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CFC-INFECTION CONTROL
CFR(S): 494.30

This CONDITION is not met as evidenced by:

Based on observation, review of facility policies, Hepatitis B Report, Daily Patient
Schedule, team staffing schedule, Centers for Medicare and Medicaid (CMS) ESRD
(End Stage Renal Disease) CORE Survey Observations of Hemodialysis Care and
Infection Control Practices worksheet, medical records and interview, it was
determined the facility failed to ensure: 1. All dialysis treatment chairs were free from
tearsin thevinyl 2. All staff performed hand hygiene according to the facility policy
and the CMS ESRD Core survey infection control practice worksheet. 3. All staff
followed the policy for disinfection of the dialysis station. 4. All equipment used in
the isolation room was designated and |abeled for "isolation” only". 5. All teammates
caring for confirmed or suspect hepatitis B surface antigen positive (HBSAQ) positive
patient (s) do not care for surface antibody negative (susceptible/ non-immune)
patients simultaneously. Refer toV 111, V 113,V 122, V 130, V 131 for additional
findings.



