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V000 | INITIAL COMMENTS V000 Members of the facility Governing Body
(GB) discussed and formulated Plan of
; Correction for the Conditions required for
l1:;he 1'<:llo'.vmg¢.r r?’ﬂabc? the aﬁ?’d‘li?]gs of krge it partcipation in the Medicare program
,,,ﬁ':%ﬁi, ublc e g & Lomp=in that were not met during Department of
ganan. l Public Health complaint investigation
Complgint Intake Number: CAD0223405 visit completed on June 2, 2010. The
[ | following Conditions were not met:
' The Inspection wras imited to the specific 409.80  Patient ?S“Sgﬂc“‘a 43341-28
¢omplaint investigated and does not represent the Patient Plan o :dr?éal g
findings of a full Inspection of the facility, i{;:pfsngnbmgis of the M on;;z i(:;
, vemnance.
Representing the Depariment of Public Haalth: corﬁipi}i:.nce to ﬂ:;.‘ (l;lap ofthCorrr::lt]i:t::li;
wi reviewed during the
’ Sir Lin Chang, RN, HFEN Quality  Improvement  Facility
V483 ﬁg%b)m PR-INFORMED-D/C & TRANSP&P | V488 Mal;agenécnt Mecﬁggd and :;mng hg;z
facility Governing Body meetings
no less than monthly for three month,,
The patient has the tight fo~ | and if compliance reported, at least
‘ annually thereafier. The Facility
(1) B¢ Informed of the facility's policies for Administrator representing the GB will I
transfer, rautine or involuntary digcharge, and be  responsible  for  ensurng
discontinuation of services to patients; | implementation and ongoing compliance
| | | with this Plan of Correction. ]
This STANDARD ié not met as evidenced by~ | | !
Based on interviaw and record raview, the faclity |
fed 1 i i i
ff:ﬁ%f: ﬁﬁgﬁmﬁmﬁmg g:: ' V468 The GB represented by the chief  og/25/10
dacontinuation of gervices for him. . executive officer of the facility will and on-
I ’ ensure and enforee the implementation | going
Findings: ' of policies and procedurcs for
involuntary discharge. The facility and
On April 9, 2010, @n unannounced investigation the ESRD Nc.twork 18 written
i wiot Mardiaciviatent I P trrrsgrs ot
nvoluntaniy ed fram . guidelines will be const
implementcd when patients considered
] On April 8, 2010, a review of the patient summary  at risk for involuntary discharge. |
of information sheat disclosad Patient A was X !
[ | admitted t the facifly for hemodialysison March | ! |
| n
\‘..ABORATDRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTMWE% N TME O DATE
\ / wne 254,

other safeguards provide sufficiant protection 19 the patiants, (S
foliowing the date of survey whether or not & plad of semeetion isProvided, or nursing homes, the abave findings ana plans of earrection are disciosable 14
days foliowing the date thase documents are mada available to the facilly, If deficiencies ars %wd, an approved plan o correction & requisle by continyed

orogram paticipation.

Asy deficiency statement ending with an asterisk () denctes 2 dafigdney which the institfei
uctions.) Excap!

be eeruged from comseting providing & is determined that
rRing homes, the fadings stated 2bove ars disclosabls 30 days
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V 468 | Continusd From page 1 V468 ¢ Members of the Interdisciplinary Team

* The facility's policy/procedure further stipulated if
,  patienta behavior in the faciiity was threatening,
elftver verbally or physically, the facllity would

17, 2009 with diagnosis of end stags renal
disease.

Areview of a letter issued to Patiant A, dated
January 8, 2010, from tha faciiity, revealed the
patient would be involuntarily discharged, based
 upan the following dlsruptive behavior: |

. 1. Being disrespectiul fo staff
2 Refusing to follow treatment orders.
3. Demanding immediate reaponse without
regard {0 other's nesds,
4. Verbally loud in the presence of other patients.
5. Constantly threetening facility ataif (verbally).
8. Harassing facility staff with threals of lawsults
while they are trying fo

care for him.

L According 1o the facility's policies and procedures
(101-08), if a patient’s behavior was disruptive to
the faclity, but was non-thneataning, a
comprehensive patient azsessment weukd be
compieted by the DT {interdisciplinary Team) in
order 10 identify any potential action or plan of
corraction required. Al completian of the
assessment, a patient care conference (PCC) s
requirad, The IDT shoukd meet with the patient in
& conferance setfing. If the patient's bshavier
eonfinues o be disruptive to the fachlity, butls -
non-threaiening fo others, the patient should
receive a "Flrst Lafter of Concern.”

immediately natify the Madical Director, the
patient's physician, the Regional Operations
Director (ROD), the ESRD Netwerk and the Risk

Specialist In collaboration with the ESRD J

(IDT) were reeducated by the Facility
Administrator on the facility policy |
1-01-08 Patient Behavior Agreement,
30 Day Discharge, Involuntary
Discharge or Involuntary Transfer, and
on the ESRD Network 18 Gencral
Guidelines For The Involuntary
‘ Discharge Process. With the emphasis
. on collaboration with BSRD Network
18, inviting patient/patient
representative to the Intordisciplinary
Team Plan of Care meeting, develop
action plan that could prevent the
involuntary discharge and provide the
patient with a “First Letter of Concern”
before 30 day discharge notice is
sorved.

