suction machine was iumned on, there was no
| suction. Observation revealed the suction
canister top of the suction machine had a long
| crack in it '

. Interview on 7/16/10 at 1451 with staff #7, the

Registered Nurse who signed the Emergency

. Equipment Checklist on 716 and 7/13/10,
revealed she does not check the emergency

I suction equipment suction ability when she '

*, performs the emergency equipment check, just

| that the "suction machine turns on".

machine to verify suction ability.

2, The suction machine will be checked
weekly for verification that an adequate
amount of snction is available and
documented. .

3, The damaged canister top of the snction
machine was replaced and extra suction
canistét tops placsd on 'the crash cart.-

1. 4. Emergency equipment checks will be
monitored by the Clinical Manager monthly.

J PO

xXHo . SUMMARY STATEMENT OF DEFICIENCIES ’ iD : PROVIDER'S PLAN OF CORRECTION S *5)
" PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL ; PREFIX H (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG -REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG | CROSS-REFERENCED TO THE APFROPRIATE ;. PATE
{ : i 1 : DEFICIENCY) .
V413 % Continued From page 18 . V 413} ‘
i N . i i
! Review of the facility policy 01-02-08, : !
{ Emergency Equipment Checks {revised 12/2008) i :
! revealed staff is required to conduct weekly " va13 .
, checks on the emergency suction equipment to ) ‘ 1. Policy: 1-02-08 Bmergency Equipment "
. assure the suction is operational. . Checks will be reviewed with all nurses, H
’ o : 1 with emphasis on proper checking of suction 2/13/10
; Review of the weekly emergency equipment :

* interview on 7/16/10 at 1445 with the Clinical
! Nurse Manager revealed staff is required during
" the weekly emergency equipment checks that the
i'suction machine has an adequate amount of
! suction, ‘

V 587 ' 494,100(b)(2),(8) H-FAC RECEIVE/REVIEW PT
l RECORDS Q 2 MONTHS

i The dialysis facility must -

| {2) Retrieve and review complete self-monitoring
" data and other information from self-care

| patients or their designated caregiver(s) at least

. ‘ eyery 2 months; and

V 587

5

!

|
|
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{{ Review of facility policy 5-08-01, Maintenance

i and Retention of Patient Medical Records

: (revised 9/0B), revealed the medical record

i includes freatment flow sheets.

‘ .

| interview on 7/16/10 at 1200 with the PD nurse
revealed patients are required to bring their

clinic visit. Interview revealed the dialysis fiow

sheets are reviewed by the nurse making sure

the patient has followed physician orders refated

to thelr dialysis treatment. Interview revealed

! dialysis flow sheets should be incorporaied into
the patient's medical record.

|

home dialysis flow sheets to facility each monthly
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si Continued From page 16 V 587
1 (3) Maintain this information in the patient's
i medical record. i
, i
i This STANDARD is not met as evidenced by: Vv 587 !‘
i Based on’ facility policy review, staff interview, . : . . B ;
' and medical record review, the facility failed to ! 1. Policy #5-01-22 Routine Support Service ‘
 retrieve, review and incorporate In the patient's i ; will be reviewed with the PD nurse, with :
" medical record self monitoring records for 1 of 2 i ; Gmpg}af‘stfla;d an g‘e rcqu‘irem‘;:ntﬁfbr
; {#23) peritoneal dialysis (PD) patients reviewed. ; : :::fs’& y treatment sheet review by the PD
n i : . .
; L . ' { i 9. Letters will be given to ali patients stating ;
i The findings included: . * the importance of bringing treatment sheets L 8/13710

into the PD nurse for review and documented.
3. Petients will be given a calendar every
month reminding them of the date#o bring
treatment sheets with them to PD clinie,

4. Reminders will be posted on the chart for

| the RN to 2sk the patient for the treatment
sheets during elinic days,

5. PD nurse will educate the patient of the
iaportance of freatment sheet review wiien
patients do not bring the sheets as requested
and document the patient education in the
medical record. ' )
6. Chart audits-will be completed on all hore
patients' medical records for current treatment
sheets and documented review of the
treatrnent sheet by the FD RN.

< o b e

Review of the medical record for patient #23

 revealed this 44 year old female with end stage

! renal disease secondary to lupus had been

 admitted to the facility in 2608 for PD. Record

_review revealed this patient had been discharged

; from PD and initiated in-ceriter hemodialysis on

{ 4122110 due to recurrent petitonitis.. Record

! review revealed the patient's medical record did
not contain home treatment flow sheets from

| 3/1/10 /104116010 (first date of in-center

{ hemodialysis).

i

1

bring in any missing treatment sheets and
document.

8. Medical record PD treatment sheet audit
results will be reviewed at the CQI meetings !
and adjustments to the plan made as needed.
9, On-going refusal fo bring treatment sheets
for review will become part of the patient's
IDT plan of care.

10. The home program manager (HPM) will
monitor the process monthly for compliance
with the plan.

1
7.7. The PD nurse will reguest patienisto : "
1
¥
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V 587 ! Continued From page 17 v V5BBTi
 Interview on 7/16/10 at 1200 with the PD nurse ‘
' revealed no explanation as to why this patient's ' '

home treatment flow sheets were not in the ! ‘ ;

 patients medical record. : o :‘

v 589 | 494.100(c)(1)(i) H-MONITOR HOME [ vsssl g
} ADAPT;HOME VISIT=POC = ; :
| : !
'} services include, but are not limited to, the ; '
{ following: ! ;
| (i) Periodic tnonitoring of the patient's home ‘1 :
! agaptation; including Visits to the patient's home i
| by facility personned In accordance with the ‘ V589 _ |
| oatient's plan of care. . | 1. The Best Domonstrated Practice forhome |
i i visits, Policy #5-01-23 Peritoiieal Dialysis Home |
i \ Environment Adaptation and Policy #5-03-22 l
1 Routine Support Service will be reviewed with |}
’ i all Home RNs by the HPM, with empheasis on :
. . . | the required frequency and criteria for routine + 813710
: This STANDARD is not met as evidenced by: ;

{

} Based on facility policy review, staff interview,
* and medical record review, the facility stait failed
ito monitor patients home adaptation for1of2
i (#23) peritoneal dialysis (PD) patients reviewed.

home visits, home visits related to peritonitis,
{ change in home environment or when the patfent !
; is unable to come in to clini¢ due to health status.
2, Ali home patient charts will bé reviewed for
! documented hame visits and to determine the ¢
* need for a home visit. Monthly audits will be '

e
i The findings included: i performed x3 months, then quarterly if f
! | compliance is noted. '
—pview o faciity-pof Peritoneal ;3. The home visit chart review results will be
3 + 433

Dialysis Home Environment Adapiation (revised T Teviewed &t the CQI eetings ynonthiy and

{ 9/08), revealed in addition to the Initial home

- mssessment visit ..."Additional home visits may
! be performed as needed to assess the patient's
| home adaptation™.

Interview 7/46/10 at 1200 with the PD nurse
revealed home visits are conducted on the first
patients home treatment after training, annually
thereafter and as needed. Interview revealed
peritonitis of a PD patient would warrant a home
visit to ensure the home environment was
condugive for home dialysis.

i adjustments made to the plan as needed, :
4. Patients found meeting the criteria for home
visits will be deemed unstable and assessed by
the IDT for plan of care, including peritonitis,

5. HPM will monitor the process for compliance
| with the plan of correction monthly.

{
I

FORM CMS-2567(02-98) Previous Versions Obsolete

Event 1D:L76811

Fadlity ID: 844655

If continuation sheet Page 18 of 68




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

PRINTED: 08/02/2010
FORM APPROVED

OMB NO, 0838-0381

STATEMENT OF DEFICIENCIES [e4))] PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
4D PLAN OF CORRECTION IDENTIFICATION NUMBER:
A BUILDING COMPLETED
B8, WING
342543 __07/16/2010

NAME OF PROVIDER OR SUPPLIER

VANCE COUNTY DIALYSIS

STREET ADDRESS, CITY, STATE, ZIP CODE

541 RUIN GREEK'RD SUHTE 212
HENDERSON, NC 27538

xam | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENEY)

;
t
!
|
i

V 589 Continued From page 18

* Review of the medical record for pafient #23

i revealed this 44 year old female with end stage

! renal disease secondary to lupus had been

, admitted to the facility in 2008 for PD. Record
review revealed this patient had been discharged

| from PD and Inifiated in-center hemodialysis on

i 4/22/10 due to recurrent peritonitis. Record

" review revealed the patient was hospitalized on

1 10/15/2008, 3/28/10 and 4/22/10 for peritonitis.

, Record.review revealed in addition to these

| hospltalizations, the pafient was also diagnosed

, with peritonitis on 3/5/10 and was freated with

" antibiofics. T

i Medical record review revealed PD staff did not

i conduct a home visit to assess this patients

{ home adaptation with her initial diagnosis of

{ peritoneat on 10/15/2009 and each subsequent

| infection 3/5/10 and 3/28/10 untit. 4/6/10. Record
| review revealed prior o the 4/8/10 home visit,

* the Jast fime staff conducted a home visit was ot
! 10/10/08. '

1

; Medical record review revealed PD staff
| conducted & home visit on 4/16/10 (after her 3rd
I peritonitis episode). Review of the 4 5o PD

|
|
Y 589‘2

| nurse progress hote revealed "As a result of this
' (peritonitis) 1 did = home visit (conducted on
1 4/6/10). Her current fiving conditions are a huge
1 coheern, Front door wide open with no screen o
 prevent insects from flying in. | didn't notice any
I pets but there was a distinet animal urine smell
" | permeating the house, Bugs/Ants crawling on the
. | kitchen counter, Her bedroom had expired
, supplies. Spider webs in several comers even
! some on some of the expired boxes. The boxes
; also had possible insect feces, yoaches crawling
" on the walls, | saw two ants crawl acress her

13

i
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V 589 Continued From page 19
; cycler."...

i Interview on 7/16/10 at 1200 with the PD nurse
| revesled during the 4/6/10 home visit, patient
{ #23 was given a list of things that needed o be
“improved in the home. Interview revealed a
| subsequent home visit was conducied on 4114/10
| and the home conditions had not improved.
i N
| Review of the medical record revealed the
' interdisciplinary team determined the patient was
not a PD candidate and was discharged from PD
| on 4/22/10 and admitted tot he facility for
{ hemodialysis.
V 626 | 494,110 QAPI-COVERS SCOPE
| SERV/EFFECTIVE/NDT INVOL

1

| The dialysis facifity must develop, implement,

" maintain, and evaluate an effective, data-driven,
i quality assessment and performance

! improvement program with parficipation by the

i professional members of the inferdisciplinary

| team, The program must reflect the complexity

i of the dialysis facility's organization and services
| {including those services provided under

« arrangement), and mMust 10t icators

, related to improved health outcomes and the

: pravention and reduction of medical erfors. The

| dialysis facility must maintain and demonstrate
evidence of its quality improvement and
performance improvement program for review by
CMS.

This STANDARD is not metas evidenced by:
Based on facility policy review, quality
improvement Continuous Quality Improvement
| Program (CQt) documentation review, and staff
| Interview, the facility CQ) Committee failed to

1

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID:L76B11

Faciity 1D: 944655

If continuation sheet Page 20 of 58




DERARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: DB/02/2010

| identify goals for total infections, adequacy

i (KT/V), iron saturation (Tsats), hospitalizations

* and albumin indicators such that areas of under

, performance could be identified and action plans
" implemented as heeded, and failed to enure the

 peritoneal nurse (PD) attended the CQI monthly
" meetings as required.

{ The findings include:

| Review of facility policies 1-02-01 (hemodialysis)
¢ and 5-02-13 (peritoneal dialysis), Continuous

| Quality Improvement Program (revised 9/08),
 revealed guality indicators would be measured, |
' analyzed and tracked, Areas under performing

| will be reviewed, root causes identified, action

i plans implemented and tracked for performance
improvement and sustainment, Policy review
revealed mineral metabolism/Renal bone

| disease (PTH), vascular access, infections, and
{ nutrition {albumin) were indicators that were to
be monitored.

1. Review of the CQi documentation from
4/10-6/10 revealed the total number of infections
for hemodialysis patients had increased from

3. CQ! meeting calendar appointment will be oy
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1. The Clinical Services Specialist (CSS) and/

or Regional Operations Director (ROD) will ‘
attend CQI meetings to insure appropriate i
review and planning process,
2. CQI meetings will be held monthly with
attendance by all QI team members. QI
members unable to atiend in person, will attend
by phone. Documentation of attendance by i

phone will be noted on the QIFMM signature :
page. The QI member will sign the form.on
retrn 1o the facility or by fax to document ;
attendance. FA will follow-up to verify all i
signatures are in place on QIFMM signature ¢ 813710
page. ‘

sent to all Qf members prior fo mesting daig fo ™
allow adequate scheduling of members to :
attend. {
4. QI team members will take the QIFMM ;

LMS, CEC2064 Governing Body, Pian of Care,
Quality Improvement and Facility Management
Meeting (QIFMM) Revizw Course, prior fo the
next meeting.

5. FA will monitor course completion dates of
all QI members to assure compliance

6. CM will attend the CQI meeting monthly
and present clinical issues and outcomes results
to the QI team.

| 7.4% & 4.2% since Wiarch 2010, Review of the

; CQl documentation revealed no infection rate

' goal had been identified to' determine if an action
- plan was needed. Review of the CQI

! documentation revealed the goal area for

5 infection rate was left blank.

| 2. Review of the CQI documentation from

{ 4/10-6/10 revealed hemodialysis patient

| adequacy >1.2 had decreased from 87% in

! March to 94.1% in Aprit. Review of the CQI

t documentation from 4/10-6/10 revealed the area
L KT/V >1.2 did ot have a goal set to determine if

|

i

7. A plan of correction will be discussed and
implemented by the Q1 team for appropriate
review and documentation of the CQI meeting i
and documented in the QIFMM form at the

next CQI meeting,

8. The CQI meeting documentation, QIFMM

form, will include a review of all clinical

outcomes Tesults, including but not limited to !
adequacy, bone mineral management ,anemia, |
vascular access, established outcome goals, X
root canse if not meeting goal, action plans, *
priority, responsible party and follow-up of i
effectiveness of plans. cont. pg 22 i

i
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V 626 Continued From page 21 i i
13
§

an action plan was needed: Review of the CQJ V626 cont, i

1

' docurnentation revealed the goal area for KTV

; 9. The CSS will monitor the CQT meeting,
i >1.2was left blank, . |
' i

QIFMM documestation monthly X 6 months or ';8”3” 0
until compliance is noted. CS8 ;
recommendations for process or documentation
changes will be presented by the CSS at the
following CQI meeting.

i 3. Review of the CQI documentation from

| 4/10-6/10 revealed the percentage of

i hemodialysis patlents with an ron saturation

| (Tsats) >20 had decreased from 77.9% in March

| to 68.8% in April to 64.9% In May. Review of the i

t caQl documentation revealed no goal had been i

i identified for the percentage of patients with an !

{ iron seturation (Tsats) >1.2 fo determine if an

| action plan was needed. - Review.of the CQI . , '1

i, documentation revealed the goal area for iron | o ' T
1

1
'
i‘
i
|
H

 saturation (Tsats) >1.2 was left blank.
i 4. Review of the CQi documentation from

* 4/10-8/10 revealed number of patient

; hospitalizations/hospitalization rate for

! hemodialysis patients increased from 7.7%in

| March to 13.9% in April to 12% in May 2010.

| Review of the CQI documentation revealed no

; hospitalizations/hospialization rate goal had

| been identified to determine if an action plan was
| needed.

: 5, Review of the CQI documentation from

| 4110-8/10 revealed the percentage of peritoneal : . ;
patients with an ron saturation (TSats) »20 had i i
decreased from 100% in April to 71,4% in‘May. ' ' :
Review of the CQI documentation revealed no i !
! goal had been identified for the percentage of ! '
patients with an iron saturation (TSats) >1.2 to i
determine if an action plan was needed. Review 1
of the CQI documentation revealed the goal area ;
for iron saturation (TSats) >1.2 was left blank. - ';
'E

|

B. Review of the CQI documentation from
| 4110-6/10 revealed the albumin of >/= 4.0 for

H i

1 i
Facility ID; 944565
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V 626 | Continued From page 22

1 peritoneal dialysis patients had decreased from
50% in April to 42.9% in May 2010. Review of
the CQl dosumentation revealed no goal for
albumnin >/= 4.0 had been identified to determine

 if an action plan was needed. Review of the CQI

' gocumentation revealed the goal area for

; albumin »/= 4.0 was left blank.

1 7. Review of facility policy 5-02-13, Continuous
' Quahty Impravement Program (8/08), revealed
| the PD nurse was required fo attend monthly cat
‘ meetings. Review of the 4/10, 5110 and 6/10
) : 1 CQI meeting minutes revealed the nurse
responsible for the PD program had not afierided
these meetings as required.

! interview on 7/16/10 at 0846 with the Facility

i Administrator revealed up untll *a few months
ago“ the CQU program had lacked information,
! consistency, and documentation. Interview
revealed the nurse responsible for the PD

¥ program from 4/10-6/10 was responsible for

{ multipte facilities, and could not always attend
* the monthly meetings. Interview also revealed

1 this conoem shoutd not be an issue for future

| meetings given a new facility PD nurse staried

—on 7T

V 626

V628 494.110(a)(2)
| QAPI-MEASURE/ANALYZE/TRACK QUAL
' INDICATORS

| The dialysls facility must measure, analyze, and
i track quality indicators or other aspects of
\ performance that the facility adopts or develops
‘ that reflect processes of care and facility
| operations. These performance components
¢ must influence or relate io the desired outcomes
- or be the outcomes thernselves.

L

V 628

i
|
[
i
i
i
{
!
|
'

H
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i
PREFIX

S i PROVIDER'S PLAN OF CORRECTION 1

l. The findings included:

¢
1

 Review of facility policies 1-02-01 (herficdialysis)
. and 5-02-13 (peritoneat dialysis), Contintous

! Quality Improvement Program {revised 9/08),

; revealed quality indicators would be measured,

1 analyzed and tracked. Areas under performing
Uwill be reviewed, root causes identified, action

i plans implemented and tracked for performance
]5 improvement and sustainment.

i

{4, Review of the 6/15/10 CQl meeting minute

i documentation revealed the "adverse occurrence
} reporting” (AOR) did not contain accurate

. information. CQI documentation review revealed

, the following AURSIMONIT

| 3. The administrative team will review the
i AOR numbers for completion and accuracy
{ prior to submission (o the QI teer and
corporate reporting. 7T 0 Ty
1 4. The Q team will review the AOR numbers !
. for trends, during CQI meeting monthly, '

.t determine yoot cause, implement action plans
1 with responsible party and fimelines, evaluate :
_ effectiveness of the plans and adjust the plan {
{ accordingly ag needed. :
! 5. The Goveming Body will approve the i
{ implementation of facility staffing patterns fo
i maintain and ensure adequate staff to patient
§ ratios, the Immediate Facility Clinical Staffing
| Plan and the Contingency Plan for Maintaining

: i Safe treatments when short staffed.

! 6. The Goveming Body will insure the Clinical

(EACH DEFICIENGY MUST BE PRECEDED BY FULL ¢ PREFIX {EACH CORRECTIVE ACTION SHOULD BE COM;XL?T!O'N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I 7Y TR CROSS-REFERENCED TO THE APPROPRIATE DATE
' : i DEFICIENCY)

! i ! !
V628, Continued From page 23 ’ v 628! -

* This STANDARD is not met as evidenced by: i PV

s Basgd on facifity poiicy review, Continuous | ‘ J. The FA will review the impoﬁance and :

i Quality !mpr‘oveme‘nt Program (CQl) i | expectation of accurate AOR pumbers reported

: documentation review, adverse occumence i for CQI meeting review and corporate reporting - i

! report documentation review, staff inferview, and . i { with all pursing and administrative teammates.

: staffing documentation review, the CQI ] { 2. The murse will enter AORs as necessary info H

i Commities falled to include accurate information t Spappy as they occur, i

i regarding AOR occuirences and staff complaints 3, The administrative team will print the AOR !

fincal. i tracking repost from Snappy for reporting AOR ¢ g/13/10

: l data to the QF team monthly.

' 4/10=10 AORSs;

\ 2/10= 0 AORS;
3/10=17 AORs;

| 4/10=8 AORs;

‘\ 5/10=0 ADRs.

| Review of the *Allsged Incidents/AOR Tracking'
i documentation revealed a difference inthe

% number of adverse occurrences feported. AOR
| tracking log revealed the following number of

} AOR reports:

L 1/40=9;

| 2110=T;

i

i Nurse Manager s available 1or sontinued

i oversight of the facility clinfcal team end

{ patient needs.

¢ 7. The FA will ensure adeguate staffing/petient
| ratios to maintain safe dialysis treatments by
implementing the Immediate Facility Clinical
Staffing Plan and the Contingency Plen for
Maintaining Safe treatments when short staffed.
3. All teammate complaints will be documented
by the FA and reported to the QI team monthly
at the CQJ meetings. A plan of action will be
implemented and adjusted as needed. FA is
responsible for ongoing compliance with POC.
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V 628 i Continued From page 24 A 828[
| 3110=15; - i
| 4110=8; ! .
| 610=12. { ! '
i
* Interview with the Facility Administrator on i
, 7115110 at 0945 revealed no explanation could
, be provided for why the CQl meeting minutes did '
" ot reflect accurate AOR numbers. o

PROVIDER'S PLAN OF CORRECTION I es
PREFIX | {EACH CORRECTIVE ACTION SHOULD BE { COMPLEYION
TAG . CROSS-REFERENCED TO THE APPROPRIATE i
‘  DEFICIENCY) i
1

| 2. Interview with 3 staff members who requested = '
! anonymity during 7/13-16/10 revealed they had ‘ ;
{ complained verbally to the Facility Administrator . L
* regarding the workload being too much with the . :

¢ amount of staff avaliabie on parficdlar days. ™~ 7
{- H

t Interview with the Facility Administrator on i
7/14/10 at 1125 revealed patlent care technicians
(PCTs) are scheduled with a 5:1 patient/tech :
ratio, and the nurses are scheduled with a 13:1 i

! patient to staff ratio if all the scheduled staff !

. work, Interview revealed because a licensed staff |

1 had been given vacation for & consecutive weeks l

{ and a PCT had been on medical leave for "a few :

| months” they had tried to pull together staff from : , i
!
i

'} other facilifies to help, but this was not always
; possible.

| Review of the staffing schedule, assignment ; i
! sheets and time cards revealed days that PCTs . . !

i had a 6:1 and nursing staff had 18:1.
i

| Reviéw of the "Chronic Direct Patient Care - P '
! Hrs/Tx"(treatment) from 1/10-510 revealed the

E facility direct patient care staff was under the

! facility budget (1.8D) for 1/10 (1.86), 2710 (1.71),
! 3/10 (1.75), and 4/ 0(1.78).

3

" Review of the 5/10 and 6/10 CQl documentation : |
| revealed these complaints were not reflected in '

|
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| the CQI meeting minutes. . , : i
V 529 | 494,110(a)(2){i) QAPH-INDICATOR-ADEQUACY veze| V629 ‘ !

‘:‘ OF DIALYSIS

{The program must include, but not be fimited to,
i the following:

1 (1) Adequacy of dialysis.

i .

1

| This STANDARD is not met as evidenced by:
-1 Based on facility policy review, Continuous

1. The FA will review the importance and

‘ expectation of accurate AOR numpbers reported

1 for CQI meefing review and corporate reporting
i with all nursing and administrative fearmmates. .
|

i

I

i

t

i

2. The nurse will enter AORs.as necessary into
Snappy as they ovcur.
| 3.The adsministrative team will print the AOR
tracking report from Snappy for reporting AOR
i data to the QI team monthly. i
3. The administrative team will review the AOR

| Quality tmprovement Program {fcan | numbers for completion and acouracy prior o 81310
" documentation review, and staff interview, the™ : submission 1o the QI team.and corporate 5
{ facility CQI Commitiee failed to identify areas of Teporting.

; under performance, determine root causes for
; under performance, implement action plans and
i track performance improvement as it related to

1 adequacy (KT/V) for hemodialysis patients.

1
J

i The findings included:

: Review of faciiity policies 1-02-01, Continuous

! Quality Improvement Program (revised Bi0B),

i revealed quality indicators would be measured,
| analyzed and tracked. Areas under performing
| will be roviewed, YOOt causes wentfiet; action

4. The QI team will review the AOR pumbers 4
for trends, during CQI meeting monthly,
determine Toot canse, implement action plans
with responsible party and timelines, evalnate
eftecsiveness of the plans and adjust the plan
accordingly as needed.

5. The Governing Body will approve the
implementation of facility staffing patterns fo
maintain and ensure adequate staff to patient
ratios, the Immediate Facility Clinical Staffing
Plan and the Contingency Plan for Maintaining
Safe treatments when short staffed,

JUUR PRPREROR S A

plans implemented and tracked for performance
\ improvement and sustainment.

| Review of the 6/15/10 CQI documentation

! revealed a goal of 3% of hemodialysis patienis

| would have a KTV of <1.2. Review of the

1 6/15/10 CQJ documentation revealed the 3%

: goat was not met. CQ! documentation review
revealed in May there were 5.8% of hemodialysis

| patients with a KT/V: <1.2. Review revealed CQI

i committee documented "Mesting Goal” for KT/V.

| Review revealed the facility had not met

‘I adequacy goal for 6/10. Review of the CQl

1

1

[}
H

& The Governing Body will insure the Clinical
Nurse Manager is available for continued .
oversight of the facility.clinical team and patient !
needs. .
7. The FA will ensure adequate staffing/patient |
ratios to maintain safe dialysis treatments by i
implementing the Immediate Facility Clinical
Staffing Plan and the Contingency Plan for
Maintaining Safe treatments when short staffed.
8. All teammate complaints will be docurpented
by the FA and reported to the QI team monthly
at the CQI meetings, A plen of action will be
jmplemented and adjusted as needed, FA is
responsible for ongoing compliance with POC.

HE

i
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i
i

not determined a root cause for the under’
» performance of the adequacy indicator, or
* developedfimplemented an action plan to try to
| achieve adequacy goal,

i . .
| Interview on 7/16/10 at 0845 with the Facllity
| Administrator revealed up uniil "a few months
! ago” the CQI program had lacked information,
' consistency, and documentation.
V 631 ; 484.110(2)(2)(1) QAPHHNDICATOR-CKD-MBD
T prograim st ifitiade, bt ot be limited to,
s the following:
i (iii) Mineral metabolism and renal bone disease.

2 v

' This STANDARD is not met as evidenced by:
| Based on facility policy review, quality '
| Improvement Continuous Quality Improvement
i Program (CQ) documentation review, and staff
Lintervisw, the facility CQI program failed to have
| & set parathyroid hormone (PTH) goal for
' peritoneal dialysls {PD) such that under

i performance could be identified and action plans

2 . Y o
“implemented ifreeded; and-the-CQl-Commiltes

e ey = weee

V631 3. The administrative team will review the AOR

1. The PA will review the importance and
; expectation of accurate AOR pumbers reported
i for CQI meeting review and corporate reporting
with all mursing and administrative teammates.”
¢ 2. The nurse will enter AORs as necessary into
Snappy as they occur.

! 3, The administrative team will print the AOR.
trecking report from Snappy for reporting AOR

data to the QT team monthly. ‘ 8113/10

numbers for completion and accuracy prior fo -
_submission to the Q1 team and corporate !
reporting. Tt s
4, The Ol team will review the AOR numbers for
trends, during CQI meeting monthly, defermine
oot cause, implement action plans with
responsible party and timelines, evaluate |
effectivencss of the plans and adjust the plan
accordingly as needed.’
5. The Govemning Body will approve the
implementation of facility staffing patterns to
‘maintain and ensure adequate staff to patient
ratios, the Immediate Facility Clinical Staffing
Plan and the Contingency Plan for Maiptaining |
Safe treatments- when short staffed.
i 6. The Governing Body will insure the Clinical

failed to evaluate the performance of the
. hernodialysis PTH action plan,

1
: The findings included:

I

i Review of facility poligies 1-02-01, Continuous

| Quality Improvement Program (revised 9/08),

| revealed quality indicators would be measured,
- analyzed and tracked. Areas under performing
‘ will be reviewed, root causes identified, action

¢ improvement and sustainment.
1

!

{ plans implemented and tracked for performance

T Nurse Manager 1S availaple jor continued :
oversight of the facility clinical team and petient
needs. °
7. The FA will ensure adequate staffing/patient. |
ratios to maintain safe dialysis treatments by ,
jmplementing the Immediate Factlity Clinical !
Staffing Plan and the Contingency Plen for
Maintaining Safe freatments when short staffed. :
8. All teamnmiate complaints will be docimented '
by the FA and reported to the Q! team monthly at l
the CQY meetings. A plan of action will be l
H

implemented and adjusted as needed. FA is
responsible for ongoing compliance with POC.

!
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H

! Review of the B/15/10 CQI mesting minutes

| revealed 80% of hemodialysis patients should

i have a calcium of <8.5. CQi documentation

:{ review revealed the calcium goal had not been

i met for 5/10. Review revested that only 78.7%

i of the patients had a caldium of<9.5. CQi

i documentation revealed no documented

: evidence that the CQI committee anaiyzed this

; under performance to defermine if an action plan
was needed. :

! Interview on 7/16/10 at D345 with the Facility
' Administrator revealed up until *a few months.
+ ago” the CQI program had lacked information,
- gonsistency, and documentiation.
V 632+ 494.110(2)(2)(iv) QAPI-HNDICATOR-ANEMIA
. i MANAGEMENT

l The program must include, but not be limited to,
1 the following:
. {iv) Anemta management.

i. .
_This STANDARD is not met as evidenced by:
{ Based on facility poficy review, quality

i improvement-Continuous Quality Improvement

Snappy as they occur.

data to the QI team monthly.

corporate reporting.

1. The FA will review the importance and
expectation of aceurate AOR numbers reporied
for CQlmeeting review and corporaie reporting
with 21} nursing and administrative tcammates,
2 The nurse will enter AORs as necessary into

3. The administrative team will Teview the
AOR numbers for completion and accuracy
prior to submission 1o the QI team and

1

3
1

3. The administrative team will print the AOR
yracking report from Snappy for reporting AOR

1]
813110
i

_..4. The Ql tearn will review the AOR nunbers
for trends, during CQT meeting monthly, ’

. determine roof canse, implement action plans
v a3zl with responsible party and timelines, evaluate
. effectiveness of the plans and adjust the plan :

accordingly as needed.

\ 5. The Governing Body will approve the

! implementation of facility staffing patterns to
{  maintain ang ensure adequate staff o patient
' ratios, the Immediate Facility Clinical Staffing i
Plan and the Contingency Plan for Maintaining
Safe treatments when short staffed.

6. The Governing Body will insure the Clinical
Nurse Manager is available for continued -
oversight of the facility clinical team and

| Program (CQt) documentation review, and staff
! interview, the facility CQI Committee failed to

! falled to determine the root cause for not

| meeting hemoglobin goal and failed lo evaluate
 the action plan for performance improvement.

{ The findings included:

i .

!5 Review of facility policies 1-02-01, Continuous
* Quality Improvemnent Pragram {revised 9/08),

* revealed quality indicators would be measured,
' analyzed and tracked. Areas under performing
Z| will be reviewed, root causes identified, action

i
1

patient needs.

