7~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http:/iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

December 3, 2014

Ms. Isabelle Sargeant, Administrator
Fletcher Allen Health Care - S

7 Crest Rd Ste 78

Saint Albans, VT 05478

Dear Ms. Sargeant:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 5, 2014. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Suzanne Leavitt, RN, MS
Assistant Division Director
State Survey Agency Director

Enclosure

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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V 000 INITIAL COMMENTS V 000

An unannounced on-site re-certification survey
was conducted by the Division of Licensing and
Protection from 11/3/14-11/5/14 to determine
compliance with 42 Code of Federal Regulations,
part 405 subpart U, Conditions for Coverage for
End Stage Renal Disease Services. The following
regulatory violations were identified
V 113 494.30(a){1) IC-WEAR GLOVES/HAND V113
HYGIENE

Wear disposable gloves when caring for the
patient or touching the patients equipment at the
dialysis station. Staff must remove gioves and SQ c

wash hands hetween each patient or station
AT ACHED Rhd]

This STANDARD is not met as evidenced by. DLN\} '
Based on observations, staff interview and

record review staff failed to adhere to the facility's
policy and procedure regarding appropriate use
of gloves and hand hygiene during the handling
of a patient's dialysis equipment and during post
dialysis access site care. (Patient #5).

1. Per observation on 3 separate occasions, at
1:00 PM, 2:50 PM and at 3:12 PM respectively,
on 11/3/14 dialysis technician #1 was observed
failing to follow facility policy and appropriate
infection control practice during the provision of
care of dialysis patients. Instead of applying
disposable gloves when touching patient
equipment at each patient's station, dialysis
technician #1 was cobserved at 1:00 PM using cne
glove bunched in one hand and with this bunched
glove removing a dialysate concentration jug
from Station #4, emptying liquid contents from the
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iINITIAL COMMENTS

An unannounced on-site re-certificatlon survay
was conducted by the Division of Licensing and
Protection from 11/3/14-11/514 1o determing
compliance with 42 Code of Federal Reguiglions,
part 405 subpart U, Conditions for Coverage for
End Stage Renal Disease Services. The following
regulatory viotations were idenlified,

494.30(a)(1) IC-WEAR GLOVES/HAND
HYGIENE

Wear disposabia gloves when cering for the
patient or touching the patisnts equipment at the
dislys!s station. Staff must remove gloves and
wash hands batwean each patient or station

This STANDARD s not met as evidenced by,
Based un cbservations, staff Interview and
racord review staff failed to adhere to the faclitys
policy and procedura ragarding appropriste use
of gloves and hand hyglene during the handiing
of a patients dialysls equipment and during post
dialysis access site cara (Patient #5).

1. Per obsetvation on 3 separate occaslons, at
1100 PM, 2250 PM end at 3:12 PM respectively,
on 11/3M4 dlaiysls techniclan#1 was observed
faling to follow facility policy and appropriate
infaction control practice during tha provision of
care of dialysis patiants. Insiead of applying
dispesabia gloves when touching patient
equipmeant at each pallents station, diajysis
tachnician #1 was observed at 1:00 PM using one

glave bunched In one hand and with this bunched

glove removing a dialysate concentration Jug
from Station #4, emptying liquid contents from tha
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V 113 Continued From page 1

jug in & sink, returning to Station #4 and with the
same bunched glove tbuched the diatysls
maghine alarm panel, disposed of the glove,
fajlad to sanltize hands and proceeded to provide
cara to other dialysic palients Al 2:50 PM the
same tachnlcian again failad to apply a glove,
approached Station #2 o respond to a diglysls
machine alarm and again used a bunched glove
to shut off alarm and failed to sanitize hisher
hands, At 3:12 PM dialysis tachniclan#1 again
breached Infection control practica whan touching
the dialysis machine In Station#1 with a bunched
glove usad as an intended barvier. The dialysls
technician again failad lo sanitize or wash higher
hands upon laaving Statlon #1 where a patient
was receiving dlalysls.

Per intarview on 11/3/14 et 4:25 PM the Assistant
Nurse Manager of the dlalysls unit conflrmed
dialysls technician #1 failed to mainlain
approptiate Infection control practics and
compliance of facility palicy by not dahning
disposable gioves when touching any patients
equipment at the diaiysis stations and falling to
sanitize or wash hands after the remaval of
gloves or contact with patient equipment The
Assistant Nurse Manager further confirmed using
a glove bunched in one hand as a proposed
barrler was unacceptable.