Compliance will be monitored daily by
the Facility Administrator and/or Social
Worker on the case by case basis and
documented and reported to the
Interdisciplinary Team during monthly
Quality Improvement Facility
Management Meeting.

r ———— ot -
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V468 | Continued From page 2 v 468i
w

make a datermination of whether the patisnt
ghould be Immedlately discharged from the fecility!
dye to the nalure of the threetaning behavior o
placed on A “Bahavior Agreement.” This !
colizboration with the ESRD Network wouki then |
be documented in the medical recard, [f twas
cetermined thet a Behavior Agreement was l
appropnate, tne Bahavior Agreement weuld te
drafted. APCC would then be scheduled with the
aetient and 1DT {0 discuss the Behavior
Agreement The Behavior Agreement will also b2
mafed {o patient via certifiad mai, retum receipt
requested. There was no docurnentation that the
above-mentioned policy/procedure was ]
implemensd for Patlent A,

In an intarview with Employss 1 on April 8, 2010
at 2:35 p.m., 8ha revealed there was no 10T
meeting to assass the patient with an intant fo
identify any potential action or plan that sould
prevent the need {p discharge the patient
involuntarily prier fo giving 2 30 day discharge
nofice to Patient A on January 6, 2010, During 3
l telephone intervew with Employse 1 en April 16,
12010 at 10:20 a.m., she disclosed the facity

|
|
|
|
1
|
|

i
never pravided Patient A with a "First Latier of l
Concarn' or a "Behavior Agreement," prior to
serving a 30 day nefice of Involuntary discharge |
on January 8, 2010. .
V 500 454,50 CFC-PATIENT ASSESSMENT { v 500‘ V 500 Social Worker, Dictitianand all | ger25/10
‘ Registered Nurscs were re-inserviced | 114 on
1 l on “Unstablc” patient criteria by the going
' . , , Facility Administrator. All teammates
This CONDITION 75 not met &s evidenced by. ; | attending the in-service verbalized
gased on Lntemews and record raview, itwas | | understandin  that it is essential that
r el mne that the faciltty did nat meet the { any patient considered at risk for
! Conditions of Participation (COP) for patient ‘ iavoluntary discharge or transfer must
] assessment by falling to: j J n H
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\ DEFICIENCY)
V 500 Continued From page 3 1) 500[ be considered unstable and that patient ]

V 501

1. Ensure the interdisciplinary team (IDT) wes
regponsible for providing Patisnt A with an
individvalized and comprehensive assegsment of
his needs. (Refer to VA01) |

2 Ensure Patiant A's paysiiosocial needs was
i evaluated by a social worker. (Refer o V810)
494,80 PA-DT MEMBERS/RESPONSIBILITIES |

: |

| The faciity's interdisciplinary team consista o, at |
a mintmum, the petient or the patient's dasignee

(if the patiznt chooses), a registarad nurse, a
physician treating the patient for ESRD, a sogial [

worker, and a dietfilan, The interdiecipiinary {eem
is responsible for providing @ach patient with an |

individualized and comprahensive assassment of

his or her needs, The comprehensive

assessment must be used to develop the

patient’s treatment pian and expactations for [

care.

| |

This STANDARD is not met as evidencad by:
Based on Interviews and review of the palicy, the |
facility falled to ensure tte interdisclplinary team
(IDT) was responsible for providing Patient A with
an individuelized and comprehenisive sssegement
of his neads,

|

—

Findings:

On April 8, 2010, & review of the facility's pelicies
and procadures for involuntary discharge
disciosed the patient was automatically |
designated as "unstable® and therefors, per

policy, required an assessment, Also, per fecility
policy, the IDT must agaass the pafient with an

at risk for involuntary discharge must be
reassessed monthly by Social Waorker,
Registcred Nurse and the Dictitian.
Further it is essential to include
corrective/preventative measures, Ifall
efforts to resolve the problem have
failed, and if the behavioral issues and
interventions have been properly
documented, the Medical Director and
attending Nephrologist will give an
order for initiation of the involuntary

| discharge of the patient.

| Compliance will be monitorced daily by
| the Facility Administrator and/or Social
Worker on the case by case basis and

V604

I documented and reported to the
Interdisciplinary Team during monthly
{ Quality Improvement Facility
Management Meeting,

Person Responsible: Facility
Administrator

V 501 Social Worker, Dietitian and all
Registercd Nurses were re-inserviced on

' “Unstable” patient criteria by the
Facility Administrator. All clinical
teammates verbalized understanding
that it is essential that any patient with
inadequate dialysis treatment trend will
be considered unstable and treatment

