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E0000 A recertification survey was conducted at Dublin Kidney Institute from March 22, 
2021 through March 25, 2021. The survey revealed that the facility was in compliance 
with 42 CFR Part 494.62, Conditions for Coverage for Emergency Preparedness Plan 
for End Stage Renal Disease facilities. No deficiencies were cited.

V0000 {CORE} A recertification survey, in conjunction with COVID-19 Focused Infection 
Control Survey was conducted at Dublin Kidney Institute from March 22, 2021 
through March 25, 2021. The survey revealed that the facility was not in compliance 
with 42 CFR Part 494.140 - Personnel Qualifications and 42 CFR 494.180 - 
Governance, for End Stage Renal Dialysis Facilities. Also, the following standard 
level deficiencies were cited which resulted from the facility's noncompliance related 
to the survey:

V0402 PE-BUILDING-CONSTRUCT/MAINTAIN FOR SAFETY
CFR(s): 494.60(a)

The building in which dialysis services are furnished must be constructed and 
maintained to ensure the safety of the patients, the staff and the public. 

This STANDARD is not met as evidenced by:
Based on observation and staff interview, it was determined that the facility failed to 
provide a method for patients and staff to summon immediate/emergency assistance, 
from the Examination (Exam) Room to ensure safety for all patients. This deficient 
practice was observed in one of one Patient Exam Room. Findings include: During a 
tour of the facility with the Home Program Therapy Nurse (RN AA), who was also 
the Facility Administrator, on 3/22/21 at 3:30 p.m., the following was observed: The 
Patient Exam Room did not have an emergency call system, nor a telephone in place 
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for the patients, and staff to summon emergency assistance if needed. RN AA stated 
on 3/22/21 at 3:35 p.m., that an emergency call system was needed in the Patient's 
Exam Room.

V0680 CFC-PERSONNEL QUALIFICATIONS
CFR(s): 494.140

This CONDITION is not met as evidenced by:
Based on a review of facility records and staff interviews, it was determined that the 
facility failed to ensure that one of one Registered Nurse (RN AA) for the Home 
Hemodialysis Program, was competent to perform assigned duties, and 
responsibilities in providing safe and effective patient care. This deficient practice had 
the potential to harm the health and safety of one of one home hemodialysis (HHD) 
patient who was under the care of this facility and all future HHD patients admitted to 
this facility. Findings include: Cross reference: V 681 - Failure of the facility to 
ensure that the HHD nurse (RN AA), was competent to perform the duties and 
responsibilities assigned to her.

V0681 PQ-STAFF LIC AS REQ/QUAL/DEMO COMPETENCY
CFR(s): 494.140

All dialysis facility staff must meet the applicable scope of practice board and 
licensure requirements in effect in the State in which they are employed. The dialysis 
facility's staff (employee or contractor) must meet the personnel qualifications and 
demonstrated competencies necessary to serve collectively the comprehensive needs 
of the patients. The dialysis facility's staff must have the ability to demonstrate and 
sustain the skills needed to perform the specific duties of their positions. 

This STANDARD is not met as evidenced by:
Based on a review of personnel records, facility's policies and procedures (P & P), and 
staff interviews, it was determined that the facility failed to ensure that one of one 
Home Hemodialysis (HHD) Registered Nurse (RN AA), completed training in Home 
Hemodialysis and a current skills checks to evaluate her ability to perform the duties 
that was assigned to her. Failure of RN AA to complete the HHD training, and to 
demonstrate competency had the likelihood to cause harm to one of one current HHD 
patient under the care of this facility, and all future HHD patients admitted to this 
facility. Findings include: During a review of personnel records, the following was 
revealed: NOTE: The facility solely used NxStage System One Cycler for their HHD 
patient (P#5). RN AA, who was also the Facility Administrator, was the only Home 
Therapy Nurse currently at this facility. RN AA's personnel file titled, "Orientation 
Skills Checklist HHD RN", dated 4/24/20, showed incomplete skills checked off. 
There were no initials by both the Learner (RN AA) and the Instructor (RN BB) 
regarding specific skills, and specific dates in the space provided for "Discussion, 
Demonstration, Observed, Demonstration with Assistance, and Unassisted" in the 
following topics, but not limited to: 1. Equipment Procedure 2. Machine Set-up RN 
AA's orientation training in NxStage titled, "System One Cycler, CAR - 170 / 172, 
and Ancillary Products Skills Sign Off" User Guide, dated 5/21/20, was incomplete. 
Specifically, "Skills Needed to Use NxStage Cycler with CAR 170 / 172, and 
Ancillary Products" was incomplete, and "Skills Needed to Use PureFlow SL", was 
incomplete. The Instructor's initials, signature, and dates were missing. Both records 