7. The FA will ensure adequiate staffing/patient
ratios to maintain safe dialysis treatments by
implementing the Immediate Facility Clinical
Staffing Plan and the Contingency Plan for
Maintaining Safe treatments when short staffed.
2, All fearamate complaints will be documented
by the FA and reported to the QI team monthly
;  atthe CQI meelings. A plan of action will be

! implemented and adjusted as needed. FA is
responsible for ongoing compliance with POC.
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l p}a;ns implemented and tracked for performance
: improvement and sustainment,
| Review of the 6/15/10 €Ql meeting minutes
' revealed 55% of hemodialysis patients should
have a hemoglobin 10-12. CQI documentation
. review revealed the hemoglobin goal had not
peen met from 3/10-6/10. Review revealed the
- following hemoglobin results:
- 3/10=59.2%
, 4140=54.5%
i 5/10=56%
GQl documentation revealed no documented
evidence that the CQI commitiee analyzed this
area o determine the root cause for its under
| performance.

Review of the CQI documentation for 5118110

L and 6/15/10 revealed a hemoglobin acfion ptan

{ was needed. Review of the hemoglobin action

1 plan for 5/19/10 and 6/15/10 indicated to

{ "Continue using {company name) protocol
i and reassess next month™,

. GOl documentation revealed the B/10 action plan

V632!

T
1

j was the same as 5/10 with litle improvement.

| CQI documentation review revealed no

| documented evidence that the CQI commitiee

| evaluated the hemoglobin actlon plan for

| performance improvement. Review revealed the
' area "Evaluation of Pian of Correction from Last
! Meeting” was left blank.

! Interview on 7/16/10 at 0945 with the Facility

| Adminisirator revealed up until "a few months
{ ago” the CQI program had lacked information,
! consistency, and documentation.

V 633 | 494.110()(2)V) QAPHINDICATOR-VASCULAR

|
i
|

1
i
i
1
i

V 633

1
!
i
1

!
i
I
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{ The findings included:

| Review of facility policies 1-02-01, Continuous
Quiality Improvement Program (revised 9/08),

] revealed quality indicators would be measured,
analyzed and tracked. Areas under performing

{ will be reviewed, root causes identified, action

i plans implemented and tracked for performance

improvement and sustainment.

E Review of the 6/19/10 QC! documentation

with responsible party and timelines, evaluate
effectiveness of the plans and adjust the plan
.accordingly as needed.

5. The Govemning Body will approve the
implementation of facility staffing patterns to
maintain and ensure adequate staff to patient
ratios, the Immediate Facility Clinical Staffing
Plan and the Contingency Plan for Maintaining
Safe treatments when short staffed.

6. The Governing Body will insure the Clinical
Nurse Manager is available for confinued

| revealed a catheter goal of 18% for hemodialysis
| patients. Documentation review revealed the

! facility had not met this goal since 1/10.

{ Documentation revealed the following catheter

i percentages:

- 1/10=27.5%

. 2110=24.3%

: 3/40=25.4%

i 4/10=34.3%

| 6/10=21.8%

‘ Q! documentation revealed no documented
i evidence that the CQI commitiee analyzed this

|
|
!

oversight.of the facility clinical team and

x4 1D ! SUMMARY STATEMENT OF DEFICIENCIES i D H PROVIDER'S PLAN OF CORRECTION : (x5}
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! ! DEFICIENGY)
V 633 * Contihued From page 28 i Ve33' yes ,
ACCESS ! ' 1.The FA will review the importance and :
' * expectation of accurate AOR numbers reported
: The program must include, but not be limited 1o, | for CQI meeting yeview and corporate reporting
i the following: . i with all nursing and administrative teammates. :
{ (v} Vascular access. : i 2. The nurse will enter AORs as necessary intor !
{ ! ' Snappy as they occur. -
j . . ; 3. The administrative team will print the AOR
! This STANDARD is not met as evidenced by: i ! tracking report from Snappy for seporting AOR
1 . I~ . ] ; data to the QI team monthly. .
: Basgd on facllity policy review, Confintious i i 3. The administrative team will review the ;
| Quality improvement Program can ; ! AOR numbers for completion and accuracy d
i dogt‘Jmentatlon review, ar:»d staff interview, the prior to submission to the QI team and .
: facility CQl Committee falled to determine the corporate reporting. ;
¢ root cause for high-central venous catheter rate. .. -4, The QI team will review the AOR numbers L
1 {CVC) for hemodialysis patients. for rends, during CQI meeting monthly, :
! determine Yoot canse, implement action plans fensno

patient needs.
7. The FA will ensure adequate staffing/patient
" ratios to maintain safe dialysis freatments by
implementing the Immediate Facility Clinical
Staffing Plan and the Contingency Plan for

¢ Maintaining Safe treatments when short staffed.
* 8. AJl teammate complaints will be documented
{ by the FA and reported to the QI team monthly
i atthe CQI meetings, A plan of action will be

i implemented and adjusted as needed, FA is

{ responsible for ongoing compliance with POC.
i

!

!

i
i
i
i
)
]
!
!
!
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i MEDICAL DIRECTOR

]

I .

i This CONDITION s not met as evidenced by:
| Based on faciity poficy review, confinious ™

+ quality improvement documentation review,

! observation, staff Interview and patient interview,
| the Medical Director did not provide oversight

! regarding patient safety , Confinuous Quality

: lmprovement Program and the dialysis process
| In that:

!

{ A) Patient access sites were not visible-to staff
: during hemodialysis treatments;

~Cross refer to 484,60 (c)(4) Physical
Environment Tag 407

. FORM APPROVED
I?CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
NTEMENT OF DEFICIENGIES {X1) PROVIDER(EUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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mOD | SUMMARY STATEMENT DF DEFICIENCIES D i PROVIDER'S PLAN OF CORRECTION 15)
PREFIX , (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX } {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION) V' v ! CROSS-REFERENGED TO THE APPROPRIATE DATE
— ) i . DEFICIENCY)
V 633 Continued From page 30 Y 833‘ :
| indicator to determine the rool cause for its under : ] ¢
| performance. 1 : :
. , } 1 i
| Interview on 7/16/10 &t 0345 with the Faciity E ;
'1 Administrator revealed up until "a few months
| ago" the CQl program had lacked information,
! consistency, and documeniation.
V 710 | 484.150 CFC-RESPONSIBILITIES OF THE V710

V716

Medical Director responsibilities

The Governing Body (GB) has assigned & single
! Medical Director (MD) who will be accountable
1o the GB for the delivery of care and outcomes
in this facility.

1. The Medical Director (MD) roles and
responsibilities have been reviewed with the MD.
2. The Medical Director will attend monthly CQ1 !
meetings as part of the QI team to review all .
facilities issues-and clinical outcomes, including, 1
but not limited to AORs, vascular access
conceims and needs, patient care staffing ratics,
staffing education, competence, issues, !
complaints and needs, patient education,

. 8/6/10

: B) Staff was hot knowledgeable regarding
staff/patient meeting area outside the diatysis

|- building in the event of an emergency

‘, evacuation;

i

| ~Cross refer to 494.60 (d)(1) Physical

il Environment Tag V409 '

1
1

.

: C) Patients were not knowledgeable regarding
t emergency preparedness procedures;

3

emergency preparedness, safety concerns and i
quality of care, : i
3. The Medical Direstor will monitor the Q|
process to assure appropriate and complete i
i process of review, trending, documentationand |
follow -up of facility issues and outcomes
results with documented review, goals, root
cause if not meeting goal, action plans, priority, |
responsible party and follow-up of effectiveness
of plens. MD and Goveming Body are
responsible for ongoing compliance with POC.

i : i
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V 710" Continued From page 31

" ~Cross refer to 494.60 {d)(2) Physical

- Environiment Tag V412

. D) Staff did not ensure the emergency

< equipment was ready fo use at all imes;

< ~Cross refer 1o 494.60 (D) (3) Physical
- Environment Tag V413

1 E) Contirivous Quality Improvement Program

| (CQ) failed to identify facility outcome goals
such that areas of under performance could be
identified and action plans implemented as

| heeded, and failed to enure the peritoneal nurse
! (PD) attended the CQ monthly meetings as

! required;

» ~Cross refer to 494.110 Quality Assessment and
' Performance Improvement Tag V626

1
! F) CQl did not include accurate information
. regarding AOR occurrences and staff complaints;

~Cross refer to 494.110 (a)(2) Quality

i
i
[1 Assessment and Perforrnance Improvement Tag
{ V628

i

i

; G) CQl did not identify areas of under

« performance, determine roof causes for under
performance, implement action plans and track

i performance improvement as It refated fo

| adequacy (KTAV) for hemodialysis patients;

| 4
§ ~Cross refer to 494,110 (a)(2)(1) Quality
l Assessient and Performance impravement Tag

1
E.

|
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V 710 | Continued From page 32 | V710

| V629

| ,

( H) cQl program did nol have a set parathyreid
hormone (PTH) goat for peritoneal dialysis (PD}

¢ such that under performance could be identified

; and action plans implemented if needed, and did

! not evaluate the performance of the

. hemodialysis PTH action plan.

i .

' ~Cross refer to 494,110 (a)2)(iii) Quality

» Assessment and Performance tmprovement Tag

T V631 -

j el did not determine the root causes for not

, meeting hemoglobin goal and did not evaluate

1 the acfion plan for performance improvement.

- ~Cross refer to 494.110 (a)(2)(iv) Quality
Assessment and Performance improvement Tag
VE32

J) CQl did not determine roots cause for high

ceniral venous catheler rate (CVC) for

hemaodialysls patients

| ~Cross refer to 494.110 (a)(2)(v) Quality
| Assessment and Performance Improvement Tag
LVB33

_ { K) Adequate numbers of direct care staff was not

: available during patient dialysis treatments; '
¥

! ~Cross refer o 494,180 (b) Govemance Tag 757
!

! 1) Staff did not conduct assessments for

T
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V710; Continued From page 33 © V710! 5
! patients that experienced complications during | {
! freatment, perform diabetic foot checks as ; | .
" required; monitor the dialysis process (blood flow : !
' rates (BFR), dialysate flow rate (DFR), ' i
" monitoring intervals during treatment, dry weight i ,
i calculations, covered access sites), ensure assist ; :
- patients as needed to the bathroom, obtain and :
docurment patient data post dialysis treatment; : : ‘
!
' ~Cross refer to 494.180 (b) Govemance Tag 758 : : '
V 711 | 494.150 MD RESP-MED DIR V711
E QUAL/ACCOUNTABLE TC GOV BODY | ‘
‘hdi facill th dical direck v ’
The dialysis faci ty must have a medical director The Governing Body (GB) has asmgncu a
{ who meets the qualifications of §484.140(a) to be single Medical Director (VD) who will be 8/6/10
! respons;ble for the delivery of patient care and

! outcomes in the facility. The medical director is
! accountable to the goverhing body for the quality
i of medical care provided to pafients.

i

1 This STANDARD s not met as evidenced by:

. Based on continuous quatity improvement (CQI)
* meeting minutes review, staff interview and

: physician interview, the facifity failed 1o have a

accountable to the GB for the delivery of care
and outcomes in this facility.

1. The Medical Director roles and
responsibilities have been reviewed with the
MD, and the FA.
2. All Medical Director items will be directed
appropriately to the Medical Director. !
; 3. The ROD on behalf of the GB will monitor
- the process for compliance to ensure :
", appropriate facility reviews by Med Dir per the !

i single physician Medical Director responsibié 107
: the delivery of care and outcomes in the facility.

i

* The findings included:

Review of the CQl meeting minutes for 4/10,

"1 5/10 and 6/10 revealed sach meeting was
attended by 3 different physicians that signed as
the facility Medical Director.

! Interview on 7/13/10 at 1130 with the Faciliy
! Administrator revealed the facllity has 3
| physicians that "shared" the medical director

i_MMD roles and responsibilities,

i

h
.
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posmon Interview revealed these physiclans .
‘ attend the continuous quality improvement !
‘ meefings as the facifity's Medical Direclor on a ;
i rotatlng basis. "
i
! Phone interview with physician #1 on 7/16/10 at ] : ,
1607 revealed the monthly CQl meeting is [ ! 1
¢ sitended by the "Medical Director serving that ; ' .
month”. Interview also revealed the facility has ! '
 "shared Medical Director duties for years”. ! i
V712 | 494.150(a) MD RESP-QAPI PROGRAM V712 :
1 M 4

not limited to, the following:
' (a) Quality assessment and petformance
1 improvermnent program.
1
i This STANDARD is not met as evidenced by.
: Based on facility policy review, confinuous
; quality improvement (CQJ) documentation
! review, staff interview and physician interview,
’ | the Medical Director failed to ensure oversight of
l the CQI program such that indicator goals were
|dent|ﬁed root cause analyses were conducted,
| action plans were developed and evaluated as

; reeded;and-acourate-indicater-dete-was

‘Wodical dirsctor réSponsibilities ingude, but'are” " -

. 2. Al Medical Director items will be

V711 ’ :
The Governing Body (GB) has assigned a

single Medical Director (MD) who will be :
accountable to the GB for the delivery of care
and outcomes in this facility,

1. The Medical Director roles and i 8/6/10
responsibilities have been reviewed with the
MD, and the FA.

directed appropriately to the Medical
Director,

3. The ROD on behalf of the GB will monitor

'1 trackedfirended.

‘ The findings included:

, Review of facility policy 5-02-13 (periloneal

l dialysis) and 1-02-01 {hemodialysis) 9/08
revealed "The Facllity medical Director is
 responsible for ensuring the execution of the
* Quality improvement Program, including
implementation, continuing monitoring,

. development of action plans and program

| evaluation™...

1
!

the process for compliance to ensure
appropriate facility reviews by Med Dir per
the MD roles and responsibilities.

i
!
i
i
i
!
1
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\Y% 742 Continued From page 35

" Review of the 4/10-6/10 cal documentahon

i revealed a lack of program oversight, Review of

| the CQ) documentation revealed indicators that
did not include required goals (used to determine

| under performance), Indicators that did not mest

! goal that were not jdentified as under performing

| such that a root cause analysis could be

2 conducted, areas identified as under performing
! in which root cause analyses were not

: conducted action plans that had not been
tracked or evaluated for effectiveness, and
mdwators that hacked[trended maccurate ADR
data.

Review of the CQI meefing minutes for 4/10,

. 5/10 and §/10 revealed each monthly meeting

iwas attended by different physicians that sighed
i as the facility Medical Director,

1 tnterview on 7/13/10 at 1130 with the Facility
; i Administrator revealed the facllity has 3
: : physicians that »share" the medical director
posmon Interview revealed these 3 physictans
. ' attend the continuous quality improvement
! meetings as the facility's Medical Direclor on a
; Totatng pasis.

vTiz:

1 Phone Interview with physician #1 on 7/16/10 at
i 1607 revealed the monthly CQl meeting is
| attended by the "Medical Director serving that
{ month®. Interview also revealed the facllity has
! *shared Medical Director duties for years”,

V713 t 494,150(b) MD RESP-STAFF ED, TRAINING &
‘ PERFORM

: Medical director responsibilities include, but are
i not fimited to, the following:
| (b) Staff education, training, and performance.

\
1

V713

S
!
'
3
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This STANDARD is not met as evidenced by: £ V713 i
' Based on facility policy review and staff | ! . {
interview, the medical director falled to ensure i 1.Policy #4-07-01 Disaster, Fire and Business i
staff was knowledgeable regarding stafffpatient . ! Continuity Bmergency !
meeting area outside the dialysis building in the ; Preparedness Guidelines will be reviewed and !
event of an emergency evacuation for 1 of 4 + all teammaics will be inserviced regarding !
staff interviewsd (#XX). building layout, location of exits and '
emergency evacuation site, .
. 1. All patients will be re-educated  regardin i
The findings included: p ¢ 2 g ;
g the emergency evacuation and disaster 8/6/10

Review of facility policy, 4-07-01, Disaster, Fire
and Business Confinuity Emergency

: from the dialysis facility and off-site evacuation
i destination...

| Review of the facility's current disaster plan

: revealed the emergency evacuation off-site

1 destinatioh would be the parking iot of the
dialysis facifity.

! interview on 7/15/10 at 1535 revesled staff #5

i did not know where staff/patients would meet
outside in the event of an emergency evacuation

! of the building, Interview revealed she thought

| Preparedness Guidelines revised 9/09) revealed »
* stafftraining included where'to go if evacuating

planning, with emphasis placed on emergency
evacuation location site and plan if facility is
non-operational,
2, Bmergency evacuation Jocation site will be
posted at all exit doors. | T
4. All new and visiting patients will receive
emergency and disaster planning education on
"¢ their first visit. .
5. Disaster planning pamphlets will be ordered
; from NW 6 and distributed to all pts,
6. A patient emergency and disaster planning
quiz will be created and reviewed with all
patients, .
. 1, 7. Medical records will be audited monthly x
. 3 months for documentation of emergency and
¢ disaster planning education, including all
-+ current, new and visiting patients, Audits will
be completed quarterly thereafter, if compliance

.. {he-meeling-area-was-behind-the-building.

1 Interview on 7/16/10 at 0845 with the Facility
Administrator revealed the meeting area is in the
parking lot located in the front of the bullding.

V 726 | 484,170 MR-COMPLETE, ACCURATE,
ACCESSIBLE

The dialysis facility must maintain complete,
accurate, and accessible records on all patients,
including home patients who elect to receive
dialysis supplies and equipment from a supplier
.- that is not a provider of ESRD services and all

is noted.,

8. Guest Services contact number will be added
to the facility answer machine message to assist
patient in the event of a disaster or emergency.
9. Medical record andit results will be reviewed
V 7284 at CQI meeting monthly. A plan will be
implemented as needed.

10, FA will monitor process for compliance
with plan.

j
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other home dialysis patients whose care is under
» the supervision of the facility.

This STANDARD is not met ais evidenced by:
Based on facility policy review, patient treatment
; ' sheetmedical record review and staff interview,
! the facility failed {o ensure the hemodiatysis
1 ! treatment sheets included accurate times that
\ patients were monitored by staff and accurate
; imes of medication administration.

The ﬁndmgs xnciuded

i 1. Review of facility policy 1-03-08, intradialytic

1 checks should be completed and documented
i every 30 minutes that included the following:
. ~blopd pressure
~heart rate
* -blood flow rate
_-dialysate flow rate
. -arterial and venous pressures
—ﬁmd removal and/or replacement
i -vascular access status and line copnectiohs
i -patient status and subjective well- being
!

Treatment Monitoring, {8/08) revealed treatment -

* 1. The FA will insure adequate staffing/patient
yatios to ynaintain safe Gialysis treatments by
implementing the Immediate Facility Clinical
Staffing Plan and the Contingency Plan for {
Maintaining Safe treatments when short staffed. |
Adequate staffing plan bas been implemented !
2. The FA will insure the Clinical Nurse ;
Manager is available for continued oversight of i

the facility clinical team and patient necds.

{ 3. The ROD will monifor the process to ensure
compliance with the plan of correction for
adequate staffing and Clinical Nurse Manager
availability.

4, Post-treatment assessments will be completed
on all patients by a RN,

5. Clinical Teammates will be in-serviced on
Policy #1-03-09 Intradialytic Treatment
Monitoring, Policy #1-03-12 Post Treatment
Patient Assessment and Policy #1-06-01
Medication Policy with-emphasis placed on the
requirement for and expectation of
documentation of vital signs and machine

! treatment monitoring, medication documentation
and post treatment assessments ete. :
6. Policy #1-01-09 Against Medical Advised !
{AMA) was reviewed with emphasis on
documentation of patient refusal for BP checks

! Review of the patient treatment sheets on

: 6/22/10 revealed 33 patient dialyzed on 1st shift
and 20 patiehts dialyzed on 2nd shift. Review of
the 8/22/10 staffing shest revealed & patient care
techmdans (PCTs) and 2 nurses provided care
cm 1st and 2nd shift.

i Revxew of the patient treatment sheets on 7/5/10

! revesled 36 patient dialyzed on 1st shift and 38

k patients dialyzed on 2nd shift, Review of the
7/5/10 staffing sheet revealed 7 PCTs and 3

1 nurses provided care on 1st and 2nd shift.
I

and-patientrefusal ofkeeping their VA sife

visible for monitoring during treatment.
. 7. 100% of Treatment sheets will be audited
daily for compliance with documentation of !
out of range BP with assessment of patient by |
RN; Reason for PRN medication administration i
and follow-up of effectiveness. 25% of treatment |
sheets will be sudited weekly once compliance is |
noted for & period determined by the Governing
1
|
i
1
1

1

Body. (GB) The GB will continue to provide
oversight and make on-going recommendations
concerning audit frequency as peeded,

8. Treatment sheet andit results will be reviewed
| with the Q! team at the CQI meetings monthly

{ and a plan implemented as needed. cont, pg 39

FORM CMS-258T7(02-99) Previous Versions Obsolete

Event ID:L76811

Faciity 1D: 644655 if continuation sheet Page 38 of 58




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: DB/02/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES X1} PRO\ADER}SUPPLIER]OUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
D PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
342543 07/16/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
, 511 RUIN.CREEK'RD SUITE 212
VANCE COUNTY DIALYSIS
HENDERSON, NC 27536 _
xeyp | SUMMARY STATEMENT OF DEFICIENCIES : 1D ' PROVIDER'S PLAN OF CORRECTION : xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ¢ TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

1
]
|
i
H

DEFICIENCY)

V726 ‘ Continued From page 38

: Review of the patient hemodialysis freatment

; sheets for 6/22/10 and 7/5/10 revealed the

. treatment sheet reflected inaccurate vital

" signimonitoring entry fimes for each patient. -

! Treatment sheet review revealed each patient's

. vital signs were documented as being obtained
by the staff every 30 minutes on the 30 minute,

! Treatment sheet review revesled the appearance
i that 1 staff member fook as many as 6-7 patients
| vital signs simultaneously.

i Interview on 7/15/10 at 1245 with the facility

- Nurse.Manager reveated the hemodialysis

| treatment sheet did not refiect accurate times of
i when the patient was evaluated/monitored by

% staff. Interview revealed most slaff documented
| the time the dialysis machine automatically ook
| the patient's vital signs and not the aciual time

: they conducted the evaluation. Inferview

- revealed the dialysis medical recordftreatment

, sheet was not accurate regarding determination
; of aciual monitoring intervals, respectively.

2. Review of the patient treatment sheets on
i /22110 revealed 33 patient dialyzed on 1st shift.
! and 20 patients dialyzed on 2nd shift,

V726 cont.

result in disciplinary action

records.

1 10. CNM will monitor the plan for compliance 1
with staffing and documentation of medical

9, Continued non-compliance with plan will

8/6/10

i Review of the patient treatment sheets on 7/5/10
“revealed 36 patient dialyzed on 1st shift and 38
, patients dialyzed on 2nd shift.

i Review of the pafient hernodialysis treatment
sheets for 7/12/10 revealed patient dialysis
treatment sheets reflecied inaccurate dmes of
medication administration. Treatment sheet
review revealed as many as 16 different
medications were administered to 7 different
patients over a 3 minute time frame (0746-0749).

i
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 Interview on 7/15/10 at 1415 with the licensed ’ ’
! staff responsible for medication administration en ;
+ 7/12/10 revealed the medication administration i !
 imes on the 7/12/10 treatment sheets were not : :
| correct. Interview revealed medication , !
' dministration can {ake approximately 6-15 : :
minutes per patlent dependent upon the type and I { '
number of medications. Interview revealed the : i
* imes of medication administration on the patient ! ; :
! treatment sheets are not always refiective of the ! ! i
; actual administraticn times. Interview revealed ; : l
i being able to enter the time she gave the med i ; :
was not always possible-because the-computer. A
i does not allow her to enter information if the PCT
‘s staff has not entered their required information
i upon Initiafion of the patient’s freatment. So, she !
| enters the time that she puts the information in '
i the computer instead of when she actually f
administers the medications. v 150 H
V 750 | 404,180 CFC-GOVERNANCE ’ V750 !
: ) . {
i .
i 1. The survey results were reviewed with the !
: This CONDITION is not met as evidenced by: i Governing Body and a plan of correction i
[ Based on staff interview, staffing documentation - | implemented at the fime of survey with on-going ‘i
: review, staff assignment/time card review, facility ' - | updates to the plan as needed, during the period | 7/16/10
P policy.revien, rlmlys;s_t[_eatment shesat review . Of Implemcntanon i
and observation, the the governing body failed to : ; & Governing Body will meer at feast bf=
, i H weekly, and more ofien as needed, to monitor the
| provide oversight to ensure the treatment area i . . L
: progress with correction of the deficiencies cited
j was conducive for dialysis treatment, adequate

i during survey.

3. The FA will report all facility issues, staff and

i patient needs to the Governing Body in a timely

i manner, appropriatély as needed.

¢ 4. The ROD wil} monitor the Governing Body
involvement with the facility and the process for

i compliance with the plan of correction monthly.

|
1
|

FORM CMS-2567(02-89) Previous Versions Obsolete Event 1D:L76B11 Facilty I, 844655

i staff was provided during patient freatment,
{ ensure patients were safe and monitored during
! freatment and patient needs were met in that:

' ! A) The temperature of the patient trealment area
{ was cbld;

~Cross refer to 484.60 (c){2) Physical
Environment Tag V406

e n vt o m = mban ®

i
|
!
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| 3. The survey results were reviewed with the

l Goveming Body and a plan of cotrection

| implemented at the time of survey with on-going
' updates fo the plen as needed, during the period
{of implémentation,

i 4. The Goveming Body will meet at least
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z i
i B) Adequate staffing was not provided during :
i patient care ‘
!
H
{ ~Cross refer 1o 494.180 (b) Govemance Tag |
N
| ;:
3 i
| C) Staff was not available to conduct’ i ;
l assessmenis for patienis that experienced V157 i
complications during treatment, perform diabetic ; 1. The Governing Body will approve the :
' ! foit chEEKS, mofiitor the dialysis process, ensure” : . implementation of facility staffing patterns to ;.
| patients were assisted to the bathroom, obtain ! ma‘nmg a;’d msgria‘ifq“fte Sg;ﬁ to }’am;‘é :
| and document patient data post dialysts * ratios, the Immediate Pacility Clinical Stafring :
| treatment: ; ! Plap and the Contingency Plan for Maintaining '
| ! ) i } Safe treatments when short staffed. ¢
! ! t 2. The Governing Body will insure the Clinical X
1 .
i ~Cross refer to 494 180 (b) Gavernance Tag |  Nurse Manager is available for continted :
! V758 ] | oversight of the facility clinfcal team and patient 71610
V 757 --494.180(b)(1) GOV-STAFF # & RATIO MEET PT V757! peeds.
: NEEDS :

| dialysis so that the pafient/staff ratio is
appropriate to the leve! of dialysls care given and
meets the needs of pafients;

1: This STANDARD is not met as evidenced by:

% Based on staff Inferview, staffing documentation
review, and staffing assignment/time card
review, the governing body failed to have

! adequate numbers of direct care staff during

| patient dialysis treatments.

, The findings included:

i -%eﬁ, and more often as needed, to monitor

i fhe progress with correction of the deficiencies
cited during survey.

5. ‘The FA will report all facility issues, staff
and patient needs to the Governing Body ina
timely manuer, appropriately as needed,

6. The ROD will monitor the Governing Body
involvement with the facility nd the process for
compliance with the plan.of correction momh\y
716110
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! Interview on 7HM3/10 at 1145 with the Facifity

{ Administrator revealed the facility is normally .

| staffed with a 5:1 patient/staff ratio for PCTs and
f on Monday/Wednesday/Fridays, a 19:1 patlent to
' RN ratio with a medication nurse and

. Tuesday/Thursgday/Fridays a 186 %1 patient to

{ RN ration with one medication nurse.

Review of the " Chronic Direct Patient Care
Hrs/Tx " documentation from 1/10-5/10 revealed
the facility was budgeted for 1.80 hours of direct
hands on care per patient freatment.

! Documentation review revealed the facility
staffed under budget from 1/10-4/10.
Documentation review revealed the following
hours of direct patient care:
1/10-1.66

2/10-1.71

3/10-1.76

4/10-1.78

Interview on 7/14/10 at 1545 with the Facility

' Administrator revealed the direct hands on care

' numbers did not reflect accurate direct patient

! care numbers. Interview revealed the respective

e e s it AR S k0

i numbers also Included the Clinical Manager
hecause she-was an hourly paid employée and
she had administrative dufies at times and not
directly involved in direct patient care.

Review of the 6/22/10 staff
assignment/employee time card review revealed
there was hot adequate numbers of direct patient
care staff on 6/22/10. Review of the 6/22/10
staff assignment revealed 2 PCTs " called out

} and had not been not, replaced. Review revealed
5 there were 5 PCTs, 1 RN and one LPN

! (medication nurse). Review of 6/22/10 treatment

i
i
|
{
i
!
1
|

i
1
!
|
:
1
1
{

|
!
I
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i Sog revealed 33 patients dialyzed on. 1st shift,

{ and 29 patients dialyzed on 2nd shiff. Review of
| the 6/22/10 staff assignment revealed the med

} nurse and the RN had been glven a full PCT

} assignment as well as their nursing duties. Staff

| assignment review revealed the Clinical Manager
had been given a full RN assignment plus she

; rounded with the physician each shift.

! Interview on 7/14/10 at 1155 with the Clinical

- Manager revealed on 6/22/10 she had been on
" the staff assignment sheet as one of the direct
. care nurses, but because she had to make

an assignment. Interview revealed she has ¥

i administrative duty " rounding with the
physmlan She stated rounding with the

' physicians is an " all day task, because they see

i
t

: every patient on each shift and afterwards | have
! {o enter all the order changes ", Interview

; revealed she does try to help out as much as she
: can when there is not enough direct care staff,

: but it is extremely difficutt.

; Interview on 7/14/10 at 1545 with the Facility
i Administrator revealed the facility recently had
—————rarrinoreaseirthenomberof-reatment-stations

' rotinds with the physiciay, she feally couldn't take

i from 33 to 43 on 6/28/10. Interview revealed

i only 38 of the available 43 stations had been

i utifized for patient tfreatment. Interview revealed
i the direct care staff had hot been increased fo

| accommodate the Increase in patient treatments,
[

H . .

| Review of the 7/5/10 (after the increase in

1 treatment statlons) staff assignment/employee

, time card review revealed there was not

} adequate numbers of direct patient care staff on
1 7/5110. Review of the 7/5/10 staff assignment

‘i revealed 2 PCTs " called out " and had not

X
H
1
i
t

i

USRS P
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vV 757 . Continued From page 43

, been not replaced. Review revealed there were
| § PCTs, 2 RNs and one LPN (medication nurss).
* Review of 7/5/110 treatment log revealed 36
 patients dialyzed on 1sf shift, and 38 patients
dialyzed on 2nd shift, Review of the 7/5M10 staff
assighment revealed the med nurse took a full
PCT assignment and the 2 RNs splita PCY
-, assignment as well as their nursing dufies. Stalf
; assignment review revealed the PCTs had 6.3 .
! patients a piece and the RNs had 19 patients a
% piece and alsc were responsible for
| adinistering medications as well.
i
| nterviews from 7/13/10-7/16/10 with several
i direct care staff who wished to remain
! anoniymous revealed the work load expectation
{ was too much espedcially with the added
| reatment staticns.

