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V0710 CFC-RESPONSIBILITIES OF THE MEDICAL DIRECTOR
CFR(S): 494.150

This CONDITION is not met as evidenced by:

Based on facility record review, areview of patients records, facility policies and
procedures, interviews with facility staff and patients, it was determined that the
medical director failed to ensure that one (1) of one (1) employees (Staff #4), adhered
to the facility policies and procedures for (1) of one (1) sampled patient (Patient #1).
This deficient practice resulted in the death of patient #1 and had the potential to
negatively affect the health and safety of all 116 patients who dialyze at the facility.
Findings were: Cross Reference: V 715 - Failure of the medical director to ensure that
staff adheres to the facility's patient care policies and procedures.



