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Based on interview and record review, the facility failed to ensure the licensed nurses (LN) had specific 
competencies and training related to Central Venous Catheter site (CVC- a soft plastic tube inserted into a 
vein to provide vascular access for hemodialysis [a treatment that filters waste and excess fluid from the 
blood of people whose kidneys were not functioning properly] for 5 of 7 licensed nurses (LN). 

This failure had the potential to result in inaccurate assessment and delayed care and treatment of a resident 
with a CVC line. 

Findings: 

Resident 1 was admitted to the facility on [DATE] with diagnoses which included End Stage Renal Disease 
(ESRD- kidney failure) per the Admission Record. 

On 8/22/24 at 4:30 P.M., an interview was conducted with LN 3. LN 3 stated that to assess the CVC site, 
LNs had to examine the site and document the signs and symptoms of infection and the condition of the 
dressing. LN 3 further stated there would be no bruit [a whooshing sound] that happens when the blood flows 
to the body and trill [vibration over the blood vessel]. LN 3 stated the bruit and trill would be heard and felt for 
residents with AVF (arteriovascular fistula- a surgical connection between an artery and a vein). 

A review of Resident 1's Dialysis Communication Form was conducted. Under the Dialysis Center 
Information section, dated 7/24/24 through 8/7/24, Resident 1 had a CVC line in the left chest that the 
dialysis center used during dialysis treatment. 

On 7/24/24, 7/29/24, and 8/3/24, under the post-dialysis information [assessment performed by the facility], 
LN 1 documented the presence of bruit and trill. 

On 7/26/24, under the post-dialysis information section, LN 6 documented the catheter was patent (no 
obstruction), and bruit and trill were present. LN 6 was a licensed vocational nurse (LVN).

On 7/31/24, under the post-dialysis information section, LN 4 documented the presence of bruit and trill. 
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On 8/5/24, under the post-dialysis information section, LN 6 documented the presence of bruit and trill. 

On 8/7/24, under the post-dialysis information section, LN 5 documented the presence of bruit and trill. 

On 8/22/24 at 3:16 P.M., an interview was conducted with LN 1. LN 1 stated she had cared for Resident 1 
and did not have proper training for CVC for hemodialysis. 

On 8/22/24 at 4 P.M., an interview was conducted with LN 2. LN 2 stated there was no formal training about 
the CVC for hemodialysis. Per LN 2, It was verbal instructions during endorsement (report). 

On 8/28/24 at 4:30 P.M., an interview was conducted with LN 4. LN 4 stated he did not have formal training 
for CVC for hemodialysis. 

On 8/29/24 at 12:30 P.M., an interview was conducted with LN 5. LN 5 stated he had formal training in CVC 
assessment. However, on 8/7/24, many things were happening, and human error occurred. LN 5 further 
stated he documented check marks on the bruit and trill (dialysis communication form) without assessing the 
site, and should not have. 

On 8/29/24 at 1:15 P.M., an interview was conducted with LN 6. LN 6 stated she watched many videos upon 
hire and could not recall if one was about CVC assessment and care. LN 6 stated she should not have 
documented that the catheter was patent because it was beyond her scope (as a LVN) to check the CVC 
line's patency, and she was not allowed to touch the CVC. LN 6 further stated she assumed the line was 
patent because Resident 1 returned from hemodialysis. 

On 9/3/24 at 4:40 P.M., an interview was conducted with the Director of Nursing (DON). The DON 
acknowledged the LNs should have competencies and training (for CVC), and stated assessment for the 
CVC site should have been monitored for bleeding, signs and symptoms of infection, and if the dressing was 
intact. 

The facility could not provide a policy and procedure for CVC care, training, and skills checks for the CVC 
line.
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