IDAHO DEPARTMENT OF

" HEALTH « WELFARE

C.L. "BUTCH" OTTER -~ Govemar DEBRA RANSOM, RN, RH.LT., Chief
RICHARD M. ARMSTRONG ~ Director BUREAU OF FACILITY STANDARDS
3232 Elder Street

. P.0. Box 83720

Boise, ID 83720-0009
PHONE 208-334-6626
FAX 208-364-1688

August 7, 2012

Teresa Miller, Administrator
Idaho Kidney Center Blackfoot
98 Poplar Street

Blackfoot, ID 83221

RE: Idaho Kidney Center Blackfoot, Provider #132515
Dear Ms, Miller:

This is to advise you of the findings of the Medicare survey of Idaho Kidney Center Blackfoot,
which was conducted on July 27, 2012.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicare
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. It is important that your Plan of Correction address each deficiency in the following
manner:

An acceptable plan of correction {PoC) contains the following elements:

Action that will be taken 1o correct each specific deficiency cited;
Description of how the actions will improve the processes that led to the deficiency cited;
The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

* A completion date for correction of each deficiency cited must be included;

¢ Monitoring and tracking procedures to ensure the PoC is effective in bringing the ESRD
into compliance, and that the ESRD remains in compliance with the regulatory
requirements;

¢ The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and

¢ The administrator’s signature and the date signed on page 1 of the Form CMS-2567.
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Teresa Miller, Administrator
August 7,2012
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After you have completed your Plan of Correction, return the original to this office by August
19, 2012, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

TRISH O'HARA - NICOLE WISENOR

Health Facility Surveyor Co-Supervisor :
Non-Long Term Care Non-Long Term Care
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IDAHO KIDNEY
CENTER

Blackfoot

Department of Health and Human Services
To Trish O'Hara

Enclosed, you will find the Allegation of Compliance and the attachments for the following Standards:

V111, V112, V128 RECEIVED
A: Staff In-Service for Bicarbonate tank/hose AUG g 5 zmz
B: Governing Body Notes DV OFLIC& CERT

C: Hepatitis B Patient Education

Py E D

£ 4 2%
M IS 5 "5;
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D: Hepatitis B Consent/Declination

E: Liberty Dialysis Discharge/Transfer Policy

Thank you for your time. Please feel free to contact us with any questions.

Idaho Kidney Center-Blackfoot

208-782-2220

tel (208) 782-2220 98 Poplar Streer ¢ Blackfoot, 1D 83221 fax (208) 782-2221

www.idahokidney.com
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INITIAL COMMENTS

The following daflclencles were diied during the
recerlliicallon survay of your ESRD facliity. The
suiveyor conducting the survey was:

Trish O'Hara, R.N.
Acronyms used (n thls report Include:

antl-Hs - surface antibody for Hepatitls B,
Indlcating Immunity

HBsAg - Hepallils B surface antigen, Indlcaling
aclive disease

HBVY - Hapalitis B Virus

mil - measurermont In nternational Units

ml - miliier

494.30 IC-SANITARY ENVIRONMENT

The dlalysls facllily must provide and monltor a
sanlfary environment o minimize the
transmieslon of Infeclious agents within and
betwaen lhe ualt and any adjacent hosplial or
other publlo areas,

This STANDARD Is not met as evidenced by:
Basad on observallon and staff interview, It was
determined the facllity falled to provide a sanltary
environment for 24 of 24 palients {Pallents #1 -
##24) who dlalyzed at the facliily. This fallure
provlded the polantlal for transmisslon of Infeclion
through cross contamination. Findings Include:

During a lour of the water room on 7/26/12 at
2:00 PM, with the blomedlcal tachniciah and lhe
waler room fechnlcian, a hose was observad o
be makihg contact with the boflom of a sink. The
water room technlclan sald the sink was used for
drafhifng and cleaning blearbonate Jugs after use

