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Past noncompliance - remedy proposed
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to assess two of three residents (Resident 1 and Resident 2)
 before and after [MEDICAL TREATMENT] (a process of removing excess water, solutes, and toxins from the blood in people
 whose kidneys can no longer perform these functions naturally) treatment. This failure had the potential to negatively
 affect Resident 1 and Resident 2's well-being.  Findings:  During a concurrent interview and record review on 1/28/20, at
 4:48 PM, with Quality Assurance Nurse (QAN), Resident 1 and Resident 2's PACS: PRE AND POST-[MEDICAL TREATMENT],
 COMMUNICATION FORMs (PAP-DCF), were reviewed. QAN stated residents who receive [MEDICAL TREATMENT] have
their vital signs
 and access site ((AV)Arteriovenus fistula, a surgical connection between an artery and vein to allow blood to travel
 through soft tubes to the [MEDICAL TREATMENT] machine) assessed before and after [MEDICAL TREATMENT] treatment.
QAN stated
 the information is documented on the PAP-DCF to monitor for complications. QAN confirmed the following findings:  Resident
 1  1/22/2020, post assessment not completed 1/6/2020, pre and post assessment not completed   Resident 2 1/27/2020, pre and post
assessment not completed 1/23/2020, pre and post assessment not completed 1/21/2020, pre and post assessment not
 completed 1/18/2020, post assessment not completed 1/16/2020, pre and post assessment not completed 1/14/2020, post
 assessment not completed 1/11/2020, pre and post assessment not completed 1/9/2020, pre and post assessment not completed
 1/7/2020, pre and post assessment not completed [DATE], post assessment not completed 1/2/2020, post assessment not
 completed  QAN stated the pre and post [MEDICAL TREATMENT] assessments should have been documented and (PAP-DCF)
completed.   During a review of the facility's policy and procedure (P&P) titled, [MEDICAL TREATMENT] Access Care, revised
9/10, the
 P&P indicated, Documentation The general medical nurse should document in the resident's medical record every shift as
 follows: 1. Location of catheter. 2. Condition of dressing (interventions if needed). 3. If [MEDICAL TREATMENT] was done
 during shift. 4. Any part of report from [MEDICAL TREATMENT] nurse post-[MEDICAL TREATMENT] being given. 5.
Observations
 post - [MEDICAL TREATMENT].
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