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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** Based on

or potential for actual harm observation, interview and record review it was determined the facility failed to provide transportation for
dialysis treatments for 1 of 3 sampled residents (#1) reviewed for dialysis care. This placed residents at risk

Residents Affected - Few for not receiving their dialysis services according to their schedules. Findings include: Resident 1 was

admitted to the facility in 12/2025, with diagnosis including acute kidney failure, dependence on renal
dialysis and metabolic encephalopathy. Resident 1's Care Plan dated 11/22/25 documented the resident
received dialysis, was to be transported to dialysis center three days a week (Tuesday, Thursday and
Saturday) and would be free from complications secondary to requiring dialysis. Resident 1's Progress
Note dated 12/24/25 noted Resident 1 received a dialysis treatment at the hospital on [DATE] and did not
receive treatment on 12/25/25. There was no documentation of her/his treatment on 12/27/25. In an
interview on 2/19/26 at 12:22 PM, Staff 11 (Receptionist) stated she or nursing staff will assist with dialysis
transportation planning. Staff 11 stated she was unable to set up Resident 1's dialysis transportation over
the holiday in December. In an interview on 2/20/26 at 3:11 PM, Witness 1 (Family Member) stated she
received a call from the dialysis center on 12/29/25 which inquired why Resident 1 was not at dialysis.
Witness 1 stated she went to the facility and requested staff send Resident 1 to the ER for dialysis. Witness
1 stated dialysis was completed on 12/29/25. Witness 1 stated Resident 1 was very sick and had not
admitted to the facility in that state. In an interview on 2/24/26 at 11:25 AM, Staff 29 (LPN) stated evening
shift staff informed her Resident 1's transportation to dialysis needed to be scheduled. Staff 29 stated
Resident 1 missed her/his dialysis treatment. Staff 29 stated Resident 1 was supposed to receive dialysis
on 12/27/25 but she/he never received it. In an interview on 2/24/26 at 2:54 PM, Staff 2 (DNS)
acknowledged Resident 1 missed dialysis due to no transportation being scheduled.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction 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 facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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