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Summary Statement of Deficiencies

(Each deficiency should be preceded by full regulatory or LSC identifying information)

H-IDT OVERSEES HOME TRAINING
CFR(S): 494.100(a)

The interdisciplinary team must oversee training of the home dialysis patient, the
designated caregiver, or self-dialysis patient before the initiation of home dialysis or
self-dialysis (as defined in 494.10) and when the home dialysis caregiver or home
dialysis modality changes.

This STANDARD is not met as evidenced by:

Based on areview of records and staff interview, it was determined that the facility
failed to show documented evidence that infection control audits were completed by
the facility for al Patient Care Staff (RN AA, RN BB, and LPN AA) who
administered home hemodialyis (HHD) treatments at Skilled Nursing Facility (SNF),
and who were under the supervision and oversight of this facility, after a patient's (P)
(P#1's) Hepatitis C Seroconversion was discovered. Hepatitis C or Hep C, isa
contagious liver disease caused by the hepatitis C virus (HCV), and can be transmitted
via exposure to an infected person's blood/body fluids. Seroconversion is a change
from seronegative to a seropositive condition. P#1 was also admitted to alocal
hospital on 9/12/19 due to shock and an altered mental status of unknown etiology,
with sepsis (alife threatening condition that arises when the body's response to
infection causes injury to its own tissues or organs.) as one of the possible causes.
This deficient practice resulted in an immediate jeopardy (1J) with harm to one patient
(P#1) and a potential harm to the health and safety of the other two patients (P#2 and
P#3), who were under the care of this facility and who dialyzed at the SNF. The
Facility Administrator was informed of the IJ finding on 10/29/19 at 10:05 am. The
immediate jeopardy was abated during the survey on 10/29/19 at 4:30 p.m., when the
facility implemented a Credible Allegation of Compliance related to the Immediate
Jeopardy. Findings include: During areview of facility records, the following was
revealed: - There were three patients (P#1, P#2, and P#3) who were receiving HHD



treatments at the SNF, who were under the care of thisfacility. - P#1 was admitted to
the facility on 11/2018. A Hep C Antibody (Ab) Screen, (atest that looks for hepatitis
C antibodies in the bloodstream. A reactive or positive antibody test means a person
have been infected with the HCV), was collected from P#1 on 11/29/18, and the result
was non-reactive or negative. Another Hep C Ab Screen was collected on 1/2/19, and
the result was non-reactive. However, the Hep C Ab Screen lab result of P#1 that was
collected on 7/2/19 and resulted on 7/4/19, was reactive (positive) for Hep C. And the
subsequent Hep C Ab lab collected on 9/5/19 was also reactive. - P#2 and P43 were
both HCV positive upon admission. - A review of P#1's hospitalization record showed
that he was admitted to the hospital on 9/12/19 due to shock and an altered mental
status of unknown etiology. Sepsis was one of the possibilities and P#1 was treated
with IV antibiotics. He expired on 9/13/19. A review of the facility records showed
that the facility administered infection control in-service and re-training of staff on 7
/12/19, 8/5/19, and 9/13/19, but there were no records that showed that the facility
conducted unannounced observations, and audits of RN AA, RN BB, and LPN AA
regarding infection control techniques before, during, and after administering home
hemodialysis treatments to P#1, P#2, and P#3, to verify if their re-training or in-
service was effective and infection control techniques were consistently followed. A
review of the Department of Health's investigation on 8/6/19, revealed that
handwashing/hand hygiene was one of the infection control breaches that was
identified. There were no facility records regarding observations and audits about the
staffs hand hygiene practices and glove use and changes. During an interview with
the Facility Administrator (FA) on 10/28/19 at approximately 3:00 p.m., the FA stated
that she observed them but these observations were not recorded. She further stated
that RN AA also observed RN BB and LPN AA, but there were no records of RN
AA's audits and observations either. The 1J was abated during the survey on 10/29/19
at 4:30 p.m. when the FA conducted the following: - An unannounced infection
control audit was conducted by the FA using the Center for Disease Control and
Prevention (CDC) Infection Control Checklist. - The findings of the audits were
discussed with RN AA, RN BB, and LPN AA individually. - The FA conducted are-
training/inservice on Infection Control Manual that included hand hygiene, PPE, and
Cross contamination.



