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

Level of Harm - Minimal harm 31719
or potential for actual harm
Based on observation, interview and record review, the facility failed to ensure 1 of 1 residents who required
Residents Affected - Few dialysis, received assessment/monitoring for complications prior to and/or after their dialysis treatments,
according to the facility policy and the resident's plan of care. (Resident D)

Finding includes:

On 9/4/24 at 11:04 A.M., a review of the clinical record for Resident D was conducted. The resident's
diagnoses included, but were not limited to; End Stage Renal Disease requiring dialysis and diabetic

A Care Plan, undated, indicated the resident required hemodialysis, at the Dialysis Center, on Tuesdays,
Thursdays and Saturdays related to renal failure. The interventions included, but were not limited to: leave
for dialysis at 8:00 A.M., first shift to obtain a weight, vitals signs and record in dialysis binder, upon return
obtain post weight and vital signs, resident to take dialysis binder to dialysis center, monitor labs, monitor for
peripheral edema, monitor/document any sign/symptoms of infection to access site (fistula).

Review of the August Medication Administration Record (MAR and the August Treatment Administration
Record (TAR) did not have documentation indicating the fistula was being observed and/or assessed for
complications.

The Dialysis Communication Forms, located in the dialysis binder, starting on Thursday 8/22/24 and
continuing on 8/24/24, 8/27/24, 8/29/24 and 8/31/24 had pre-dialysis vital signs documented, but no post
dialysis assessment had been completed by the facility nurse and documented. There was a place for the
dialysis center to provide communication to the facility and was the dialysis center had completed the section
on 8/27/24, 8/29/24 and 9/3/24.

During an observation/interview, on 9/4/24 at 1:30 P.M., Resident D was observed in the hallway, sitting in a
wheelchair with a visitor. The resident indicated she was being transferred to the dialysis center on her
dialysis days and had not missed receiving her dialysis treatments. She indicated staff really did not ever
look at her fistula-access site when she returned from dialysis treatments.
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F 0698 During an interview, on 9/6/24 at 11:35 A.M., the Director of Nursing (DON) indicated the facility failed to
ensure a post dialysis assessment was completed by the facility nurse once the resident returned from her
Level of Harm - Minimal harm or dialysis treatments. He indicated the facility nurses should have been assessing the fistula every shift and
potential for actual harm especially after a treatment to ensure no post bleeding from access site (fistula) occurred.

Residents Affected - Few On 9/4/24 at 12:04 P.M., the DON provided a policy titled, Dialysis Care Guidelines, dated 9/9/14, and
indicated the policy was the one currently used by the facility. The policy indicated .Residents ordered
dialysis therapy will be monitored and documentation will be maintained in the medical record. All residents
receiving dialysis will be assessed before and after dialysis treatment and for compliance with their
individualized plan of care. All residents receiving dialysis treatment will have their access site assessed
every shift .2. For Peripheral access, AV [Arteriovenous] Graft or AV [Arteriovenous] Fistula: Check bruit and
thrill .4. All access sites are to be assessed for signs of infection

This citation relates to Complaint IN00442414.
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