. course will be discussed with the

‘ treating physician as soon as possible,
but no Jater than during the monthly

] Plan of Care meeting. Further all
teammates understand that patients

i considered at risk for involuntary

' discharge or transfer must be considered

J unstable and that patient at risk for

|

06/25/10
and on-

[ going

|

1

Event I£r 174611
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(X4 I SUMMARY STATEMENT OF DEMICIENCIES T D FROVIOER'S PLAN OF CORRECTION l )
PREX (EACH DEFICIENGY MUST BEPRECEDEDBYFLLL | PREFX (BACH CORRECTIVE ACTION SHOULD BE | GomPLETION
TAG REGULATORY OR LSC DENTIFYING INFORMATION) LOTAG cans-umeg%g cTL-f}EA“PROFRIAT! P AE
V 501 | Continued From page 4 . V501 involuntary discharge must bew )
an 1 el any et cton o p tht ;ﬂ:;:;ﬁ monfhly by Social Worke,
ﬁ,”: pagrﬂ?mmmy_ ree ar o Further it is cssential to include
corrective/preventative measures. If all
In an Interview wih Employes 2 on Aprl9.2010 | efforts 10 resolve the problem have
I at 9:30 a.m,, sha revealed she had nof been | failed, and if the behavioral issues and
involvad in the %mewW bodg or IDT meetings, idmervent:;ndf tt;‘sw;:(I l:;in Etgy;rgor o
.where Patient A's disruptive behavior and ocurmen e cal Dy
involuntary discharge wgre discussad. According attending Nephrologist will give an
to Employge 2, she was not asked for any input order for initiation of the involuntary
fegarding Patient A's involuntary discharge from discharge of the paticnt.
the facilty. Compliance will be monitored daily by
During @ taiephone interview with Physician 2 on the Facility Administrator and/or Social
Eovloyes it comlined o pesen oo g o
mployee 3 had comptaln jent A's c X .
freatment non compllance on several oceasione | Interdisciplinary Team during monthly
mm remg& bicod flow, a;gn saiing rinee). Siualuy lmp:ogiem?t Facility 1
ng to ician 2, the patient had a anagement Mesting. i
"personaliy conféct' with Empioyee 3 and thers | | Person Rosponsible: Facility |
were ng "quality of eare” issues. Physicien 2 ‘ i Administrator
stated he was neither invoived In 10T mestings l l
for Patient A, nor haet Employee 2 confacted him | '
10 assess the patients behavior issues and l
involuntery discharge. Acording to Physielan 2, | |
| “Both Employee 1.and Physician 1 called me to ' !
write 2 discharge onder for the patient. It was not !
my declsion fo discharge the patient f i
The patient's electronic "post treatment” record | |
and the "8 month cumdative™ report were ]
reviewad on May 25, 2010 to determin the |
adaquacy of the hemodialysis restments being |
rendered. According to the above-mentionad | '
documents, Patient A's "KWV {measurement of
hemodialysis dequacy)’ declined from 1.30 in I
November 2009 t0 0.91 in December 2003, |
There waa no decumentation that the IDT had :
| provided a comprehensive gssessment of the ‘
1 J 1 |
SORM CMS-2567(014-59) Pravious Versions Obeciste Evert ID:TeRA Faciity 10 CAS30000A0H If cansnuation sheet Page 3 of 19
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(X4) 10 SUMMARY STATENENT OF DEFICINCIES oD PROVIDER'S PLAN OF CORRECTION o
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V 501 | Gontinued From page 5 | vsot f
decline of hemodialysis adequacy for the patient.
V §10 | 424.80(2)(7) PA-MSW-PSYCHOSOCIAL NEEDS V510 t V 510 Social Worker (SW) has beenre
in-serviced on the role of the 06/25/10
The patiant's comprehensive assessment must ' Interdisciplinary Team (IDT) by the lead | anc_l on-
includs, but is not imited to, the following: LCSW. SW will participate in the IDT | goIng
: . . meetings and document goals and
(7) Evatuation of psychosocial neads by & social i treatment plans as appropriate.
worker. Supervising Licensed Clinical Socia}
Worker (LCSW) created a system to track
quarterly SW notes. FA to review list for
compliance on monthly basis and 1
ca.
This STANDARD is not met as evidenced by: g?;ﬁ?g;ﬁ?::ﬁ?&ﬁng
Based on interview with staff and record review, Im ¢ Facility M t
: yprovement Facility Managemen
the faclity falled to ensure Patlent As Meeting, Non - compliance will leadto |
Wﬂiggsoc' Bl needs w3 evaluatod by xsocial | immcdiate disciplinary action by the
Worker: Facility Administrator.
Findings: Person Responsible: Facility
' Administrator
On April 9, 2040, 2 review of the antire clinica)
record for Patient A and the governing kody |
minutes, disclosed there was a goveming body |
meeting held on January 6, 2010 batween 6 pm,
and £:30 p.m. to discus Patiant A's behavor and !
inveluntary discharge, and to sarve & 30 day ;
involuntary discharge hotice. Ascerding fn the |
records, Physician 2, Employee 2 and Employee '
3 dig nef attend the govemning body mesting. '
In 2n interview with Employea 2 gn April 9, 2010
at 9:30 a.m,, revealed she acknowledged she had
"not been involvad with the patients disrupfive
, behavior. She stated she had not been involved in
| the governing body or IDT (Interdiscipiinary
Team) meeting where Pafient A's Involuntary
discharge wes discussed, Aecording to Employee
2, she was not asked for any input regarding
L Patlent A's involuntary discharge, J
FORM EMS-2567(146) Provious Vargions Qbsoleta Evenl [D; IT11 Fadllty ¢ CAS30000308 if continuation sheet Page & of 19
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FORM APPROVED

social worker, some of the essential dutles and
rasponsibifiies are: Complete and document
quarterly and annual psychesocial eveluation;
document and menitor gngoing pgychosocial
issues and patiert goais. Notify the
muitidiscipinary tsam of patient psychological
issues gffacting freatmant. Coordinate and
 participate in patient/family care conferences with
j multidiscipinary team.

i There was no decumentzfion that Employes &
fulfilled her required job dutles for Patient A
V540 494.90 GFC-PATIENT PLAN OF CARE

This CONDITION is not met &3 evidenced by:
Based on Interviews and record raview, It was
determined that the facilty did not meet the
Coriditions of Particination (COP) for patient
assassment by failing to:

Ensure e Interdisciplinary team (IDT) provided
the necassary monitoring and 8oclat work
intarventions. {Refer to V552)

V 552 | 494.90(2)(6) POC-F/S
COUNSELING/REFERRALS/HRQOL TOOL

The interdisciplinary team muet provice the
necessary monitofing and social work
Infarventions. Thesa include counseling servicas
and referrals for other social services, to assist
the palient In achieving and sustaining an
zppropriate psychotocal status as measurad by
2 stendardized mental and physical sssessment
tool chosen by the social workst, at regular
infervals, or mora frequently on an as-needed