" Interview on 7/14/10 at 1155 with the Clinical
Manager revealed she was not able to do her

' administrative duties because she was " on the
: floor * working as a nurse " all the time " . )

| interview on 7/14/10 at 1545 with the Facility

- Rdministrator revealed theTe was T poolofextra

t
t
TAG 4 CROSS-REFERENCED TO THE APPROPRIATE |

V757i!

e e b e 2
P -~ -

 staff to call in the event of staff " call outs™ for
! 6/22/10 and 7/5/10 because one rurse had been
" given 6 weeks of consecutive vacation time, and
" one PCT had.been out for months on medical
- {eave,

v 758 } 404.180(b)(1) GOV-RN, MSW, & RD AVAIL TO
| MEET PT NEEDS

t The governing body or designated person

| responsible must ensure that-

i The reglstered nurse, social worker and dietitian
members of the interdisciplinary team are
available 1o meet patient dlinical needs;
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: This STANDARD s hot met as evidenced by:
| Based on fadility policy review, staff iiferview,

{ dialysis reatment sheet review, and observation,

{ facility staff failed to: 1) conduct assessments for

! patients that experienced complications during '

! treatment; 2) perform diabedic foot checks as

- required; 3) monitor the dialysis process (blood

 flow rates {BFR), dialysate flow rate (DFRY),

| monitoring intervals during treatment, dry welght

| calgulationis, covered acoess sites); 4) ensure

! patients were assisied {o the bathropm as

 required; 5) obtain and document patient data

| post dialysis treatment for 34 of 43 patient

. treatment sheets reviewed and/or observed

, during dialysis treatment (#28, 4, 31, 32, 26, 39,

i 24, 37,30, 19, 38, 43, 40, 8, 41, 42, 36, 34, 35,
33,11, 9, 10,12, 5, 6,7, 8, 13, 14, 16,25, 27, ‘

129). . !

The findings included:

| Review of facility policy 1-03-12, Post Treatment

[w) + Acoan

Patent srent—{8/07) revealed palient.care

+ 1
w3 SUMMARY STATEMENT OF DEFICIENCIES : D i PROVIDER'S PLAN OF CORRECTION (5
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!

-Monitoring, Policy #1-03-12 Post Treatment

V758

1. The Governing Body will approve the
implementation of facility staifing patterns to
maintain and insure adequate staff to patient |
ratios, the Iramediate Facility Clinical Staffing
Plan and the Contingency Plan for Mainfaining
Safe treatments when short staffed. |
2, The Governing Body will insure the Clinical
Nurse Manager is available for continued
oversight of the facility clinical team and patient
needs.

3, The survey results were reviewed with the
Governing Body and a plan of correction :
iraplomented at the time of siirvéy With bR-going”
updates to the plan as needed, during the peried
of implementation,

4. The Governing Body will meet at least bi-
weekly, and more often as needed, to monitor
the progress with correction of the deficiencies
cited during survey.

5. Post treatment assessments will be completed
on all patients by 2 RN,

6. Clinical Tearnmates will be in-serviced on
Policy #1-03-09 Intradialytic Treatment

i

Patient Assessment and Policy #1-06-01
Medication Policy with emphasis placed on the !

staff obtain and document basic data on each
patient post dialysis and cornpare to pre dialysis
findings and any findings that may preciude the
| discharge of the patient will be reported to the

i ficensed nurse. Review revealed if the patient's

i condition required intervention the licensed nurse
’; assesses the patient, collects further data and
 notifies the physician as needed. Policy raview

‘ revealed a post treatment assessment is

* conducted to ensure the patient is stable, to
determine the patient's discharge status and to
‘ evaluate the effectiveness of the treatment plan.

requirernent for and eXpecialion Ox
documentation of vital signs and machine
treatment monitoring, medication
documentation, oxygen administration, and post
freatment assessments ete. They will also be re-
educated on calonlating weight removal and the
need to follow physician orders as written for
BFR/DFR, foot checks, ete.

cont pg 46
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V 758 | Continued From page 45

Review of facility poficy 1-03-10, Pre/Post
Treatment Data Collection, (8/07) revealed
patient care staff obtain and document the
: following information: weight; temperature; blood
pressu:e (BP); cardiac status; respiratory status;
| peripheral edema; vascular access; mental

l status; patient subjective statement; ambulatory
! status; recent hospitalization or cutpatient visits.
i | Poficy review revesled findings that may

u preclude the initiation of treatment or discharge
' of the patient will be reported immediately to the
1 licensed nurse such that an assessiment may be
I conducted.

i !nter\new with the Clinical Manager on 7/14/10 at
§ 0945 revealed staff is required to obtain a sifting
i and standing BP on all ambulatory patients pre

| and post ireatment as part of their data

, collection/assessment.

| Review of facility policy 1-03-09, Intradialyfic
. Treatment Monitoring, (9/08) revealed treatment
i checks should be completed and documented
i every 30 minutes that included the following:
| -blood pressure
! -heart rate
-blood flow rate

i
V 758% V758 cont. Policy # 1-04-01 AVE and AVG
;

! Vascular Access Care will be reviewed with all

teammates, with emphasis placed on VA site
'i monitoring. Acknowledgment of understanding
the expectation and result of non-compliance was

signed by all clinjcal teammates.

Policy #1-01-09 Against Medical Advised

" (AMA) was reviewed with emphasis on

. needed.

documentation of patient refusal for BP checks
and patient refusal of keeping their VA site visible i
for monitoring during treatment. ‘

100% of Treatment sheets will be sudited daily |
for compliance with documentation of appropriate
dialysis freatment and nursing assessment of ] 8/13/10
patient when complications arise that warrant such !
assessment. The audit will focus on ;
documentation of post freatment assessment by !
RN; out of range BP with assessment of patient by |
RN; Vital sign checks Q 30 min in real time; !
| compliance with physician orders; out of range {
post treatment weights assessed by RN; Reason 5
for PRN medication administration and follow-up
of effectiveness, other complications addressed by
RN. 25% of treatment sheets will be audited )
weekly once compliance is noted for a period :
determined by the GB. The GB will continue to
provide oversight and make on-going .
-+ recommendations concerning audit frequency as .

-dialysate flow rate .

-grterial and venous pressures

“fluid removal and/or replacement

~vascular access status and line connections
-patient status and subjective well-being

Review of facility policy 1-03-02, Prescription
Verification and Safety Checks, (9/08) revealed
plood flow and dialysate flow are included in the
information 1o be checked and verified by staff
prior to freatment Initiation o ensure the patient
receives a safe and effective treatment as

reatment Sheet audit resulis will be reviewed i
; with the QI team at the CQI meetings monthly and ¢

a plan implemented as needed.

Al unsteady patients or patients designated a fall
risk, will be assisted fo the patient bathroom.
Clinical Mgr will review the importance of
keeping VA sites uncovered with each patient.
Access sites will be monitored for visibility
throughout dialysis treatment and documented,
Tearmnmates will encourage patients to uncover
access sites and docurnent. The 12 Charge Nurse

will be notified of patient refusals, An AMA will !

be completed. cont pg 47
i

i
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V 758 { Continued From page 46 V758 {
i prescribed. 758 cont.
| The Charge Nurse will monitor visibility of !
eview of facility policy 3-01-07A, Patient access sites every Ehift for compliance. ‘

R
| Rights, Responsibilities and Faility Rules |

1 Continued non-compliance with plan will result
il (revised December 2008), revealed patients are
i

in disciplinary action
. CNM will monitor the ptan for compliance.

d expected to keep their access sites visible at all
j times during hemodialysis freaiment.

;1. Review of the 7/12/10 dialysis treatment

. sheet for patient #28 revealed hemodialysis ‘ '

"initiated at 1038 . Treatment sheet review

. revealed a pre-treatment a ment revealed

| the patiefit coimiplained about being short of

| breath. Review of the treatment sheet revesled

i the patient had'a pre-freatment BP of 121/67 but

| experienced hypotension throughout his

| treatment. Review revealed this patient had a

' post treatment BP of 85/30 without documented

. evidence that a nurse assessed this patient prior
to leaving the facility ambulatory. :

\ ‘

i Interview on 7/15/10 at 1545 with the Clinical

1 Manager, revealed she had not been noiified by
the PCT staff that this patient had an '
hypotensive episode post freatment.

1, Interview on 7/16/10 at with the PCT #8, the PCT
 responsible for patient #28 respettively, revealed
| 7/12/10 was "so busy with so much to do” that

| she mistakenly documented the patient was

{ ambutatory, Interview revealed this patient is

! wheelchair bound, and the staff did not inform

! the nurse that the patient was hypotensive post

: treatment as required because "there Was so

| much to do”.

1 2. Review of the 7/12/10 dialysis freatment ;
i sheet for patient #4 revealed hemodialysis i :
; initiated at 11 12 with & pre treatment standing BP ‘ I

i

i
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V 758 { Continued From pagé 47

| of 120178 and a sitting BP of 118/79. Treatment
{ sheet review revealed the patients freatment

! discontinued at 1450 with a hypotensive BP

. {sitting 86/65 and standing 77/36). Trealment
| sheet review revealed no documented evidence
{ that a nurse assessed this patients hypoténsion
- prior to leaving the facilty.

3. Review of the 6/22/10 dialysis reaiment
| sheet for patient #31 revealed hemodialysls
! initiated at 0621 with a sitting BP of 178/81 and a
| standing BP of 125/68. Review of the treatment
| sheet revealed {He patient sxperiericed
1 hyperiension throughout dialysis treatment.
. Review revealed this patient had a post

' ! treatment sitting BP of 203/83 and a standing BP
{ of 214/101 without documented evidence that a
' purse assessed this patients hypertension prior to
! leaving the facility.

| 4, Review of the 6/22/10 dialysis treatment sheet
! for patient #32 revealed hemodialysis Initiated at
! 0653 with a siiting BP of 188/104 and a standing
| BP of 174/98, Review of the freatment sheet

i revealed the patient experienced-hyperiension
- wwards theend-oftreatment—Review-revealed

i
i

V 758!

i this patient had a post treatment siting BP of
! 186/140 and a standing BP of 211/150 without

: documented evidence that & nurse assessed this
| patient prior to leaving the facility:

1

‘ 5. Review of the dialysis treatment sheet for

| 6/22/10 for patient #26 revealed. her dialysls

5 treatment Initiated at 0618 with a hypertensive

| pre-treatment BP of 203/134. Treaiment sheet

| review revealed this patients treatment was

| completed at 0950. Review revealed staff

; obtained a sitting BP only which was 186/142.

'; Treatment sheet review revealed no documented
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| evidence that the RN assessed this patient's BP
" needs,

© 6. Review of the 715/10 dialysis treatment shest

 for patient #39 revealed hemodialysis initiated af | .

" 4225 with a sitting BP of 121/64 and a standing
BP of 135/84. Review of the treatment sheet
revealed the patient experienced hypertension
! fowards the end of treatment. Review revealed
* this patient had a post treatment sitting BP of
202/118 and a standing BP of 188/104 without
d documented evidence that a nurse assessed this
i patient prior o leaving the facility.
I
‘ 7. Review of the dialysis freatment sheet for
( | 7/5/10 for patient #24 revealed her dialysls
{ treatment Initiated at 1155. Treatment sheet
review revealed at 1200 the pafient indicated she
] needed oxygen. Review of the treatment sheet
| revealed no documented evidence that this
: patlent recelved oxygen or that any licensed staff
| asseseed this patient for any respiratory needs at
! any time after her request was made and prior to
. discharge from dialysis treatment.

! Interview on 7/15/10 at 1545 with the Clinical

- Manager revealed this occurred on a day when
! was rounding with the physician and "we were
short staffed. 1think she was given 02 but | can't
; . swear to it".
1
‘; 8. Review of the dialysis treatment sheet for
| 775110 for patient #37 revealed her dialysis
: reatment initiated at 1217, Treatment sheet
: review revealed during the pre treatment
! assessmem the patient requested oxygen for
; shortness of breath. Review of the treatment
sheet revealed no documented evidence that this
] patient received oxygen of that any licensed staff

i
-
!
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. assessed this patient for any respiratory needs at
{ any time after her request was made and prior to
| discharge from dialysis treatment.

| 8. Review of the dialysis treatment shest for

| B/22/10 for patient #26 revealed her dialysis

| treatient initiated at 0618 with a hypertensive

| pre-treatment BP of 203/134, Review of the

| pre-treatment nursing assessment revealed the

\ patient requested acetaminophen. Treaiment

{ sheet review revealed 625 mg of acetaminophen
| (analgesic) was administered at 0631 and 25mg
1 of diphenhydramine (antihistamine) was ™~ :
i administered at 0632, Treatment sheet review

i revealed no documented evidence that the nurse
| assessed the patient's response to the PRN

, medications,

| 1nterview on 7/15/10 al 1545 with the Clinical

: Manager revealed staff is required o document

! the patlent's response to any PRN medication
adminisiered. Interview.revealed she

| administered the PRN medications and because

! of staffing on 6/22/10, she did not get back to the

} patient to assess the patient as required due o

{ the Work foad.

1

et e +5m 1 Pt

“ 10. Review of the dialysis freatment sheet for

\ &/22/10 for patient #30 revealed her dialysis

ll treatment initiated at 0610 with a pre-reatment

i request for diphenhydramine for Reching.
Treatment sheet review revealed the patient

| received 26mg of diphenhydramine at 0637.

| Treatment sheet review revealed no documented

i avidence that the nurse assessed the patient’s

{ response to the PRN medications.

| Interview on 7/15/10 at 1545 with the Clinical
! Manager revesled staff is reguired to dosument

|
|

T
|
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! the patient's response to any PRN medication
: administered. Interview revealed she
. administered the PRN medications and because
i of staffing on 6/22/10, she did not get back to the
» patient to assess the patient as required dug to
thé work load.

r 1 1. Review of the treatment sheet for patient
#19 reveaied a curent physician's standing order

! for monthly foot checks since the patient was

, diabetic. Review of the dialysis treatment sheet

! dated on 7/5/10 revealed the patisnt had been

S scheduled 1o get his monthly foot check on
7/5/1 0. Treatment sheet documentation-

'  revealed staff did not conduct the month!y foot

i \ check, Treatment sheet review revealed staff

: documented "missed” as the reason the foot

1 check had not been conducted,

{ 12, Review of the treatment sheet for patient #38

1 revealed a current physician's standing order for

| monthly foot checks since the patient was
diabetic. Review of the dialysis treaiment sheet

i dated on 7/5/10 revealed the patient had been -
scheduled io get his monthly foot check on

: ( 7/5110. Treatment sheet documentation

. rp\ma!ar! staff didnot conduct the monthly foot

V 7581
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;

chec}g. Treatment sheet review revealed staff
; documented "rescheduled” as the reason the foot
' check had not been conducted.

I Interview on 7/15/10 at 1545 with the Clinical
‘ Manager fevealed staff the facility was "short
1 staffed” on 7/5/10 and staff probably either
i missed or decided to do the foot checks at
; another time.
¥
: 13, Review of the treatment sheet dated on
'i 7/5(10 for patient #43 revealed a physician's
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: 700 co/minute. Treatment sheetl review revealed

! this patient received a BFR of 350 cc/min and a
DFR of 500 cc/minute from 1215-1450, her entire

. dialysls treatment. Record review revealed no
documentation as why the BFR had not been

5 provided as ordered.

¢

'll 14. Review of the treatment sheet dated ob

1 6/22/10 for patient #40 revealed a physician's
| order for a DFR of 600 ce/minute. Treatment
f sheet review reveated this patient received a

' DFR of 500 co/min from 0670-0848, fis entirée
! freaiment, without documentation as why the

| DFR had not been provided as ordered.

1

i 15. Review of the treatment sheet dated on
¢ §/22/10 for patient #9 revealed a physician's
| order for a DFR of 700 co/minute. . Treatment
| sheet review revealed this patient received a

i DFR of 800 cc/min from 0835-1049, her enfire
j treatment, without documentation as why the

i DFR had not been provided as ordered.

{ N
1 16. Review of the treatment sheet dated on

F<75710 Tor paiGHTAT Tevealad a physician's

‘ order for 8 DFR of 800 ce/minute. Treatment

| sheet review revealed this patient received a

: DFR of 800 co/min from 1140-1630, her entire
treatment, without documentation as why ihe

i DFR had not been provided as ordered.

17. Review of the treatment sheet dated on
 7/5/10 for patient #42 revealed a physician's
! order for a BFR of 400 coiminute. Treatment
! sheet review revealed this patient received a

| RFR of 350 colniin from 1231-1400 without

| documentation as why the BFR had not been
. provided as ordered.

'
1
1
i
i
1
H
i
t
{
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18. Review of the dialysis treatment sheet for
_B/22/10 revealed orders for patient #31 to dialyze
. 240 minutes and to dialyze to a dry weight of
1 80kg. Treatment sheet review revealed the
| patient dialyzed the ordered amount of fime (244
! minutes) but did not get to 80 kg as ordered.

l Réview revealed the patient had a DW of 82.7 kg
‘! at the conclusion of her freatment. Treatment.

| sheet review revealed staff removed 2.5 kg of

| fuid, '

i

)

| interview on 7/15/18 at 1545 with the Clinical, -

i Manager revealed staff incomectly catculated the
’ amount of fluld to be removed for this patient on
. 5/22/10. Interview revealed this patient should

" have had 5.8 kg of fluid removed instead of 2.5

+ kg.

{ 19. Review of the 6/22/10 dlalysis treatment

. sheet for patient #36 revealed this patients

| treatment initizted at 0630 and conciuded at

! 1056. Treatment sheet review revealed

! documentation that staff did not monitor this

| patient every 30 minutes as required. Treatment

sheet review. Fn)mglad_tbis_paﬂaﬂi_)&eﬁ from

V758,

: 0B40-0B0O (1 hour and 20 minutes) without
* documented avidence of staff monitoring.

}

]

| 20. Review of the 7/5/10 dialysis treatment

| sheet for patient #34 revealed this patienis

| treatment initiated at 0711 and concluded at

| 1044. Treatment sheet review revealed

1 documentation that staff did not monitor this

| patient every 30 minutes as required. Treatment

\ sheet review revealed this patient went from
0800-0930 {1-1/2 hours) without documented

! evidence of staff monitoring.
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: 1100. Treatment sheet review revealed
'; documentation that staff did not monitor this
_ patient every 30 minutes as required, Treatment
. sheet review revealed this patient went from
' 0523-0730 (1 hour and 5 minutes) without
{ documented evidence of staff monitoring.
|
| 22. Review of the 6/22/10 dialysis treatment
sheet for patient #33 revealed this patients
. treatment initiated at 0856 and concluded at
1122, Treatment sheet review revealed
. documentation that staff did not monitor this
paﬁent every 30 minutes as required. Treatment
: sheet review revealed this patient went from
1003-1103 (1 hour) without documented
evidence of staff monitoring.

{ 23, Observation on 7/13/10 at 0803, 0825 and
0957 revealed staff was not able {o see patient

| #11's AV fistula access at station #33 during

l dialysis treatment because it was covered by a

i blanket

1
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" 21. Review of the 7/5/10 dialysis treatment 1 i
* sheet for patient #36 revealed this patients 1 i
treatment initiated at 0625 and concluded at :

; Observation on 7/13/10 at 0903 and 0825

| revealed staff was not able to see patient #9's AV
' graff access at station # 12 during dialysis
treatment because It was covered by & blanket

Obsewatxon on 7/13/10 at 0903 revealed staff
{ was not able to see patient #10's AV fisiula

! access at station #14 during dialysis treatment
because it was covered by a btanket

Observat\on on 7/13/10 at 0903 revealed staff
I was not able io see patient #12's catheter access

! at staflon #37 during dialysis treatment because

'
1
1
i
1
)
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it was covered by a blanket.

g Observation on 7/13/10 at 1130 revealed staff

! was not able to see patient #5's' AV graft access
i at stafion #6 during dialyss treatment because it
" was covered by a blanket.

; Observation on 7/13/10 at 1150 revealed staff
was not able to see patient #6's AV fistula access

{ at station #37 during dialysis treatment because

: it was covered by a blanket,

- i Observation on 7/13/10 at 1200 revealed staff
i was not able to see patient #7's AV graft access
. at station #30 during dialysis treatment because
! it was covered by a blanket.

'

| Observation on 7/13/10 at 1221 revealed staff

i was not able to see patient #8's catheler access

E at station #12 because during dialysis treatment

E it was covered by a blankel.

. Observation on 7/15/10 at 0900 revealed staif

* was not able to see patient #12's AV fistula
acoess at station #5 during dialysis freatment

| hecause it was covered by a blanket,

V 7581

1

i

‘ Obsetvation on 7/15/10 at 0900 revealed staff

. was not able to see patient #13's catheter access
at station #25 during dialysis freatment because
it was coveted by a blanket.

Observation on 7/15/10 at 0900 revealed staff
was not able fo see patient #14's AV fistula

| acoess at station #26 during dialysls treatment

' because i was covered by a blanket.

i .

, Observation on 7/15/10 at 0930 revealed sta

! was not able to see patient #16's AV graft access

!
s

FORM CMS-2557{02-89) Pravious Versions Obsvlete Event I0:L76B11

Facillty 1D: 944855
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/02/2010

| at station #19 during dialysis freatment because
i it was covered by a blanket.

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
CTEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION . | {x3) DATE SURVEY
D PLAN OF CORRECTION IDENTIFICATION NUMBER: . - COMPLETED
. A BULDING
B. WING
342543 07[16/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5§41 RUIN CREEK RD SUITE 212 -
VANCE COUNTY DIALYSIS
i HENDERSON, NC 27538
xaip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION { 5)
PREFIX ! {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE { DATE
| DEFICIENCY) |
i i . i
1# V 758 | Continued From page 55 !‘ V758 8]
H i
. 1 g
v :
i
!

. Interview with the facility Clirical Nurse Manager
_on 7114/10 at 1230 revealed pafient's access

" sites should be visible to staff throughout the

' patients dialysis treatment. Interview revealed

" should patient refuse to keep their access Visible
! during treatment, staff should educate the patient
' on the dangers of thelr access site not being

* visible and document the education and the

| patients refusal on the dialysis treatment sheet.

! Review of the patient dialysis freatment sheets
i revealed no documented eviderice of patient
! education or patients refusal, respectively.

1

l 24. Medical record review revealed patient #18
jhad & history of falls and had been.assessed by

! hcensed staff on 1/10/10 as a high risk for falls.

! Record review revealed a current patient plan of
j care that directed staff to assist this patient to the
'i bathroom as needed.

| Observation in the patient treatment area on
I7/14/10 at 0955 revealed patiert #19, & 73 yoal

et i oot T

P DU

! old male, was walking unassisted to the

" bathroom. Observation revealed patient #19 had

! an unsteady gait and was walking such that each
" of his steps stopped abruptly on the balls of his -
| feet causing his posture to bend forward.

. Interview on 7744110 at 1115 with staff #7, who

| was responsible for patient #19 on 7/14/10,

! revealed she had been told earlier that moming

% by administrative staff to not leave any bay

1 unattended by statf at any ime. Interview

| revealed because she was the only staff in her

i bay at the time patient #19 needed assistance 10

!.

3

i
i
i

i

%

: : |
i

FORM CMS-2567{02-98) Previous Versions Obsolete

Event [ L7611

i
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES . | (¥1) PROVIDER/SUPPLIERIGUIA {X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
D PLAN OF CORRECTION IDENTIFICATION NUMBER: N COMPLETED
A_BUILDING
B.'WING
342543 0771612010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 511 RUIN CREEK RD SUITE 212
VANCE COUNTY DIALYSIS
. HENDERSON, NC 27536
xom | SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION P e
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE . COMPLETION
TaG i REGULATORY OR L&C IDENTIFYING INFORMATION) TAG ! CROSS-REFERENCED TO THE APPROPRIATE . PATE
: i DEFICIENGY) :
7 i . -
V 758 | Continued From page 56 V 758!

i the bathroom, she didn't assist him because it

woutd have left her bay unattended.

\ 25, Review of the dialysis treatment sheet for

1 6/22/10 for patient #25 revealed her dialysis

* treatment inittated at 1230. Review of the

| pre-treatment nursing assessment revealed the
: patient ambulated with a watker and indicated

! that she had & "near iss fall yesterday at home
due {o weakness in knees”, Treatment sheet

i ! review revealed this patient's sitting BF post
i treatment was 147/62, Treatment sheet review
 revealed the patient left the facility ambulatory,
bu’c did not have a standing BF obtained post

\ ' freatment as vequired.

I

! interview on 7/15/10 at 1545 with the Clinical

f Manager revealed staff is required to obtain and

i dotument a standing BF on ambulatory patients

' | post dialysis treatment. Interview revealed
: 6/22/10 was a day the facility had "cal out by
. staff",

28. Review of the dialysis treatment sheet for
6/22/40 for patient #27 revealed his dialysis
weatment inltiated at 0633, Pre-freatment

assessment revealed the patent ambutated 1©

 the treatment floor and had no complaints,

\ Treatment sheet review revesled this patients

treatment was completed at 1045 and staft did

not obtain & standing BP as required. Review

i revealed no documented evidence that any staff
collected the required data post-treatment on

6/22/10.

 Interview on 7/15/10 at 1545 with the Clinical
* Manager revealed PCT or ficensed staff is

i patient before the patlent is discharged from

| required to collect post treatment data on every '

FORM CMS-2567(82-59 Previous Versions Obsolete Event 10:L76811

. Faclity 1D: 844655
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DEPARTMENT OF HEALTH AND HUMAN SERVICES F gggﬁ A%Bé(l)?zg/oég
CENTERS FOR MEDICARE & MEDICAID SERVICES .

OMB NO, 0538-0381
1 GTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
“ |y PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

242543 B.wiNG

07716/2010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

VANGE COUNTY DIALYSIS 511 RUIN CREEK RD SUITE 212
HENDERSON, NC 27536

x4} 1D SUMMARY STATEMENT OF DEFICIENCIES D

1
PREFIX ; (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG  t REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

; DEFICIENCY)
V758 Continued From page 57 ! v 758!
treatment. Interview revealed the data incl‘uded {

*{emp, respiratory, Gl, cardiac, edema, mental, .
mobility and access information. ! : '

PROVIDER'S PLAN OF CORRECTION i (xs)

i 27 Review of the dialysis freatment sheet for i
! 6/22/10 for patient #29 revealed his dialysls - :
i freatment initiated Initfated at 0706. Treatment : i
! sheet review revealed no documented evidence .
| that staff obtained post reatment data as . t
X required for respiratory, G, cardiac, edema, i
; mental, mobility and access information.

Linterview on 7/15/10 at 1545 with the Clinical .

i Manager revealed PCT or licensed staff is

E required to collect post treafment data on every
; patient before the patient is discharged from
_treatment. Interview revealed the data included
{ tetmp, Tespiratory, G|, cardiac, edema, mental,

! mobility and access information.

3

- [
.

) '
H

4

N 1

'

.

FORM CMS-ZSS?(DZ'-BB) Previous Versions Obsolete Event {D:L76B11 . Faciity 1D: 344656
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Department of Healthh and Human Servi=~s ) o 4}\5 Form Approved
Centers for Medicare & iedicaid Servi. \}/6 < ‘é\ OMB NO. 0838-0380

Post-Certification Revisit Report

ublic reporiing for this collection of Information s estimated 1o average 10 minufes per response, including ime for reviewing instructions, searching existing data sources, gathering and
ya " ' ~ing data needed, and completing and reviewing the collection of inforration. Send comments regarding this burden estimale of any other aspect of this collection of informatian

¢ 'suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 25684, Baltimore, MD 21207 and fo the Office of Management and Budget, Paperwork
1eowwon Project (D938-0360), Washington, D.C. 20503

{r1) Provider/ Supplier ] GLIA/ (Y2) Multiple Construction (¥3) Date of Revisit
\dentification Number A. Building
. ) 7162010
342543 . . B. Wu'!g : I 01
name of Facility ) Strest Address, City, State, Zip Code

VANCE COUNTY DIALYSIS 854 S BECKFORD DRIVE
: . HENDERSON, NC 27536 o

This report is completed by 2 quafified Sfate surveyos for the Medicare, Medicaid andfor Clinical Laboratory improvement Amendments progtam, {o show those deficiencies previously
reporied on the CMS-2567, Statement of Deficiencles and Plan of Comection that have been conrecied and the date such corrective action was accomplished. Each deficiency should be

fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CIMS-2567 (prefix codes shown to the left of each
requirermnent on the suvey report form).

et

{(Y4) ltem {(Y5) Date (Y4) item ' (Y5) Date . (Y4) lem (Y5) Date
Correction Comrection Correcfion
Completed Completed Completed
D Prefix  vp424 07/16/2010 1D Prefix 10 Prefix
Reg. # 405.2161(b)(3) _ Reg. # Reg. #
L53C Lsc - ts¢ T T L
Correction ‘l ' Correc@ion Correction
Completed Complated Completed
{D Prefix D Prefix 1D Prefix
. Reg. # Reg. # Reg. #
[
L8C LSC LSC
Correction Correction Correction
Completed Completed Compiefed
ID Prefix ' D Prefix , 1D Prefix
Reg. # Reg. # Reg. #
— e e = =
LsC LsC L o —
Correction Correction . Correction
Completed Completed Completed
iD Prefix D Prefix 1D Prefix ’
Reg, # ' Reqg. # ‘ Reg. #
LSC LSC Lsc
Correction ‘ Correction Correction
Completed Completed Completec
1D Prefix ' D Prefix ID Prefix
Reg. # ' Reg. # » Reg, #
e
L.SC LSC LSC .
Reviewed By Reviewed By Date: Signature of Surveyar. ) Date: .
iState Agency o (ae et W i Y-2-10
Reviewed By Reviewed By Date: Signatu&-e of Surveyor. Date:
CHWIS RO
Followup to Survey Completed or: Check for any Uncorrected Deficiencies. Was a Summary of _
7128/2007 Uncorrected Deficiencles (CMS-2567) Sent to the Facility? vgs NO
Form CMS - 25678 (8-82) Page 10f 1

EventiD VBSZ12



JEPARTMENT OF HEAETH AND HUMAN SERVICES
"ENTERS FOR MEDICARE & MEDICAID VICES FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT )

ubl,.  porting burden for this collection of information is estimated to average 10 minufcs per response, including time for reviewing instructions, scarching existing data sources, gathering and
\aintaining data needed, and completing and reviewing the collection of information, Send comments regarding this burden estimate or any other aspeet of this collection of information,
setuding suggestions for reducing the burden, o Office of Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 23207; or o the Office of Management and Budget, Paperwork
eduction Project(0838-0583), Washington, D.C. 20503,

Provider/Supplier Number . Provider/Supplier Name

342653 FRESENIUS MEDICAL CARE MILLBROOK
Type of Survey (select all that apply) A Complaint Investigation £ Initial Certification 1 Reeertification
B Dumping Investigation F  Inspection of Care }  SanctionsfHearing
HEER C  Federal Monitoring G Validation K State License
: D  Follow-up Visit H  Life Safety Code L CHOW ‘
M Other
Extent of Survey (setect all that apply) A Routine/Standard Survey (all providers/suppliers)
B Extended Survey (HHA or Long Term Care Facility)
NRERER C Partial Extended Survey (HHA)
_ . D Other Survey -

SURVEY TEAM AND WORKLOAD DATA

Please entes the workload information for each surveyor, Use the surveyor's identification number.