Voo

V4

Vi1

Blomedical Technician installed
hooks on shelves next to
bicarbonate tank to hold hose out
of the utillty sink during use in
order to provide a sanitary
envlronment and minlmize the !
transmission of Infections. When |
not in use, the hose will be !
detached from the tank and !
stored over the hooks to drain,

All in-center DPC staff will be in-
serviced on use of hooks by NM or
designee. See Attachiment A.
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£ y deficlancy statemant snding wilh an asterlek (*) denolos 4 daflclancy which (he fnslfiution may ho excused from cotrocting providing It s delarmined (hal

(her safeguards provide suffictant prolaclion to e patlenls. {See Instiuellons.) Excapl for nurélng hames, the findings slated abave are disélosable 90 days

following the dale of survey whelhsr or ol & plan of corracilon [s providad. For nursing hoines, s above Mndings and plans of corroction are disclosable 14
days fofiowng the date ihase documents aro mada avallable lo the facllity, If deficloncles are cllad, an approved plan of corrdctlon 19 requisits to conlinuad

program parilelpaiion.
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al patlent dialysls stallons. The hose was
connecied to the boliom of the bleathonale
mixing tank. The water room lechniclan sald the
hose was also used to flll jugs with new
bloarhonate solutton. The jugs \were then taken
to patlent stations for use during dialysls
treatiments, -She fuilher slated the hose was
used to drain the blcarbonale tank at tho end of
each day and, after draining the tank, was
removed and drapad over the lop of lhe lank,
‘Fhe water room technlelan demonsiraled the
removal arid draplng of tho hose and [l wae
observed the hose mads confact with the wall
and windowslll behind the blearbonate tank,

The blomedical techniclan and water room
techniolan conflrmed e hose provided a pali for
cross contaniination of tha clean blearbohale
solutfon when It made contact with the sink
surface, the wall, and the windowsill,

The faclllly failed to provide sanltary condltlons for
the transfer of blearbonale solulion for patient
use.

494.30(a} IC-CDC MMWR 2001

The faclilly must demonsirale that It follows
standard infection control precatitions by
Implementing-

{(1){} The recommendallons (wlih the
excaption of screening for hepalills C), found in
"Recomimondations tor Prevenling Transmlsston
of Infections Among Chronic Hemodlalysls
Pallents," daveloped by the Gentars for Disease
Genlrol and Pravention, Morbldity and Morlallty
Weekly Ropori, volume 50, number RR05, Aprll
27, 2001, pages 18 to 28, The Diraclor of the
Federal Reglster approves this Incorporation by

V{1

VH2E i1

updated Standing Lab order

compliance with CDC
recommendations regarding
routine serologic testing and
surveillance.

NM ar designee revlewed and

for existing patients to ensure

g’*°11’-2,

sets
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Resource Gentler, For Informallon on the
avallability of lils maler{al at NARA, call

"| 262-741-6030, or go fo:

hitp:fereav.archives. govifederal_reglster/code_of
_regulationsfibr_{ocations.himl.

The recommendallon found under secion header
"t1BV-Infecled Pallents", found on pages 27 and
28 of RR0B {"Recommendatlons for Preventing
Transmission of Infections Among Chronlc -
Hemodlalysis Patlents"), concerning lsolalion
rooins, must be compiled with by Fabruary 9,
2009. ’

This STANDARD Is not mat as evidenced by:
Based on polley revievs, record review, and staff
Interview, Il was determined the facllly failed to
provide Infecllon conlrol precautions for 2 of 4
patients (Patlenls #1 and #2) whose records were
reviewed, This failure placed paflents at risk of
complications caused by undetected Hepatllls B
infecllons, Findings Include:

1. A faclilly pollcy tilled "Hepalltls B Screening
and Vaceinatlon for Pallents," dated 11/1/09,
stated the followlng:

Palients who wers Immunse lo Hepalills B, as
indicated by an anti-+IBs greater than 10 miU/m,
would recelve no further serologle tssting.

