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F 0698 Provide safe, appropriate dialysis care/services for a resident who requires such services.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43453
or potential for actual harm
Based on interview and record review, the facility failed to ensure Hemodialysis (HD) care was provided per
Residents Affected - Few physician orders for one (Residents #1) of six residents receiving dialysis.

Findings included:

Resident #1 was admitted to the facility on [DATE] and discharged on [DATE] with diagnoses to include End
Stage Renal Disease (ESRD) and Dependence on renal dialysis.

Review of the facility's grievance log showed on 03/11/24, a grievance was filed for Resident #1. Review of
the grievance submitted by the resident's family member showed Resident missed dialysis on 03/09/24 and
was late on 03/07/24 due to transportation.

Review of physician orders for Resident #1 dated 03/06/24 showed the resident did not have orders for
hemodialysis.

Review of physician orders for Resident #1 dated 04/02/24 showed the resident is to have Dialysis on days:
Tuesday, Thursday, Saturday at [name and location of Dialysis center] Chair time: 6 AM Catheter site: Right
and Left Upper Arms Dialysis Transport:[name of transportation company], Name/Phone Number of the
doctor and bag meal/snack to go with resident name. Document Vital signs upon resident returning from
dialysis. Dialysis AV (Arteriovenous) Shunt - Monitor every shift for signs and symptoms of bleeding.
Location of shunt Right and Left upper Arm. every shift for Preventative Measure Notify MD if bleeding
occurs. Dialysis Catheter Site Right and Left upper arms. Monitor every shift for signs and symptoms of
bleeding. every shift for Prevention Notify MD of bleeding. Epogen to be given at Dialysis center during
Dialysis.

Review of care plan for Resident #1 dated 03/07/24 showed, CANCELED: HEMODIALYSIS: The resident
has renal failure and is on Hemodialysis. Resident to have Dialysis on days: Tues, Thurs, Sat. Interventions
included Resident to have Dialysis on days: Tues, Thurs, Sat at [name of dialysis center and the
transportation company]. Dialysis Catheter Site- Observe for Signs and Symptoms of Bleeding. Observe for
Bleeding; for gross bleeding at access consider calling 911. Diet as ordered. Protect shunt site from injury:
No constriction or BP to affected limb. Observe for change in appearance/unusual bleeding at site. Observe
signs and symptoms of infection and injury at access site. Redness, pain, drainage, loss of feeling in
extremity, edema, ischemic skin changes. Encourage resident to go for the scheduled dialysis appointments.
Encourage rest as needed and participation in preferred activities. Allergies No Known Allergies.
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F 0698 Review of the Medical Certification for Medicaid Long-Term Care Services and Patient Transfer Form (Form
5000-3008) dated 03/06/24, showed Resident #1 received dialysis on Tuesday, Thursday, and Saturday.
Level of Harm - Minimal harm or

potential for actual harm Review of a facility document titled, Pre-admission Screening Tool, dated 03/05/24, showed Resident #1
required HD on Tuesday, Thursday, and Saturday. The document indicated [name of dialysis facility] and the
Residents Affected - Few chair time, 6 a.m.

Review of a document titled, SBAR (Situation Background Assessment Recommendation) Communication
Form dated 03/09/24 at 10:15 a.m. showed, MD (Medical Doctor) at dialysis center requested [Resident #1]
be sent to [name of the hospital] for dialysis treatment.

Review of a facility Hospital Transfer form, dated 03/09/24 at 10:00 a.m., showed Resident sent to hospital
for dialysis treatment.

On 04/02/26 at 10.06 a.m., an interview was conducted with Staff A, Licensed Practical Nurse, (LPN). She
stated she had dialysis residents in hall 600. She stated to her knowledge her residents had not missed
dialysis. She said, But, there was a resident on the other side, earlier in March, she missed two dialysis
appointments because of transportation. She ended up being hospitalized . | heard the transport bus broke
or something. She was not assigned to me directly. Staff A stated she made sure the Certified Nurses
Assistants (CNAs) got the residents up on time. She stated they did not want them to miss their chair time.
She stated the nurses completed documentation before and after dialysis.

On 04/02/26 at 10:12 a.m., an interview was conducted with Staff B, Registered Nurse (RN)/ Unit Manager.
She stated she had a dialysis resident in hall 300. She stated there were times residents missed
appointments because of the transport company. She stated they could be unreliable. She stated Medical
Records scheduled all dialysis transportation. She stated the facility did not have an emergency plan and
they do not have a vehicle. She said, The plan is to reschedule the appointment for the next day or get
orders to send the resident to the hospital. She stated each resident had a dialysis communication book they
brought to the center for dialysis staff to fill out. She stated their nurses fill out their portion for post dialysis
care.