Surveyor 1D Nurmber First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(AY Daté Date Preparation ~Hours Hours Hours ., |. Hours Preparation
Axrived Departed Hours 12am-8am Sam-6pm 6pm-12Zam ' Howrs ~ 7
(®) © D) ® ® ©) (D O]
1. 15401 08/10/2010 | 08/11/2010 1.00 ' 0.00 17.00 0.50 2.00 2.00
2,
3.
4,
5.
6.
7.
8.
9.
10.
1L
12. -
13. ~ .
14. T

Total RO Supervisory Review Hours....

Total SA Supervisory Review Howrs..... 0.50 0.00

Tatal SA Clerical/Data Entry Hours.... 0.50 ' Total RO Clerical}Data Entry Hours...., 0.00

._{as Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

FORM CMS-670 (12-91) 10200 EventD: 7% UB1! Facility {D: 041024 Page




JEPARTMENT OF HEALTH AND HUMAN QERVICES
‘ENTERS FOR MEDICARE & MEDICAID VICES : FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

bl porting burden for this collection of information is estimated {0 average 10 minwtes per response, sncluding time for reviewing instructions, searching cxisting data sources, gathering and
aintaining data needed, and completing and reviewing the collection of information. Send comments regarding this busden estimate or any other aspect of this collection of information,
«cluding suggestions for reducing the burden, to Office of Financisl Management, HCFA, P.O. Box 26684, Baltimore, MD 21207, o7 to the Office of Management and Budget, Paperwork
eduttion Projeci(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number ‘ Provider/Supplier Name
342543 Y ANCE COUNTY DIALYSIS
Type of Survey (select all that apply) A Complaint Investigation E Initial Certification I  Recertification
B Dumnping Investigation F Inspection of Care 1 Senctions/Hearing
E--. C  Federal Monitoring G Validation K State License
D Follow-up Visit H  Life Safety Code L CHOW
M Other ‘
Extent of Survey (select all that apply) A Routine/Standard Survey {all providers/suppliers)
B Extended Survey (HHA or Long Terma Care Facility)
fal T T 1] C Partial Extended Survey (HHA) '_
. D Other Survey .

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number.

Surveyor ID Numnber First Last Pre-Survey On-Site On-§ite On-Site Travel Off-Site. choﬂ
- {A) Daie™ - | Dale - |~ Preparation |- Hours - .. Hows ...Hows_ | . - Hous ~ Prepanation
Arrived - Departed Hours 12am-8am Bam-6pm. 6pm-12am - ' “Hondrg™
®) © D) . ® F) ® & ®
IR 15401 07/13/2010 | 07/16/2010 0.50 0.00 2.00 . 0.00 1.00° 0.75
2 ' '
3.
4.
5.
6.
7.
8.
9.
10.
11 i
12.
13.
14. )
Total SA Supervisory Review Hours..... ‘ 0.50 Total RO Supcrvisor.y Review Hours.... 0.00
Total SA Clerical/Daia Entry Hours.... 0.50 ; Total RO Clerical/Data Eﬁny Hours..... 0.00

a5 Statement of Deliciencies given to the provider on-site at completion of the survéy?.... No

FORM CMS-670 (12-9.) 0w EventlD: vBSZ12 * Facility ID: 944655 Page t



SEPARTMENT OF EEALTH ANDHOD  SERVICESRECE IVED AUG 0 4080rmi  OR MEDICARE & MEDICAID SERVICES
\<L NIEDICA: ;EIMZEDICAID CERTIFICATION AND TRANSMITTAL m: VBSZI2
“Q‘}E) ~ PART I- TO BE COMPLETED BY THE STATE SURVEY AGENCY Faciiity TD: 944655
. MED! ICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: ~ 7 (L8)
@1s 342843 {L3) VANCE COUNTY DIALYSIS L o % Reccetiiiativn
. . - o ecel D)
18 , VENDOR OR MEDICAID NO. (L4 511 RUIN CREEK RD SUITE 212 3. Termboation 4. CHOW
az . L5y HENDERSON, NC L6 27536 5 Validation 6. Cowplatut
7. On-Sits Visdt 3, Other
;. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 8. O .
. 2 Full Survey After Complnint
(452 01, Hospital 05 HHA §9 ESHD a3 4714
5. DATE OF SURVEY (1.34) 972 SNF/NF/Dual PG LAB 10 N¥ 14 CORF
5. ACCREDITATION STATUS: i) 03 SNFYNF/Distioct 07 X-Ray IIMR.T  ISASC FISCAL YEAR ENDING DATE:  (135)
0 Unsoeredited 1 TIC 04 SNE 08 OFTISP 12 BEC 16 HOSPICE 12/3%
2404 3 Other :
11 LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFEED AS
From (3): ¥ A. To Compliance With i Jaf e Followd irements;
' To ®: Program Reguiserments ___2. Techodeal Personnel __ 6. Scope .of Services Limit i
, Compiance Based On: 3. 24HouwrRN 7. Medical Dirsetor
12. Totnl Facility-Brds i8) 1. Anceptable POC ___4 7Dsy RN (Rural SNF) 8, Patient Room Size |
U — ___5. Life Safety Cods __ 9, Beds/Room
4
" 13.Total Cortif . 1 B. Yot jn Compliance with Program
13-Totd S +2/‘: A ' j &1 Regmirements and/or Applied Waivers; ¥ Code: A* 12y
14, LTC CERTIFIED BED BREARDOWN 15. FACHITY MEETS
18 SNF 18/19 SNF 19 SNF CF MR 1861 (o) () or 1861 G) (1) YES E15) ;
6-37) (.38) 3% 42) @A3) ;‘
16 STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE): ,
A follow-up survey to the 7/26/2007 complaint survey was contucted siultansonsly witha receruﬁcaﬁon snrvcy on 7/13:16, 2010. Tag 0424 has been conected. ]
17. SURVEYOR SIGNA ’ Date : 18. STATE SURVEY AGENCY APPROVAL Date:
i Y A ‘] B I‘
\J‘ V, £ 560 S \_.J‘a @ e d 07/20/2010 (/‘. e L X A4 ) Jid)
< @19 v ) - @20
‘V PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY
15, DETERMINATION OF ELIGIBILITY 20, COMPLIANCE WITH CIVIL. 21, 1. Statement of Financie! Solvensy (HCFA-2572) .
. RIGHTS ACT: 2. Ownership/Controt Interest Disclosure Stmt a{cmqm)
X 1. Fecility is Eligible to Paiticipate . 3. Bothof the Above ©
2. Facility isnct Eligible ——
a1y
ﬁr@ﬁﬁﬁiﬂ*ﬁM P OAGREEMENT—— 24 LTC AGREEMENT. | 26 TERMINATION ACTION: @30}
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTAR: 00 INVOLUNT,
01-Merger, Closure 05-Fail 1o Meet Health/Sufety
a2 LAY 25 m'm_' isfaction W/ Rek : 06-Fesl to Most Agreement
25, LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Tavoluotary Tesmiration . OTHER :
A Suspensiom of Ademissions: 04-Other Reason for Withdrawal 07-Provider Status Change ) ;
: QA% 00-Active
@ B. Rescind Suspension Date:
L A5y
28, TERMINATION DATE: 29, INTERMEDIARY/CARRIER NO. 30, REMARKS
' 00000
28y €31)
31, RO RECETPT OF CMS-1539 372, DETERMINATION OF APPROVAL DATE
‘@32 @33 | DETERMINATION APPROVAL




jepartment of Health and Human Servi—s ‘ rorm Approved
‘enters for Medicare & Medicaid Serv. : , OMB NO. 0838-0380

Post-Cerfification Revisit Report

ibic reporting for this collection of nformation is estimated fo average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
sintaining daia needed, and compleling and reviewlng the collection of information. Send comments regarding this burden estirale or any other aspect of this collection of information
due - suggestions for reducing the burden, fo CMS, Office of Financial WManagement, P.O. Box 26684, Battimore, MDY 21207; and to fhe Office of Managemnsnt and Budget, Paperwork
s Project (0938-0380), Washington, D.C. 20503, :

i) Provider / Supplier / cuUAl {¥2) Multiple Construction (Y3) Date of Revisit
Identification Number ) A. Building
Name of Facility Street Address, City, State, Zip Code
VANCE COUNTY DIALYSIS 511 RUIN CREEK RD SUITE 212
) . HENDERSCN, NC 27536

This report is completed by a qualified Stede surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, 1o show those deficiencies previcusly
‘eported én the CMIS-2567, Statemert of Deficiencies and Plan of Correction that have been corrected and the dale such corrective ettion was accomplished. Each deficiency should
se fully Iderdified using efther the regulation or LSC provision number and {he identification prefix code previousty shown on the CMS-2567 (prefix codes shown 1o the fefl of each
-eguirernent on the survey report form).

.

Y4) item (Y5} Date {¥4) Hem {Y5) Date {Y4) ltem (¥5)  Date
Cuorection Correction Con'ection
Completed ’ Complelted Cotnpleted
D Prefix  vo424 o7/1612010 \D Prefix iD Prefix
Reg. # 4552161(6)(%) Reg. # ' Reg. #
{SC . LSC : tsC
Cormrection Correction Correction
Completed ' ‘ Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction . Correction
Completed ' Completed Completed
1D Prefix 1D Prefix ' 1D Prefix
Reg. # . Reg. # ' : Reg. #
Lsc LSC . o LSC
. Correction Corresion - Correctiol
Completed Completed Cormnplete
D Prefix D Prefix D Prefix :
Rep.# h Reg. # Reg. #
LSC ' LsC LsC
Correction ' Correction Corvectic
Completed Completed . Complet
1D Prefix 1D Prefix iD Prefix
Reg. # . Reg. # : Reg. #
LsC LsC LSC
Reviewed By Reviewed By Date: i amre'om < ' Date;
‘gateAgency | WA (A "’{/({ﬁw [7/20//6
<eviewed By Reviewed By Date: sig patur{ of Surveyor: Datel !
CMS RO
Followup to Strvey Completed on: Check for any Uncorrected Deficiencies, Was a Summary of
7/26/2007 - Uncorrecied Deficiencies (CMS-2567) Sent to the Facility?  ygg

- NO




SEPARTMENT OF HEALTH AND HUMA™ TIRVICES
SENTERS FOR MEDICARE & MEDICAID w... RVICES FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

bk -cporting burden for this collection of information 35 estimated to average 10 miniies per XeSponEs, including time for revi jing fnstructions, searching existing data souroes, pathering and
nzintziuing datz needod, and completing 2md reviewing the collestion of information. Send comments regarding this burden estide of atry ofher aspeot of this collection, of information, foctuding
uggestions for retucing the burdes, 1o Office of Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207; or to fhe Office of Management and Budget, Paperwork Redoction
‘rojecH(0§38-0583), Washingfon, D.C. 20503. :

Provider/ supplier Number Providet/Supplier Name
342543 VANCE COUNTY DIALYSIS
Type of Survey (select all that apply) A Complaint Tnvestigation E  Initial Certification 1  Recertification
' B Dumping Investigation F  Inspection of Care T Sanctions/Hearing
Aol 1 11 C  Federal Monitoring G Validation K State License
. D Follow-up Visit H Life Safety Code L CHOW
M Other
Extent of Survey (select all that apply) A Routine/Standard Survey (all providers/suppliers)
: B Extended Survey (HHA. or Long Term Care Facility)
--- ‘ C Partial Extended Survey (HHA)
‘ D Other Survey

SURVEY TEAM AND WORKLOAD DATA.

Ploase enter the workload information for each surveyor. Use the surveyor's identification number.

Surveyor ID Number Figst,.. f . Last Pre-Survey On-Site On-Site On-Sitz Travel Off-Site Report
(A) Date Date Preparafion HOE © Houws' ] -~ Hours- - Hours . Preparation .
Arrived Deparied Hours {2am-Bam Rum-Hpm 6pm-12am Hours
& (O (D) 1#29] &) ©) D ®
1. 15401 07/13/2010 {067/16/2010 0.50 0.00 2.00 0.00 1.00 0.75
2,
3.
4,
3
6.
7.
8.
-9,
10.
1L
12.
13.
14.
Total SA Supervisory Review Hours..... 0.50 Total RO Supervisory Review Howrs.... 0.00
Total SA Clerical/Data Entry Houss.... 0.50 , Total RO Clerical/Data Entry Hours..... 0.00

{
Was Statement of Deficiencies given to the provider op-site at completion of the survey?.... No

FORM CMS-670 (12-91) 162000 Evenfll): YBSZ12 Facility ID: 944655 Page 1




DEPARTMENT OF HEALTH AND HUMAN RVICES%M

| 4&\Ax\\\ RECEIVED [ 087011  PRINTED: 06/30/2011

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES o1 PROVIDERISUPPLIERICLTA %2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: COMPLETED
A.BUILDING :
. e owi T
. E\)JV‘ n1 1 . 342587 B. WiNG : 06/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1704 WAYNE MEMORIAL DRIVE
8 -
GOLDSBORD SOUTH DIALYSIS GOLDSBORO, NG 27530
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D _ PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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V 113 | 494.30(a)(1) iIC-WEAR GLOVES/HAND V113
HYGIENE
\Wear disposable gloves when caring for the V113 o
patient or fouching the patient's equipment at the Clinical Teammates -(TMs) were in-serviced
dialysis station. Staff must remove gloves and ?—}iéin mczl;ezr oflonofwmg;) iflolzg ?"0_15;?1-'
R . + * ¢! Q or SALY acliiies.
wash hands between each patient or station. Verification of attondance af in-service is
evidenced by a signature sheetTMs were
instrucied using surveyor observations as
. . i X examples with exapbasis on, but not lirited to,
T ST e e b e D g 5|
3aseC ' a hands betweep dirty and clean tasks, 2) to
procedures, observation and staff interview, staff perform hand hygiene whepéver gloves are .
| failed 1o follow facility infection control procedure . . removed, and 3) to. wear gloves for all machine
by failing to perform hand hygiene between glove contact, The Charge Nurse (CN) is responsible
changes and failing to wear gloves while for oversight of infection control practice daily.
performing residual chemical checks prior 1o Instances of non-compliance will be addressed
initiation of hemodialysis treatment. with the TM- responsible irumediately. The
Facility Administrator (FA) or designee will
Findings included: conduet observational infection control audits
on random shifts daily for one week, then 3 xs
. - P Kly for one month, then weekly for one
Review of facility policy "Infection Control for weekly .
Dialysis Facififies” dated 03/2011 on 6/14/2011 month, then monthly with regularly scheduled
. X infection control audits.Results of audits will be
revealed "1. Hand hygiene is to be reviewed with the Medical Director during the
performed‘..after removal of gloves, after - montbly QIEMM and contimued frequency of
contamination with blood or other infectious audifs determined by the team with supporting
material, after patient and defivery system documentation included 1n the mestng TINGLES.
contact, beiween patients even if the contact is The FA is responsible for compliance with this
casual, before touching clean areas such as POC. .
supplies...9. Gloves should be worn when:
potential for exposure to biood, dialysate...”
Observation on 06/15/2011 from 0930-0945
revealed Staff #7, a Patient Care Technician
(PCT), cannulated a patient's dialysis access with
a needle at station #20 and used same gloved
hands to acquire another tourniquet from a clean
bin, Further observation revealed the same PCT
{eft Station #20, went to the adjacent patient
L ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6) DATE

C o FOOLI e Peliminishider T3]

Any d‘eﬁciency statement ending with an asterisk (*) denotes a deficiency which the institution &ay be excused
other safeguards provide sufficient protection to the pafients. (See instructions.) Except for nu
following the date of survey whether or nota plan of correction is provided. For nursing homes,
days following the date these documents are made available 1o the facility. i deficiencies are cited, an ap

program participation.

correcting providing it is determined that

rsing homes, the findings stated above are disclosable 80 days
the above findings and plans of correction are disclosable 14

proved plan of correction is requisite to continued
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Continued From page 1

station, and changed the contaminated gloves
with no hand hygiene between glove changes.
Further observation revealed Staff #6, a PCT,
was perfarming a residual check for disinfectant
at station #20 without wearing gloves. Further
observation revealed Staff #7 initiated the
treatment at Station #20 with ungloved hands
and then began typing at the computer stand
without performing hand hygiene.

interview with administrative staff on 06/15/2011
at 1030 revealed staff are expected to perform

fand hygiene bétwgen glove chianges and before |-

touching a clean area or the computer cart.

Interview revealed Staff #7 failed to follow facility

policy by failing to perform hand hygiene
between a glove change where gloves were
contaminated. Further interview revealed Staff
#6 failed to follow facility policy by failing o wear
gloves while performing a residual check.
494.30(a)(1)()) IC-TRAINING & EDUCATION

infection Control Training and Education

Infection-control-practices-for hemodialysis units:

V113

viiz

Clinical teammates were in-serviced on 6-15-11
in the following Policy #1-05-01: Infection
Control jor Didlysis Facilities. Vexification of
V 132! in-service is evidenced by a sigoature sheet. | 7/15/11
Specifically item listed .in policy as #16: The
expiration date will be checked on all disposable
supplies. The CN is responsible for monthly
checks of supplies within the emergency

intensive efforts must be made to educate new
staff members and reeducate existing staff
members regarding these practices.

This STANDARD is not met as evidenced by:
Based on observations during tour and staff
interview staff failed to ensure expired supplies
were not available for patient use.

Findings include:

svacnation kit and has — been educsted—on

removing each item to check for any expired
items at the times .of these checks. The Lab
Manager is responsible for monthly checks of all
Iab supplies for expiration date, she will at that
time discard any items not within date and a new
process for totation of lab stock supplies
monthly with new additions has been
implemented. Al facility supplies were
inventoried and checked on 6-16-11. The
Facility Administrator or designee will perform
monthly checks behind the charge nurse for 3
months. The FA is responsible for compliance
with this POC '
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.which had expired 01/2008. Further observation
.| during tour revealed 218 expired light blue-top

| Recommendations for Placement of Intravascular

Coniinued From page 2

Review of facility policy "Infection Confrol for
Dialysis Facilities” dated 03/20111 on 6/14/2011
revealed "6. The expiration date will be checked
on all disposable supplies.” - .

Observation during tour of the hemodialysis - -
treatment area on 06/14/2011 from 1400-1420
revealed the emergency evacuation cart
contained two (2) 17 gauge vascular access
needles which had expired 05/2011 and (1) one

Jab fubes which had expired 10/2010. -~ -

Interview with the charge nurse on 06/14/2611 at
1420 revealed the emergency cart is routinely
checked for expired iters. Interview revealed
"“We must have missed those (vascular access
needles)....| don't believe we even use those
{light-blue lab tubes) anymore.”

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

Catheters-in-Adulis-and Children

V 132

V147

1. Health care worker education and training

A, Educate health-care workers regarding the ...
appropriate infection control measures to prevent
intravascular catheter-related infections.

B. Assess knowledge of and adherence o
guidelines petiodically for all persons who
manage intravascular catheters.

il. Surveillance

A. Monitor the catheter sites visually of individual
patients. If patients have fenderess at the
insertion site, fever without obvious source, or
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other manifestations suggesiing local or BSI
[blood, stream infection], the dressing should be
removed to aliow thorough examination of the
site. -
Central Venous Catheters, Including PICCs,
| Hemodialysis, and Pulmonary Artery Catheters in vir ‘ e
Adult and Pediatric Patients. Clinical Teammates (TMs) were in-serviced
6-15-11 in the following: Policy #1-05-01;
V1. Catheter and catheter-site care . Infection Control for Dialysis  Facilities.
B. Antibiotic lock solutions: Do not routinely use V?‘;ﬁ"::(;’nb of atfendance -at im-service i
antibiotic lock solutions to prevent CRBSI e uysi:g S‘ﬁi’;zr Shfﬁiew?ﬁmwei
[cétheter related blood stream infections]. examples Wwith emphasis 65, bt st Bigted fo,
| the following: 1) to remove gloves and wash
hands between dirty and clean tasks, 2) to
perform -hand hygiene whenever gloves are
. X . removed, and 3) to wear gloves for all machine 711511
This STANDARD is not met as evidenced by: 5

Based on review of facility policy and -
procedures, observation and staff interview, staff
failed fo follow facility infection control procedure
by failing to perform hand hygiene between dirty
and clean procedures involving intravascular
catheter devices.

contact, and 4) perform band hygiene when
moving from a dirty to clean task such as

(CN) is responsible for oversight of infection
control practice daily. Instances' of “non-
compliance will be addressed with the TM
responsible  immediately,  The Facility

.Findings included:

Review of facility policy "lnfection Control for
Dialysis Facilities” dated 032011 on 6/15/2011
revealed "10. Gloves should be changed
when:...When going from a 'dirty’ area or task to
a'clean’ area or fask..." '

Observation of patient care at station #23 on
06/15/2011 at 1140 revealed Staff #7, a Patient ’
Care Technician (PCT), removed an old
intravascular catheter site dressing, cleaned the

J site, and then applied a clean dressing with same

ot somat-infection-control-audits-on-randoms

catheter dressing changes. The Charge Nurse

Administrator (FA) or desigoee wilt conduct -

shifts' daily for one week, theh 3 xs weekly for
one month, then weekly for one month, then
monthly with regularly scheduled infection
control audits, Results of audits will be reviewed
with the Medical Director during the monthly
QIFMM and continued frequency of audits
determined by the team with supporting
documentation included in the meeting minutes.
The FA. is responsible for compliance with this
POC. i :
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V 147 | Continued From page 4 ,

gloved hands. Further observation revealed the
PCT retrieved a imarker from the adjacent
computer cart (to write the date and time on the
dressing) and then returned the pen to the cart
with the same gloved hands. Further observation
revealed the PCT, with same gloved hands,
hooked the hemodialysis (HD) circuit o the
patient's catheter to initiate the HD freatment.

Interview with administrative staff on 06/15/2011.
at 1300 revealed staff are expected to change
gloves and perform hand hygiene between glove
| changes between dirty aiid clean procedures.
Interview revealed a glove change should have
occurred after handling the patient's dirty
dressing arid before applying the new dressing.
interview revealed Staff #7 failed to follow facifity
.| poicy by falling to perform hand hygiene
hetween dirly and clean procedures.
V 316 | 494.50(b)(1) MAINTENANCE PER DFU OR
2XYR;RECORD

7.2.3 Maintenance: per DFU or
semiannual/maintenance record

AAL

Writien-maintenance-procedures-and a schedule

V147

V 316

of prevéntive maintenance activities designed fo
minimize equipment malfunctions should be
established. In the case of purchased
reprocessing equipment or, safety equipment, the
recommendations of the vendor should be
followed unless documented experience supports
altemative approaches. If the manufacturer's
recommendations are not available, reuse
equipment and safety equipment should be
inspected on a semiannual basis.

4 Records )
4.3 Equipment maintenance record
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Records shall be maintained of the dates of
preventive maintenance procedures and the
results of scheduled testing in order to ensure the
proper functioning of reprocessing equipment,
environmental-control equipment, safety
equipment, or other equipment.
4 Records
A place should be provided for the signhature or
other unigue mark of identification of the person
...performing preventative maintenance
procedures. : V316

This STANDARD is not met as evidenced by:
Based on review of manufacturer's preveniative
maintenance (PM) recommendations, facility PM'
logs and staff interview, staff failed to ensure
PMs were performed timely for the facility's
dialyzer reuse processing system.

Findings include:

| Review of the manufacturer's manual for the

nRenatron-H Dialyzer Reprocessing System” on

Biomedical, feasmmate  performed —machine
aintepance on xeferenced Renatron Dialyzer |

reprocessing machine on date of discovery during | 7/15/11
survey 6/15/11. Biomedical teammate has
checked each piece of biomedical equipment in
the facility for correct dates and record keeping
of ‘maintenance ag having been performed. The
Arca Biomedical Administrator has in-serviced
these teammates on this item. The  Area
Biomedical Supervisor will randomly andit
machine preventive maintenarice records monthly
for 3 months. Results of audits will be reviewed
with the Medical Director during the monthly
QIFMM and continued frequency of audits

6/15/2011 revealed a required inspection of the -
automated dialyzer reuse processing system
must be performed every three months.

Review on 6/15/2011 of the PM log for the (2)
two Renatron |l Dialyzer Reprocessing Systems
in use at the facility revealed the last PM .
performed on both units was 02/28/2011 ftwo (2)
weeks and (4) four days overdue for inspection].

Interview with biomedical staff on 6/15/2011 at
1400 revealed the Renatron units have a
required quarterly inspection. interview revealed

defermined by (be team— withr —supporting

documentation inclnded in the meeting minutes.

The FA is responsible for compliance with this

POC.

s. The Area Biomedical Supervisor and FA are
 responsible for compliance with this POC.
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Continued From page 6 ,

the staff mistabeled the next due date. interview
revealed the required PM was overdue and had
not been performed per the manufacturer's
recommended every three month interval.
494.50(b)1) GERM PROCESS=HIGH-LEVEL
DISINFECT .

11.4.1 Interior (blood/dialysate compartment)
11.4.1.1 Germicidal process: high-level
disinfection achieved ,
Chemical germicides or other procedures used
for disinfecting of hemodialyzers shall have been
chown to accomplish at least high-fevel
disinfection when tested in dialyzers ariificially
contaminated with appropriate microorganisms.

If the germicide has an expiration date from the
manufacturer, staff members should be sure that
the chemical is not outdated. Some germicides
have recommendations for maximurm storage
fime after dilution or activation and before usage.
If this is the case, the expiration date of the
prepared germicide solution should be marked
on the outside of the germicide solution

oorﬁainerrand‘matﬁatesheul%eehesl@d-at—the

V 316

V338

beginning of each day, before reprocessing
begins. L

The disinfection process shall not adversely
affect the integrity of the dialyzer. Germicides
shall be rinsed from the dialyzer to below known
toxic levels within a rinse-out period established
for the particular germicide (see AAMI 12.4). To
prevent injury, staff members shall take care not
1o mix reactive materials such as sodium
hypochilorite and formaldehyde.
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This STANDARD is not met as evidenced by: : V339
Based on review of facility policies and . Reuse clinjcal fessmates were in-serviced
procedures, observation during tour and staff §115/11 on Foli S Cleaming and D.s.“ iced. on
interview, reuse technician staff failed to ensure on toncy: Leamne isinfection of
nie o d Reuse Supplies specifically item #4, dialysate
gls“;;zacgon of caps used for reprocessed port caps must be cleaned and disinfected upon
ialyzers.

receipt and after every reuse procedure and that
the supplies are to be fully submerged in the
disinfectant.. An individual certification has
been placed in their file as evidence of this in- | 7/15/11
service. A new procedure to weight the dialysate
port caps to ensurc that all caps are fully

Findings include;

Review of fadility policy "Cleaning and
Disinfection of Reuse Supplies Policy” dated

| 0372007 on 6/15/2011 revealed "4. Dialysate port submerged  throughout  disinfection  was
caps...if used, must be ¢iganed and disinfected ™ | - imoplemented. . immediately. . The, use. of fhis |
upon receipt and after every reuse procedure...6. system will be audited by the FA or designee at
Reuse supplies will be cleaned and disinfected ' jﬁ;’ﬁy ‘“;;i "g:kly i‘:;l 4 Wzks aﬂg‘itsfhm
: o 3 3 5 T Y monthly reuse au as
\gzghm:n/;t[;i?fehc acid _solu@ton for a minimum of eomently pecformod. Results of audits will be
reviewed with the Medical Director during the
Obsetvation during tour of the reuse 3??%@3% gn dﬂl?‘;:aﬁeiige:i‘:er‘z’;ﬁf
reprocessing area on 6/15/2011 at 0930 revealed documentation incluzed in the meeting ﬁnmesg
a container of disinfectant containing dialysate v The FA is responsible for compliance with the
port caps. Observation revealed some of the POC
dialysate port caps in the container were not fully
submerged in the disinfectant. Observation
revealed-the-reuse technician took a reprocessed
dialyzer and used two of the caps from the

container to cap both of the dialysate delivery
ports of the dialyzer.

Interview with the reuse technician during the
observation revealed the container holding the
dialysate port caps with the disinfectant were .
ready for use. interview revealed approximately
6-10 of the caps were not fully submerged in the
| gisinfectant. Interview revealed if the dialysate
port caps are not fully submerged in the
disinfectant, then there is no guarantee the caps
have been fully disinfected. Interview revealed
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V 339

V 402

| furnished must be constructed and maintained fo
.| ensure the safety of the patients, the staff and the

This STANDARD isnotmet as avidericad By

' Preparedness Guidelines" dated 03/2010 on

Continued From page 8

Al of the caps should be fully submerged before
they are ready to reuse.”

494.60(a)

PE~BUILDING~CONSTRUCT/MAINTA|N FOR
SAFETY

The building in which dialysis services are |

public.

Based on facility policy review, observations and
staff interview, the facility failed ensure that a fire
exit egress was clear and unobstructed for
exiting the facility in case ofa ﬁre or other
emergency

Fmdmgs include:
Review of facility policy “F:re Safety

6/14/2011 revealed "16. Evacuation routes will

bethe Ugfeseafea—must—remam—clear.ai_aﬂ

V 339

V 402

- V402
Teammates were in-serviced on 6-14-11 on Fire
Safety Preparedness guidelines as evidenced by
entry in the Fome Roo*x Meeting minutes by
their signature. The egress and fire pull station
were blocked by stock that was just delivered,

. with space for storage at a premium, all
teamsnates were made aware of this policy. The
egress was immediately cleared The FA or

tcrnes

Observataon on 06/14/2011 at 1400 revealed a
tighted exit sign over a door located at the rear of
the treatment area leading into the biomedical
work area. Observation revealed fo the left was
a lighted exit sign over a door leading to the
outside of the dlinic. Observation revealed the
emergency egress between the treatment area
exit door and the exterior exit door was
obstructed by pallets of boxes containing
supplies. Observation revealed a fire pull station
at the rear door, desxgnatmg an emergency fire

desigpee—will—perform—daily_random__walk-

7/15/11

through of the facility for 2 weeks, weekly for 4
wéeks and designate a team member to perform
these daily as assigned on the daily assignment
sheet. The FA is responsible for compliance
with the POC.
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egress. ‘ ‘
An interview on 06/15/2011 at 0930 with the
facility administrator revealed the clinic has
limited storage space and the emergency egress
becomes cluttered when supplies are delivered.
The interview révealed there should be no xtems
hlocking a designated fire exit. .
V 407 | 494.60(c)(4) PE-HD PTS IN VIEW DURING V 407 .
TREATMENTS Vvao7
Teammates were m-semued on 6-16-11 on
Patients must be in view  of staff during Iasful e . P°hf;fsﬁriatf”td m‘ﬁ‘f“ﬁ
: .to jtem mumber. 16, cannulation sites.and blood
hezlnodle\!ystsl ‘trea’fme?tt totensuﬁhpatient safety, ‘ tubing connections will be verified for accurate,
(video surveiliance will not meet this paten, and remsin visible throughout the
requirement). treatmient, This in-service is documented by
staff sigriatore on the in-service sheet. Hach
Th:a STANDARD is not met as evidenced by: patient reosived the week of 7/4/11 a docoment: | /1511
- Based on review of facility policies and

procedures, observations during tour and staff
interview, staff failed to ensure access sites were -
visible during the hemodialysis treatment.