2. Par observation on 11/3/14 at 11:06 AM,
dialysls technician #2 failad to follow appropriate
infection control practice during post dialysis
accoss sito cara far Patient #5. Per obgervation,
dialysis technician#2 was observed reaching
underneath his/her protective barrier gown into
histher back pockst with a gloved hand, He/she
removad a protective face shield from the back
pocket and pisced It on hig/her face, He/ghs did

V113
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V113

Centinued From page 2
not remove the contaminated gloves, sanitize
his/her hands, or re-glove prior to removing

V113

(X5)
COMPLETION

tltas to prevent bleeding).

Patient #5's access site clamps and applying tape
to bandages coverlng the access site. (Clamps
are used lo apply pressure to the dialysis aocass

Per interview on 117314 at 11:10 AM, dialysis
techniclan #2 confirmed that ha/she removad a
protective face shield from higther back pocket

V 260

while waaring gloves and a protective gown,
falled to remaove the contaminated gioves,

sanltize hisvhar hands, and did not ra-glove prior

to providing posl dialys/s access site care for
Patiant #5.

494.40(a) PERSONNEL-TRAINING
PROGRAM/PERIODIC AUDITS

9 Personnal: raining program/pariodic audits

Atraining program that includes quallty testing

the risks and hazardsa of improperly preparsd

concentrate, and bacterial issues is mandatory.

Operators should be trained in the use of the
equlpment by the manufacturer or should be
trained using materials provided by the
manufacturer,

The tralning should be spacific to the functions
perfermed (i.e., mixing, disinfection, malntenance,

and repairs).

Pariodic audlts of the oparators’ compliance with

procedures should be performed.

The user should astabllsh an ongoing training
program designad to maintain the oparator's
knowisdge and sklils,

v 260
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V260 Continued From page 3

This STANDARD i3 not met as evidenced by.
Basad on racorc review and confirmed through
staff Interviews the facllity failed to assure that
ongoing audits were conductad of the
competency and proficiency of 2 applicable staff
members regponsible for operating the watar
system equipment. Fihdings Includa:

Per racord review thare was no evidence thet
audits had been conducted or that a process had
hean developed for conducting audits, at |east
annualiy, to evaluate the skills and competencies -
of HD (Hemodialysls Techniclan) #1 and #2 who
were responsible for the operation of the water
system equipmsnt used for diglyzing patisnts

During interview, on the afternoon of 11/4/14, the
Agsistant Nursa Manager confirmed that although
staff must complate annusl or-Hine competencles
there were no audits conducted of HD#1 and #2
to observe each of thelt individual competencies
in the appropriate operation of the water system
gquipmaent, performance of weter testing,
coilecting water spacimens or other procadures.

V 260
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PLAN OF CORRECTION

V 000 INITIAL COMMENTS

An unannounced on-site re-certification survey was conducted by the Division of Licensing and
Protection from 11/3/14-11/5/14 to determine compliance with 42 Code of Federal Regulations,
part 405 subpart U, Conditions far Coverage for End Stage Renal Disease Services. The following
regulatory violations were identified.

V113 494.30(a)(l) IC-WEAR GLOVES/HAND HYGIENE

Wear disposable gloves when caring for the patient or touching the patients equipment at the dialysis )
station. Staff must remove gloves and wash hands between each patient or station,

This STANDARD is not met as evidenced by:

Based on observations, staff interview and record review staff failed to adhere to the facility’s policy and
procedure regarding appropriate use of gloves and hand hygiene during the handling of a patient's dialysis : ‘\
equipment and during post dialysis access site care. (Patient #5).

1. Per observation on 3 sepatate occasians, at 1:00 PM, 2:50 PM and at 3: 12 PM respectively, on 11/3/14
dlalysis technician #1 was observed failing to follow facility policy and appropriate infection control
practice during the provision of care of dialysis patients. Instead of applying disposable gloves when
touching patient equipment at each patient's station, dialysis technician #1 was observed at 1:00 PM using
one glove bunched in one hand and with this bunched glove removing a dialysate concentration jug from
Station #4, emptying liquid contents from the jug in a sink, returning to Station #4 and with the same
bunched glove touched the dialysis machine alarm panel, disposed of the glove, failed to sanitize hands
and proceeded to provide care to other dialysis patients. At 2:50 PM the same technician again failed to
apply a glove, approached Station #2 to respond to a dialysis machine alarm and again used a bunched
glove to shut off alarm and failed to sanitize his/her hands, At 3:12 PM dialysis technician #1 again
breached infection control practice when touching the dialysis machine in Station #1 with a bunched
glove used as an intended barriet. The dialysis technician again failed to sanitize or wash his/her hands
upon leaving Station #1 where a patient was receiving dialysis.