CENTERS FOR MED & MEDICAID SE OMB NO. 09380391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/GUPPLIZR/CLIA (X2 MULTIPLE CONETRUCTION (X3) DATE S8URVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMGER; GOMPLETED
A BUILDING
C
B. WING
052665 06/02/2010
NAME OF PROVIDAR OR SUPPLIER STREET ADDRBES. CATY, STATE, 1P CODE
1280 15TH STREET, SUITE #102
SANTA MONICA DIALYSIS )
SANTA MONICA, CA 90404
a0 SUMMARY BTATEMENT OF DEFICIENCIES m | PROVIDER'S PLAN OF CORRECTION ~5
PREFIX {EACH DEFICIENCY MUST BE PRECEDRD BY FULL v PREFIX (EACH CORRECTIVE ACTION SHOMUALD BE QOMPLETION
TAG REGULATORY OR L3G IDENTIFYING INFORMATION) | A0 J CRO8S-REFERENCED TO THE APPROPRIATE bafe
DEFICIENGY)
V $10{ Continued From page 6 V10|
Accarding to the Taelity's job description for the I

i

|
o
|

L

V840 v 540 Lead LCSW reviewed role of the
social worker with the facility MSW.
Supervising LCSW will complete the
skills checklist to verfy MSW's
junderstanding of presented material.
Lead LCSW will re in-scrvice all clinical
‘teammates on  documentation  of
complaints and grievances. All clinical
teammates will have the opportunity to

ask questions.
] Compliance with documentation of

' complaints and grievances will be
I monitored daily by the Facility
V 862|  gministrator and/or Social Worker and
| documented and reported to the
i Interdisciplinary Team during monthly
Quality Improvement Facility
l Management Meeting.

|
|
|
i
|

6/25/10
and
ongoing

Person Responsible: Facility

j Administrator.

V 552 Lead LCSW will rc-cducatel
MSW on KDQOL process. i

[ chview with the MSW Patiem[

6/25/10
and
ongoing

SOAM CMS-2557(0248) Previeus Versions Obeolele Event 10;1T4611

Facilty I0: CAO20000408
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L

V §52 | Continued From page 7
basls.

—_—

This STANDARD is not met as evidenced by

Based on Inerviaws and record revigw, the faciify

falied 1o ensure the Interdissipiinary tzam (IDT)

provided the necassary meritoring and social l

wark interventions. Thesa include, but are not

¢ limited to, sounseling sesvices and referrals for

! other soclal sarvices fo easist the patient in

i achieving and sustaining an appropriate

 paychosocial status as mesisured by &
standardized mental assassment twol chosen by

| the gocial warker, at regular intervals, ormors |

5 On April 8, 2010, a ravisw of the entire clinical
record for Patient A and the governing body I
minites, disclosad there was a governing body
meating held on January B, 2010 between 6 p.m,
and 8:30 p.m, to discuse Patlent A's behavior and
involuntary discharge, and to serve a 30 day
involuntary discharge notice to tha patient.

_Inan interview with Employee 1 on April 9, 201¢

-[ at 2:35 p.m., she revealed there was no IDT
meeting to assess the patiant with an intent i

| identiy any potentiel plan that could prevent the

! need to discharge the patient inveiuntarily prier to

i giving a 30 day discharge notice to Patient A on

| January 6, 2010, Aceording to Employee 1 and |
l the medical record,, there was no actual plan to l
i address Patient A's disruptive behaviors. |

|

| nian infesview with Empioyee 2 on Apsil §, 2010
at 0:30 a.m., she revealed she had not been
involved in various faciity meetings where Patient |

LA‘s distuptive behavior was discusged. She \

frequently on 2n ss-needed bess. discharge. Involuntary discharge or
_— involuntary  transfer. Involuntary
Findings: discharge will be implemented as

vV §52 Counseling and General documentation.
The LCSW will complete the Skills
checklist for both presentations. MSW
will complete the post test for both
ipresentations. The skills checklist and
the quiz outcomes (>/=80%) will be kept
in the MSW personnct record.

IMSW will participate in schedulcd
monthly IDT meetings during which
patient concerns are discussed. MSW
|wi11 be involved with behavioral issucs
identified by the IDT and will comply
| with Policies and Proccdures 1-01-8
[Patiem Behavior Agreements. 30 day

needed.

If the patient has been idemified as
unstable-during the IDT meeting due to
psychosocial issues. MSW will initiate
Patient Care Conference as appropriate.

! LCSW will write monthly supervisory
" notes to be maintained in the supervisory
I binder that is located in the Facility ;

Administrator's  office. Facility
| Administrator will verify the presence of
I monthly documentation. . X
New supervisory guidelines were |
approved by the goveming body on
06/25/10. LCSW and FA to review new
guidelines with MSW by 6/30/2010. {

MSW to participate in IDT meetings.1
| IDT meeting schedule will be pmvidedi
to MSW by the Facility Administrator.
Compliance will be monitored monthly l

]

FORM CMS-2587(02-68) Pravigus YVaraions Qbsoreke
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V 5§62 | Cantinued From page 8 Y §52| by the Facility Administrator and T
stated she had not been involved in the goveming documented and reported to the Medical
bedy or IDT mestings where Patient A's Director during monthly Quality
inveluntary discharge wes discussed, According | lmprovement Facility Management
to Empioyee 2, she was not asked for any Input Meeting. ‘
| On Patient A's invaluntary discharge, Person Responsible: Facility
‘ Administrator

- social wotker, some of the essential dutles ang
responsibilities are: Compiate and document
aquarterly and annusl psychosecial evaluation;
document and monltor engoing psychosocial
issues and patient goals. Notify multidisciplinary
team of patient psycholagical lssues affecting
treatment. Coordinate and parficipate in ,
patientffarnlly care conferences with \
multidisclpiinary feam.

1
: According % tha faciitty's job descripfion for the ;
|

On April 23, 2010, a review of the monthly alinical
sosil work supervigion record, fram March, 2009
to January, 2010, revesled na documernied
evidence thet Employse 2 had been supervised ‘
by Employas 5 as related ‘
to Patient A's disruptive behavtor and involuntary
discharge.,

Based on a "Responsibility Statement for I
Supervisors An Assoclate Giinical Social Warker
signed by Employee § on May 16, 2008, \
Employee 5 should be parfarming the following;
review patient records, monitor 2nd evalugte |
assessment and treatment decisions of the | I
aseoclate clinlcal social worker, monttor and [ I
svaliate the abifity of the associate to pravide
services at 116 $ites wher he or she wil be |
{

practicing to the particular cliantsle being served,
and ensure compliance with all laws and
regulations governing the practics of clinical
sacial wark,

| I

—1
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, ssessments, dated April 13 and July 15, 2008,

Al dialysis facillly staff must meet the applioable
scope of practice board and ficensure
requirements n affect in the State In which they
are employed. The dlalysls facility's staff
{employee or contrsctor) must meet the
personnel qualifications and demonsirated
competensies nacessary fo sarve collectively the !
comprehensive needs o the patients, The
dialysis facllity's staff must have the ability to
demonsirate and sustain the skills nesded to
perform the specific duties of their positions.