only showed the Learner's (RN AA's) initials, signature, and dates, and both records 
were incomplete. On 3/24/21 at 2:00 p.m., RN AA stated that the previous Home 
Therapy Nurse (RN BB) was training her during RN AA's orientation but was 
incomplete. RN BB had left the facility's employment, and had not signed RN AA's 
records. She also stated that she had been unsuccessfull in connecting with an 
instructor to complete her training, and competency skills check offs. During a 
telephonic interview with RN BB on 3/24/21 at 2:10 p.m., RN BB stated that she 
observed RN AA, but RN AA had not done HHD patient care and training on her 
own. During a telephonic interview with the Medical Director (MD), on 3/25/21 at 12:
30 p.m., he stated that RN AA needed to complete her HHD training, and skills check 
offs as well as, PD competency skills check offs. A review of RN AA's peritoneal 
dialysis (PD) annual skills competency checks revealed that check off dates for PD 
competencies was 4/24/20, but was only dated and signed by RN AA. There were no 
initials, dates, and signature of the Preceptor or Instructor to validate the skills 
checklist. RN AA was hired on 10/19/19. RN AA stated on 3/23/21, at approximately 
1:20 p.m., that she had PD Nurse experience for a year at another dialysis facility. The 
previous Home Therapy Nurse (RN BB), per documentation, checked her off as 
experienced PD RN on 10/19/19. RN AA was not able to provide current annual PD 
skills competency check offs with a Preceptor's or Instructor's initials, signature, nor 
date.

V0713 MD RESP-STAFF ED, TRAINING & PERFORM
CFR(s): 494.150(b)

Medical director responsibilities include, but are not limited to, the following: (b) 
Staff education, training, and performance. 

This STANDARD is not met as evidenced by:
Based on a review of facility records, and staff interviews, it was determined that the 
Medical Director (MD) failed to ensure that one of one Home Therapy Registered 
Nurse (RN AA), was trained to perform his/her job responsibilities, and performance 
evaluations were conducted to ensure comprehension of training. This failure had the 
potential to negatively affect the health and safety of 16 of 16 peritoneal dialysis (PD) 
patients, and one of one home hemodialysis (HHD) patient. Findings include: Cross 
Reference: V 681 - Failure of the Medical Director to ensure that one of one Home 
Hemodialysis (HHD) Registered Nurse (RN AA), had completed training in Home 
Hemodialysis, with current skills checks to evaluate her ability to perform the duties 
that was assigned to her.

V0750 CFC-GOVERNANCE
CFR(s): 494.180

This CONDITION is not met as evidenced by:
Based on facility's record review, and staff interviews, it was determined that the 
Governing Body failed to demonstrate responsibility, and accountability for the 
operations of the facility. This failure had the potential to cause harm to all 16 
peritoneal dialysis (PD)patients and one of one home hemodialysis (HHD) patient. 
Findings include: Cross reference the following cited deficiencies: V 713 - Failure of 
the Medical Director to ensure that one of one Home Therapy Registered Nurse (RN 
AA), was trained to perform her job responsibilities and performance evaluations 



were conducted to ensure comprehension of training. V 681 - Failure of the facility to 
ensure that one of one Home Hemodialysis (HHD) Registered Nurse (RN AA), had 
completed training in Home Hemodialysis and with current skills checks for HHD and 
peritoneal dialysis (PD) to evaluate her ability to perform the duties that was assigned 
to her.


