PRINTED: 05/31/2007

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA {(X2) MULTIPLE CONSTRUCTION {¥X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
CWIN
032558 B WING 04/07/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BMA BULLHEAD CITY DIALYSIS 967 HANCOCK ROAD, SUITE 25
BUrl HED (277} DIoAAELD A2y BULLHEAD CITY, AZ 86442 .
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES IO ; PROVIDER'S PLAN OF CORRECTION g xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRoss-REFERENgFEIE ég g&}E APPROPRIATE ATE
D

V000 INITIAL COMMENTS V 0600

The following deficiencies were found at the time
of the re-certification and re-licensure (OTC0790)
survey conducted on April 6-7, 2005.

The facility increased the hemodialysis stations
' from 13 stations to 23 stations.

V 187  405.2137(a) WRITTEN LONG-TERM PLAN V187

There is a written long-term program representing
the selection of a suitable treatment modality (i.e., | :
dialysis or transplantation} and dialysis setting !
(i.e., home, self-care) for each patient. f

This STANDARD is not met as evidenced by: !
Based on facility policies/procedures and review |
of medical records it was determined the facility ' !
failed to ensure there was a written LTCP for ;
each patient. ‘

Findings include; |

The facility policy "LONG TERM PROGRAM
POLICY" policy number 138-020-090 states,

"...this dialysis facility maintains a written Long
Term Care Plan (LTCP) for each patient..."

Review of Patient 3's medical record revealed the
patient was admitted to the facility on 06/14/01.
There was no LTCP completed.

“Review of Patient 10's medical record revealed
the patient was admitted to the facility on
12/06/00. There was no LTCP completed.

the patient was admitted to the facility on

i
|
Review of Patient 11's medical record revealed - !

LABORATORY DIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from cerrecting 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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There is a written long-term program representing
the selection of a suitable treatment modality (i.e.,
dialysis or transplantation) and dialysis setting
(i.e., home, self-care) for each patient that is _
developed by a professional team which includes
but is not limited to the physician director of the
dialysis facility or center where the patient is
currently being treated, a physician director of a

; center or facility which offers self-care dialysis

training (if not available at the location where the

patient is being treated), a transplant surgeon, a

. qualified nurse responsible for nursing services, a

- quaiified dietitian and a qualified social worker.

- This STANDARD is not met as evidenced by: ‘
Based on facility policies/procedures and review
of medical records was determined the facility
failed to ensure the professional team developed
a LTCP for each patient.

Findings include: 1

The facility policy "LONG TERM PROGRAM
i POLICY" policy number 138-020-090 states,

"._.this dialysis facility maintains a written Long
Term Care Plan {(LTCP) for each patient...the
LTCP is formally reviewed and updated on an
annual basis, or more often if the patient's

_condition warrants a change in the treatment

- modality..."

- Review of Patient 3's medical record revealed the
patient was admitted to the facility on 06/14/01.
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12/03/04. There was no LTCP completed.
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The program is formally reviewed and revised in
writing as necessary by a team which includes but
i is not limited to the physician director of the

: dialysis facility or center where the patient is

- presently being treated, in addition to the other

. personnel listed in paragraph (a)(1) of this section
at least every 12 months or more often as
indicated by the patient ' s response to treatment
(see §405.2161(b)(1) and §405.2170(a).

This STANDARD is not met as evidenced by:
Based on facility policies/procedures, review of
medical records, and interview with staff it was
determined the facility failed to ensure the
professional team developed the patient's Long |
Term Care Program (LTCP) within one month of |
the patient's admission and at least every 12
meonths,

Findings include:

The facility policy "LONG TERM PROGRAM
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. No LTCP was developed by the professional

team,
Review of Patient 10's medical record revealed
the patient was admitted to the facility on
12/05/00. No LTCP was developed by the
professional feam.
Review of Patient 11's medical record revealed
the patient was admitted to the facility on
12/03/04. No LTCP was developed by the
professional team.
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