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Summary Statement of Deficiencies
(Each deficiency should be preceded by full regulatory or LSC identifying information)

A recertification survey was conducted at Quitman Dialysis from March 19, 2019
through March 21, 2019. The recertification survey reveaed that the facility wasin
compliance with 42 CFR Part 494.62, Conditions for Coverage for Emergency
Preparedness Plans for End Stage Renal Dialysis Facilities. No deficiencies were
cited.

{CORE} A recertification survey was conducted at Quitman Diaysis from March 19,
2019 through March 21, 2019. The recertification survey revealed that the facility was
in substantial compliance with Conditions for Coverage, 42 CFR Part 494.60, the
following standard level deficiencies were cited, which resulted from the facility's
noncompliance related to the survey:

IC-CLEAN/DIRTY;MED PREP AREA;:NO COMMON CARTS
CFR(9): 494.30(a)(1)(i)

Clean areas should be clearly designated for the preparation, handling and storage of
medi cations and unused supplies and equipment. Clean areas should be clearly
separated from contaminated areas where used supplies and equipment are handled.
Do not handle and store medications or clean suppliesin the same or an adjacent area
to that where used equipment or blood samples are handled. When multiple dose
medication vials are used (including vials containing diluents), prepare individual
patient doses in a clean (centralized) area away from dialysis stations and deliver
separately to each patient. Do not carry multiple dose medication vials from station to
station. Do not use common medication carts to deliver medications to patients. If
trays are used to deliver medicationsto individual patients, they must be cleaned
between patients.

This STANDARD is not met as evidenced by:
Based on observations, areview of the facility's policies and procedures (P & P), a



V0406

review of the Center for Disease Control and Prevention (CDC) recommendations,
and staff interviews, it was determined that the Infection Control Committee failed to
ensure that three of three licensed personnel (Registered Nurse - RN AA, RN BB, and
Licensed Practical Nurse - LPN AA), and one of one Patient Care Technician (PCT
AA) observed, utilized appropriate techniques to prevent cross contamination. This
breach in infection control techniques could negatively affect the health and safety of
12 of 12 Patients (P), (P#1 - P#12) who were undergoing hemodialysis (HD)
treatment at the time of this observation and all the other 27 patients who dialyze at
thisfacility. Findings include: During observation in the patients treastment room on 3
/19/19 between 11:00 am. and 11:50 a.m., the following was observed: PCT AA did
not clean and disinfect P#11's HD chair at Station (S3), after P#11 completed his/her
HD treatment and | eft the treatment room. There were reddish-brown stains on the
chair'sright side table. The Charge Nurse (CN) - RN AA, was notified of this
observation on 3/19/19 at 11:40 a.m. and she stated that PCT AA should have cleaned
and disinfected P#11's HD chair before PCT AA left the treatment room. During
observations in the patients' treatment room on 3/20/19 between 9:50 am. and 12:00 p.
m., the following was observed: RN AA and LPN AA were observed testing the pH
(acidity) and Conductivity (ability of the dialysate to conduct electricity) of the
dialysate at Stations (S1 and S2), respectively, using a Phoenix Meter (a device used
to measure pH and Conductivity). Both employees did not disinfect the exterior of the
Phoenix Meter after using them (at the above mentioned stations), before returning
them to the clean area, at the counter. RN BB was observed during initiation of HD
treatment on P#12 with a central venous catheter (CVC), at the Isolation Room. RN
BB opened two sterile 10-cc syringes without needles, removed them from the
packaging and laid them in an unsterile blue liner, then used both contaminated
syringes to draw the old blood from P#12's catheter [imbs. RN BB was observed
during initiation of HD treatment on P#4 at S9. RN BB handed the Heparin
(anticoagulant) syringe for maintenance dose back to RN AA since the amount of
Heparin in the syringe was not enough. RN AA used the same contaminated Heparin
syringe and needle to draw more Heparin (sterile) from the Heparin Multi-dose Vial,
thus causing cross-contamination. During an interview with RN AA on 3/20/19 at 10:
40 a.m., she stated that she should have discarded the contaminated Heparin syringe
and needle and used a new, sterile syringe and needle to obtain the correct dose of
Heparin for maintenance from a multi-dose Heparin vial. During an interview with
RN BB on 3/21/19 at 1:50 p.m., she stated that she should have kept the sterile
syringesin their package and kept them sterile until used, to avoid cross
contamination. A review of the facility's Policy # 1-05-01, titled, "Infection Control
For Dialysis Facilities®, with revision date, December 2018, page 6 of 11, stated: 44.
Teammates will thoroughly wipe down all non-disposable items and equipment such
as ..., with an appropriate disinfectant after every treatment. 51. Equipment ..., the
dialysis chair and side tables..., will be wiped clean with a bleach solution of the
appropriate strength after completion of procedures, before being used on another
patient..., and after each treatment. A review of the facility's Policy # 1-06-01, titled,
"Medication Policy"”, with revision date, June, 2017, stated: 8. All teammates
administering medi cations must utilize aseptic technique. 26. Multi-dose vials used
for IV (intravenous) administration must be entered each time with a new sterile
syringe and needle... - According to the CDC, cross contaminating (going from dirty
to clean equipment/tasks/area) without proper disinfection, could cause the spread of
bacterialinfection. During a discussion with the Facility Administrator on 3/21/19 at 2:
35 p.m., she stated that the staff should utilize appropriate infection control techniques
to prevent cross contamination.

