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F 000 INITIAL COMMENTS F 000
The standard Medicare/Medicaid recertification
and complaint survey started on 03/22/21 and
concluded 03/25/21.
F 698 Dialysis F 698 4/29/21
SS=D CFR(s): 483.25(l)
§483.25(1) Dialysis.
The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.
This REQUIREMENT is not met as evidenced
by:
Based on record review, review of facility policy, 1.) On 3/23/21 Resident #56 AV fistula
and staff interview, the facility failed to provide was and will be assessed and monitored
care and services for the provision of for thrill and bruit daily. Arm (with fistula
hemodialysis consistent with professional present) assessment was (3/23/21) and
standards of practice for 1 of 1 sampled resident will be completed daily and include CMS
(Resident #56) receiving hemodialysis. Failure to of the limb distal to the fistula specifically
assess and monitor the resident's Arterio-venous checking for mottling, coolness and
(AV) fistula daily may result in bleeding, loss of decreased sensation or tingling. Fistula
access site, or other complications. site is being monitored for pain, redness,
drainage, excessive warmth and swelling.
Findings include:
2.) All residents that are receiving
Review of the facility policy titled "Hemodialysis dialysis have the potential to be affected.
Access Sites" occurred on 03/24/21. This policy, 3.) All licensed nurses have received
revised September 2019, stated, ". . . AV fistula training on facility hemodialysis access
should be monitored for thrill [feel the vibration] sites policy 4/14/2021.
and bruit [hear the swishing] daily . . . Arm (with 4.) The DON and or designee will be
the fistula present) assessment should include responsible to monitor compliance with
CMS [circulation, motion, and sensation] of the the hemodialysis access sites policy. QA
limb distal to the fistula specifically checking for monitoring was implemented on
mottling, coolness, and decreased sensation or 4/14/2021. The DON or designee will
tingling. Fistula site should be monitored for pain, monitor daily for a month, weekly for 3
redness, drainage, excessive warmth, or swelling months, and quarterly audits per QA
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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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" committee recommendations. Results will
be immediately reported to the Executive

Review of Resident #56's medical record Director. If concerns are identified
occurred on all days of survey. Diagnoses immediate corrective action will be
included end stage renal disease. Record review implemented. The DON or designee will
identified Resident #56 received dialysis three submit a report of the monitoring results
days per week via a left AV fistula. Resident to the QA committee at each scheduled
#56's medical record failed to show staff meeting.

monitored the resident's AV fistula daily. 5.) Date of Correction: April 29th, 2021.

During an interview on the morning of 03/24/21
an administrative nurse (#2) confirmed staff failed
to monitor and assess Resident #56's AV fistula
daily.
F9999 FINAL OBSERVATIONS F9999

Based on record review, staff interview, and
resident and family interview, the complaint
issues investigated in conjunction with the
standard Medicare/Medicaid survey were not
substantiated.
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