This STANDARD Is not met as gvidancad by: .
Based an interview and record review, the facilty
failed 0 ensure Employee 2 met the applicable
scope of practice beard and ficensure |
requiremente as a Clinica! Licensad Social
Worker In the State of California.

Findings: i
|

On April 16, 2010, a review of the IDT
(interdisciplinary Team) sosial worker

a5 well as a review of the entire patient progress
fotes, revealad all assessment and notes were
compisted by Employee 2, However, there was
no documented evidence that Employes § had
countersigned the IDT social worker azaessment
and clinical notes for Employee 2.

—

During a telephone intetview with Employee 1 on

LCSW during monthly visits.
Only the initial psychosocial asscesments
are co-signed by the supervising LCSW.

Evidence for LCSW licensure is attached.
Expiration date of the license is 9/30/2010.

Facility Administrator/ Designee will
check monthly that all initial assessments
are cosigned by the supervising LCSW.
Compliance will be documented and
reported to the Medical Director dunng
monthly Quality Improvement Facility
Management Meeting-

Person Responsible: Facility
Administrator

|
|
|

|
|
|
|
|
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V 552 | Corinued From page @ f v 552!
There was no documentation that beth Employee | J
2 and Employee 5 fulfilied their required job z .
© | duties for Patient A. i _ .

V B8114984,140 PQ-STAFF LIC AS REQ/QUAL/DEMO | V881 V 681 The supervising LCSW will co-sign o1 4

j COMPETENGY initial psychosocial assessments. AA willy s

' provide list of new patients to supervising ongoing
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April 18, 2010 &t 3:48 p.m., she acknowledged
there was np documertted evidence that
Empioyee 5 had countersigned the IDT nates and
| patient progreas notes for Employee 2.

' Qn April 23, 2010, a review of tha mmonthiy glinical ,

social work Supervision record, from Mareh 2009 l
- : fo January 2010, revealed no documented

evidence that Employee 2 had been supervisad ]

by Employee 5 2¢ related 1o Patient A's disnsptive i !

behavicr and involuntary discharge.

In addtion, there was no gvidence that Employes i ;

5 (Facltity's Social Worker) had mat the State of !

Califorla requirements as a "Licenzed Clinjcal

gggﬁmod@f in order for her i hold this l V 710 The ROD reviewed with the |6/25/10

' i i the Rolc of the 'and

T g CroaEsPONSBATES OF THE | w710 V) BT i i [

MEDICAL DIRECTOR : Agreement. Further the ROD reviewed

| with the Medical Director thc Medical
Director Qualifications and
Responsibilitics Policy. Policy number
303-108 and the Medical Director l

This CONDITION s riot met as evidenced by: |
Based on interviews and record review, itwas
deferttined that the faclly did not mesttne | |

i ici ical  director
Condtions of Participation (COP) for the completed the medic:
| reaponslhilties of the Magical Director dug to: l  responsibilities prosentation  on the
DaVita Learning Management System.
I l Medical Director overseen that tho

The megical director failed o ensure that the Social Worker, Dietitian and all

Inferdiaciplinary team (IDT) adtiered {o the Registered Nurscs‘ were ‘re-i_nserviced
; discharge and iransfer policies and procedures . on “Unstable” patient criteriaby the
spacified in §404,180(f). (Refer to V716). | Facility Administrator. All teammates

V716 494,1504c)(2)(ii) MD RESP-ENSLURE IVD P&P V716! anending the in-scrvice vcrba!ized
FOLLOWED understanding that it is essential that

any patient considered at risk for
involuntary discharge or transfer must
be congidered unstable and that patient
at risk for involuntary discharge must

be re assessed monthly by Social I

The medical director must-
. 1{2) Ensure that. i
() Tha intardisciplinery 4eam adhares to the \
discharge and transfer palicies and procedures B