On 04/02/26 at 10:20 a.m., an interview was conducted with Staff C, LPN. She stated the only issue they had
was with transportation, which would normally be set up by Medical Records. She stated the nurses filled out
the form, gave the resident their medications, and gave them a meal from the kitchen. She stated they would
try and get them in for a later chair time. She stated she made repeated calls to the transportation company
and if they could not get them in, they notified dialysis and the doctor. She stated she was not aware of any
residents missing dialysis recently.

(continued on next page)
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F 0698

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

An interview was conducted with the Director of Nursing (DON) on 04/02/26 at 11:18 a.m. She stated
Resident #1 was admitted to the facility on [DATE] and had dialysis set up. She said, It was set up for
Tuesday, Thursday and Saturday, chair time at 6 a.m. She stated the hospital typically sets up the first
appointment, but in this case they did not. When she was admitted she was not able to get in for the 6 a.m.
chair time which was scheduled for the following day. We called and rescheduled. She went in at 8:30 a.m.
and had a shortened chair time. She returned at 12:30 p.m. The DON stated a shortened chair time meant
dialysis shortened her chair time and she did not know why. She said it had to do with their scheduling. The
DON stated transportation did not show up for her 6 a.m. chair time again on 03/07/24. She stated when the
nurse called, they kept saying they were on their way. The DON stated the nurse on duty called the doctor,
and eventually around 10 a.m. he ordered her to be transferred to the hospital. The DON stated their
protocol if a resident missed an appointment was to call the dialysis center and set up a later chair time. The
DON stated the facility had no vehicle available. They could not transport her. The DON stated they had
analyzed the situation and the previous NHA was supposed to file a complaint with the insurance company. |
don't know if it was filed. We notified the daughter of the appointments. The DON stated no other residents
had missed dialysis.

On 04/02/26 at 12:09 p.m., the DON stated they had reviewed the incident which happened on a weekend.
She stated Medical Records did not work weekends. She stated the weekend supervisor should have
confirmed the chair time and transportation. The DON said, to my knowledge, | don't know if anyone called to
confirm the appointments prior to her admission or upon admission. The DON stated there was no evidence
it was confirmed because it was not documented.

On 04/02/26 at 12:38 p.m. an interview was conducted with the Nursing Home Administrator (NHA) and the
DON. The NHA stated she had just become aware of Resident #1 missing dialysis appointments. She said, |
can't speak of that incident, but for the future we will make sure transportation for dialysis residents is
secured. It normally takes them time to make sure the residents are ready. The DON stated the facility had
gone through a staffing turnover. She stated they had identified they needed to put some systems in place.
She stated they had started in-services on documentation. She stated they would educate on dialysis.

On 04/02/26 at 12:12 p.m., the DON stated they had received a grievance for this patient. She stated to her
knowledge they had resolved it for this patient. She said, We have no control of the transportation company.
The DON stated they had a contingency plan. She said, We have other transportation companies that we
could call. And the facility could pay for the transport. This is our emergency plan. | don't have the answer as
to why this did not happen. The weekend supervisor dealt with that. | don't know if the nurses know of this
option. The weekend supervisor chose to call the doctor and send her out. | know the hospital is for acute
care. It is not for regular non-emergent services. | know. We will educate the nurses.

Review of dialysis communication books for March 2024 revealed the following:

There was one documented communication form dated 03/07/24. The pre- dialysis care portion was noted
blank.

The DON stated the dialysis forms should be filled out completely. She stated it was tool for the center and
the facility to communicate. She stated the vitals should be documented and the site should be assessed.
She stated they were to notify the doctor of anything out of the ordinary.
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F 0698 Review of a facility policy titled, Dialysis Management (Hemodialysis), dated October 2021, showed the
facility will coordinate care and services for hemodialysis residents. Facility will coordinate routine

Level of Harm - Minimal harm or transportation for the resident. Contractual agreement will include but not limited to, the following: Medical

potential for actual harm and non-medical emergencies, development and implementation of resident care plan, interchange of
information useful/necessary for the care of the resident. Under guidelines 1.) obtain physician orders to

Residents Affected - Few include but not limited to shunt access site-signs and symptoms to monitor such as pain, infection, or

bleeding. 4.) Daily assessment and documentation of shunt or access site for bleeding, signs and symptoms
of infection, redness/pain. Notify physician of abnormal findings. 8.) Complete the dialysis communication
tool before and after dialysis and following up on any special instructions from the dialysis center.
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