Per interview on 11/3/14 at 4:25 PM the Assistant Nurse Manager of the dialysis unit confirmed dialysis
technician #1 failed to maintain appropriate infection control practice and compliance of facility policy by
not donning disposable gloves when touching any patients equipment at the dialysis stations and failing to
sanitize or wash hands after the removal of gloves or contact with patient equipment The Assistant Nurse
Manager further confirmed using a glove bunched in one hand as a proposed barrier was unacceptable,

2. Per observation on 11/3/14 at 11:06 AM, dialysia technician #2 failed to follow appropriate infection
control practice during post dialysis access site care for Patient #5. Per observation, dialysis technician #2
was observed reaching underneath his/her protective barrier gown into his/her back pocket with a gloved
hand. He/she removed a protective face shield from the back pocket and placed it on his/her face. He/she
did not remove the contaminated gloves, sanitize his/her hands, or re-glove prior to removing Patient #5's
access site clamps and applying tape to bandages covering the access site. (Clamps are used to apply
pressure to the dialysis access sites to prevent bleeding).

Per interview on 11/3/14 at 11;10 AM, dialysis technician #2 confirmed that he/she removed a protective
face shield from his/her back pocket while wearing gloves and a protective gown, failed to remove the

Gt aieptd 12000
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contaminated gloves, sanitize his/her hands, and did not re-glove prior to providing post dialysis access
site care for Patient #5.

Action Plan

e Assistant Nurse Managers re-educated all staff as to proper use of PPE and hand hygiene on
November 5 and November 6, 2014,

e Staffin all dialysis clinics will perform peer on peer hand hygiene audits over next 30 days with a
completion date 12/15/2014. The Nurse Manager will determing the frequency of audits going
forward based on performance data. Data will be shared in the monthly QAPI meetings and at
quarterly Standard of Operations meetings chaired by the Chief Medical Officer,

¢ Infection Prevention Advocate Committee (RN and Technician from each dialysis satellite) will
re-enforce PPE and hand hygiene protocol, with return demonstrations from staff (to be
completed by 12/30/2014. Performance data will determine the frequency of audits going
forward. Data will be shared in the monthly QAPI meetings and at quarterly Standard of
Operations meetings chaired by the Chief Medical Officer.

V260 494.40(a) PERSONNEL-TRAINING PROGRAM/PERIODIC AUDITS

9 Personnel: training program/periodic audits a training program that includes quality testing the risks and
hazards of improperly prepared concentrate, and bacterial issues is mandatory.

Operetors should be trained in the use of the equipment by the manufacturer or should be trained using
materigls provided by the manufacturer, ~

The training should be spegific to the functions performed (i.e., mixing, disinfection, maintenance, and
repairs),

Periodic audits of the operators' compliance with procedures should be performed.

The user should establish an ongoing training program designed to maintain the operator’s knowledge and
skills.

This STANDARD is not met as evidenced by: Based on record review and confirmed through staff
interviews the facility failed to assure that ongoing audits were conducted of the competency and
proficiency of 2 applicable staff members responsible for operating the water system equipment.
Findings include:

Per record review there was no evidence that audits had been conducted or that & process had been
developed for conducting audits, at least annually, to evaluate the skills and competencies of HD
(Hemodialysis Technician) #1 and #2 who were responsible for the operation of the water gysiem
equipment used for dialyzing patients

During interview, on the afternoon of 11/4/14, the Assistant Nurse Manager confirmed that although

e 1200
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staff must complete annual on-line competencies there were no audits conducted of HD#1 and #2 to
observe each of their individual compatencies in the appropriate operation of the water system
equipment, performance of water testing, collecting water specimens or other procedures.

Action Plan

¢ In collaboration with Renal Technical Manager, Renal Nurse Educator and Nurse Manager will
develop competency review process for all dialysis satellite staff by12/15/2014. These
competencies will include completion of on-line exam and return demonstration of key skills
(Chlorine and water hardness testing, reading and documentation of system gauges, collection of
weekly and monthly water samples).

»  Assistant Nurse Manager will ensure that all dialysis staff will have completed competency on
water testing/sampling by 12/20/2015.

* RN Educator will schedule quarterly “water demonstration” dates for staff responsible for any
water tagks.

+ This audit plan has been endorsed by the Medical Director on 11/20/2014. Data will be shared in
the monthly QAPI meetings and at quarterly Standard of Operations meetings chaired by the
Chief Medical Officer.
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