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V 000 INITIAL COMMENTS V 000

 This was a COVID-19 Focused Infection Control 

Survey (NJ00136746) conducted on 6/17/20.  

The Facility was in compliance with 42 CFR, Part 

494, Conditions for Coverage (CfC) for End Stage 

Renal Disease Facilities.  Standard level 

deficiencies were evident.

 

V 113 IC-WEAR GLOVES/HAND HYGIENE

CFR(s): 494.30(a)(1)

Wear disposable gloves when caring for the 

patient or touching the patient's 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:

V 113

 Based on observation, staff interview, and facility 

policy review on 6/17/20, it was determined that 

the facility failed to ensure that visitors do not 

enter clean areas while wearing contaminated 

gloves. 

Findings include: 

Reference #1:  Facility policy titled, Visitor Policy, 

states, "... Visitors have a responsibility to abide 

by FKC policies and procedures. ..."

Reference #2:  Facility policy titled, Personal 

Protective Equipment, states, "... Gloves ... 

Change gloves and practice hand hygiene 

between each patient and/or station to prevent 

cross contamination. ... Remove gloves and wash 

hands after each patient contact, ... "

1.  During observations on the treatment floor at 

10:41 AM, Staff #11, an ambulance transport staff 
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V 113 Continued From page 1 V 113

member, moved a patient from a stretcher to a 

hemodialysis chair while wearing gloves.  

a.  While wearing the contaminated gloves, Staff 

#11 went to the clean sink located at the nursing 

station, entered the clean cloth box, and wetted 

the cloths with a bleach solution. 

2.  Upon interview at 1:10 PM, Staff #1 stated that 

the transport staff should not be retrieving any 

supplies that belong to the facility.  Staff  #1 

stated that the transport staff should have 

removed his/her gloves, performed hand hygiene, 

and then asked a facility staff member to get 

him/her a bleach cloth.  Staff #1 confirmed that 

the sink where the white cloths and bleach are 

kept is a clean area.
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