SORM CME-2567(12.09) Erdvious Vetslony Obeulata

Event [0 74811 Fazilty ID: CAS3Q000806 if confinuation sheet Pege 116113
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{X4)ID ] JUMMARY STATRMENT OF DEFICIENSIES QOVIDER!
PREFIX {EACH DEFICTENCY MUST BE PRECEDED BY FULL ulzonx (E.ECRH CORR%NEAN %%Nmﬂaa M@I’ﬂn
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG l CROSS-REFPRENGED TO THE APPROPRINTE DATE
DEFIGIENGY)
V 716 Continued From page 11 v71g| Worker, Registered Nurse, physician and
specified in §494.180(1) the Dietitian, Further it is essential to
' ' include corrective/preventative measures.
1f all efforts to resolve the problem have
failed and patient's actions continue to be
This STANDARD is not met ag svidencad by: wnacceptaable, and if the behavioral
Sl oy o i e || b e
medical aire fled to ensure pr s
intercisciplinary team (IDT) adherﬂg‘at 1?513 : . Director and atter;d@n_g Nephrologist may
i aLs:cr}g;%e\_ ag%ﬂgf;% policiea and procedurss } _givelan ;;r;a(rh forh mmati:gl of ﬂ‘t?mt
g n . X mvolun scharge of the patient,
The Facility Administrator will inform
Findings: the Medical Director regarding l
! compliance with documentation of I
OndApril Q.dﬁo‘l o’fo 3 xl'eview of the faciity's policies s complaints and gdev;’:;ccézlleast
and procedures for involuntary discharge monthly during monthly Quality
digelosed the patient was automatically Improvement Facility Management
designated 48 "unstaiie” and therefora reuired ‘ Meeting or if non complilancc o:sﬂelrved-
an assessment. Per the facifity's palley, the immediately. Non compliance wi
lntgrdrsqlp}lnaty Team (IDT) must assees the follow disciplinary action by the FA. {
P;I!Em Wml’ anﬂ?}rgtent T?d’denﬁy any potential Person Responsible; Medical Director
action or plan that could prevent th to
dlschargeportransfer the‘::at!ent limeo?ue:t‘:n'ly. V 716 The ROD reviewed with the' /25/10
Medical Director the Role of the Medical | ang
On April 9, 2010 at § a.m., an intarview was Director, Medical Director Agreement. | ongoing
fc:gglﬁfﬁmﬁl Pgeysioian 4 and reidvea?d some Furtberl the ROD reviecv:heda]wl;ﬁx the
mambers were "intimidated” by Medical Director the Medical Director
Patient A because of his behavior patiam. i Qualifications and  Responsibilities
Physician 1 stated,"Wa tend o react strongly | Policy. Policy number 3-03-108 and the
whenever thefe Is sny threat were toward facility Medica! Director completed the medical
staft members, | can't say for sure I had a director responsibilities presentation on
conversalion with Physician 2 about digcharging the DaVita Learning Management
Patiant A. Wa hed 2 meeting and gave the patient System.
| @ S0-day discharge notice on that day (Januery &, " Medical Director overscen that the Social
2010). . Worker, Dietitian and all Registered
S Nurses wete re-inserviced on “Unstable” |
In 2n interview ith Employee 2 on April 8, 2010 ot oriteris by the Fasil
at 9:30 : patient criteria by the Facility
-V a.m., “m ravegied she had positive Administrator. All teammates attending
relationghip with Patient A, She stated she had the in-scrvice verbalized understanding
not been subjecied to the patient's disruptive : s s . :
i l R that it is essential that any patient
FORM GMS-2587(02.99) Brevidus Varsions Otislele Evant 1Dz 74811 Faciity 10: CAZ30000408 if condinuation sheet Pege 12 of 19
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{
V716 ! Continued From page 12 l V716| considered at risk for involuntary |
behavior. She further stated she had not been 1 discharge ar transfer'must b? considered !
involved in the governing body or DT meeting unstable and that patient at tisk for
reganding Patient A's involuntary discharge. involuntary discharge must be
Aceording to Emplayee 2, she was not ssked for reassessed monthly by Social Wo‘rlfer,
any input mgarding Patient A's nvoluntary * Registered Nurse, attending physician
chschargs. l and the Dietitian. Further it is esscntial
to include corrective/preventative !
In an intarview with Employee 1 on Apnil 8, 2010 } measures. If all efforts to resolve the
at 2:35 p.m., she revealed thare was no 10T problem have failed, and if the
meeting to #ssess the patient with an intent to behavioral issues and interventions have
identify any potential plan that could prevent the been properly documented, the Medical
nesd to discharge Patient A involuntarily, priorto | Director and attending Nephrologist
gving him 5 30 day disthargs nofiea on Janusry ‘ [ may give an order for initiation of the
6, 2010. : involuntary discharge of the patient.
5 The Facility Administrator will inform
On Aptil 8, 2010, & reviaw of the antire clinical the Medical Director regarding
record digciosed there was & goveming bedy [ compliance with documentation of
mesling held on January 6, 2010 botwean 8pm, complaints and grievances at least
and 8:30 p.Mm. © ¢iscuss Patiant A's behavior and { monthly during monthly Quality
involuntary discharge, .and b serve the ?0 day Improvement Facility Management l
natice for involurtary discharge. According to the . Meeting or if non compliance observed- ;
record, Physician 2 and Employee 2 end immediately. Non compliance will
Emplyes 3 dkj rot attend that goveming body I follow disciplinary action by the FA,
meeting. There was no documented evidence to | Pcrson Responsible: Medical Director
indicate there was an IDT meeting held to assess l
the patient’s disruptive behaviors and (o identify ;
plan that could prevent the need to discharge the | |
patient Invoiuntarily prior to January 6, 2010. )
V 750 | 484.180 CFC-GOVERNANCE V 760| V 750 The Medical Director has directed | 06/25/10
! that the policies and procedures for and
" involuntary discharge were reviewed by  ongoing
This CONDITION is not met as evidenced by . all teammates . The facility and the
Based on intarviews and record review, it was ESRD Network 18 written involuntary
determined that the facllity did nat mest the discharge policy and guidelines will be
Conditions of Participation (COP) for govemance consistently implemented when patients
gue to considered at risk for involuntary
! discharge. Members of the
1. The goveming body failed to engure that &l Imcrdjsiip]inary Team (IDT) were
staff followed the facilily's discharge and transfer J reeducated by the Facility Administrator
. ] .
FORM CMS-2567(02-60) Pravious Vessiens Dbsolate Event ID:1T4441 Fasiity I CASS0000808 If continualion sheet Paga 13 of 13
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V76

L

V 780 | Continued From page 12

policles and procedures for Patient A, The
medical director fallad to ensure hat Patlert A's
tischarge from the facility was nesessary for the
patient's welfare because the fachitty could no
_ longer meet Patient A's documented medical

| needs. (Raferto V788) -

2. The Madical Director falled o ensure that the
patient's interdisciplinary team (IDT) documented
the resssessments, ongeing problems, and
efforts made to resgive the problems, and
antered this documentation ifte the patienfs
l medical record, The medical director falled to
ensure that the patient's 10T obialned a written
physician's order signed by both the megiesl
directar and the patient's atisnding physician
concufring with the patient's discharge from the
facility. (Refer to V767)
6 | 494.180(f)(1)«(3) GOV-GB&MED DIR RESP
STAFF FLW DC/TRANSFER P&P

The governing bady must ensure that all staff
foliow the facliity's patient discharge and fransfer
policies and procedures.