Findings include:

| Observation during tour of the treatment area on

| while these patienis were recelvmg hemodialysis

Review-offacility-policy-" nous Fistula

ontlining the importacce of keeping their access
mncovered during treatment. For patients that
refuse, this will be documented in the-medical
record will in addition to physician notification,
The ‘Charge Nurse is responsible for ensuring
complisnce with this, any paticnts and
teammates  violating will be addressed
immediately. FA/designee will audit via

(AVF) and Arteriovenous Graft (AVG) Vascular
Access Care" dated 09/2007 on 06/14/2011
revealed "16. Cannulation sites and blood tubing
connections will be verified for accurate, patent
and secure connections, and remain visible
throughout the treatment.”

06/14/2011 from 1400 through 1415 revealed the:
vascular access sites for the patients at Station
#13, #14 and #20 were covered and not visible

{reatment.

observation on random Soifs dailly X | Week,
3xs weekly. for 2weeks, and then complete
random monthly checks to ensure compliance.
Results of audits will be reviewed with the
Medical Director during the monthly QIFMM

by the tesm with supporting documentation
included in the meeting minutes, The FA and

Charge Nurse are responsible for compliance
with the POC.

and continued frequency of audits determined

Event |D: MMFY11
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Interview with the charge nurse on 06/14/2011 at

1415 revealed vascular access sites shouid

remain visible at all fimes, Interview revealed the

vascular access sites for the patients at Station ) .

#13, #14 and #20 were covered and not visible V504 - '

during the patient's hemodialysis treatments.
Interview revealed staff failed to follow policy by
failing fo ensure the vascular access sites were
uncovered during treatments.

494.80(a)}(2) PA-ASSESS B/P, FLUID

| MANAGEMENT NEEDS =

The patient's comprehensive assessment must
include, but is not limited to, the following:

Blood pressure, and fluid management needs.

This STANDARD is not met as evidenced by:
Based on review of facility policies and

procedures, treatment records and staff

. interview, licensed nursing staff failed to perform

a-post assessment for two of five hemodialysis

TMs were in-serviced 6-16-11 in the following:
Policy #1-03-09:  Intradialytic  Treatment
Monitoring and Policy #1-03-11 Post treatment
Patient assessment, Verification of attendance at
V 504 jn-service is evidenced by a signature sheet. TMs
were instructed ; 1) to monjtor and document vital
_ signs at least every 30. minuies, and 2) to
complete  and  document a  pre-tedtmEnt|
evaluation prior to the first treatment for all new
patients 3) the RN is to complete a post treatment g/
assessment on patients whose pre assessient
indicated an abnormality as well as ongoing
monitoring by the RN for patients with findings
ontside of the nommal expectations The Charge
Nurse (CN) is responsible for oversight of patient
monitoring and completion of new patient pre and
post treatment assessments per policy. The CN
will monitor flowsheets daily 1o ensure
documentation is in place. Instances of non-
compliance will be addressed with the TM

patient records reviewed (#9, #8).
Findings include:

Review of facility policy "Post Treatment Patient
Assessment” dated 03/2011 on 6/16/2011
revealed "Purpose: To verify that the patient is
stable, to defermine the patient's discharge
status, and to evaluate the effectiveness of the
sreatment plan. Policy: 1. The patient care staff
will obtain and document basic data on each
patient post dialysis and compare to pre dialysis
findings...3. I the patient's condition requires

Tesponsible immoediately-The ignee-wilk
andit featment flowsheets of 50% for the first
two weeks then 50% of freatments sheets 2x week
x 4 weeks, then 10% weekly x4, then 10%
monthly. Results of andits will be reviewed with
the Medical Director dufing the monthly QIFMM
and continued frequency of audits determined by
the team with supporting documentation included
in the meeting minutes, The FA is responsible for
comphiance with this POC.
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| down with Tx (treatment).” Review revealed the
patient's pre HD blood pressure was203/92 " |

intervention, the licensed nurse assesses the
pafient and collects any additiona! data needed.”

1. Treatment record review for Patient #9
revealed a 79 year old admitted 01/05/2011 for
incenter hemodialysis (HD) treatments three
times weekly. Treatment record review for
5/16/2011 revealed a Pre HD assessment at
1110 "Resp(iratory) - SOB (shortof breath) upon
exertion, rhonchi (abnormal breath .
sounds)...Other - BP elevated, usually comes

(normal 120/80). Further review revealed oxygen
was initiated at 1112 by the Registered Nurse
who performed the pre HD assessment. Further
review revealed no reassessment of the
nterventions or of the patient's condition during
or after the HD treatment had ended. Review
revealed the patient's post HD blood pressure
was 197/81.

lnferview with nursing administrative staff on
06/16/2011 at 1100 revealed abnormal pre HD
¢ indi ;

the abnormal pre HD assessment findings and by

dings-and-any-interventions.

; 1704 WAYNE MEMORIAL DRIV
LDSBORO SOUTH DIALYSIS :
GOLDSBORO GOLDSBORO, NG 27530
) SUMMARY STATEMENT OF DEFICIENCIES D "PROVIDER'S PLAN OF CORRECTION )
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V 504 | Continued From page 11 V 504

should be reassessed by the licensed nurse.
Interview revealed the licensed nurse performing
the pre HD assessment and who provided the
oxygen intervention failed to follow facility policy
by failing to reassess the patient to follow up on

failing to reassess the effectiveness of the
oxygen intervention provided.

2. Treatment record review for Patient #8
revealed a 74 year old admitted 04/06/2011 for
incenter hemodialysis treatments three fimes
weekly. Treatment record review for 5/1 972011
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revealed a Pre HD assessment at 0801 by a
licensed nurse. Review revealed a pre HD blood
pressure of 205/75. Further review revealed no
post HD assessment was performed by staff. -

Interview with nursing administrative staff on
06/16/2011 at 1100 revealed post HD data
should be coliected and compared to the pre HD-
assessment for any changes. Interview revealed
staff failed to follow facility policy by faliing fo
collect post HD data prior to the patient being
discharged from the facility.

494.80(b)(1) PA-FREQUENCY-INITIAL-30" |

DAYS/13TX :

An initial comprehensive assessment must be
conducted on alf new patients (that is, all
admissions to a dialysis facility), within the latter
of 30 calendar days or 13 hemodialysis sessions
beginning with the first dialysis session.

This STANDARD is not met as evidenced by:
Based on review of facility policies and

pruwdu»emediealfeeerdsandstaﬁintendew

Vv 504

V' 516

Vsle

The Governing Body will ensure the
interdisciplinary team (IDT) reviews, updates
and implements the plan of care to reflect the
gervices required to address the patient's
specific needs identified in the initial
assessment required to be completed within 30
days or 13 treatments afier admission. The FA
will review and in-service the IDT on policy

. #1-01-07 “Patient Assessment aqd Plan of

71511

staff failed to ensure the comprehensive
assessment was completed within 30 days or 13
treatments since the first day of incenter
hemodialysis for three of five records reviewed
(#9, #7, #8). :

Findings indude:

Review of facility policy "Patient Assessment and
Plan of Care When Utilizing Duck” dated 12/2010
on 06/15/2011 revealed "4. A comprehensive

assessment will be conducted on all new patients
within 30 calendar days (or 13 outpatient dialysis

Care”™ with emphasis o the meet toreview and
update and complete the plan of care within
the time frame

FA/designes will andit 100% of care plans due
for the next 3 months, then 10% quarterly to .
ensure compliance. Resulis of audits will be
reported in QIFMM and addressed as
necessary. FA is responsible for ongoing
compliance with POC,
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sessions for hemodialysis) beginning with the
first outpatient dialysis treatment...”

1. Open record review for Patient #9 revealed a
79 year old admiiied 01/05/2011 for incenter
hemodialysis (HD) treatments three times
weekly. Review of the patient's "IDT
(interdisciplinary team) Assessment and Plan of
Care Report” revealed the initiai comprehensive
admission assessment was completed 3/20/2011
[74 days or 18 hemodialysis (HD) treatments

since admission}.

interview with nursing administrative staff on
06/16/2011 at 1100 revealed the IDT
Assessment and Plan of Care Report is the
computerized version of the patient's initial
comprehensive admission assessment.
interview revealed the assessment should be
completed within 30 calendar days or 13 dialysis
treatments from the patient's admission to the
center. Interview revealed staff failed to
complete the admission assessment timely for

-} Patient #9.

2, Open record review for Patient #7 revealed a

53 year old admitted 02/28/2011 for incenter
temodialysis treatments three times weekly.
Review of the patieni's "IDT Assessment and
Plan of Care Report” revealed the initial
comprehensive admission assessment was
completed 04/14/2011 (47 days or 16 HD
treatments since admission).

Interview with nursing administrative staff on
06/16/2011 at 1100 revealed the IDT
Assessment and Plan of Care Report is the
computerized version of the patient’s initial
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V 516 | Continued From page 14

comprehensive admission assessment.
Interview revealed the assessment should be
completed within 30 calendar days or 13 dialysis
freatments from the patient's admission to the
center. Interview revealed staff failed to

complete the admission assessment fimely for
Patient #7. :

3. Open record review for Patient #8 revealed a
74 year old admiiied 04/06/2011 for incenter
hemodialysis treatments three times weskly.
Review of the patient's "IDT Assessmentand
Plan of Care Report™ revealed the'iniial ™~
comprehensive admission assessment was
completed 5/19/2011(43 days or 16 HD
treatments since admission).

Interview with nursing administrative staff on
06/16/2011 at 1100 revealed the IDT
Assessment and Plan of Care Report is the
computerized version of the patient's initial
comprehensive admission assessment.
Interview revealed the assessment should be
completed within 30 calendar days or 13 dialysis

wreatments-from-the-patients-admission-to-the

Vv 516

center. Interview revealed staff failed fo
complete the admission assessment tlmely for
Patient #8. .

"V 520 | 494.80(d)(2) PA-FREQUENCY
REASSESSMENT-UNSTABLE Q MO

in accordance with the standards specified in
paragraphs (a)(1) through (a)(13) of this section,
a comprehensive reassessment of each patient
and a.revision of the plan of care must bie
conducted-

At least monthly for unstable patients including,

V 520
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but not limited to, patients with the following:
(i) Extended or frequent hospitalizations;
(i) Marked deterioration in health status;
(iit) Significant change in psychosodial heeds; or
(iv) Concurrent poor nutritional status, ,
unmanaged anemia and inadequate dialysis.
This STANDARD is not met as evidenced by: 520

Findings include:

| the plan of care will be conducted...At least

Based on review of facility policies and
procedures, medical records and staff intervie, -
staff failed fo ensure an unstable patient's Plan of
Care was updated monthly untii stable for one of
two unstable patients’ care plans reviewed (#10).

Review of facility policy "Patient Assessment and
Plan of Care When Utilizing Duck” dated 12/2010
on 06/15/2011 revealed "7. A comprehensive -
re-assessment of each patient and a revision in -

monthiy-for-unstable-patients="

The Governing Body will ensure the
interdisciplinary team (IDT) reviews, updates
and iraplements the plan of care to reflect the
services requited o address the patient's
specific needs identified. In any assessment in
which the patient is deemed unstable, the &/i/11
patient will be reassessed and care plan

meeting performed within 30 days, The FA
will feview and in-service the IDT on policy
#1-01-07 “Patient Assessment and Plan of
Care” with emphasis onthe need to review and
update and complete the plan of care within the
time frame 'The facility will maintain a list of

Open record review for patient #10 revealed a 69
year old admitted 02/04/2003 for incenter
hemodialysis treatments three times weekly.
Review of the patient’s annual comprehensive
Plan of Care dated 11/19/2009 revealed the
patient was "unstable” related to dialysis
inadequacy and compliance issiies. Further
review revealed no follow-up comprehensive
assessment was completed until 12/21/2010 (13
months later). Review revealed the updated Plan
of Care was reviewed during the interdisciplinary
team meeting on 02/21/2011 (iwo months later)

unstable patients fo follow monthly to ensure
these are completed. FA/designee will audit
100% of care plans due for the next 3 months,
then 10% quarterly to ensure compliance,
Results of andits will be reported in QIFMM
and addressed as necessary. FA is responsible
for ongoing compliance with POC.
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V 520

“(two rhonths later). interview revealed there

| deemed "unstable”.

Coniinued From page 16

and the patient was made "unstable” related to
non-compliance issues.

Interview with nursing administrative staff on
06/16/2011 at 1115 revealed patients noted fo be
“unstable” on the plan of care should be
reassessed by the interdisciplinary team (IDT)
every 30 days and update the plan of care as
necessary. Interview revealed Patient #10 was
noted to be unstable during the 11/19/2009 IDT
comprehensive assessment and plan of care.
Interview revealed the IDT failed fo reassess the
béﬁ'éﬁf“éVé’Fj'30"déy§‘5§"’f>‘éi‘"féﬁility"pbﬁcy:" s
interview further revealed there was not a timely
follow-up after the comprehensive assessment
was completed 12/21/2010 with the care plan

have been administrative oversight issues at the
clinic which may have contributed to the lack of
follow-up with the timeliness of the
comprehensive assessments. Interview revealed
the IDT failed to follow facility policy by failing to
perform timely reassessments of patients

494-90(a)4)} ROC-MANAGE VOLUME STATUS

V 520

VM 543

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

(1) Dose of dialysis. The interdisciplinary team
must provide the necessary care and services to
manage the patient's volume status;

This STANDARD is not met as evidenced by:
Based on review of facility policies and
procedures, treatment records and staff
interview, staff failed to monitor patients during
the hemodialysis (HD) treatment per facility
policy for four of five patient records reviewed
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(7, #9, #8, #10).
Findings include:

Review of facility policy “Intradialylic Treatment
Monitoring” dated 09/2008 on 06/15/2011
revealed "1. Treatment checks should be
completed at least every thirty (30} minutes. 2. .
At a minimum, obtain and document the
following: Blood pressure, Heart rate, Blood and
dialysate flows, arterial and venous pressures,
Fluid removal and/or replacement, Vascular

‘access status and ing contiections, Patient”

status and subjective well-being.”

1. Open record review on 06/15/2011 for Patient
#7 revealed a 53 year old admitted 02/28/2011
for incenter hemodialysis freatments three times
weekly. Review revealed on 6/14/2011 staff
failed to monitor the patient from 1160-1200 (one
hour since last monitoring episode) during the
hemoadialysis treatment. Review revealed on
6/11/2011 staff failed to monitor the patient from
1132-1230 (58 minutes since last monitoring

epi ing-the_ hemodialysis frea

tment

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION x5
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V543 ‘

TMs were in-serviced 6-16-11 in the following:
Policy - #1-03-09:  Intradialytic  Treatment
Monitoring aud Policy #1-03-11 Post treatment
Patient assessment, Verification of attendance at
in-service is evidenced by a signature sheet. TMs
were instricted to: 1) monitor and docurnent vital
signs at least every 30 minutes, and 2) to
complete and document a pre-treatment

patients, 3) The RN is to complete a post

assessment indicated an abnormality as well as
ongoing monitoring by the RN for patients with
findings outside of the normal expectations The
Charge Nurse (CN) is responsible for oversight
of patient monitoring and corpletion of new
patient pre and post freatwent assessments per
policy. The CN will monitor flowsheets daily to
ensure documentation is, in place. Instances of
non-compliance will be addressed with the T™
responsible. immediately. The FA or designee
will andit treatment flowsheets of 50% for the
first two weeks then 50% of treatments sheets 2%
week x 4 weeks, fhen 10% weekly x4, then 10%

| evaluation prior to the first treatment for all new -

treatment - assessment. -on .. patients. whose,. pre..

8/1/11

e

Review revealed on 5/31/2011 siaff failed fo
monitor the patient from 1230-1330 (one hour
since last monitoring episode) during the
hemadialysis treatment. Review revealed on
5/24/2011 staff failed to monitor the patient from
1100-1230 {one and a half hours since last
monitoring episode) during the hemodialysis

treatment.

Interview on 06/15/2011 at 1430 with
administrative staff revealed patients should be
monitored every 30 minutes during the HD
treatment. Interview revealed staff failed to follow

monthly. Results of audits will be reviewed with
the Medical Director during the monthly QIFMM
and continued frequency of andits determined by
the team with stpporting documentation included
in the meeting mimutes. The FA is responsible for
compliance with this POC,
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05/31/2011 and 05/21/2011.

facility policy by failing to monitor Patient #7
avery 30 minutes on 06/14/2011, 06/11/2011,

2. Open record review on 06/15/2011 for Patient
#9 revealed a 79 year old admitted 01/05/2011
for incenter hemodialysis treatments three times
weekly. Review revealed on 06/03/2011 staff
failed o monitor the patient from 1012-1130 (one
hour and 18 minutes since last monitoring
episode) during the hemodialysis freatment.
Review revealed on 06/01/2011 staff failed to
monitor the patient from 1200-1300 (ofie hour
since last monitoring episode) during the
hemodialysis treatment. Review revealed on
5/25/2011 staff failed to monitor the patient from
13001358 (52 minutes since last monitoring
episode) during the hemodialysis treatment.

interview on 06/15/2011 at 1430 with

administrative staff revealed patients should be

monifored every 30 minutes during the HD

reatment. Interview revealed staff failed to follow

facility policy by failing. to monitor Patient #0
nutes-on-06 .

every-30-mi :
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' B. WING '
, : 342587 08/16/2011
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE :
‘ ' ' 1704 WAYNE MEMORIAL DRIVE
OLDSBORO SOUTH DIALYSIS
G . ’ ' GOLDSBORO, NC 27530
(X4)1D T SUMMARY STATEMENT OF DEFICIENCIES D * PROVIDER'S PLAN OF CORRECTION )
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05/26/2011.

3. Open record review on 06/1 512011 for Patient
#8 revealed a 74 year old admitted 04/06/2011
for incenter hemodialysis treatments three times
weekly. Review revealed on 06/07/2011 staff’
failed to monitor the patient from 0800-0900 (one
hour since last monitoring episode) during the
hemodialysis treatment. Review revealed on
5(26/2011 staff failed to monitor the patient from
1400-1516 (one hour and 16 minutes since last
monitoring episode) during the hemodialysis
treatment.
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| facility policy by failing to monitor Patient #8
every 30 minutes on 06/07/2011 and 05/26/2011.

| weekly. Review revealed on 06/04/2011 the
patient was on @ 1.0K {btassitim) dialysate bath

treatment. Interview revealed staff failed to follow

Continued From page 19 .

Interview on 06/15/2011 at 1430 with
administrative staff revealed patients should be
monitored every 30 minutes during the HD -
reatment. Inferview revealed staff failed to follow

4. Open record review on 06/15/2011 for patient
#10 revealed a 69 year old admitted 02/04/2003
for incenter hemodialysis freatments three times

and staff failed to moriitor the patient from
0930-1026 (56 minutes since last monitoring
episode) during the hemodialysis treatment.

interview on 06/15/2011 at 1430 with
administrative staff revealed patients should be
monitored every 30 minutes during the HD

facility policy by failing to monitor Patient #10
every 30 minutes on 06/04/2011.

494.170(b)(1) MR-COMPLETE RECORDS

PROMPTLY

V 543

V729

‘procedures, closed medical records and staff

(1) Current medical records and those of
discharged patients must be completed promptly.

This STANDARD is not met as evidénced by:
Based on review of facility policies and

interview staff failed to ensure the fimely
completion of a medical record after a patient's
discharge from the center for two of three closed
patient records reviswed (#4, #6).

Findings include:
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Review of facility policy "Medical Record
Maintenance® dated 09/2010 on 5/16/2010°
revealed "15. The discharge summary will be
documented in the patient's medical record within
30 days afier the patient becomes inactive....16.
The discharge summary will address the patient’s
progress and treatment during their inactive
status, their prognosis and the disposition of the
patient.” ’ "’

1. Closed record review for Patient #4 on
6/46/2011 revealed a 71 yéarold whosetast ™ -
treatment at the facility was on 11/24/2010.
Review of the record document "Discharge
Summary,” signed by the physician 5/23/2011 (6
months after last treatment), revealed the
patient's last freatment at the facility was on -
11/24/2010 with a nofe by the physician "Pt
expired @ (hospital) p (after) prolonged
hospitalization.” )

interview with administrative staff on 6/16/2011 at
1245 revealed the patient was discharged from
the-hospital-on-02/28/2011 1o a long-term

" foriiis reqitired in thie myedical record for - -

_all closed charts are appropriately documented.

V729

Teammates involved in the discharge process
for patients (charge nurses, nurses,
administative personnel) will be in-serviced
on facility policy Medical Record
Maintenance with focus on the need fora
discharge summary to: 1) be documented in
the patient's medical record within 30 days
after the patient becomes inactive and 2)
inchude the patient’s progress and treatment
during their inactive status, their prognosis and
the disposition of the patient. . These
teammates are responsible for compilation of

8/16/11

closing charts. These teammates will bring to
the attention of the FA monthly any charts due
to close and any reguired paperwork of which
the FA will bring to the attention of the

Medical Director or patient physician. The FA
will then monitor monthly for each month that

The FA is responsible for this POC.

| ventilator support facility and was thus technically

discharged from the dialysis center on
02/28/2011. Interview revealed the patient later
expired at the long-term facility. Interview
revealed the completion of the record and
discharge summary was almost three months (2
months and 23 days) after the patient was
actually discharged from the dialysis center on
02/28/2011. Interview revealed the discharge
surmmary was not completed within 30 days per
facility policy.

2. Closed record review for Patient #6 on
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6/16/2011 revealed a 79 year old who expired
4/12/2011. Review of the record document
"Discharge Summary," signed by the physician
on 5/23/2011, revealed the pafient expired at the
Jocal hospital on 4/12/2011. Review revealed the
discharge summary was compieted 41 days after
the patient expired (became inactive at the
 facility).

Interview with administrative staff on 6/16/2011 at
1245 revealed the discharge summary was not
completed within 30 days per facility policy.
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Facil ity Adminisdador

A/id

{xd) 1D SUMMARY. STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACK DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. : DEFIGIENCY)
V 510 | 484.80(a)(7) PA-MSW-PSYCHOSOCIAL NEEDS . V510
The patient's comprehensive assessment must e
include, but i$ not limited to, the following: Vs o
‘ . The FA will review Policy # 1.01-07 “Patient
. : e N Assessment and Plan of Care” with the'
ggi::luatnon of psychosocial needs by a social interdisciplinary team (IDT) with eraphasis on
. their responsibility for providing each patient
with an individualized comprchensive
assessment which will be used to develop the
patient's treatment plan and expectations for
: care. All areas that are xequired fo be addressed
This STANDARD is not met as evidenced by: in this process, which includes'psychosocial
| Brased on facility poficy review, medical record needs as evaluated by a social worker, will be 4/18/10
roview and staff inferview, the nterdistiplivary =~ 77 1 1 discussed-with special focus-on evaluating A
team (IDT) failed to assess psychosotial needs patients who have been demonstrating
for 1 of 1 (#1) patient reviewed that was deemed apgressive and disruptive behavior.
unstable. The findings included: . : . e ‘
Policy #1-01-08 “Patient Bebavior Agreements,
Review of facility policy 1-01-07-Hemo Dialysis 30 day Discharge, Involuntary Discharge ox
pPatient Assessment and Plan of Care (revised In_voluntaxy '{;ansi_’er" will elso be ,reylevyed
9/09) revealed the interdisciplinary team ... is with emphasis on ’f,’f,p“tfm’,s behavioris
responsible for providing each patient with an mm;m the facility, but is non-threatening,
individualized and comprehensive assessment 3 COmpIERERsIve asses§men.t vl be completed
documentihg his/her needs which will be used to by the DT in O?der to-“imnfy possible root
o X . causes and any potential interventions such as
develop ?he patient's freatment plan and ' mental health counseling or other applicable
expectations for care. The assessment will | referrals. These interventions and subsequent
include...psychosocial needs as evaluated by a patient TESpOTSE Will be dovmsented jr the
social worker...and assessments will be patient's record and evaluated for any further
conducted monthly on unstable patients. needs. The assessments will be conducted
: monthly and documented mtil the patient is no
Review of the medical record for patient #1 longer deemed unstable or has transferred from
revealed this 33 year old male had been the facility.
admitted to the facility on 11/07/2005 for
hemodialysis for end stage renal disease FA/designos will andit records of patients
secondary fo diabetes. ‘d";’f;"d t?)s nnstable mogtbly x i’{g;z’;tsl,“;ﬂ’
quarterly fo ensure compliance, of
Review of the medical record revealed this . audits will be reported in CQL axd addressed as
patient had been Involuntarily discharged from necessary.
the dialysis unit on 1/25/10 "effective
immediately” due to verbally threatening staff
TTLE . {X8) DATE

these documents are mate available to the facliity. if deficiencies are cited, an approved plan

Any de}iciency statement ending with a‘x astetisk (*) denotes a deficancy which the institution may be excused from @ﬂ
safeguards provide sufficient protection in the patients. {See instructions.) Except for nursi
date of survey whether or not a plan of comection is provided, For nursing homes, the abov

ng homes,

acling providing it Is defermined that other

|

the findings stated above are distlosable 90 days {ollowing the
& findings and plans of correction are disclosable 14 days following the dafe .
of correction is requisite to continued program participation.

Jic

FORM CMS-2567(02-98) Previous Versions Obsolete

Event tD:GFJUﬁ

Facliity ID; 870275

. I continuation sheet Page 10f 10




DEPARTMENT OF HEALTH AND HUM~AN SERVICES

PRINTED: 03/15/2010

DEFICIENCY)

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B vun a3 C
. VHHNS -
342587 93104/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
: 1708 WAYNE MEMORIAL DRWVE
GOLDSBORO SOUTH DIALYSIS
GOLDSBORO, NC 27530
K41 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

V 510 | Continued From page 1

after a patient/staff altercation that occurred on
1/25/10.

Interview with the Clinical Manager on 3/4/10 at
1500 revealed this patient had a history of
aggressive and disruptive behavior,

jnterview with staff #1 on 3/4/10 at 1245 revealed
this patient had a long history of disruplive
behavior but on 1/25/10, the day that the patient
threatened the staff, she felt like the patient's
behavior was "unpredictable”.

Interview with staff #2 on 3/4/10 at 1315 revealed
that she had seen patient #1 "get smart buf never
saw him lose his control like he did that day. |
felt like he may hurt somebody or even carry out
his threats”. .

Review of the medical record revealed the
1 following progress notes:

RN progress note on 12/8/08-patient became
very angry and irate when asked by staff not fo
use cell phone in facility due to possible

V510

interference with machine circuit boards.

Facility Manager progress note on B/5/08-patient
refusing care...demanding a soft drink...using
foul language...

Facllity Administrator progress note on
12/18/09-patient upset because he left his
belongings at the facility when he feft the
premises only to find out upon his return that his
belongings had been stolen. He stated "it ain't
over-best believe that”,

RN progress note on 1/22/10-patient requested to
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stop treatment such that he could use the -
restroom-patient walked past the restroom and lit
a cigaretie outside the facility.

Social Worker progress note on 1/25/10-patient

| ralsing voice speaking to RN...refusing fo leave

facility (freatment completed)...stated "mind your
own business”..."l will cut you like m going to
cut her' (RN)...

Review of fagility policy 1-01-08, Patient

_. | Behavior Agreements, 30 day discharge,

Involuntary Discharge of Involuritary Transfer
{revision 8/09), revealed *If a patient's behavior

is disruptive ot he facility, but is non-threatening,

a comprehensive patient assessment will be
completed by the interdisciplinary team (IDT}in
order to-identify any potential action or ptan of
correction required. The assessment must focus
on identifying the root causes of disruptive
behavior”,

Review of medical record revealed that IDT
re-assessments occurred monthly from

V 520

10/08-12/08 because the patient had been

V510

deemed unstable due to his non-compliance to
hemodialysis treatments. Review of these
re-assessments revealed no documented
evidence that the 1DT had assessed any
psychosocial needs for this patient's aggressive
and disfuptive behavior.

Interview with the Facility Administrator on 3/4/10
at 1510 revealed the IDT had not assessed this
patient's aggressive and disrupfive behavior.

494.80(d)(2) PA-FREQUENCY
REASSESSMENT-UNSTABLE Q MO

Vv 520
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In accordance with the standards specified in
paragraphs (a)(1) through (2)(13) of this section,
a comprehensive reassessment of each patient
and a revision of the pian of care must be
conducted- '

At least monthly for unstable patients including,
but not fimited to, patients with the foliowing:

(i) Extended or frequent hospitalizations;

(ii) Marked detefioration in health status;

(#) Significant change in psychosocial needs; or
(iv) Goncusrent poor nutritional status,

unmanaged anemia and inadeduate dialysis.

This STANDARD is not met as evidenced by:
Based on facility policy review, medical record
review and staff inferview, the interdisciplinary
team (IDT) failed to re-assess psychosocial
needs for 1 of 1 (#1) patient reviewed that was
deemed unstable. The findings included:

Review of facility policy 1-01-07-Hemo Dialysis

V520
The FA will review Policy # 1-01-07 “Patient
Assessment and Plan of Care” with the

their responsibility for providing each patient
with an individuatized comprehensive

. assessment which will be used to develop the
patient's freatment plan and expectations for
care. Al areas that are required to be addressed
in this process, which includes psychosocial
needs as evaluated by a social werker, will be

- -discussed with special focus-on evaluating-- -
patients who have been demonstrating
agpressive and disruptive behavior.

Policy #1-61-08 “Patient Behavior Agreements,
30 day Discharge, Involuntary Discharge or
Involuntary Transfer” will also be reviewed
with emphasis on if a patient's behavior is
distuptive to the facility, but is non-threatening,
a comprehensive assessment will be completed
by the IDT in oxdex to identify possible root
canses.and any potential interventions such ag
mental health comseling or other applicable
referrals. These interventions and subsequent

Patient Assessment and Plan of Gare {revised
9/08) revealed the interdisciplinary team ... is
responsible for providing each patient with an
individualized and comprehensive assessment
documenting hisfher needs which will be used to
develop the patient’s treatment plan and
expectations for care. The assessment will
include...psychosocial needs as evaluated by a
social worker...and assessments will be
conducted monthly on unstable patients.

Review of the medical record for patient #1
revealed this 33 year old male had been
admitted fo the faciiity on 11/07/2005 for

“patient Tesponse will be documented i the

interdisciplinary team (TD'T) with emphasis on :
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4/18/10

patient's record and evaluated for any firther
needs. The assessments will be conducted
monthly and documented until the patient is no
longer deemed unstable or has transferred from
the facility,

FA/designee will audit records of patient's
identified as unstable monthly x 3 then 10%
quarterly to ensure compliance, Results of
andits will be reported in CQI and addressed as
neCessary.
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hemodialysis for end stage renal disease
secendary fo diabetes.

Review of the medical record revealed this
patient had been involuntarily discharged from
the dialysis unii on 1/25/10 "effective
immediately” due to verbally threatening staff
after a patient/staff attercation that occurred on
1125110,

Interview with the Clinical Manager on 3/4/10 at
1500 revealed fhis pa’uent had a history of
aggressive and disruptive behavior,

interview with staff #1 on 3/4/10 af 1245 revealed
this patient had a long history of disruptive
behavior but on 1/25/10, the day ihat the patient

threatened the staff, she felt fike the patient's

behavior was “unpredictable”.

Interview with staff #2 on 3/4/10 at 1315 revealed

that she had seen patient #1 "get smart but never

saw him lose his control like he did that day. |
felt like he may hurt somebody or even carry out
his threafs”,
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Review of the medical record revealed the
following progress notes:

RNlpreress note on 1218/08-paﬁent became
very angry and irate when asked by staff not fo

‘use cell phone in facility due to possible

interference with machine circult boards.

