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Summary Statement of Deficiencies
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CFC-PERSONNEL QUALIFICATIONS
CFR(S): 494.140

This CONDITION is not met as evidenced by:

Based on areview of facility records and staff interviews, it was determined that the
facility failed to ensure that one of one Facility Administrator (FA) and four of four
Patient Care Technicians (PCTs AA, BB, CC, and DD) were competent to perform
assigned duties, and responsibilitiesin providing safe and effective patient care. This
deficient practice had the potential to negatively impact the health and safety of 32 in-
center hemodialysis patients who were under the care of thisfacility. Findings
include: Cross references. V 681 - Failure of the facility to ensure that FA, was duly
licensed to perform skilled nursing care to hemodialysis patients and PCT AA was
certified or had documentary evidence of PCT training and skills competencies to
perform the duties and responsibilities of safe hemodialysis patient care. V 693 -
Failure of the facility to ensure that all PCTs (AA, BB, CC, and DD) were competent
to perform their assigned tasks. V 695 - Failure of the facility to ensure that all PCTs
(AA, BB, CC, and DD) had a documentary evidence that they were certified under a
State certification program or anational commercially available certification program.