A D SUMMARY STATEMENT OF DEFICIENCIES D PRROVIDER'S PLAN OF CORRECTION {5
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFI% {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
V 112 | Gonlinuad From page 2 : V112
reforence I accordance with 5 U.5.C. 552(a) and NM wlll alter standing lab order Co’l sl
1 GFR Part &1. This publloation Is available for sets to include Hepatitls B Antigen 2.
inspaction at the CMS Information Resotirce
Centar, 7500 Securlly Boulevard, Central monthly as a default,
Buliding, Balllimere, MD or at the Natlonal
Archivas and Records Administration (NARA). NM or designee will review Hep B @ ’
Coples may ho oblained at the GMS Information Antigen status monthly and report I I j1.

in QAPL,
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Pallents who were stisceptible to Hepalllls B, as
indicated by an anli-HBs less than 10 miU/ml,
would recelve monthly serology, n the form of
HBsAg lesting, to determine if the patient had an
aclive Hepalitls B Infaction,

However, the facllly falied lo Implement the policy
and adequately imonltor patfents as follows:

a. Pallent ##1 was a 74 year old mals who was
admitted to the faciilly on 4/28/09. Pallent #1's
Hapalltls serology, from 1/4/12 - 7/6/2 was
reviowed. Il showed Palient##i did not have
imamunity to Hepatills B s indicated by an
antl-HBs of 3 mIU/ml on #/4/12, Thare was no-
tnonthiy serology documented for the months of
June and July 2012 to Indicate whather or nol he
had an actlve Hepalllis B infectlon.

b. Pallent #2 was a 48 yaar old male who was
admiifed to the facillly on 11/16/07. Pallent#2's
Hepatitis serology, from 1/4/12 - 7/6/12 was
reviewad. It showed Patlant #2 dld not have
Immunily to Hepatltis B as Indlcated by an
antl-HBs of <i mIUfmi on 1/6{i2. Thera wasno
monthiy sarology docuinented for the months of
June and July 2012 to indloate whether or not he
had an active Hepatilis B Infaclion,

In an Interview on 7/24/12 at 3:00 PM, lhe nurse
maneger sald the factlily had changed thelt
[aboratory servlces provider a few months ago as
a rasult of the sale of the facillly to a different
company. He sald laboratory orders had bean
antered lnto the new providar's computer system
for all patlents bt some of the orders had
disappeared and (herefore were not drawn or

o SUMMARY STATEMENT OF DEFICIENCIES 7] PROVIDER'S PLAN OF GORRECTION w6}
PREFIX (EACH DEFICIENCY MUST RE PRECEDED B FULL PREFIX (EACH CORREOTIVE AGTION SHOULD BE COMPLETION
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’ DEFIGIENGY}
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resulted. He further staled he, as nurss
manager, audited pallent records on a regular
basls but had inissed the dalelfon of Hepalilis 8
serologles.
The facllllr falled to ensure Hepatills B stalus was
motiitored,
V 128 494.30{a){1){}) IC-HBV-ISOLATION (EXISTING V128 yi9g
FACIUTY) \
Governing Bocly agrees not to 8 ?'L{I’L

Isclation of HBV+ Pallenis

To taolale HBsAg poslilve patlents, deslgnate a
saperata room for their reatment,

For existing units in which a separate room Is nol
possible, HBsAg positive patients should be
separated from HBsAg susceptible patients In an
area ramoved from tha malnstream of aclivily.

This STANDARD [s nol met as evidenced by;
Based on obssaryation, policy review, and staff
Interview it vias determined the facllily falled lo
provide 24 of 24 palients (Pallents #1 -~ #24) who
dialyzed-at the faclity, wilh protection from
potentlal exposure to the Hepatllis B virus. This
fallure allowad potential pallen! exposure 1o
serlous lliness and compligations. Findings
Inglude:

During a lour of {he facllly on 7/23/42 at 2:00 PM,
It was noted Ihe frealment ficor consisted of six
dlalysis slatlons In cloge proximily. There was no
Isolation room present,

A corporate polley iled "Hepalitls B Isofation,"
undaled, stated If a facilily did not have a
saparate room for ls¢latlon, an HBsAg posilive

accept admission of ncident HBV+
patients. See Attachment B.