Facility Manager progress note on 6/5/09-patient
refusing care...demanding a soft drink...using
foul tanguage...

Facility Administrator progress 6ote on
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‘over-best believe that”.

Continued From page b

12/18/09-patient upset because he left his
velongings at the facility when e left the
premises only to find out upon his retum that his
belongings had been stolen. He stated "it ain't

RN progress hote on 1/22/10-patient requested to
stop freatment such that he could use the
restroom-patlent walked past the restroom and lit
a cigaretie outside the facility.

Social Worker progress note on 1/25/1 O-patient

raising voice speaking fo RN...refusing fo leave ™ ™~
facility (treatment completed)...stated "mind your

own business®..."t will cut you like I'm going fo

cut her" (RN)...

Review of facility policy 1-01-08, Patient
Behavior Agreements, 30 day discharge,
Involuntary Discharge or Involuntary Transfer
(revision 9/09), revealed "If a patient’s behavior.
Is disruptive tof he facility, but is non-threatening,
a comprehensive patient assessment will be
completed by the interdisciplinary team (DT in
order to identify any potential action or plan of

V 520

correction required. The assessment must focus
on identifying the root causes of disruptive
behavior”,

Review of medical record revealed that IDT
re-assessments occurred monthly from
10/09-12/08 because the patient had been
deemed unstable due o his non-compliance to
hemodialysis treatments. Review of these
re-assessments revealed no documented
gvidence that the IDT had assessed any
psychosocial needs for this patient's aggressive
and disruptive bebavior.

FORM CMS3-2567{02-89) Previous Versions Obsolele Event ID: GE2D11

Facify {D: 970275

if continuation sheet Page 6 of 10




. DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/15/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION | %) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
B.WING
342587 03/04/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOLDSBORO SOUTH DIALYSIS 1704 WAYNE MEMORIAL DRIVE
: . GOLDSBORO, NC 27530
4D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION 5
- PREFIX (EACH DEFICIENCY JUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENGY)
V 520 | Continued From page 6 V- 520

Interview with the Facllity Administrator on 3/4/10
at 1510 revealed the IDT had not assessed this
) patient's aggressive and disruptive behavior.

v 552 | 484.90(a)(6) POC-PIS
COUNSELING/REFERRALS/HRQOL TOOL

The interdisciplinary team must provide the
necessary monitoring and social work

interventions. These include counseling seivices
and referrals for other social services, o assist

the patient in achieving and sustaining an
appropriate psychosocial status as measured by
a standardized mental and physical assessment
tool chosen by the social worker, at regular
intervals, or more frequently on an as-needed
basis.

1This STANDARD is not met as evidenced by:
Based on facility poficy review, medical record
review and staff interview, the interdisciplinary
team (IDT) failed to provide psychosocial
interventions for 1 of 1 (#1) patient reviewed that
displayed aggressive and disruptive behavior.
The findings included: :

V552

v 552 The FA will review Policy # 1-01-07 “Patient

Asgessment and Plan of Care” with the
interdisciplinary team (IDT) with exapbasis on
their responsibility for providing sach patient
with an mdividualized comprebensive
assessment which will be used to develop the
pafient's freatment plan and expectations for
care. All areas that are required to be
addressed ix this process, which includes
psychosocial needs as evaluated by a social
wworkey; will be discussed with special focus- -
on evaluating patients who have been
demonstrating aggressive and disruptive
behavior.

Policy #1-01-08 “Patient Bebavior .
Agreements, 30 day Discharge, Involuntary
Discharge or Involuntary Transfes” will also
be reviewed with emphasis on if a patient's
behavior is disruptive 1o the facility, but is
non-threatening, a comprehensive assessment
will be completed by the IDT in order to
identify possible root causes and any potential
interventions such as mental health counseling

4/18/10

Review of facility policy 1-01-07-Hemo Dialysis
Patient Assessmeht and Plan of Care (revised
0/09) revealed the interdisciplinary team ... is
responsible for providing each patient with an
individualized and comprehensive assessment
documenting hisfher needs which will be used o
develop the patient's freatment plan and
expectations for care, The assessment will
include...psychosocial needs as evajuated by a
soclal worker...and assessments will be
conducted monthly on unstable patients.

Review of the medical record for patient #1
revealed this 33 year old male had been

or other applicable refeirals. THese
interventions and subsequent patient response
will be documented in the patient's record and
evaluated for any further needs. The
assessiments will be conducted monthly and
documented until the patient is no longer
deemed unstable or has transferred from the
facility.

FA/designee will sudit records of patient's
identified as unstable monthly x 3 then 10%
quarterly to ensure compliance, Results of
audits will be reported in CQI and addressed
as necessary.
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admitted fo the facility on 11/07/2005 for
hemodialysis for end stage renal disease
secondary {o diabetes,

Review of the medical record revealed this
patient had been involuntaiily discharged from
the dialysis unit on 1/25/10 "effective
immediately” due to verbally threatening staff
after a patient/staff altercation that ocourred on
1/25/10.

| Inferview with the Clinical Manager on 3/4/10 at

1500 revealed this patient bad a history of
aggressive and disruptive behavior,

interview with staff #1 on 3/4/10 at 1245 revealed
this patient had a long hisfory of disruptive
behavior but on 1/25/10, the day that the patient .
threatened the staff, she felt like the patient’s
behavior was "unpredictable”.

Interview with staff #2 on 3/4/10 at 1315 revealed
that she had seen patient #1 "get smart but never
saw him lose his control like he did that day. |
felt ke he may hurt somebody or even cairy out

, 1704 WAYNE MENMDRIAL DRIVE
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GOLDSBORO, NC 27530
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his threats”.

Review of the medical record revesled the
following progress notes:

RN pregress note on 12/8/08-patient became
very angry end frate when asked by stafi not to
use cell phone in facility due to possible
interference with machine circuit boards.

Facility Manager progress note on 6/5/08-patient
refusing care...demanding a soft drink...using
foul IAanguage...
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Facility Administrator progress note on
12/18/09-patient upset because he left his
belongings at the facility when he iefi the
premises only to find out upon his retumn that his
belongings had been stolen. He stated "t ain't
aver-best believe that™. ‘

RN progress note on 1/22/10-pafient recuested to
stop treatment such that he could use the
restroom-patient walked past the restroom and Tit
a cigarette outside the facility.

| Social Worker progress note on 1/25/10-patienf

raising voice speaking to RN...refusing fo leave
facllity (treatment completed)...stated "mind your
own business"..."t will cut you like I'm going o
out her (RN)...

Review of the Medical record revealed the
following Social Worker progress notes:

\ 5/20/08-"P{'s (patient's) psychosoéial status

remains unchanged at this time"...

7/22109-"1 met with. patient to introduce myself as
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the new social worker”..."Patient stated that no
assistance was needed at this time™..."| wil
continue to monitor, assist with resources,
etucation and counseling as needed"...

8/11/09-"] made cohtact with patient io assess if
any social work related concerns or issues,
Patient did not report anything of concem. | will
continue to monitor; ‘educate and support as
needed”. :

10/16/09-"1 conducted annual psychosocial
assessment with patient, Patient was minimally
responsive and appeared unwilling io
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.| completing the KDQOL" (Kidney Diease Quality

Continued From page 9

qommunicate due to net elaborating on answers
and keeping his eyes closed”...Patient declined

of Life) survey...

Medical record review revealed no documented
evidence that the IDT had addressed this
patient's aggressive and disruptive behavior,
Review of the 10/08, 11/08 and 12/08 monthly
IDT re-assessmenis revealed the IDT had not
assessed this patient's behavior as being a
need, Therefore, the IDT had not established
interventions such to address this patient
aggressive and disruptive behavior.

Interview with the Facility Administrator on 3/4/10 -
at 1510 revealed that the Social Worker had
indicated that she never thought to make any
type of mental health counseling referrals for this
patient.

intake NCODDB2004
kde

. V552
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EXltn T

North Carolina Department of Health and Buman Sexvives
Division of Health Service Regulation
Acute and Home Care Licensure and Certification Section
9712 Mail Service Center w Raleigh, North Carolina 27699-2712

Beverly Eaves Perdue, Governor httn/ferww. ncdbhs.pov/dhse ) Azzie Y. Conley, Chief
Lanier M. Cansler, Secretary ' Phone: 919-855-4620)
Yeff Horton, Acting Division Director Fax: 919-715-84T

April 21,2009

Ms. Alice Hill, FA
_Goldsboro South Dialysis

1704 Wayne Mexmorial Drive

Goldsboro, NC 27534

RE: Medicare Recertification Survey
CMS Certification Number (CCN): 342587

© DearMs. Hill:
Thank you for the cooperation and courtesy extended during my recent visit to your facility April 7-9,

2009, for the purpose of conducting a recertification survey. Ag a result of this survey, it was determined
that this facility was not in compliance with one (1) of Medicare’s Conditions of Coverage:

494.180 Governance (Y750)

Federal Regulations prohibit us from recertifying a provider when the provider has been
determined to be out of compliance with one or more Conditions of Coverage. We are unable 10
recertify your facility in the Medicare program. For this reason, deficiencies affecting the

Condition of Coverage must be ~orrected within 30-days-of the-survey date; and a follow-up visit
will be conducted within 45 days of the survey, if a “Credible Allegation of Compliance” is
received by the State Agency within 10 days of receipt by the provider. If not in compliance, a

recommendation for termination from the Medicare/Medicaid program will be made effective
within 90 days from the last date surveyed. '

Please find enclosed both “standard” and «condition” level deficiencies cited as a result of the survey
These are recorded on the enclosed Statement of Deficiencies (Form CMS-2567). A written plan of
correction should be submitted to this office and should include the following:

(@ A description of the correction action(s) and the systems that bave been or will be
implemented to correct the deficiency.

W) A description of the monitoring system that has been or will be implemented inchuding the
pexson(s) responsible for the monitoring to assure corapliance; and

- Location: 1205 Umstead Drive (Lineberger Building) B Dorothea Dix Hospital Campus & Raleigh, N.C. 27603 am
An Equal Opportunity / Affirmative Action Employer _ B _




Ms. Alice Hill
April 21, 2009
Page Two

() The date by which all correction actions will be completed and in place. This date must b
included on the CMS Form 2567. -

The enclosed CMS form 2567 must contain an original signature, with the date signed, and returned t
me at the above mailing address WITHIN 10 WORKING DAYS OF RECEIPT. Do not fax this form.

We pust have the original form returned. The plan of correction will be reviewed, and if addition:l
information is needed, we will contact you. ‘

Should you have any questions .please do not hesitate to contact me at (919) 550-0870.

Sincerely,
Kay D. Cuaton, RN

Kay D. Cuaton, RN

Acute and Home Care Licensure & Certification Section

‘Enclosures:- CMS-2567 (wipatient list)
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Survey was condnitsd b 5722/2009 and all’ previonsly cited deficiensies have been corrected.

17. BUR OR. SIGNATURE

Date ;

05/26/2009

L19)

18. STATE SURVEY AGENCY ArPROVAL

&\5'1__, GUV\( Sl‘?‘)}/d‘i

Dute:

PART IX-TO BE COMPLEYED BY HCFA REGIONAL OFFICE OR SINGLE S'I'ATE AGENCY

@20,

19. DETERMINATION OF ELIGIBILITY
_X__ 1. Facility is Eligible to Petivipate
___ 2. Faclity is nop Eligible

20. COMPIJANCE WIiH CIVIL
RIGHTS ACT:

21 1. Statement of Finsocial Solvency (HCFA-2572)
2. Owership'Comtrol Intetest Disclosure Stot (HCFA-1513)
3. Bothof the Above : !

@2 _
, .
27, ORIGINAL DATE 23. LTC AGREEMENY 24, LTC AGREEMENT 2, TERMINATION ACTION: >‘,/, {30)
OF PARTICIPATION BEGINNING DATE EROING DATE ~YOLONTHARY 6 AV OLBRTARY:
01/22/1997 O1-Mexget, Closuore 05-Fail to Moot Healih/Sufoty
Diszatisfacil teiby . '
24 141 @©2s) 02 MM on W/ Rﬂim. mm' eut 06-Fail to Meet Agrooment
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03 Risk of Jvolumtary Termoiation OTEER
A. Susprosion of Admissions: 04-Other Resson for Withdrawal 07-Provider Statns Change
LAg) D0-Active
@27 B, Rescind Suspension Date:
s
28. TERMINATION DATE: 29, INTERMEDIARY/CARRIER NO. 30. REMARKS
06101 ' .
@28 (131
31, RORECEIPT OF CMS-1559 32, DETERMINATION OF APPROVALDATE
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The facility's interdisciplinary team consists of, at
a minimurm, the patient or the patient's designes
(if the patient chooses), a registered nurse, a
physician treating the patient for ESRD, a social
worker, and a dietifian, The interdisciplinary team
is responsible for providing each patient with an
individualized and comprehensive assessment of
his or her needs. The comprehensive
assessment must be used to develop the
patient's treatment plan and expectations for
care.

This STANDARD is not met as evidenced by:
Based on facility policy review, medical record
review and staff interview, the physician did not”’
participate in the interdisciplinary team's (IDT)
assessment and ihe IDT assessment for 1 of 6
(#3) patients reviewed was incomplete. The
findings included:

Review of facility policy 1-01-07, Dialysis Patient
Assessment and Plan of Care (revised 12/08) )
revealed the interdisciplinary team consisting of
the registered nurse, physician reating the
patient, social worker, dietician and patient or
patient representafive is responsible for providing
each patient with an individualized and

comprehensive assessment documenting his/her
needs.

Medical record review for patient #3 revealed this
patient had been admitted to the facility for
hemodialysis on 12/12/07. Record review
revealed the current IDT assessment had been
completed on 12/11/08 by the nurse, 1/4/09 by
the dietician and 11/12/08 by the social worker.

¥a)

z

-O DIRECTOR'S OR F’ROVIDE{’JSUPPLI REPRESENJATIVES\SIGNATURE TITLE , (X6) JATE
AN AU D Faid i, PPt~
\ _ i b ol ok £ oL siredle

Any deﬁcie\ﬁcy statement ending with an}st{nsk &} denotes a deficiency which the institution may be excqéed from correcting providing it is deterrgﬁneri tha(
o safeguards provide sufficient protection fo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days

awing the date of survey whether or not a plan of comrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the faciiity, }f deficiencies are cited, an approved plan of correction is requisite to continued
program participation. :
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Review revesled no documented evidence that
ihe patients physician partivipated in the DTs The interdisciplinary team will review and
assessment as raquired, comprehensively assess the patient within the
1 ) required time frames or unstable event
| Review of the IDT assessment, respectively, triggering an IDT care conferencé. Bach
revealed there were areas on the assessment diseipline will clearly denote any findings in 5-9-09
{hat ware not completed and laf blank. the electrqmc med{cal rc‘ic&rd and will complete
Assessmient review revealed fhe following header Z:fi‘g’;%‘;d:s‘i::g‘e’;‘gm ;"‘:ﬁf:’:ﬁ‘:;egha: .
areas on the assessment that were incomplete or single document and placed in the chart under
' blami: .
! t . \ the tab Jabeled “care planning™. The IDT team
i Gene’:al informafion will meet within the week after the monthly lab
‘ Bageh“‘e d?ta . ) draw 1o comprebensively and bolistically
Immunizafions/Communicable diseases | seview all patients for stability versus
Sleeping Habils instability and at that finfe Will begifi the IDT
Gognitive/Perceptusl assessment phase including documentation of
Sensoy all findings prior to the care conference
Skin meeting, The rounding physician will assess
Genitourinary these patients on rounds in the facility or-ata
sUrGMUSCUlal sepayate appointment and clearly document his
gastr?l}q;\t%ﬁn;{ findings end his determinatiop of stable or
Réspirat ory unstable it;pr;gnzsl notes or by completing a
history and physi exarminatiop and
Vasqf“"ar Access doctmentipg those findings. The facility
Cardiovascular administrator will own this process and will
Demographics rmonthly monitor for compliance and results of
the findings will be documented and discussed
Interview with the Facility Administrater on 4/8/09 monthly in CQI meeting.
at 1615 revesled because of the compleXity of the
recent changes In the assessment and care plan
i process, and the staff's lack of understanding the
: new process, the IDT assessments had not been
| completed as renuired.
X The physician was net available for interview,
V 520 | 404,80(d)(2) PATIENT REASSESSMENT V 520
[in sccordence with the standards specified in
paragraphs (z)(1) through (a)(13) of this seclion,
a comprehensive reassessment of each patient
and a reviston of the plan of care must be
FORM CMS-2567(02-29) Previous Verelona Obsolels Event I 12U219
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| Based on facifly polisy review, medical record

{ hospitalizations for 1 of 4 {#2) pationts reviewed

This STANDARD is not met as evidenced by:

review and staff interview, the interdisciplinary
team (IDT) falled fo re-assess a patient after two

fiat had been hospitatized. The findings
included:

Review of faciity policy 1+01-07, Dialysis Patient
Assessment and Plan of Care (revised 12/08)
revealed "the interdisciplinary team consisfing of

the registered nurse, physician reating e

Patients with extended or frequent
" hospitalizations, marked deterioration in
health status, significant change in
psychosotial needs, or concirent poor
nutritional status, unmanaged anemia and
Inadequate dialysis or any other factor
conbributing to an unstable status will be
reassessed by the IDT every 30 days vntil a
determination of stable is met. This includes
any patient status post hospital discharge for
diagnoses such as medication toxicity. The
facility will implement and malntain a process
in which upon discharge the administrative
assistant ensures that a discharge summary is
received prior to the patient's next treatment
or the physician is contacted for any updated

EB.TEMENT OF DEFICIENCIES (¢1) PROVIDERISUPFLIERICLIA (X2} MULYIPLE CONSTRUCTION {X3}DATE SURVEY
aND PLAN OF GORRECTION IDENTIFICATION NUMBER: . COMPLETED
‘ A, BUILBING
8, WING
342587 p4/0%/2008
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, 21 CODE
: © 4704 WAYNE MEMDRIAL DRIVE
GOLDSBORO SOUTH DIALYSIS GOLDSEORD, NG 27530
8 D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION .
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIA (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION} TAG CRDSS—REFERESEE& ';% ‘cF%EAPPRQPRlATE DATE
b bwiewr
V 520 | Continued From page 2 V 520
conducted-]
(2) At fleast monthiy for unstable patients
including, but not limited to, patients with the
following: S
(i) Extended or frequent hospitalizations;
(i) Marked deterioration in hesith status:
(i) Significant change in psychosocial needs; or
{iv) Concurrent poot nulritional status,
unmanaged ahemia and inadequate dialysis.
V520

5-5-09

patient, soclal worker, dietician and patient of

patient representative is responsible for providing |

eath patient with an individualized and
comprehensive assessment documenting his/her
needs which will be used (o develop the patient's
treatment plah and expactations for care.. The
comprehensive assessment will be conducted on

all new patients or pabents that transfer to the
faciitty within 30 calendar days (or 13 outpatient
dislysla sessions for hemodialysls) beginning with
the first outpatient dialysts treatment”, A .
comprehensive re-assessment of each patient

orders. This will then be given to The RINTi0r
review at which point any physician dictated
ordess will be entered into the order entry
system for completion. The patient will then

. be reviewed at the IDT team mesting prior to
care conference to determine if the patient has
any needs status post discharge and a
comprehensive assessment and care plan will
be completed at that time. The facility
administrator as a part of this IDT will own
this process and monitor monthly as well a8
quarterly during the review of 10% of the
medicat records.
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V 5201 Continued From page 3 V 520

and a revision in the plan of care will be
conducted monthly for unstable patient including,
but not limited to, patients with extended or
frequent hospitalizations and marked
deterioration in health staius. '

Medical record review for patient #2 revealed this
82 year old female had been admitted to the
facility on 7/10/03 for hemodialysis. Record
review revéaled diagnoses of end stage renal
disease secondary to hypertension and diabetes
and a seizure disorder of which the patient had
been prescribed Dilantin (anticonvulsant) "60mg
Tablet Suspension 150 mg-TID" {three times-a- .
day).

Review of the medical record revealed this patient ‘

had been hospitalized on 10/13/08-10/21/08 and
again on 12/6/08-12/14/08 for Dilantin foxicity.
Review revealed the patient's Dilantin level on the
10/43/08 hospital admission had been 38.8
mg/ml, and onthe 12/6/08 hospital admission it
had been 43.8 mg/ml (Jab therapeutic reference
range is between 10-20 mg/mi).

Medical record review revealed no documented

evidence that the IDT assessed this patient aftef
the 10/13/08 and 12/6/08 hospital admissions for
Dilantin monitoring needs..

Interview with the Facility Administrator on 4/9/02
at 0930 revealed the IDT should have assessed
this patient upon hospital discharges fo determine
her Dilantin monitoring needs. Interview reveaied
staff enter pertinent staff information into the
computer system, which causes the patient to be
"flagged” for an IDT assessmenit. The dietician
should take the lead in the assessment process
seeking input from the RN and social worker
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V 520 | Continued From page 4 V 520
. | related to patient needs.
v 553 | 494.90(@)(7)(i) DEVELOPMENT OF PATIENT V 553
PLAN OF CARE : ' .
The inferdisciplinary tsam must identify 2 plan for vsss oo
the pati ent's home dlalysis or exp! ain why the Policy 111 -01-07 “Patient Assessment and Plan
tient | t 5 candidate for hom dialysis of Care” has been reviewed with the
patientis not & canc T nome GiZYSIS. interdisciplinary team (IDT)with emphasis on
the need 1o ensure the assessment addresses
Lome modality therapy options and Lhis is 519109
) ! documented accordingly. Going forward until,
This STANDARD Is not mst as evidenced by: there is a defined area on the care plan the
Based on facility policy review, medical recort modality teaching and candidacy status will
raview and steff interview, the interdisciplinary .. . be addressed and documented in the notes
team failed to Incorperate the reason why pafients area by the nurse with notes from the'oifier =~
weré not home dislysis candidates in the patient IDT membess aitached. These notes will ell
care plan for 6 of 6 (#2, 4, 3, 1,6, 5) patients . bT;med,m the assessmzﬂt area of the rgcsrd
) ' n included: . e patient assessment/care plans cited have
reviewed, The findings included been updated with the modality candidacy
. " - s status information, All other current records
;ac"ggg:”cy 1—91 “%g ;Sgne:‘t '?ssesmigtds,;nd will be andited for any assessments missing
Faan e (rey‘s? ), review IB\!E‘? | ¢ this transplant documentation and these .
patient care plan will address the pafienis’s records will be updated by5/9/09 FA/designee
modality and will include an explanation regarding will andit records monthly x3 then quarterly
why 'd‘]e patient is not a candidate for home to ensuxe compliance, Results of audits will
dialysis, _be reported in CQI meetings and addressed as |
needed.
e Mediealrecordreview for pafient #2 revealed
this B2 year old female had been admitted to the
Facility on 7/10/03 for hemodialysis with a
diagnosis of end stage renal disease secondary
to hypertension, Record review revealed a
curfent plan of care dated on 10/28/08 that did .
not include an explanation regarding why this
patient was not a home dialysis candidste.
Interview with the Faciity Adminlstrator on AfBIIB
at 1615 revealed because of the complexity of the
i| recant changes in the care plan process and the
staffs lack of understanding the new process,
the care plans had not included the requirad
FOR CMS-256702-09) Previous Versions Cisolete Everd 1ZUZNY If continuation sheet Paga 5 of 20




| DEPARTMENT OF HEALTH AND HUI ¢ SERVICES
' CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/22/2009
FORM APPROVED

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
— 342587 04/09/2009
NAME OF PROVIDER OR SUPPLIER

GOLDSBORO SOUTH DIALYSIS

STREET ADDRESS, CITY, STATE, ZiP CCDE
1704 WAYNE MEMORIAL DRIVE

GOLDSBORO, NG 27530

information.

2. Medical record review for patient #4 revealed
this 37 year old patient had been admitted to the
facility on 9/8/06 for hemodialysis with a diagnosis
of end stage renal disease secondary o
hypertension and diabetes. Record review
revealed a current plan of care dated on 10/15/08
that did not include an explanation regarding why
this patient was not a home dialysis candidate.

Interview with the Facility Administrator on 4/8/09
at 1615 revealed because of the complexity of the
recent changes-in the care plan-process and the
staff's lack of understanding the new process,

the care plans had not included the required
information.

3. Medical record review for patient #3 revealed
this 64 year oid patient had been admitted to the
facility on 12/12/07 with diagnoses of end stage
renal disease secondary o diabetes. Record
review revealed a current plan of care dated on
12/42/08 that did not include an explanation
regarding why this patient was not a home
dialysis candidate.

X4) ID SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION )
PREFIX {(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 553 | Continued From page 5 V 5563

Interview with the Facility Administrator on 4/8/09
at 1615 revealed because of the complexity of the
recent changes in the care plan process and the
staff's lack of understanding the new process,

the care plans had not included the required
information.

4. Medical record review for patient #1 revealed
this 57 year old patient had been admitted fo the
facility on 2/14/08 for hemodialysis with a
diagnosis of end stage renal disease secondary
to hypertension and diabetes. Record review
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Continued From page 6
revealed a current plan of care dated on 12/12/08

that did hot include an explanation regarding why
this patient was not a home dialysis candidate.

Interview with the Facility Administrator on 4/8/09
at 1615 revealed because of the compiexity of the
recent changes in the care plan process and the
staff's lack of understanding the new process,

the care plans had not included the required
information.

5. iiedical record review for patient #6 revealed
this 51 year old patient had been admitted fo the
facility on 2/4/08 for hermiddialysis witha diagnosis:
of end stage renal disease secondary to focal
segmental glomerular sclerosis. Record review
revealed a current plan of care dated on 11/18/08
that did not inciude an explanation regarding why
this patient was not a home dialysis candidate.

Interview with the Facility Administrator on 4/8/09
at 1615 revealed because of the complexity of the
recent changes in the care plan process and the
staff's lack of understanding the new process,

the care plans had not included the required

information
HHRHRSHOA-

V 553

| dialysis candidate.

6. Medical record review for patient #5 revealed
this 57 year old patient had been admitted to the
facility on 1/10/09 with a diagnosis of end stage
renal disease secondary fo diabetes, Record
review revealed a current plan of care dated on
2/16/09 that did not inciude an explanation
regarding why this patient was not a home

Interview with the Facility Adminisirator on 4/8/09
at 1615 revealed because of the complexity of the
recent changes in the care plan process and the
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; staffs lack of undersanding the new process, :
: the care plans had not included the required
informafion.
| V 750 | 494,180 GOVERNANCE V760
) ’ V750
: Mesmbers of the Governing Body (GB) have
This CONDITION is not metas evidenced by seviewed the Statement of Deficiencies
Based on medical record review, staff intelview, (SOD) and formulated the following Plan of
fachity policy review, observation and faciily log Correction (POC). The standards under
review, the Governing Body failed to ensure Condition: Governance (V750) that is not met
sufficient management and oversight of the as well as other standards contains specifics
faciiity was provided  that licensed siaff was of comective plans. The f;f“s has been on
available to meet pabents clinica) needs and e orerses ’:’hiﬁ?&xy’i{?’;f;;ii‘éi“‘
9versee .ihe dialysis process. The findings areas to inclnde but not be limited to: 1) 5-9-09
included; ' coordinating care for patients post
" . : hospitalization; 2) assessing blood glucose
1) The faciiity staff faﬂe:d 1o coordinate the care of tevels on disbetic patients; 3) ensuring
1'of 1 (#2) patlents reviewed ot had been patients receive the correct dialysate
hospitalized for medication toxiclly concentration as ordesed; 4) assessing and
- . notifying medical staff of patient hypertensive
~Cross refer o Tag V758, example #1 episodes post dialysis; 5) ensuring meter used
for testing are validated and tested as
required ; and 6) medications are given as
2) The facility staff failed fo goordinate the care ordered by the physiciart
of 1 0f 1 (#4) closed records reviewed that The Governing Body will mest moniy x 3
. to ensure compliance wi . Further
experienced abnormal blood glucese labs compliance 1o the POC will be reviewed
) Jurmg MonTy QA Mmestgs and-reported-to
~Cross refer to Tag V758, example #2 the Governing Body no less than semi-
annually. The Facility administrator (FA)
- . . representing the GB will be responsible for
3) The faciity staff failed to provide the corrett ensuring implementation 4nd ongoing
dialysate concentrate as ordered by the physician compliance with this POC.
and notify medical staff regarding pafients treated S
on ihe Incomrect dialysate concentrate for 4 of 16
{#7, 8, 9, 10) patients ohserved during
hemodialysis
' ~Cross refer to Tag V758, examples #3a, 3b. 3¢,
| 3d
f‘ FORM CMS-Z557(02-39) Provious Verstons {Onsolala Evert 1D 1ZU211 Facility 970275 1 continuation sheel Page 8 of 20
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V 750 | Continued From page 8

4) The facility staff failed to assess and notify .
medical staff of patient hypertensive episodes
post hemodialysis for 3 of 8 (#11, 12, 8) records
reviewed

~Cross refer to Tag V758, examples #4a, 4b, 4¢

5) The facility staff failed to validate and disinfect
3 of 3 meters used in the process of testing
patient dialysate concentrate

~Cross refer to Tag V758, example #5
6) The facility staff failed to administer antibiotics
according to physician order for 1 of 3 (#4)

records reviewed that had antiblotics
administered

~Cross refer to Tag V758, example #6
V 758 | 484.180(b)(1) ADEQUATE NUMBER OF
QUALIFIED/TRAINED STAFF

[The governing hody or designated person

V750

V768

responsible must énsure that-]

The registered nurse, social worker and diefitian
members of the interdisciplinary team are
available to meet patient clinical needs;

This STANDARD -is not met as evidenced by:
Based on medical record review, staff interview,
observation, facility policy review, and facility log
review, a registered nurse was not available to

meet patients clinical needs by failing to ensure
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| records reviewed; (5} validated.and disinfected 3

patients reviewed that had been hospitalized for
madication toxiclty; 2) coordinated the care of 1 of
1-(#4) closed records reviewed that experienced
abnormal bieod glucose labs; 3) provided the
correct dialysste concentrate as ordered by the
physician and hotify rhedical staff regarding
patients treated on the ingorrect dialysate
concentrate for 4 of 18 (#7, 8, 8, 10) patients
obsetved during hemodialysis; 4) assessed and
notified medical staff of patient hypertensive
episades post hemodialysis for 3 of 8 (#11, 12, 6)

of 3 meters usad In the process of tesfing patient
dialysate concentrate; 6) administered antibiotics
ancanding to physicizn order for 1 of 3 (#4)
regords reviewed that hiad snfibiotics
administered. The findings inciuded:

1, Medical record review for patient #2 revesled
this 62 year old female had been admitted to the
facility on 7/10/03 for hemodialysis. Record
review revesled a diagnosis of end stage renal
disease secondary to hypertension and diabstes
and a seizure disorder of which the patient had
besn prescribed Dilantin (anticonvulsant) "50mg

The team has been in-serviced on the increased

patient needs and oversee the dialysis process
in areag 1o include but not be limited to: 1)
coordinating care for patients post
hospitalization; 2) assessing blood ghicose
fevels on diabetic patients; 3) ensuring patients
receive the correct dialysate concentration as
ordered; 4) assessing and notifying medical
staff of patient hypertensive episodes post
dialysis; 5) ensuring meter used for testing-are
validated and tested as required ; and 6)
medications are given as ordered by the
physicians.