PE-ACCOMMODATE PT PRIVACY
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CFR(S): 494.60(c)(3)

The dialysis facility must make accommodations to provide for patient privacy when
patients are examined or treated and body exposure is required.

This STANDARD is not met as evidenced by:

Based on observation and staff interview, it was determined that the facility failed to
provide privacy to 12 of 12 Patients (P), (P#1 - P#12), who were receiving
hemodialysis (HD) treatments at the time of this observation. This deficient practice
had the potential of violating the privacy of all 39 patients that dialyze at this facility.
During atour of the facility on 3/19/19 at 10:30 am., the following was observed:
The glass entrance door to the patients' treatment room allowed direct viewing of
patients who were undergoing HD treatment by any person in the lobby. Thiswas a
violation of patient's rights to have privacy during their dialysis treatment. The
window blinds behind window #5, was open, allowing any person outside of the
facility to view patients inside the treatment room. The Facility Administrator was
notified of this observation on 3/19/19 at 10:40 a.m., and she stated that the entrance
door needed to be fixed so people at the lobby could not view patients who were
dialyzing in the patients' treatment room.

MD RESP-ENSURE ALL ADHERE TO P&P
CFR(S): 494.150(c)(2)(i)

The medical director must- (2) Ensure that- (i) All policies and procedures relative to
patient admissions, patient care, infection control, and safety are adhered to by all
individuals who treat patients in the facility, including attending physicians and
nonphysician providers,

This STANDARD is not met as evidenced by:

Based on observations, areview of the facility's policy and procedure ( P& P) and staff
interviews, it was determined that the Medical Director (MD) failed to ensure that two
of two licensed staff, (Registered Nurse - RN BB and Licensed Practical Nurse - LPN
AA) observed, adhered to the facility's policy and procedure relative to extracorporeal
circuit preparation (all the apparatus connected to the dialysis machine used to
perform dialysis), prior to the initiation of dialysis, using the Fresenius 2008 K and
2008 T dialysis machines. This deficient practice could negatively affect al 39
hemodialysis (HD) patients who dialyze at this facility. Findings include: During
observations in the patients' treatment room on 3/20/19 between 9:50 a.m. and 12:00 p.
m., the following was observed: - LPN AA and RN BB were preparing and initiating
hemodialysis treatments on patients at Stations (S), (S2 & S3; and SO & S13),
respectively. Both employees did not flush or prime the arterial and venous blood
lines before initiating patient treatment. A review of the facility's policy and procedure
#1 -03 -08F, titled, "Treatment Initiation Utilizing Fresenius 2008 Series Dialysis
Delivery Systems with All Single Use Dialyze Types and Streamline or Combiset or
Nipro Bloodlines', page #3, stated: Step #9 - Clamp arterial and venous bloodlines,
leaving the recirculation connector on the end of the venous blood line. Open the
clamp on the arterial line and flush for 25 seconds (approximately 50 ml of saline)...
Step #10 - Hold end of venous line over priming container... Step #11 - Unclamp
venous line, turn blood pump on and flush 250 ml of normal saline (NS) into priming
container... During atelephonic interview with the Medical Director on 3/20/19 at
approximately 2:00 p.m., and during a discussion with the Facility Administrator on 3



/21/19 at 2:35 p.m., both stated that the staff should follow the facility's policy and
procedure regarding flushing of lines or refreshing lines before initiating hemodialysis
treatment.