Existing patlent seroconversion
will be reported to the State or
local health department as
required by law or regutation,

In the event an existing patient .
should contract the Hepatitis B
virus, the Medical Director or
designee will contact local facl[ityi
with isofation room and request
for thelr admission, '

EORM GCAIS.2867(02.00) Previovs Vaislons Obsolsle

Evenl I IEWVII

Fachily ID; 132616

if conthuallon sheel Pago §of 7




DEPARTMENT OF HEALTH AND HUMAN SERVIGES
GENTERS FOR MEDICARE & MEDIGAID SERVICES

PRINTED: 08/06£2012
FORM APPROVED

OMB NO, 0938-0391

STATEMENT

AND PLAN OF CORRECTION

(1} PROVIDERISUPELIERICLIA
IDENTIFICATION RUMBER!

OF DEFICIENCIES

132646

42} NULTIPLE GONSTRUGTION (X3 ORTIESURVEY
: ETH
A BUILDING coimp
8, WIKNG
Q72712012

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP CODE
98 POPLAR STREET

.| facliity. Fuither, he sald If a curcent pallent

patiant would be dlalyzad In a separate area,
soparalad from ofher slations by a space atleas!
agulvalant to the wicilh of one hemodialysis
statlon. Additfonally, ths policy stated the
Isolallon area and equipment would not be used
for ftt-ll‘:\sﬁ\g nagalive patlents on othsr days or
ahlfts,

In an intervlew on 7/26/12 at 2:00 PM, the
Quality/Educator stated there was no rooin at the
faclllly to craate at lsolatlon area. She sald there
ware two opllons lo lrealing a Hepatllls B posllive
pallemnt at the facility. The first oplion was o add
a third shift for exclusive traatmant of the patient.
When askad, she safd il would not be possible to
dadlcals an Isolalign area to (he Hepallils B
posilive patient and not use {he area on other
lreatment days, dus to a full pallent census.

The Quallty/Educator sald the second opllon was
to fransfer the paltlent to one of two company
owned faclitias, each approxhnately 20 miles
away, that bad the capabillfy of creallng a
dedlcated izolalion area, The Qualily/Educator
sald a transfor agraament with the two other
company ownad facillles was "ah undsrstanding"
and was nol willten, She sald the agresment had
heen used In (he past for exlia realiments
needed by pallsnts but not for Hepalltis status
[EEIUEEN

In an Intorvlew on 7/28H2 at 1:90 P, the
Medleal Director stated he would not adinll a new
pallent with Hepatills B positive slalus o the

convertad fo Hepatllls B posiive slatus, the
palient would be lransferred to a local dialysis
facllily, owned by another corporation, that had an

If request to discharge patient to
that facility is denied, patfent will

be transferred to Idaho Kidney .
Center In ldaho Falls or Pocatello
and dlalyzed in a separate area

per regulation.

Patlents with a posltive Hepatitis B
Antlgen will be evaluated by the

IDT for the need for counseling,
medical evaluatlon and

vaccination of contacts.

NM or designee will ensure that all
patients receive ecducation on
policy of transfer or discharge if a
seroconversion occurs, See
attachments C, D & E,
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tsolation room, He sald he dld not hava physiclan
privileges at the other faclily and therefors would
not continue to diract the pallent’s dlalysis
frealment,
n an Intervlew on 7/26/12 at 2:00 PM, tho
Qualily/Educalor staled there was no lransfer
agreament with the local dialys(s faclilly owned by
another corparation,
The facillly falled to maintaln an infection controt
plan for safely raaling Hepatllis B posilive
patfents, ’
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