FA/designes will track hospitalized patients
and when they are discharged will call the
hospital to obtain the discharge summary prior
to the next scheduled freatment or the -
physician will be called for any updated orders
needed. This summary will be-reviewed for
any changes or updates in care by a Heensed
nurse,

The licensed staff has been in-serviced on the
nead to assess glucose levels monthly on

1 diabetic patients, address as needed, including
notifying the physician if needed, and

focus of ensuring the licensed staff meet the

]—sﬁvmaﬂ OF DEFICIENCIES | 1) PROVIDERISUPPLIERICUIA (X2) MULTIPLE CONS TRUCTION (%) DATE SURVEY
ARND FLAN DF CORRECTION IDENTIFICATION NUMBER; GOMPLETED
A BULDING
' B, WING .
342587 0416912009
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
. RO-SOUTH DIALYSIS 1704 WAYNE MEMORIAL DRIVE
BOLDSR0 GOLDSEORO, NG 27520
o8y 10 SUMMARY STATHMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L850 IDERTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
A . DEFIGIENGY)
V 756 | Confinued From page V 758
staff: 1) coordinated e care of 1 of 1 (#2) vis8

. 5-9-09

Tablet Suspension 150 mg TID" (three times &
day).

Review of the medical records tevealed this
patient had been hospitalized on
40/13/08-10/21/08 and again on 12/6/08-12/14/08
for Ditantin toxicity. Review revealed the patient's
Ditanstin level upon the 10/13/08 hospital
admission had been 38.8 mglm, and on the
12/6/08 hospital admission it had been 43.8
mg/ml (lab therapeutic reference range is
hetween 10-20 mglmi).

docusment in progress ndtes. FA/designes will
andit records of diabetic patients monthly x3
then 25% quarterly to ensure compliance.
Results of audits will be reported in CQJ
meetings and addressed as needed,

cont pg 11
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) DEFICIENGY)
1 L
v 758 | Continued From page 10 V7681 V758
Medical record review revealed no documented Teammates have been in-serviced on policy
evidence that facility siff coordinated with the #‘”OS'D}‘A "ge%““““‘ 1"“‘“;2" with
physician any follow-up regarding the Diantin emphasis o (he imporianse o e}; ‘,f““g;é’ ¢
foxicity experien ced by his patient patient prescription as ordered and the need to
! verify the correct dialysate concentrates prior
; N N . 1o initiation of patient treatment. FA/
interview with the Facllity Administrator on 4’?’ 09 desigriee will audit records fot correct
at 0930 revealed stafl had not coordinated this dialysate daily x 2 weeks, 3 x weekly x 2,
patients care to ensure het Dilantin fevels were weekly x 3 then randorn monthly audits to
being monitored. ensure compliance. Results of audits will be
reported in GQI and addressed as necessary.
2. Medica) record review for patient #4 revealed
this 37 year old patient had been admitted {o the The Medical Director reviewed all the acid
facility o B/8/06 with-a diagnosts-of end stege. . . balhe dhing e CU meeting aler tho.survey
disease 5 dary o stension and and the number o vafidtions available
lc’j?;g‘eftjze ngiecg?&cgd rg,g; revemled this the clinic has been reduced to four to reduce 5.9.00
AN st A , chance of error and still meet patient needs.
p?Uent's gluws? 1abs had COHSES,BFI’(]}' d‘nma‘sfed ; Going forward the physician will be notified
since 8/21/08 vgsthout dqcumen ed svidence o od for an order before there is any bath change
aﬁ?g%ﬁ?aﬁ?sﬁéﬁ?ﬁs fgle:;?ev;! ?;]?gdb‘o for a patient or if thl;: }:ﬁﬁent is dialyzed on the
g * ] incorrect dialysate bath. : .
_ alucose lab refefence range 80-120).
. 8/23/08=176 . Teammates have been in-serviced on policy #
! o20/08=287 1-03-12 “Post Treatment Assessment” with
10/8/08=387 emphasis on the importance and need to
11/08=no lab obtain and document basic data on each
12/18/08=664 ‘patient post dialysis, compare to pre dialysis
A120NG=651 findings, and report any findings, such as
2‘}57!65._&50 clevates-blood-pressures, that may. preclnde
e discharge to the licensed nusse. If further
| Revie h h ial . i intervention is needed the nurse then is to
Review of the WY“ O?Dma summary/assessmen assess the patient, collect any additional data
aspect of the pafient care p'ans_dated on 8/23/08 needed, notify the physician as needed , and
and 10/16/08 revealed "The patient continues to document interventions. FA/designee will
reside &t a group home, however, he statgdthey audit patient records daily X 1 week, weekly x
are not fesding him correctly. Patient stated he 2 then complete random monthly audits o
did not want the socis! worker to contact group ensure compliance, Results of audits will be
home”, Review revealed no documented reported in CQY meetings and addressed as
evidence that staff followed up on this patient's necessary. { cont. pg 12 )
congem that the groug horme had not been
feeding him cormectly.
|
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PREFIX (FACH DEFICIENGY MUST BE PRECEDED BY FULL © PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | GROSS-REFERENCED TO THE APPROFRITE DATE
i : » DEFICIENCY)
; V75 i 1 )
! 8 Contmued From pavgra it . A V768 V758 oont.
: Medical record review revesled the only

documented evidenca that staff had addressed
! this patient's increased blood glucose levels had
| been patient education provided by the diefician

Teammates have been in-serviced on policy
#1-03-02 “Prescription Vesification and
Safety Checks” and policy 12-13-10A.

on 14/8/08 and /27109, Phoenix Meter Disinfection and Calibration
Verification™ with emphasis on the need to
Review of the physicien progress noles from verify the dialysis prescription and perform
9/3/08-1/8/08 revealed o documentation that this ?"?":tz,"h“":k; &“‘:’;}:" mg ‘;“";"";‘; .
patient's consistently high blood glucose levels initiation and that the need 10T the FROHX
+ S meters 1o be disinfected and verified with
had been addressed by the physician. documentation prior to dafly use. FA/ 5-9-09
Medical record review. revealed this patient had ﬁf{ﬁe? 32;£“i;§$ hoenixmeter logs
- | been hospitalized on 2/26/00 with gensralized , monthly audits to ensure compliance,
weakness and hyperglycemia (elevated blood : (

Resnlts of audits will be reported in CQY and

glucoss). Review of the hospital discharge addressed as necessary.

surmary revesled this patient's blood giucose
had been at $08 upon admission. During this
hospitalization the patient had an unexpected

cardio resplratory amest and subsequently died at The Yicensed teammates have been in-
the hospital on 2/28/09, | serviced on the need to ensure medications,
including antibiotics, ave administered as

3. Hetnodialysis treatment sheet review for orderf:d by the physician. A change in the
patient#7 revealed this patient had a current °’:§f"a‘lg, process :/as.lbg % madz;"g“;";j
physician's arder for a 3 K (potassium) 2 Ca s will ondit ros o a8 neeced,

. . . gnee will andit records weekly x 3 then
{calcium) dialysate bath. Obsesvation on 4/7/09 monthly io ensure compliance,
at 1050 in the patient freatinent area revealed this Rosults of audits wil be reported in CQJ and-
pafient had been dialyzed on 22 KZ Ca baih. addressed a5 necessary.
Facility golicy 1-03-08A, Treatment Initiation, FA is responsible for ongoing compliance
revealed that staff Is required {o verify the comect with POC. :
dialysate concentrates prior to nitiation of patient
treatment.

 Iterview on 47109 af 1058 with the patient care

technician (staff #3) who was caring for patient #7
; revealed the patient kad been put on the Incarrect
dialysate bath because the facility ran out of the
K tialysate concentrate. :
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Interview on 4/7/09 at 1100 with the charge nurse
(staff #2) revealed this patient's physician had not
been notified regarding this patient being dialyzed
on the incorrect dialysate concentrate.

3b. Hemodialysis treatment sheet review for
patient #8 revealed this patient had a current
physician's order for a 2 K2.5 Ca dialysate bath.
Observation on 4/8/09 at 0910 in the patient
treatrnent area revealed this patient had been
dialyzed on a 2 K 2 Ca bath.

Facility policy 1-03-08A, Treatment Initiation,
revesled that staff is required fo Verify th&coriect’
dialysate concentrates prior to initiation of patient
treatment.

Interview on 4/8/09 at 0915 with the patient care
technician (staff #3) who had been caring for
patient #8 revealed the patient had been put on
the incorrect dialysate bath because the pressure
in the loop that carries the 2 K 2.5 Ca concentrate
was very Jow which caused the conductivity alarm
of the hemodialysis machine to sound, so "l
changed the concentrate to a 2 K 2 CA for a brief

pered-oftimejustuntil the pressure increased. |

just forgot to change it back”.

interview on 4/7/09 at 1100 with the charge nurse
(staff #2) revealed this patient's physician had not
been nofified regarding this patient being dialyzed
on the incorrect dialysate concentrate.

3c. Hemodialysis treatment sheet review for
patient #9 revealed this patient had a current
physician's order fora 2 K2.5 Ca dialysate bath.
Observation on 4/8/09 at 0915 in the patient
treatment area revealed this patient had been
dialyzed on a 2 K2 Ca bath.
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SUMMARY STATEMENT OF DEFICIENCIES

1 was very low which caused the conduciivity alarm

| patient #10 revealed this patient had a current

Facility policy 1-03-08A, Treatment Initiation,

revealed that staff is required to verify the correct

dialysate concentrates prior to initiation of patient
freatment.

Interview on 4/8/09 at 0915 with the patient care
technician (staff #4) who had been caring for
patient #0 revealed the patient had been put on
the incorrect dialysate bath because the pressure
in the loop that carries the 2 K 2.5 Ca concentrate

of the hemodialysis machine to sound, so "l
changed the concentrate fo'a 2K 2 CAfoia brief’
period of time just until the pressure increased. |
just forgot to change it back”.

Interview on 4/7/08 at 1100 with the charge nurse
(staff #2) revealed this patient's physician had not
been nofified regarding this patient being dialyzed
on the incorrect dialysate concentrate.

3d. Hemodialysis treatment sheet review for

physician's order for a2 K 2 Ca dialysate bath,
Observation-on-4/8/09 at 0915 in the patient

(%4) ID D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 758 | Continued From page 13 V 758

treatment area revealed this patient had been
dialyzed on a 2 K 2.5 Ca bath.

Facility policy 1-03-08A, Treatment Initiation,
revealed that staff is required to verify the correct

dialysate concentrates prior to initiation of patient
treatment. '

Interview on 4/8/09 at 0915 with the patient care
technician (staff #10) who had been caring for
patient #10 revealed the patient had been put on
the incorrect dialysate bath because there were
feed problems when she connected the correct

FORM CMS-2567{02-99) Previous Versions Obsolete
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V758

- been notified regarding this patient being dialyzed

Continued From page 14

dialysis concentrate to the hemodialysis machine. |

Observation on 4/8/09 at 0925 revealed the
Riomedical Technician checked the wall
connection for the 2 K 2.5 Ca acid and siated
“someone had cut the acid off from the wall which
had caused the acid not to feed into the
hemodialysis machine,

interview on 4/7/09 at 1100 with the charge nurse
(staff #2) revealed this patient's physician had not

on the incorrect dialysate concentrate.

4a. Medical record review for patient #11
revealed a medical history that included end
stage renal disease and hypertension. Record
review revealed this 38 year old male dialyzed 3
times a week for 4 hours. Hemodialysis
treatment sheet review revealed this pafient had
an elevated blood pressure after hemodialysis
treatment en 3/28/09, 4/4/08 and 4/7/09.,
Hemodialysis treatment sheet review revealed the
following post treatment blood pressures:
3/28=257/99 .

4/4=212/79

V758

| any additional data needed. The licensed nurse
notifies the physician as needed of changes in

4[7=265/97

Facility policy 1-03-12, Post Treatment Patient
Assessment (9/07) revealed "The patient care
staff will obtain and document basic data on each
patient post dialysis and compare to pre dialysis
findings. Findings that preclude the discharge of
the patient will be reported to the licensed nurse.
If the patient's condition requires intervention, the
licensed nurse assess the patient and collects

patient status”.
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Continued From page 15

Medical record review revealed no documented
evidence that the patient care staff alerted the
ficensed staff of the elevated blood pressures,
that a post treatment nursing assessment had
been conducted or that the licensed staft
contacted the patients ‘physician regarding the
elevated blood pressures, respectively.

Interview on 4/78/09 with patient care technicians
revealed they do not always document if they
nofify the nurse regarding an elevated biood
pressure post treatment.

Interview on 4/8/08 with the licensed staff (staff
#2, #11, #12) revealed they do not always get a
chance to assess the patient prior fo the patient -
leaving due to productivity issues and being busy
with other responsibiiities.

4b. Medical record review for patient #12 -
revealed a medical history that included end
stage renal disease and hypertension. Record
review revealed this 30 year old male dialyzed 3
times a week for 4.45 hours. Hemodialysis

treatment sheet review revealed this patienf had

V758

an elevated blood pressure after hemodialysis
treatment on 3/31/09, 4/4/09 and 4/7/09.
Hemodialysis treatment sheet review revealed the
following post treatment blood pressures:
3/31=168/135

4/4=201/110

4/7=177/112

Facility policy 1-03-12, Post Treatment Patient
Assessment (9/07) revealed "The patient care
staff will obtain and document basic data on each
patient post dialysis and compare to pre dialysis
findings. Findings that preclude the discharge of
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the patient wilt be reported to the licensed nurse.
If the patient's condition requires intervention, the
licensed nurse assess the patient and collects
any additional data needed. The licensed nurse
notifies the physician as needed of changes in
patient status”.

Medical record review revealed no documented
evidence that the patient care staff alerted the
licensed staff of the elevated blood pressures,
that a post treatment nursing assessment had
been conducted or that the licensed staif
contacted the patients physician regarding the

- | elevated blood pressures; respectively:

Interview on 4/78/09 with patient care technicians
revealed they do not always document if they
notify the nurse regarding an elevated blood
pregsure post freatment.

Interview on 4/8/08 with the licensed staff (staff
#2, 11, 12) revealed they do not always geta
chance to assess the patient prior to the patient
leaving treatment due to productivity issues and
being busy with other responsibilities.

4c. Medical record review for patient #6 revealed
a medical history that included end stage renal
disease and hypertension. Record review
revealed this 51 year old male dialyzed 3 times a
week for 3.30 hours. Hemodialysis treatment
sheet review revealed this patient had an
elevated blood pressure after hemodialysis
treatment on 4/3/09 and 4/6/09. Hemodialysis
tfreatment sheet review revealed the following
post treatment blood pressures:

4/3=203/114

A16=2471141
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PRINTED: 04/22/2008
FORM APPROVED
OMB NO. 0638-0391

STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
> PL - ‘ A. BUILDING
18, wing
. 342587 04/09/2009
NAME OF PROVIDER OR SUPPLIER

GOLDSBORO SOUTH DIALYSIS

STREET ADDRESS, CITY, STATE, Z!P CODE
1704 WAYNE MEMORIAL DRIVE

GOLDSBORO, NC 27530

‘Facility policy 1-03-12, Post Treatment Patient

1 evidence that the patisnt care staff alerted the -

Assessment (9/07) revealed "The patient care
staff will obtain and document basic data on each
patient post dialysis and compare to pre dialysis
findings. Findings that preclude the discharge of
the patient will be reported to the licensed nurse.
if the patient's condition requires intervention, the
licensed nurse assess the patient and collects
any additional data needed. The licensed nurse
notifies the physician as needed of changes in
patient status”.

Medical record review revealed no documented

licensed staff of the elevated blood pressures,
that a post treatment nursing assessment had
been conducted or that the licensed staff
contacted the patients physician regarding the
elevated blood pressures, respectively.

interview on 4f78/09 with patient care technicians
revealed they do not always document if they
notify the nurse regarding an elevated blood
pressure post treatment.,

Interview on 4/8/09 with the licensed staff (staif

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D 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 758 | Continued From page 17 V758

#2, 11, 12) revealed they do not always geta
chance to assess the patient prior to the patient
leaving due to productivity issues and being busy
with other responsibilifies.

5. Facility policy 1-03-02, Prescription Verification
And Safety Checks, revealed staff will verify the
dialysis prescription and perform safety checks
prior to each treatment initiation.

interview with Administrative staff on 4/8/09 at
1400 revealed staff use 1 of 3 Phoenix meters to .
test the conductivity and pH of the concentrate

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 12U211

Facility ID: 970275

If continuation sheet Page 18 of 20




DEPARTMENT OF HEALTH AND HUL 4 SERV!CES
CENTERS FOR MEDICARE & MEDICAID SERVICES

" PRINTED: 04/22/2009

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 041y PROVIDER/SUPPUIER/CUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

342587

(X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(%3) DATE 'SURVEY
COMPLETED

04/09/2009

NAME OF PROVIDER OR SUPPLIER

_ GOLDSBORO SOUTH DIALYSIS

1704 WAYNE MEMORIAL DRIVE
' GOLDSBORO, NC 27530

STREET ADDRESS, CITY, STATE, ZIP CODE

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF CORRECTION

xsy
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

'V 758

Continued From page 18

prior to each treatment initiation. Interview also
revealed the Phoenix meters are calibrated and
disinfected daily which is logged on the Phoenix
Meter Log.

Facility policy 12-13-10A, Phoenix Meter
Disinfection And Calibration Verification, review
revealed the Phoenix meters are disinfected and
verified prior to daily use. '

Review of the Phoenix Meter Log revealed
directives for staff to calibrate the meters for
conductivity and pH prior to first use each day.

1Log review from1/1/08:4/8/09 revealed no - -

documented evidence that staff calibrated and
disinfected the meters as required on 21 of 82
treatment days. :

No explanation for the lack of Phbenix meter
calibration could be provided during interview with
the Facility Administrator on 4/9/09 at 0945.

6) Medical record review for patient #4 revealed

| this 37 year old patient had been admitted to the-

facility on 9/8/06 with a diagnosis of end stage
renal disease secondary to hypertension and

V 758

diabetes. Medical record review revealed a
physician order dated on 10/23/08 for Cubicin

(antiblotic) 500mg IV with hemodialysis treatment

for 2 weeks due to Osteomylitis of the left foot.
Record review revealed another physician's order
dated on 11/13/08 to extend the Cubicin for &
more weeks (ending 12/27/08). Review of the
hemodialysis freatment sheets for this patient
revealed the patient did not receive the complete
dosage of antibiotic ordered by the physician.
Review revealed the antibiotic had been stopped
on 11/18/08 (5 1/2 weeks early). :

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID; 1ZU211

Facility iD: 670275

If continuation sheet Page 19 of 20




DEPARTMENT OF HEALTH AND HU, | SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/22/2009

FORM APPROVED -

OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/ICLIA
IDENTIFICATION NUMBER:

342587

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

04/09/2089

NAME OF PROVIDER OR SUPPLIER

GOLDSBORO SOUTH DIALYSIS

STREET ADDRESS, CITY, STATE, ZIP CODE
1704 WAYNE MEMORIAL DRIVE
GOLDSBORO, NC 27530

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

' ) DEFICIENCY)

V 758 | Continued From page 19 . V 758

interview with the Facility Administrator on 4/8/09
at 1545 revealed no explanation could be given
for why the patient had not received the amount
of Cubicin as ordered by the physician. However,
she indicated that the process for ordering this
medication had changed around the same time
and that may have catised some confusion with
the dosages provided to the patient.

FORM GMS-2567(02-98) Previous Versions Obsolete

Event 1D 120211

Faciiity 1D: 870275
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- Department of Health and Human Services

Centers for Medicare & Medicaid Servic OMB NO. 0838-0390

Post-Certitication Revisit Report
Public reporfing for this collection of information is estimaded toaverage 10 minutes per yesponse,

including time for teviewing instnictions, searching existing data sources, gathering and
maintaining daia needed, and completing and reviewing the collestion of information. Send comments regarding this burden estimate or any other agpect of this collection of information
incibding suggestions for reducing the burden, 1o CMS, Office of Financial Management, P.Q. Box 26684, Baltimore,

MD 21207; and to the Qffice of Management end Budget, Paperwork
Reduction Project (0938-0380), Washingfon, D.C. 20503,
T, Provider I Supplier | CLIA/ (¥2) Multiple Construction (¥3) Date of Revisit
Jdentification Number A Bullding
342587 B. Wing | 5/22/2008
Name of Facliity Street Address, City, State, Zip Code
GOLDSBORO SOUTH DIALYSIS , 1704 WAYNE MEMORIAL DRIVE
GCLDSBORO, NG 27530

This report is compleled by a qualified State siveyor for the Medicara, Medicaid andlor Clinfeal Laborstory improvement Amendments program, to show those deficiensies previousty
repoited on the CMS-2567, Statement of Deficienties and Plan of Comeslion that have been comected and the date such copeaiive action was accomplished. Each deficlency should
be fully identified using efther the regulation or.15C provision number and the identificaiion prefix code previonsly shown on the CMS-2567 (prefix codes shownt {o the left of each
requirement on the survey repart form).

(V4) Hem {Y8) bDate {Y4) Hem {¥5) Date (¥4) ltem (Y5) Date
Correction Coraction Corredtion
Complated Completed ' Complated
D Prefix w501 052212009 D Prefix o520 052242009 D Prefix V0553 0512212009
Req. # 40450 Reg. # 494.80(d)2) Reg. # 494.90(a)7y(])
Lsc ) LSC L8C
Correction Correction Correction
e e Completed Completed Completed
1D Prefix o750 0512212009 OPrefix "voTEE . 0 obraZgoy D Prefix- -~ - TR
Reg.-# 404.180 Reg. # 494.480(b)1) Reg. #
LSC LSC " LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ' iD Prefix 10 Prefix
Reg. # Reg. # Reg. #
LSC Lsc LsSC
Correction ) ‘ Correction Corection
. Completed Cormpleted Completed
1D Prefix 1D Prefix ' D Prefix
Reg. # Reg. # ) Reg. #
L8C LSC Lsc
Correstion : Correction Corrgction
Completed Completed Completed
1D Prefix ) 1D Prafix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency |5/ Ao, 0. a,wcfwi/ﬂ.(/ ‘4 3207
3evieWed By Reviewed By Dates ssgnahﬂ'e of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Gheck for any Uncorected Deficiencies, Was a Summary of
A/8/2009 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  vizg

NO




JEPARTMENT OF HEALTH AND HUMAN SE™YICES
“ENTERS FOR MEDICARE & MEDICAID 8E.  .CES FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

ub’ orting burden for this collection of information is estimated to average 10 mimstes per response, including time for reviewing instructions, searching existing data sources, gathering and
\ain. ...ung data needed, and coxnpleting and reviewing the collection of information. Send comments regarding this burden estimate or any other aspest of this collection of information,

whuding suggestions for reducing the burden, to Office of Financial Management, HCFA, P.0O. Box 26584, Baltimore, MD 21207 or io the Office of Management and Budget, Paperwork
eduction Project(0838-0583), Washington, D.C. 20503, .

Provider/Supplier Number Provider/Supplier Name

342587 GOLDSBORO SOUTH DIALYSIS
Type of Sur\;ey (select all that apply} A Complaint Investigation E Initial Certification 1  Recertification
B Dumping Investigation F  Inspection of Cere ] Sanctions/Hearing
HEREE C  Federal Monitoring G Validation K State License
D Follow-up Visit H  Life Safety Code L CHOW
M  Ofther
Extent of Survey (select all thai apply) A Routine/Standard Survey (all providers/suppliers)
' B Extended Survey (HHA. or Long Term Care Facility)
NEREE C Partial Extended Survey (HHA)
D Other Survey

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number,

Surveyor 1D Number First Last Pre-Survey Cn-Site On-Site On-Site Travel Off-Site Report
Aay...|... Date .| . Date | Preparation | Hours Hours Hours Hours “Preparation
Arrived Departed Hours 12am-Bam 8ani-6pni GpiE-l2am RS Hours: -
) @ - ©) 3] ®) & (&) (1) 0
1. 15401 04/07/2008 | 04/09/2009 1.00 1.00 21.25 0.50 6.00 12.00
2,
3.
4.
" 5.
6.
7.
3.
9.
10.
11.
12
13.
14. , :
Total SA Supervisory Review Hours..... 1,00 Total RO Supervisory Review Hours.... 0.00

Total SA Clerical/Data Entry Hours.... 0.50 Total RO Clerical/Data Entry Hours.....

0.00

FORM CMS-670 (12-91) 102000 EventlD: 1ZU211 Facility ID: 970275 Page 1




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

VICES

FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

P sreporting burden
ning data

ded, ol
for yed ',ﬁic'

Xty
1P mdx-

S
Project(0835-0583), Washingion, D C. 20503.

fmﬁnxwﬂwmofmfmmanmuwﬁmzz:dmavmgpmmhmﬁpumpcmmcbﬁnghmfm roviewing inairg

1.2

4, gathering and

ciions, ug data
pthe collection of information, Mmmﬂngmbmmwmomwﬁﬁnswﬂwmdm&maﬁm inchuding
mOﬁcc QmemcxalManagsmmf, HCFA, P.O. Box 26684, Baltirore, MD 21267, or to the Office of Management and Budget, Papmarkkedwmm

FroviderSupplior Nomber

Provider/Supplier Name
342587 GOLDSBORO SOUTH DIALYSIS
Type of Survey (select all thai apply) A Complaint Investigation B Toitial Certification I  Recertification
B Dumping lnvestigation ¥ TInapectionof Cae 3 Sanctions/Hearing
HEIREE C  Federal Monitoring G Validation X State License
D Follow-up Visit H Life Safety Code L CHOW
3 Other

_ Extent of

Survey (select all that apply)

al 111

A Routine/Standsrd Survey (all providers/suppliers)

B Bitended Survey (FHA or Long Term Care Facility)
C Partial Extended Survey (HFHA)
D Other Survey

SURVEY TEAM AND WORKLOAD DATA
Please exter the workload infortnation for cach surveyor. Use the surveyor's identification mumber.

Surveyor ID Number | First Last Pro-Survey On-Sife On-Site On-Site Travel . OffSite Report 1
(a) Date Date Preparation. Hours Hours Hours Hours Preparation
C -+ Amived-— -l - - Depared- |- Hours ~12em8em ). BameSpm.. . .. 6pm-lZam | , Hows
(B © () & ® © () 0]
1. 15401 | 05/22/2009 |05/22/2009 1.00 0.00 3.50 0.00 2.00 1.00
2,
3.
4.
3.
- &,
- .
g,
9.
10.
11.
12,
13.
14: ;

Total SA Supervisory Review Houts..... 0.50 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hows.... 0.50 Total RO Clerical/Data Entry Hours..... 0.00
Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No
FORM CMS-670 (12-51) 102000 BvewdiD: 170212 Facility 1D 970275 Page 1




: ‘FORM APPROVED
D.EPARTMENT OF HEALTH AND HUMAN SERVICES oM N oD

END STAGE RENAL DISEASE APPLICATIONINOTIF!CAT!ON AND SURVEY AND CERTIFICATION
REPORT - Version 2

PARTI - APPLICATiON - TO BE COMPLETED BY FACILITY

1. Name of Fagility

2. CCN
Goldsboro South Dialysis . 34-2587
3, Street Address 4.NP1
1704 Wayne Memorial Dr ' . 1821058900
5. City ) 6. County . 7 Fiscal Year End Date
Goldsboro Wayne - . 12/31
8. State 8. ZIP Code 10. Administrator's Email Address
NC ' 27534 alice.hall @davita.com
1. Telephone No. 12. Facsimile No. 13. Medicare Enroliment (CMS 855A)
919-739-6505 919-739-6506 completed? [} Yes [T] No g NA
14. Faclhty Administrator Name Alice Hﬂl ’ Address: 1704 Wayne Memorial Dr
Gity: Goldsboro State: NC Zip Code: 27534 Telephone No: 9319.739-6503
15, Type of Application/Notification: (V1) [check all that apply. If "Other”, specily in Remarks section {ltem 33})
[ 1 iitiat Xl 2. Recertitication [] 3. Retocation .
D 4, Expansion ‘ [} 5. Change of Ownership e Change of services
7. omertspecitv) . ______..
16. Ownership (V2) 1. For Profit D 2. th For Pmm D 3. Public
17. Is this Facility Hospital-Owned? {v3) [11.Yes 2. No H Yes, hosplal GCN (V4):
if yes, Is this Facility on the main hospilal-campus? (V5) D 1. Yes 2. No
{v6) Hospital name:
48, Is this Facility SNF-Owned? (V7) [ ves DXl 2.No 1 Yes, SNF GON {VB):
19, Is facility owned and/or managed by a multi-facility organization? {va) D 1. No 2. Yes
Owned D Managed
(V10) f Yes, name of parent or managing organization: DaVita Inc
{(V11} Address: '
601 Hawaii St, El Segundo, CA 90245-4841
20 Current Sanvicesg! . (rhpak_a]l_lhaLaDD'v)
(vi2) 1. tn-center Hemodialysis (HD) [T] 2. in-center Pesitoneal Dialysis (PD)(CAPD/CCPD)
D 3. Home HD Training & Support D 4. Home PD (CAPD/CCPD) Tralning & Support
21, Requested Services: {check all that apply) . '
(V13) [E] 1. In-center HD : . [] 2. in-center PD{CAPD/CCPD)
D 3. Home HD Training & Support D 4. Home PD {CAPD/CCPD) Training & Support

22, Do Facllity staif provide and/or support dialysis in nursing home(s)?
(M14) D'l Yes EZ No It yes, list all nursing homes under "Remarks” (ftem 33} and answer the next guestion on Staffing{V15)

(V15)  Stafiing for dialysis provided by: ] ».ome R Nursmg home staff [ s.his facihty
(Vig)  Dialysis type: ' D 1. HD : D 2.FD
23, Number of dialysis palienis: . .
(Vi7} f}_fi in-center HD (vis) _©Q  In-cenler Nocturnal HD vigy © In-center PD
vao) _ 0O  HomePD (va1) ()  Daily Home HD (v22) (O . Conventional Home HD

24, Number of dialysis stations Including isolation stations (complete all sections that apply):
(V23) Q] Total Stations (V24) Z‘Z_J Incenter Hemodialysis v %W Home Training Statlon(s)/Room(s)

FORM GMS-3427 (06/09)



25. How is Isolation provided? (V26) {1 1 Room 2. Area

D 3. Agreement (Attach copy)
26. If applicable, number of hemodialysis stations designaged for isolation: (V27)

27. Days of Opeiation (check afl that apply) (V28):. g MWF T7S ceo
Opening Times: (V29) MWF Staif; 5% y30) MWF Patients O (van) TTS Starr O §5> (va2) TTS patients _©
28. Is reuse practiced? (V33) X 1. Yes ] 2N

20. Reuse Sysiem (V34) . D 1. Manual g 2. Semi-Automated DS. Automated D 4.Centralized/Ofisite
30. Staff {List fub-time equivalents) {V35) Registered Nurse 5 . {V38) LPN/LVN D
(V37) Masters Social Worker . 0% (V38) Registered Dietiian 0.9
(V39) Patient Care Technician 3 (V40) Others 1
3 , , -
31, State license number (if applicable) (V41): n/a 32, Cerlificate of Need required? (V42) @:fes [ ne  Bus

33. Remarks (altach additional pages if needed):

Nursing list:

34. The Information contained in this Application Survey and Cerlification Report (Part 1) is true and correct to the best of my knowledge. |

understand that incorrect and erfoneous statements may cause the Request for Approval to bé denied, or facility approval fo be rescinded,
under 42 C.F.R, 494,1 and 488,604 respectively.