The medical director ensures that ne patient is
discharged or transfarred froe tha feeility unless -
{1) The patient or payar na longer reimpurses the
, facility for the ordered services;
} (2) The facility ceases to operate:

(3) The transfér is nocessary for the patiant's
welfare bacauee the facllity can no longer meet
the patient ' s documented medical nesds;

This STANDARD is nct met 8¢ evidenced by:
Based on interviews and record review, the
governing body failed to ensure that all staff

4

|
|

|
|
|
|

|

|

V 750] on the facility policy 1-01-08 Patient
Behavior Agreement, 30 Day Discharge, l

Involuntary Discharge or Involuntary

 Transfer, and on the ESRD Network 18

. General Guidelines For The Involuntaty 1

t Discharge Process. With the emphasis l
on collaboration with BSRD Netwark 18, !

l inviting patient/patient represcntative to |
the Interdisciplinary Team Plan of Care

| meeting, develop action plan that could

f prevent the involuntary discharge and

! provide the patient with a “First Letter of
Concern” before 30 day discharge notice |

l is served. Ifall efforts to resolve the

l problcm have failed, and if the
behavioral issues and interventions have

been properly documented, the Medical

Director and attending Nephrologist roay

i give an order for initiation of the

involuntary discharge of the patient. The

V788 Medical Director and the patient's

attending physician must be in

agreement with the patient discharge.

Person Responsible: Medical Director

V 766 TheMedical Director ensured that | 6/25/10
the Social Worker, Dietitian and all and
Registered Nurses were re-inserviced on I ongoing
- “Unstable” patient criteria by the Facility °
Administrator. All teamimates attending !

the in-service verbalized understanding

that it is essential that any patient

considered at risk for involuntary

discharge or transfer must be considered ‘

unstable and that patient at risk for

involuntary discharge must bo reassessed

monthly by Attending Physician, Social

Worker, Registered Nurse and the

FORM CMS-2087(02-86) Pravious Varsions Obsolola Evant 10: 14611
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V 768 | Continued From paga 14 Y 7661 Dietitian. Further it is essential to include l
followed the faclliity's discharge and transfer corrcotive/preventative measures. Ifall
policles and procedures for Patlent A, The efforts to resolvg the Problem have failed,
Medical Diractor failed to ensure that Patient A's and if the behavioral issues and
discharge from the facilty was neoessery for the interventions have been properly
patient's welfare because the feoility could no documented, the Medical Ditector and
'longer mee! Patient A's documented madical attending Nephrologist may give an order
needs. | for initiation of the involuntary discharge
| of the patient.
Findings: Compliance will bc monitored daily by
the Facility Administrator and/or Social
1.On April 9, 2010, a review of the facility's Worker on the case by casc basis and
peiieies and procedures for involuntary dischargs documented and reported to the Medical
disclosed the patient was automatically Director during monthly Quality
designated as "unstable® and tharefore requires Improvement Facility Management
an assessment. Per the facility's policy, The Meeting.
Interdisciplinary Team {|0T) must 3ssess the
patizrt with an intent t6 identify any potential
action of pian that could prevant the need to
discharge or frangfer the patient nvoluntanly,
Acsonding fo the faciiity's policies and procedures
(1-01-08), if the patien’s behavior was disruptive -
Yo the facility, but was non-threatening, a
comprehenaive patient assassment woukl be
complated by the IDT in order t identify any
potential action or plan of comection required. The '
assesarnent must focus on identifying the roat
causes of the disruptive behavior and resultina
plan of care aimed at addressing those causes
and resolving disruptive behavicr.
If 3 patients hehavior in the facility was
threatening, eithar verbally or physically, the
facility would immediately notify the Meciical
Director, the patient's physician, the Regional
Operations Diracter (ROD), the ESRD Network
l'and the Risk Specialist In coliaboration with the
' ESRD Network, the facility and Risk Specialist
would make & determination of whethar the Jl
Even| Dx IT4411 Facity 0; CASI0000808 If continuation sheet Pege 150f 18
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patient ahould be immediately discharged from
the facliity due to the nature of the threatening
behavior or placed on a Behavior Agreement. The|
collsboration with the ESRD Network should be
decumented In the medical record.

In an intaniew with Employee 1 on April 9, 2010
2t 2:36 p.m., she revealed there was no IDT
meeting o assess the patient with an intant fo
identify any potential plan that eould prevent the
need to discharge Patient A involuntarily prior to
issLing him a 30 day discharge notice on Janvary f
6, 2010. According to Employae 1, the facility
neither notified the ESRD Network nor
collaborated with the ESRD network tn make a
determination of whether the patient should be
immediately discharged from the facillty due to
the nature of the threatening behavior or placed
on & Behavior Agreement.

According to the the faclifty’s job description for
the facility administrator (FA), the FA functions as
{he facility CEO and is responsible for snsuring
thet the govaming body enforces policies and
procedures, develops facity

gction plans and ensure resoiution of ieues,

| There was no evidence that Employes A fulfilied

| ber job dutias as they ralate fo the involuntary
diacharge of Patient A

2. During &n interview with Physician 1 on April §,
2010 &t 9 a.m., he revealed that some facillly staff
rembers were "mtimidated” by Patient A
because of hig behevior pattern. Physician 1
siated,"We tend to react strongly whenever there
la any threat toward faciiity staff. | can't say for
sure | had @ conversation with Physician 2 about
discharging Patlent A We had meeting and gave
the petient & 30 day discharge notice on that day ;
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{January 8, 2010)."

