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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure residents received scheduled hemodialysis (HD- a 
form of dialysis - an artificial filtration of waste products and excess fluid of the body from the blood using a 
machine with a special filter) treatment as ordered for 1 of 2 residents (Resident 1) reviewed for HD. 
Resident 1 experienced harm when they had volume overload (a condition where the body holds too much 
fluid) requiring hospitalization to intensive care unit due to missed HD treatments. This failure placed other 
residents that required HD at risk for unmet care needs, decline in medical condition and related 
complications.Findings included.Resident 1 admitted to the facility on [DATE] and readmitted on [DATE] with 
diagnoses to include end stage renal (kidney) failure and dependence on renal dialysis. In a telephone 
interview on 12/02/2025 and 11:30 AM, Collateral Contact 1 (CC1), stated the facility had not notified them 
that Resident 1 missed all scheduled HD treatment since admission. CC1 stated Resident 1 was unable to 
tolerate sitting in a wheelchair due to weakness and declining condition. CC1stated Resident 1 needed a 
closer HD center that provides a stretcher or bed during HD treatment. CC1 stated the facility did not do 
anything to accommodate Resident 1's needs and preferences to change transportation time or arrange a 
closer HD center. CC1 stated Resident 1 was admitted to intensive care unit on 11/27/2025 due to fluid 
retention from missed HD. In a telephone interview on 12/03/2025 at 2:36 PM, Resident 1 stated they 
canceled the scheduled HD while at the facility because they could not sit for five to six hours, and they 
needed a closer HD center that could provide a bed during HD treatment. Resident 1 stated they told [an 
unknown] facility nurse many times that they could not sit for more than two hours and needed to change to 
a closer HD center. Resident 1 stated the facility did not attempt to change the center or the transportation 
time. Resident 1 stated they were very upset they could not go to HD and ended up in the hospital in the 
intensive care unit. Resident 1 was still in the hospital at the time of this interview and stated they would not 
be returning to this facility. In a telephone interview on 12/02/2025 at 2:14 PM, CC2 stated Resident 1 was 
scheduled for HD on Tuesday, Thursday and Saturday every week had not attended the HD center since the 
end of October 2025. CC2 stated Resident 1 expressed they preferred a later transportation time and a 
closer dialysis center that could provide a bed during HD treatment. CC2 stated the facility never notified 
them when Resident 1 canceled or postponed their appointment and the facility never communicated with 
them about Resident 1's preferences or arrangement of a different time or location. CC2 stated they called 
the facility on 11/26/2025 and informed them that Resident 1 had not attended any HD treatment since the 
end of October [2025] and Resident 1 would lose their appointment spot. CC2 stated they had to reach out to 
the facility many times to identify where the resident was or if the resident was coming for dialysis.In an 
interview on 12/02/2025 at 2:29 PM, Staff E, Physician Assistant, stated they were not aware Resident 1 had 
not gone to any HD treatment since they readmitted to the facility until they were notified by the Social 
Worker [Staff B] on 11/27/2025. In an interview on 12/02/2025 at 3:09 PM, Staff B stated they were not 
aware that Resident 1 had missed all their HD treatment until the dialysis center called them. Staff B stated 
they were not aware of which staff member handled transportation arrangements or how to coordinate 
another HD center. Staff B further stated that they thought the HD center would find Resident 1 a closer HD 
center where a bed was provided. In an interview on 12/03/2025 at 1:17 PM, Staff D, Business Office 
Manager, stated they arranged Resident 1's HD transportation and they were not aware that Resident 1 
preferred a different transportation time and center. Staff D stated they were not aware Resident 1 preferred 
a stretcher until the HD center notified Staff B on 11/26/2025. In an interview on 12/02/2025 at 3:31 PM, Staff 
C, Unit Manager, stated they were not aware that Resident 1 canceled their HD appointment. Staff C stated 
they were not aware Resident 1 had missed all the scheduled dialysis treatment until the HD center talked 
with Staff B. A joint record review with Staff C showed no documentation to show why Resident 1 had 
canceled their HD and no documentation of risk and benefit discussed with the resident, nor was there any 
notification to the provider and resident representative about missed HD treatment. Staff C stated they could 
not find documentation to show Resident 1's condition was monitored due to missed HD. Staff C stated they 
expected the nurse to document every time a resident missed their HD treatment and to notify the provider, 
resident representative, and facility management. Staff C further stated the nurse was to document the 
monitoring of edema (swelling caused by excess fluid trapped in the body's tissues), shortness of breath, 
change of blood pressure, and blood sugar, and discuss and document the risk and benefit with the resident 
and their representative. In a phone interview on 12/03/2025 at 2:49 PM with Staff A, Administrator, stated 
they expected staff to notify the HD center and the provider when residents missed their HD treatment, and 
to discuss the risk and benefit to the residents and/or their representative. Staff A stated they expected the 
staff to provide ongoing monitoring and medical management when residents missed their HD treatment and 
to coordinate rescheduling missed appointments.Review of Resident 1's November 2025 Medication 
Administration Record, showed Resident 1 had dialysis every Tuesday, Thursday and Saturday since 
11/04/2025. Nurse documented 9 (refer to progress notes) on 11/04/2025, 11/08/2025, 11/11/2025 and 
11/27/2025. Review of the progress notes on the above identified dates showed no documentation that HD 
was provided. Review of Resident 1's care plan revised on 11/10/2025, showed a focus care area of HD but 
there were no interventions regarding Resident 1's preferences on schedule and location, coordination 
between facility and HD center, and follow-up for missed HD treatment. In an interview on 12/02/2025 at 3:31 
PM, Staff C stated there was no focus area for missing HD treatment in the care plan. Review of Resident 
1's progress notes on 11/22/2025 at 3:23 PM, documented the resident missed HD treatment and was 
rescheduled for 11/24/2025. There was no documentation about arrangements being made or whether the 
resident had attended that session. Review of a progress note dated 11/11/2025 at 10:13 AM, documented 
that Resident 1 refused HD treatment. There was no documentation whether the HD center, resident or their 
representative or provider were notified, or if treatment was rescheduled. Further review of the progress 
notes from 11/01/2025 to 11/26/2025, showed no documentation about Resident 1's preferences on time or 
location, reasons for missed HD appointments, whether notifications were made to HD center, provider, the 
residents and their representative, and/or obtain ongoing monitoring and medical management for changes 
and any complications occurred for the resident. There was no documentation about what risks and benefits 
explained to the resident. Review of a hospital emergency room record dated 11/27/2025 at 11:40 PM, 
documented Resident 1 was lethargic (decreased consciousness), short of breath, and had low blood 
pressure and that Resident 1 had imminent deterioration and life-threatening condition, which required them 
to be admitted to intensive care unit for immediate medical intervention. Review of hospital physician's notes 
dated 11/28/2025 at 2:31 AM, documented that Resident 1's primary medical problems were volume 
overload likely due to missed HD. Review of a hospital physicians record dated 11/28/2025 at 2:51 PM, 
documented that Resident 1 had heart failure (the heart can't pump enough blood to meet the body's needs) 
likely due to missing HD. Reference WAC 388-97-1900 (1)
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