1 have reviewed this forn and it is accurate: ) Tle

Slgnature of Administraior/Medical Direclor GW 'Q ACh U’*‘“\ ) QMW\%‘W;

\%Uv e %M % Medical Dirécto/CEO , o s"'ﬂ by

4
PART I1.- TO BE COMPLETED BY STATE AGENCY

: Date

35. Medicare Enroliment (GVS 855A appioved by MAGT? (V43) m‘{ca E No—
(Note: approved CMS 855A required prior fo certification) : '

36, Type of Survey (V44) : L1 1. initial EX] 2. Recertification | 1. Complaint [ 14 Other
37. State Region {V45) /U}f/e/ )

38, Network Number (V46) ‘ “1

| have reviewed this form and it is complete:

Protessional Discipline {Print) 40, Survey Exit Date

39, Surveyof Team Leader Name/Number (Print) @ /Co H
/Dwe, G, W, P |0 v

FORM CMS-3427 (0B/08)




RECEIVED APR 27 2010 o
- DEPARTMENT OF HEALTH AND HUMAN SEF =5  REEEIVED-APRS-593) FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SE} 8 OMB 0938-0360

END STAGE RENAL DISEASE APPLICATION/NOTIFICATION AND SURVEY AND CERTIFICATION REPORT
PART | - APPLICATION - TO BE COMPLETED BY FACILITY

+ Name of Facility 2. Provi
ldsboro South Dialysis : ‘

3. Streel Address

1704 Wayne Memorial Dr.

id er

er Numbt

4. City 5, County
Goldsboro Wayne
6. State 7. ZIP Gode
Nareh Carolina 27534-2240 ,
8, Telephone No. 9, Facsimile No. 1 0. Fiscal Year Ending Date
919~738-6505 819-739-6506 12131

11. Name/Address/Telephone Number of Authorized Official  Address: Tejephone No.

Name: ‘ 1704 Wayne Memorial Dr.
Alice Hill, Facility Administiator Goldsboro, NC 27534-2240 919-739-6505
12. Type of Application/Notification: (v1) {check all that apply and specify in Remarks section [see ltem 27])

7 1. witial D 2. Expansion to new location [:] 3. Change of ownership

[] 4. change of location 5. Expansion in current location - [1 5. Change of services/operations

[X) 7. Other (specify) Addition of one Hemodialysis station
13. Ownership (V2) For Profit L) Not for Profit ] pubtic
14, Is this Facility Hospital-Based (check one) (va)f_:] Yes [X] Mo if Yes, hospital provider number

w OO O

15, |s this Facility SNF-Based (check one) ' (vs)D Yes No If Yes, SNF provider number

Ll OO0

16. s this facility owned andior managed by a multi-facility organization? (v7) Xlves [} Nolf Yes, name and address of parent organization

Name: . Address: .
601 Hawaii St. .
vay _ DaVita Inc. FEIN 51-0354549 El Sequndo, CA 80245-481
17. Services Provided: (v} (check all that apply and specify in Remarks section (see item 27]) .
1. Hemodialysis L] 2. Peritoneal Dialysis L1 3. Transplantation ] 4, vome Training: [1'5. Home Support:
: .. Hemodizalysis — Hemodialysis
] ____ Perltoneal Dialysis ___ Peritoneal Diajysis
18. Is Reuse Practiced? vl Yes [ No -
19, Reuse System (vi1} (check all that apply) 1 1. Mmanual ) 2, Semi-Automated [ 3. Automated
SU—GeniTide iz {check-al-that-apply} -1 -Formalin 2 Heat . [ 2 Gluteraldshyde 4. Peracetic Acid Mixture
1 5. other (specify)

21. Number of Dialysis Patients

v13) 67 Total Patients E v 67 Hemodialysis + Vi5) 0 Peritonea) Dialysis

27 Number of Stations (check all that apply and include isolation stations under Total Stations)

v18) 22 Total Stations = vin) 22 Hernodialysis + vig _Q_Hemodialysss Training

23, Does the facllity have isolation stations? (Included in total station count) V9 Yes - 1 No
24, Total Number of Patients (enfer number of dialysis facility pafients freated on each shift for full week prior to submission of this form)

A. SUNDAY B, MONDAY ~___C.TUESDAY D. WEDNESDAY

1 -2 3 4 1 2 3 4 1t 2 3 4 1 2 3 i

0 0 0 o 21 16 0 o 16 | 14 0 | 0o 21 16 0 0
E, THURSDAY F. FRIDAY G, SATURDAY

i 2 3 4 1 2 3 A i 2 3 4

i6 14 J 0 0 21 | 16 0 0 i6 14 0 0

95. Total Number of patients followed at home (v20) 0

FORM CIMB-3427 (06-87) Pagetd3



' 26. Staffing vyl .egistered Nurse

. 3400 (2. -icensed Practical Nurse e
(st full-time equivalents) v2n X social Worker 850 w24 BX] Dietitian ____b.580
25X Technicians . 7.0 wee) X Others . 1 .00

Remarks: (Use this space for explanatory statements for Items 1-26)

28. The information contained in this Application Survey and Certification Report (Part 1)4is truéva.n'd. carrect to the I":es.t‘éf‘ Vﬁiywﬁéf‘l’é‘f. o
understand that incorrect or erroneous statements may cause the Request for Approval to be denied, or facility approval to be
rescinded, under 42 C.F.R.405.2100 and 405.2180, respectively.

Jnature of Authorized Oficial

) Title Date ’
%@L EM LrC Mana ey . . L{/ZC//GDG/G

i Z PART Il TO BE GOMPLETED BY STAYE AGENCY

25. ESRD Provider Number {if the fagilify has a provider numberj E] @ @
36, Network Number (vay - ) - ‘ ’ . m

31. State Region (v28) W . 32. State County Cade (vz) P
33. Type of Survey (vap) (checkall that apply) [ initial [[] complaint (] recertification B/Other
34. Survey Protocol (vas(check all that appiy) L] Basic 1 tritial ] Supplemental B/Combinatton
35, Qurveyor Name/Number (print) Professional Discipline (print)
Fh 25 b0 (W,(m(u/{. R

36. Date of Survey | .
. AL
A7 {?S‘W)

According 1o the Paperwork Reduction of 1995, no persons are required fo respond to a collection of information unless it displays a valid OMB confrol
number. The valid OMB control number for this information collection of 0938-0260, The time required {0 complete this information collection is 2,26 hours
per response, including the time 1o review instructions, search existing data resources, gather the data needed, and complete and review the information
coliection, If you have any comments concerming the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,

7500 Security Boulevard, N2-14-28, Baltimore, Maryland 21244-1850, -

FORM CHMS-3427 (08-97) Pape20l3




DEPARTMENT OF HEALTH AND HUMAN SERVILEs FGRM APFROVED
GEMTERS FOR MEDICARE & IAEDICAID SERVICES OMB 0228-0360

END STAGE RENAL DISEASE APPLICATION/NOTIFICATION AND SURVEY AND CERTIFICATION REPORT
PART | - APPLICATION - TO BE COMPLETED BY FACHITY

.. Name of Facility 2. Provider Number

Goldshoro Sguth Dizlysis ) i @

3, Sireet Address
1704 Wayne Memorial Pr.

4, Cily E County

Gotdsboro Wayne

6. Siate ) 7.2t Code ]

North Carolina 27534-2240

8. Telephone No. 5. Facsimile No.. 4 0. Fiscal Year Ending Date
819-732-5505 ©18-732-65046 ' 12/31

11. Name/Address/Telephone Number of Authorized Official Address:

Name: Telephona No@(ﬁ-?%”r&@’;
ﬁ(\i@e ’C\\\t\ 704 Way ne Wemariel Dr. C’lolcisfomiwc

12, Type of Application/Natification: (v1) {check alf that apply and specily in Remarks section [see item 27]) 1554
[E]l 1, infifal E]] 2. Expansion 16 new localion % 3. Change of ownership
4. Change of location 5. Expansion in cyreent locgtion — 6. Change of services/operations
7. Other (specify) SUFVey inSpecﬁ%ﬂ &YMLU\/C@f Luvd’
| )
13. Ownership (v2) For Profit [ Not for Profit 1 public

14, |5 this Facility Hospital-Based (check ons) w L) Yes [X]No If Yes, hospita! provider number

w0000

15. ts this Facility SNF-Based (check one) wstl ] Yes No If Yes, SNF pravider number

w0y

18, Is this facility owned andfor managed by a multi-faciiily organization? (v7) X Yes [ 1 No If Yes, name and address of parent organization

Name: . Address: .
6G3 Hawali 5¢.
w8 Pavita Inc FEIN 53-0354549 Et Sequndo, CA 80245-4814

17, Servipes Provided: (v8) (check all that appiy and specily in Remarks section {see ilem 27}

W1, Hemodialysis  [] 2. Perftoneal Dialysis [ 3. Transplantation [3 4. Home Training: [15. Home Suppori:

: : ___ Hemodialysis — Hemuodialysis
— Peritoneal Dialysis ___ Periloneal Dialysis

18, Is Reuss Practiced? (\'IOIE/Ye} [JNo
19. Reuse System (vi1) (check all that apply) 3 4. Manual . 2. semi-Automated [ 3. Automated

U EETTmoIE (VTEy (erok i et appl -Hes —Cluteraldehyde [ Porasetic Acid Mixire

[ 5. Other (specify)

21, Nuraber of Dialysis Palients

vish _(.a_ Total Patients = aru)(é’q‘l-lemodialysis

+ 115} { é Peritoneal Dialysis
25, Number of Stations {check aff that apply and include isolation stations under Total Stations)

V15 _a_\,_ Tolal Slations - vi7) 9’& Hemodialysis -+

23. Does the facility have isolation stations? (rncluded in tatal station count) V9 fes [io

o4, Total Number of Patients (enter number of dialysis facility patients treated on each shift for full week prior to submission of this form,)

ey Hemodialysis Training

A, SUNDAY . B, MONDAY . C.TUESDAY D, WEDNESDAY
1 2 3 4 ! 2 3 4 | 2 3 4 i 2 3 4
ol ol ol ol 20 5] of olik|1A] ol 29115
E, T_HU RSDAY F, FRIDAY - . SATURDAY
i 2 3 4 1 2 3 4 1 2 3 4 N
==l I4] ©| O

55, Total Number of patients followed al home (vzo) SZ

FORM CHG-2427 106073

Pegeloid



26. Staffing “wenn ) Regisiered Nurse  __ . 5 O ez L] Licensed Practical Nurse I o> X ] &
(!ist‘fuil-time eguivalents) wan 1 Sociat Worker oo % way ) Disttien 0. 0%

(st)l:l Technicians, L. OO wess [ Others e Ne]

27. Remarks: (Use this space for explanatory. statemeqts for ltems 7-26)
(V2D Otae - PelimtiSondise posistnt
| Nagerdy Coateo \

28."The information contained in this Application Survey and Certification Report (Part 1) is frue and correct to the best of my belief. 1
understand that incorrect or eroneous sialements may cause the Request for Approval to be denied, or facility approval to be
rescinded, under 42 G.F.R.405.2100 and 405.2180, respectively.

Signature of Authotized Official

MG AL P By Tty Mlpuniadens | B [ 10

- N "PART 1 TO BE COMPLETEDR_BY STATE AGENCY

29. ESRDAProvider. Number (it the facility has abrovider number) o @ @r@
20, Mehyork Mumhber {\';7} | ‘ ‘ | . | m m

31, State Region (vzs) \QX‘ % | 32, State County Code (vasf\r 2

33. Type of Survey (vao) (checkall that apply) - 3 mitiat }Z&Comp!aint [ Receriification 1 other
4. Survey Protocol varycheck all that apply) . S{l}»asic - L3 it [ supplemental [} compination

Ss.m Namﬁl\!umb%\ B Profrzsio@l Discipline (print}
A { o / ;Li O( : A '
= \ R i -

38, Date of Survey

Yy 2010 - |

According 1o the Paperwork Reduction of 1895, no persons are required to resgond to a coliection of information unless it displays.a valid OMEB control
number. The valid OMB control number for this information collection of 0838-0360. The fime required to complete this information collection is 2,25 hours
per response, including the time to review Insfructions, search existing data resources, gather the data reeded, and complete and review the information
coflection. if you have any comments cancerning the accuracy of the time estimate(s} or suggestions for improving this form, please wiite 10: CMS,
7500 Security Boulevard, N2-14-25, Baltimore, Maryland 21244-1850,

N

FORR CMS-3427.(06-97} : . Pege2oi3




Department of Health and Human Services
Medicare/Medicaid/CLIA Complaint Form

Contro} Number: GEZD11 (NC0D062004)

Part I To Bev -.ipleted by Component First Receiving Complaint (5A or RO}

1. Medicare/Medicaid
Identification Namber

Facility Name and Address
GOLDSBORO SOUTH DIALYSIS

1704 WAYNE MEMORIAL DRIVE

3. Date Complaint Received

HREERY

mﬂﬂsixhl ‘ ] ‘J GOLDSBORO, NC 27530 MMDDYY
4, Receiving Component 5. Date SA. Source of Complaint 63. Total Number
1 State Survey Agy. Acknowledged B ; Iécs:le;\t/l’miem Family f; Ago:ymous of Complainants
: | 2 mbudsman . ther
2 R0 mamm 3 % 3 Facility Employee/Ex-Employ
MMDDYY

1. A_llcgatidns 7.A. Category

1 Resident Abuse

2 Resident Neglect

3 Resident Rights

4 Patient Dumping

5 Environment

6 Care'or Services

7 Dietary

8 Misuse of Funds/
Property |

9 Cenification/Un-
authorized Testing

] U2

0
0

TmoB W

1O Proficiency Test

11 Falsification of
Records / Reports

12 Ungualified Personnel

13 Quality Control

14 Specimen Handling

15 Diagnostic
Erroneous Test Results
16 Fraud/False Billing
17 Fawlity/Transfusion Fatality
18 Other (Specify)

19 Life Safety Code’

20 State Monitoring

7.B. Findings (Lo be completed following
investigation)

01 Substantiated

02 Unsubstantiated/
Unazble to Verify

012
042

w“v s W -

7.C. Number of Complainants

per Allegation
Hok2
2042
4

4. Action (if multiple actions, indicate earliest action)

1 Investigate within 2 working days
- @ “ ¢ e-Tnvestigate within 10-working days— - -
3 Tnvestigate within 45 working days

7 Nope

4 Investigate during next onsite

5 Referral (Specify)
- wn.§ —Other Action (Specify) .. ..

Part Xl - To Be Complefed By Component Investlgatmg Con

nplaint (SA or RO)

9. Investigated by

1 State Survey Agency

2 RO
3 Other (Specify}

MMDDYY

10. Cowplaini Survey Date

11 Findmgs(llnder7%/\bov ﬁ'[(_fr/
Leraudosiaaun

12. Proposed Actions Taken by SA or RO

oy i 1 Resomumend Termination (23-day) 9 Provisional License 17 TA & Training for Unsuccessful PT
) 2 Recommend Termination (90-day) 10 Special Monitor 18 State Onsite Monitoring
2 3—R 41 diste Sanction—— . 11 Directed POC 19 Suspension of Part of Medicare Payments
ES 4 POC (No Sanction) 12 Limitation of Certificate 20 Suspénsion of All MEdicare Payments
5 Fine 13 Suspension of Certificate 2l None
6 Denia) of Payment for New Admissions 14 Revocation of Cértificate g gﬁfgﬂ' (Specify)
7 License Revocation 15 Injunction nforcement Action
8 Receivership 16 Civil Monetary Penalty
13. Pate of t4,  Parties Notified and Dates Party Date 15, Date Forwarded  CNS RO or
Proposed Actien - 1 Facility ) [T 1311151110 Medicaid SA (MSA)
2 Complainant 2 n 0 LI VAIR) |7-\t!nch BUFA2567)
mamm 3 Representative 3. . Dj:]:[]:]
M MDDY Y 4 Other (Specify) MMDDYY MMD DY Y

Part Il - To Be Completed By Component Taking Final Close-Out Actién (RO/MSA)

16, Date of CMS/MSA
Receipt

NENENE

MMDDYY

17, CMS RO/MSA Action

LTl

None

Termination (23-day)
Termination (90-day)
Intermediate Sanction

Vi B W D e

Move Routine Survey Date Forward

6  Limitation of Certificate

7 Suspension of Certification

8 Revoration of Ceriificate
9  Injunction
10 Civil Monetary Pepalty

n TA& Training For Unsuceessful PT
12 Cancellation of Medicare Approval

13 Other (Specify) .
14 Enforcement Action

MMDDYY

18, Date of Final Action Sign-off

CIITTT]

" FORM CMS-562 (1-93}

CMS RO

Page § of 1




© DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAT™ SERVICES FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

P~ xeporting borden for s collection of information is esfimated to average 10 xipuies peg 1espoDse, fnrleding time fir revicwing ivstractions, searching existing data sources, gathoring aed
3ning data needed, aud completing and reviewing the collection of information. Send commacnts ropanding this burden esiimate or any other aspect of this collection of information, incleding
S zestitns for redusing the barden, to Office of Financial Mamagement, HCFA, P.0. Box 26684, Baltimors, MDD 21207; or to the Office of Manmagement and Bodget, Paperwork Rednction
Project(0838-0583), Washingion, D.C. 20503. :

Provider/Supplier Nomber Provider/Supplier Name
342587 GOLDSBORO SOUTH DIALYSIS
Type of Survey (select all that apply) A Complaiot lnvestigation E  Iuitial Certification I Recertification
B Dumping Investigation ¥  Inspection of Care J  Sapctions/Hearing
AT T 1T 1] C  Federal Monitoring G Validation X Siate License
D Follow-up Visit H Life Safety Code L. CHOW
Extent of Survey (select all that apply) A Routine/Standard Survey (all providers/suppliers)
B Extended Survey (HFIA or Long Term Care Facility)
al [ 1 1] C Paxtial Extended Sarvey (HEA)

D Other Survey

SORVEY TEAM AND WORKLOAD DATA
Please enter fhe workload information for each surveyor. Use the surveyor's identification number,

Surveyor ID Number First Last Pre-Survey On-Sife On-Site On-Site, Travel Off-Site Report
(A) Date Dste Prepamation Hours Hours . Hours Hours Preparation
- . Awived |- Deparied | -Hours . 12am-8am }.. . Bama-Gpm. .| .6pm-2am . | .. . ... {_. . Hous
()] © o . @& & &) a0 ®
1. 15401 03/04/2010 03/04/2010 1.00 0.00 5.00 0.00 2.00 3.00
.2
3
4.
5.
[
7.
8
9.
10.
1L
12,
13.
14.
Total SA Supervisory Review Hours..... 0.50 Total RO Supervisory Review Hours.... 0.00
Total 84 Clerical/Data Entry Howrs.... 0.50 Total RO Clerical/Data Entry Hours..... 0.00

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

FORM CMS-670 (12-91) 162000 BvertiD: GROD11 Facility ID: 970275 Page 1.




" DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME 0838-0360

END STAGE RENAL DISEASE APPLICATION/NOTIFICATION AND SURVEY AND CERTIFiCATiON REPORT
PART | ~ APPLICATION - TO BE COMPLETED BY FACILITY

| 2. Provider Number
G [dshore Se He b;aLus;ﬁ L B e E@ZZ
[To4 \/\I(LqN’C'L /V\vmoma/L Deive

5. County

Cgo]d<£>m*o Wﬁ—bgr\fc’;
7.7 Code
NC 2153

9, Facsimile No.

S~ “ltame of Facility

3. Sireet Address

4. City

6. State

8. Telephone No.

<10, Fiscal Year Ending Date
419-1739-6505 419 -739-Sot 1231
11. Name/Address/Telephona Number of Authorized Official A , . )
Name: Address: 70 # /L]a,y/ru_ Themeaca d mTelephone No.
Miee /\LCLL seldshero, e 37534 %19-739-0565
12, Type of Application/Notification: v (check all that apply and specify in Fx'emarks section [see item 27})
f 1. Initial . 2. Expansion to new location - 3. Change of ownership
. 4. Change of localion . 5. Expansion § current location _: 6. Change of services/operations
;( 7. Other (specify) AR (’,e/\;(“z\‘:t Cex e
13. Ownership va) . 'Vi/:or Profit .1 Not for Profit — Public
14, Is this Facility Hospital-Based (check one} {va) " Yes 3No Jf Yes, hospital provider number
(w) .
15, Is this Faciity SNF-Baséd (check ong) ~ & . Yes ¥ No If Yes, SNF provider number
vey . . “’, ..:, N
18, |s this facility owned and/or managed by a multi-facility organtzabon'? wr_¥¥es . No i Yes, name and address of parent organization
AMEs Address:

(o0 Mawe- i 3§
Ve .BAV;M Tuc El Sc:rwda CA _9oays-Hgiy

17. Spmces Provided: (V9) (check afl that apply and speczfy in Remarks section fsee iem 271)

y,/ Hemod1alysus L. 2. Peritoneal Dialysis "} 3. Transplantation £ 4. Home Training: ' 5. Home Suppork:
___Hemodialysis __ Hemodialysis
v ___ Peritoneal Dialysis ... Peritoneal Dialysis
18. Is Reuse Practiced? win 32 Yes 1 No
19. Reuse System (vi1) {check all thaf apply) 1 1. Manual {&2. Semi-Automated 173, Automated
20. Germicide vz (check all that apply)

; 1. Formalin {32 Heat I3 Gluteraldehyde {7 4. Peracetic Acid Mixture
+ i 5, Other (specify)

21 Number of Dialysis Patients

vin) £’e ‘Total Patients = (vi4) ﬂHemodiatysis + i) € Peritoneal Dialysis

22, Number of Stations (check all that apply and include isolation stations under Total Stations)

{vis) Q__ Total Btations = wvin & Hemodialysis + (v18) ﬁHemodialysis Training
23, Does the{facmty have Isolation stations? (vis) ¥ Yes - No
24, Total Number of Palients (enter number of dialysis facility patients treated on each shift for full week prior to submission of this form)

.. ASUNpAY L, BMONDAY 4. . GIUBSDAY ... D WEDNESDAY
LRS- SV Sl SR TR OO NOUT U A S S SRR SN N BUOUIO - s A
& o o el AL e ), ] e e |2l 22 & e

L ETHURSDAY L L FERIDAY G. SATURDAY
. I DN S VA IO SNOUE: SOIR T N S S
Jo'q & oo a5 v o lie 7 e e

25. Total Number of patients followed at home (van) &

FORM CME-2427 (DB-97)

Page lof



{

"26. Staffing (ven  Registered Nurse ™ _‘iﬁ o tvez) ... Licensed Practical Nurse L. —_—
{list full-time equivalents} vz Social Worker - _‘_7\_ ;5_‘ {v24) .'. Dietitian T _;Z_ _5
wes)  Technicians 9. (ves). . Others I

marks: (Use this space for explanalory statements for ltems 1-25)

28. The information contained in this Application Survey and Certification Réport (Part )

is true and correct to the best of my belief. |

‘derstand that incorrect or erronecus statements may cause the Request for Approval to be denled, or facility approval to be

Jcinded, under 42 C.F.R. 4%2100 and 405.2180, respectively.

Title

£ Car e/

Signature of Authorized Official

f———ay

Date

\ . PART Il TO BE COMPLETED |

L n TR AT, Ll/ —’—F/ ©9'

BY STATE AGENCY

'8. ESRD Provider Number (if the facility has a provider number}

342387

"10. Network Number vz7) ’W:.

11, State Region (vzs) F\SC/

32. State County Code (ven) }\CE

i3. Type of Survey (vao) {check all that apply) initial Complaint . @@ " Other
4. Survey Protocol vany(check all that apply) . @  Initial Supplemental " Combination

{print)

LC&JLMA»/ /5@[0 i

ProfessionwDi'cipﬂne (print)

iy
7 7' :

6. Date of Survey

_ /0y

B response, including the time to review instructions, search existing data resources,

sllection. It you have any comments concerning the acecuracy of the time estimate(s) o

500 Security Boulevard, N2-14-26, Baltimore, Maryland 21244-1850.

14 to the Paperwork Reduction of 1995, no persons are required to respond 1o a colisction of ifor
Muor. The valid OMB control number for this information collection of 0938-0360. The time re

mation unless it displays a valid OMB control
quired to complete this information coflection is 2.25 hours
gather the dafa needed, and complete and review the information

r suggestions for improving this form, please write to: CMS,

RM CMS.3427 (06-9T)
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Medicare.gov - Dialysis Facility Compare - Compare Quality Measures

o Patient survival lets you know if the patients

treated at a certain dialysis facility generally live

longer, as long, or not as long as expected.

Page 4 of 4

than expected due to a variety of reasons,
For example, a facility may specialize in
treating patients who are vety iff and who
may not live long; it does not always mean
they are not providing good care.

Patient Survival for January 2006 to December 2009*

Better Than Worse Than
Expected®* As Expected Expected®*
Survival Categories
for the 4961 facilities
with available data in 437 3969 555
us
Survival Categories
for the 1589 facilities
with available data in 1 130 18
North Carolina
GOLDSBORO v
DIALYSIS

*The most recent data available, If a facility was not open during this period, information will not be available on this Website. (Contact the

facility for the most current information).

**Statistically better or worse than the "As Expected" survival category. For more detail about this information, please view the Patient

Survival Frequently Asked Questions,

Many things can affect how long a patient lives, For more detail about this information, please look at the Glossary
and Patient Survival Frequently Asked Questions.

Page Last Updated: February 16, 2011

Return To Previous Page

http://www.medicare.gov/Dialysis/include/DataSection/Quality/CompareMeasures,asp?d...

10/31/2011




Medicare.gov - Dialysis Facility Compare - Compare Quality Measures Page 3 of 4

Percentage of Medicare patients who had enough wastes remaoved from their blood during dialysis (Dialysis
Adequacy) in 2009 )

Why is Dialysis Agﬁggacy Important to What Does This Graph Show?

o Patients with kidney failure need to have wastes
removed from their blood often. Too much waste
in your blood makes you sick. Dialysis Is used to

‘ e This graph shows the percentage of patients

remove wastes from your blood. at each facility who had enough wastes

o Itis important for a facility to remove enough removed from their blood during dialysis, or
wastes from your blood during dialysis to help who had a URR of 65 or more !
you fesl better. '

o A number known as the urea reduction ratio ® ;1%?:' rfé);;%;} at:gzsurgeégggzt é\:%igatients
(URR) measures how much urea is removed )
during dialysis. e On the graphs, longer bars are better.

¢ The URR is a way to measure dialysis
adequacy. Your URR should be 65 or greater.

Percentage of Medicare patients who had enough wastes removed from their blood during dialysis (Dialysis
Adequacy) in 2009

0% 20% 40% BO% 80R% 100%

For more information, please look at the Glossary and Adequacy Qusstions and Answers.

Patient Survival for January 2006 to December 2009*

Why is Patient Survival Important to You? What Does This Table Show?
o This information is in categories called

o Generally, patients with kidney faiture don't live Better than Expected (live longer than
as long as patients with normal kidneys. expected), As Expected, or Worse than

* Many factors affect how long a dialysis patient Expected (don't live as long as expected).
lives. Some of these factors are under the control o This Information lets you compare patient
of the patient (like not skipping treatments), and survival at the facilities you selected. Use
some of these factors are under the control of the this information when you talk to your doctor
facility (like making sure patients get all the or dialysis facility staff.
treatments the doctor prescribes). o Patient survival at a facility can be worse

http://www.medicare.gov/Dialysis/include/DataSection/Quality/CompareMeasures.asp?d... 10/31/2011




Medicare.gov - Dialysis Facility Compare - Compare Quality Measures

- Why is Anemia Important to You?

What Do These Graphs Show?

Page 2 of 4

e Most patients with kidney fallure have
aneria (a low red blood cell count), If
you have anemia, you may feel tired or
weak. It is important for the facility staff to
keep your anemia under contral so you
feel better.

e A hemoglobin is a blood test that
measures anemia. If you are on a drug
for anemia like Epogen®, the dialysis
facility staff should keep your hemoglobin
between 10,0 g/dL and 12.0 g/dL.

e The first graph shows the percent of patients at each
facility whose hemoglobin was less than 10.0 g/dL.,
The second graph shows the percent of patients at
each facility whose hemoglobin was greater than
12.0 g/dl.. Both these graphs show patients whose

anemia wasn't controlied,

o Higher percents for each measure mean that the
facility had more patients whose anemia wasn’t
controfled. On the graphs, shorter bars are better,

Graph 1 of 2: Percent of Medicare patients who have an average hemoglobin value less than 10.0 g/dL.,

ST

For more detail about this information, please look at the Glossary and Anemia Frequently Asked Questions.

20% 40%% B0% 80%

100%

20% 40% 50% - 80%

100%

http://www.medicare.gov/Dialysis/include/ DataSection/Quality/CompareMeasuresA.asp‘?d... 10/31/2011




Medicare.gov - Dialysis Facility Compare - Compare Quality Measures Page 1 of 4
| Ex it K

Return To Previous Page

Dialysis Facility Compare
Compare Quality Measures

Quality Measure Results for the selected dialysis facilities within Goldsboro, North Carolina

If your search results show facilities in more than one state, the contact information and the quality measure state .
averages in the charts and graphs are for the state where the city or ZIP code you entered Is located.

State sponsored insurance may not always allow you to choose a dialysis facility outside your state of residence.
Please contact the dialysis facility directly if you have questions.

The quality measures are shown in the form of graphs. The displays include National and State averages for each
quality measure, To view the graphs for each quality measure, click on one of the links below or show all quality
measures by clicking "Show All." Before you look at the Quality Measures for the facilities you selected, please read
the following information carefully.

What are quality measures?

The quality measures on this website are one way to tell how well facilities care for their patients. You can check on

the care given at certain dialysis facilities by comparing their quality measures. The three quality measures on this site
are:

¢ Anemia - how many patients at a facility whose anemia (low red blood cell count) wasn't controlled
(hemoglobin less than 10.0 g/dL or hemoglobin greater than 12.0 g/dL),

e Hemodialysis Adequacy - how many patients at a facility get their blood cleaned enough during dialysis
treatments (URR 65% or greater).

o Patient Survival - if the patients treated at a facility generally live longer than, as long, or not as long as
expected.

Why should you look at quality measures?

Dialysis facilities can vary in how well they care for their patients. The three measures listed above help you to know
that you are getting good dialysis care. After you look at the quality measures, you can click on the Resources Tab to
find out more about good dialysis care.

The care that facilities provide can affect how you feel overall, and how long you survive. Looking at quality measures
carn:

= help you understand which facilities are providing good care.
e give you information about dialysis facilities to discuss with dlalysis staff and your doctor.
o help staff improve how well they care for you and others.

Tips: You can print the quality measures. Feel free to take them with you and ask your doctor or dialysis staff
about them.

Read alf the information provided with the quality measure carefully. Some facilities may have higher or lower
scores because of the types of patients they serve.

Percentage of Medicare patients whose anemia wasn't controlled in 2009, (Wasn't controlled means a
hemoglobin less than 10.0 g/dl. or a hemoglobin greater than 12.0 g/dL.)

http://www.medicare.gov/Dialysis/include/DataSection/Quality/CompareMeasures.asp?d...  10/31/2011