During a telephone interview with Physician 2 on
April 14, 2010 &t 10:12 a.m,, he revealed
Emplovee 3 had complgined of treatment nan
compliznce invalving Patient A on several
oecasions (.. fluid removal, blood flow, and I
galine rinse). The patient had & "personality
conflct” with Emplayee § However, there were no |
"quality of cara” issues, Physician 2 stated,
“Peychologically, the patlent had short temper.
We hag a good relationship.” Physisian 2 further
stated he was neither involved in IDT meeting nor
was he contsrted by Employee 2 to 35696 the
patient's behavior and Inveluntary discharge,
Acoording o Fhysician 2, ") was not aware of the
faclity’s poficy for inveluntary discharge. Both
Employee 1 and Physician 1 called ma towrltea !
discharge order for the patiant, it was not my
decision to dischérga the patiant."

—_—

According to the facility's palicy and procedunes
(3-03-108), one of the Madical Director's
responsibilities was to ensure tha IDT adheres 10
the dischargé and transfer policiss and

| Procedures.

V 767 | 494, 180(f)(4) GOV-INVOL DISCHARGE
PROCESS REQUIREMENTS

The medical diracitv engurea that no pafient is
- discharged or transferred from the facility unjess -
i (4) The facilily has regssassed the patient and
determined that the patianf's behavior is ]
tisruplive and abusive to the extent that the
dellvery of care to the patient ot the ablitly of the
faciity to operate effactively s seriously impaired,
in which case the medical direcior ensures that

V767| v 767 The Medical Director directed | 05710
that the policies and procedures for and
involuntary discharge were reviewed ongoing
by all teammates. The facility and the
ESRD Network 18 written involuntary
discharge policy and guidelines will be
consigtently implemented when
patients considered at risk for
involuntary discharge. Facility
| Administrator will discuss the purpose |
of the Patient Care Conference with the l

ihe patient's Interdisciplinary taam- h ”» -
B (i) Documents thi# reassessments, ongoing attending pirysician and Medical
!
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V767 Continued From page 17 V767; Dircctor. Document the problem,
! problems(g), and effors mads to resolva the : solutions, what is expected and when
problem(e), and enfers this dacumentation into the problem will be revisited. !
the patiant's medical recond; Document any patient or HIPPA
(1) Provides the patient and the local ESRD Caretaker questions, answers given,
Network with a 30~day notice of the planned - and that the patient or HIPPA
dischargs, N Carctaker understands the
1 () Obtains 2 written physician's order that must consequences associated with violating !
" be signed by beth the medical diractor and the the expectations discussed in the
, patient's attending phyaician conourring with the Patient Care Conference. FA will have
patient's discharge or fransfer from the facfity; everyone in attendance sign the plan of
() m anather faciily, attempts o piace care at the time of the Patient Care
the pafiant there, and documents that effort, and Conference. The Interdisciplinary
: . , g the Plan of Care meeting,
involurttary transfer or discharge. X .
. ; will attempt to develop an action plan
{€) In the cage of immediate severe threats to the .
; ; that could prevent the involuntary
heaith and safely of others, the faclity may utiize discharge. If the patient's behavior
an ablyevigtad involuntary discharge precedure. cominues' to be disruptive o the
facility, per DaVita Policy 1-01-08 the
patient should receive a “First Letter of
This STANDARD ig not mat as evidencad by Concem” if all efforts to resolve the
Bssed On Interview and reeo;?l faviaw, the ¥ problem have failed, if the behavioral
medical director failed to ensurs that the patients issues continue and intorventions bave
interdieciplinary team (IDT) documentad the becn_pmpquy documented, the
reassesaments, ongalng problems, and efforts Medical Director an_d attending
made 10 resolve the problems, and enters this Nephrologist may give an order for
docymentation ints the patiant's medical recard, initiation of the involuntary dx§charg=
The Medical Diractor failed to ensure that the of the patient in accordance with
patient’s IDT obtained a written physiclan's order Policy 1-01-08. ) .
signed by both the medical dirgctor and the Compliance will be monitored daily by
patient’s aftending phyaician concurring with the the Facility Administrator and/or
patient’s discharge from the facilly. Social Worker on the case by case
basis and documented and reported to
Findings: the Medical Director during monthly
Quality Improvement Facility
11, On Aprit 9, 2010, a review of the facility's Managcment Mesting.
" policies and procedures for involuntary discharge ' Person Responsible: Facility
disclosed that Patient A was automatically Administrator )
] designated as "unstabie" and therefore required i
I i’
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an assessment The IDT must assess the patient,
with an infent to identify any potantial action or
plan that could prevent the need %o discharge or

transfer the patient Involunterily.

On April 9, 2010, & review of the endlre clinical
record and goveming bady minutes gisclosed
there was a governing hody meeting hekl an
Jenuary 6, 2010 betwzen & p.m. and 8:30 p.m. to
discuss Pztient A's behavior and involuntsry
discharge, and fo serve the 30 day involuntary
discharge notice. According to the recard,
Physician 2 and Employee 2 and Employee 3 did
not attend the governing body meeting. There
was no documented evidence W indicate any IDT
meeting was held to assess the patients
disruptive behavior end fo idenfify a plan that
could prevent the need to discharge the patient
involuntarlly prior to January 8, 2010.

In an interview with Employee 1 on April 9, 2010
8§t 2:35 p.m., she revaaled thers wat no
interdisciplinary Taam (IDT) meeiing to assess
the patiert with an intent to identify any potential
plen that could prevent the need to dlscharge the
patient involuntarlly prior to giving Patient A the 30
day discharga notise on Janusty 6, 2010,

2. A raview of the physiclan order, dated February:
8, 2010 disciosed a written discharge order for
Pafient A was signed by Physician 2 oniy and

facked the Medice! Director's signature. .

During an interview with Physician 1 on Apfil 9,
2010 at 8 am., he stated that he was not aware
thai both Physician 2 and himeelf were required
to sign the discharge order.
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